
Surgeons urged to sign patients 
to avoid surgery on the wrong site
Signature or initials said to greatly reduce chance of tragic error

Wrong-site surgery sometimes is considered such a ridiculous
and rare foul-up that there is no need to institute measures to
prevent it, but a growing chorus of surgeons and legal experts

is advocating a simple solution they say can practically eliminate the
problem: The surgeon should sign his or her name directly on the body
part to be operated on.

The idea has been around for a while, but it has received more atten-
tion in recent years after several wrong-site surgery incidents gained
widespread media attention. In two notorious cases, a surgeon ampu-
tated the wrong leg of a patient, and another surgeon opened the wrong
side of a patient’s head for brain surgery. Like almost all cases of wrong-
site surgery, the mistakes were traced to simple errors in the pre-op sys-
tem that led the surgeon and staff to proceed on the wrong site. 

That sort of mistake can be eliminated almost entirely by requiring sur-
geons to sign their patients before surgery, says Terry Canale, MD, chief
of staff at the Campbell Clinic in Germantown, TN, where all 30 orthope-
dic surgeons and 32 residents sign their patients before surgery. Canale
also leads the ongoing campaign by the American Academy of Ortho-
paedic Surgeons (AAOS) to eliminate wrong-site surgery. He chaired an

AAOS task force that determined
the problem is more widespread
and serious than many believed,
and he says the signing policy is
the solution.

“This happens more than we
might like to admit, and every
damn one of them is prevent-
able, and every one is going to
be a lawsuit,” he says. “Here’s a
complication that’s totally pre-
ventable. We can knock this out
totally like the polio vaccine
knocked out polio.”
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Executive Summary
Subject:
Surgeons are encouraged to sign their
names on the surgical site to avoid
wrong-site surgery. A growing number
of doctors and hospitals are adopting
the practice.
Essential points:
❏ Wrong-site surgery is more com-

mon than most risk managers think.
❏ It almost always leads to a payout.
❏ Signing the patient might eliminate

risk and liability.
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The AAOS task force found that, contrary to
common belief, wrong-site surgery is not just a
rare, freak accident. Using data supplied by the
Physicians Insurers Association of America
(PIAA) and compiled by 22 malpractice insurers,
the AAOS found 326 claims for wrong-site
surgery between 1985 and 1995, with two-thirds
originating in orthopedics. Of the 225 orthopedic
claims, 84% resulted in payment, with an average
payment of $48,087 and a median payment of
$20,000. Of the 106 claims from other specialties,
68% resulted in payment, with an average of
$76,167 and a median of $25,000.

Wrong-site surgery claims are far more likely
to result in payment, according to the AAOS and
PIAA, with a whopping 84% paid instead of the

30% average in all
orthopedic malprac-
tice claims. 

Using a database
of 37 wrong-site
surgery claims from
the State Volunteer
Mutual Insurance
Co. in Tennessee,
the AAOS deter-
mined that an error

was discovered during surgery in 60% of cases,
and the originally planned procedure was carried
out in the correct location while under the same
anesthesia. Twenty-six patients had no residual
deficit other than cosmetic effects, but others suf-
fered impairment at the operative site, permanent
disability, and other effects.

In each of 18 cases, financial liability was
shared by the doctor and the hospital. The physi-
cian or physician group was solely responsible in
nine cases, and 10 other cases remain open.

Using the Tennessee database and extrapolat-
ing its numbers to all orthopedic surgeons in the
state, the AAOS estimates that an orthopedic sur-
geon’s chance of performing wrong-site surgery
during a 35-year career is one in four. 

“That’s a fairly devastating number,” Canale
says, adding that there is an additional risk
beyond the obvious one to the patient and the

financial one to the health care provider: The sur-
geon suffers greatly after such an incident, he says. 

“For the surgeon, it is psychologically devas-
tating to have operated on the wrong side,” he
says. “I’ve seen guys mope around for six months
afterward with a terrible inferiority complex, just
totally paranoid about making another mistake.”

An attorney who is familiar with wrong-site
surgery litigation agrees with Canale that the prac-
tice of signing patients could virtually eliminate
the surgical gaffe. Harvey Wachsman, MD, JD, is
involved with both the clinical and legal sides of
the debate. As a trustee of the State University of
New York, he directs several medical programs at
the university’s facilities and is a practicing neuro-
surgeon. He also is president of the American
Board of Professional Liability Attorneys and one
of the best-known medical malpractice attorneys
in the country. He recently represented the woman
who had to undergo a second round of brain
surgery to remove a tumor after the first proce-
dure was done on the wrong side.

Signing patient reduces liability 

Wachsman says signing patients is a good pol-
icy. Right-left confusion is an easy mistake for
even the most skilled surgeon, he says, and expe-
rience has shown that it only takes one small
error to cause wrong-site surgery. He adheres to a
policy of signing patients and encourages all his
colleagues to do the same.

“This policy would have prevented the cases of
wrong-site surgery that we know of,” Wachsman
says. “The extra few minutes that are involved
are negligible, and it’s to everyone’s benefit.” 

A number of hospitals have adopted the prac-
tice recently, including New York University,
Chicago’s Northwestern University Medical
Center, and Strong Memorial Hospital in Roch-
ester, NY. Many hospitals encourage the practice
but do not make it mandatory. Canale and
Wachsman say they would be pleased to see
mandatory marking policies at all hospitals, but
the AAOS task force determined it was beyond
its scope to recommend such policies.
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Canale and Wachsman say they know of no
surgery performed on the wrong site after signing
a patient. While the risk seems greatest with ortho-
pedic and neurosurgical procedures, the doctors
say the principle applies to any surgical procedure.
Patient signing could be extended even to general
surgery to avoid performing the wrong procedure
or operating on the wrong patient.

Growing acceptance among surgeons

Canale provided Healthcare Risk Management
with a sneak preview of the results of a survey of
the 17,000 members of AAOS, which show that
40% of them routinely sign patients before surgery.
That is the result of a nine-month campaign by the
AAOS to encourage the practice, and Canale has
mixed emotions about the 40% participation.
While he recognizes that it is significant to change
the behavior of 40% of a population in only nine
months, he says he is a bit disappointed that more
surgeons are not adopting such a good solution.

Patients love the idea, he says, because they
have heard the horror stories about wrong-site
surgery. Surgeons come to rely on the practice,
even if they are reluctant to begin it, he says. The
only downside to the practice is the extra few min-
utes it takes for the surgeon to verify the correct
location and sign the patient, but Canale says that
is a minimal price for the security offered. Many
surgeons use the moment to converse with the
patient, calm fears, and establish more rapport.

The Joint Commission on the Accreditation of
Healthcare Organizations has expressed interest in
the signing policy, Canale says. The Joint Commis-
sion has made wrong-site surgery an automatic
sentinel event, so it may look favorably on a sign-
ing policy. 

Canale says the act of signing the body part
does no good if you have not confirmed the
surgery location. The real benefit from the signing
is that the surgeon has taken personal responsibil-
ity, before the patient is prepared and draped, for
confirming the correct site. (See related story at
right.) The act of signing requires the surgeon to

confirm the site instead of leaving it to others and
possibly compounding the error by assuming the
patient is draped correctly. “You’ll hear surgeons
say they’re too busy for this kind of thing, and
they’ll try to send down a third assistant or the
youngest nurse they can find to do it for them,” 
he says. “Those are the people we need to con-
vince the most. They’re the people most at risk 
of making the error in the first place.”  ■

Confirm correct site, then
apply your John Hancock

Here is how the American Academy of
Orthopaedic Surgeons (AAOS) recommends

signing patients to avoid wrong-site surgery:
• The surgeon should be responsible for

checking all records, films, and other indicators
of the proper surgery site. It is not enough to
have an assistant confirm the site. The whole idea
is to make the surgeon personally responsible for
the crucial site check.

• Ask the patient to indicate the correct site.
• Use a permanent surgical pen. The pen can

be sterile or unsterile, of the type commonly used
to mark patients’ skin for surgery. The marks typ-
ically last five to seven days and are thought to
have no effect on the infection rate.

• The surgeon should sign his or her name
directly on the operative site. Variations abound,
such as using initials or writing “no” or “not this
leg” on the other limb. Those are not as good as
signing the correct site. The other limb will not be
visible when the patient is draped, so the surgical
team cannot be sure what is on the other limb. It 
is better to sign directly on the surgical site, so the
surgeon has no doubt where to operate. The
AAOS recommends initials, but some say a com-
plete signature is more easily recognized by the
surgeon and others, whereas initials could be con-
fused. An “X” is never a good idea. Does an “X”
signify “X marks the spot,” or “not here”?

• The surgeon should not proceed unless the
signature is visible. This is another reason to
sign directly on the surgical site, not just nearby.
Never assume the signature is under the drapes. 

• Encourage the rest of the surgical team to
confirm the signature site. Any member of the
surgical team should feel comfortable question-
ing why there is no signature visible at the site
about to be cut.  ■
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❏ Terry Canale, chief of staff, Campbell Clinic, 

1400 Germantown Road, Germantown, TN 38138.
Telephone: (901) 759-3254. 

❏ Harvey Wachsman, 175 E. Shore Road, Great Neck,
NY 11023. Telephone: (516) 487-1990.



Facility finds creative
alternatives to restraints

Many health care providers say they want to
be restraint-free, especially since regulators

like hearing that, but many find they are only able
to reduce the use of restraints. Some patients and
some situations just require restraints, they say. 

That excuse is not accepted at Susquehanna
Lutheran Village, a 203-bed nursing home in
Millersburg, PA. Susquehanna began reducing 
the use of restraints in 1995 and soon after became
a restraint-free facility. The facility now serves as 
a training site for restraint-free care for the entire
state of Pennsylvania, and it recently was one of
two recipients of the 1998 Codman Award from
the Joint Commission on the Accreditation of
Healthcare Organizations. The award recognizes
innovative efforts to improve health care.

The Joint Commission and the facility’s admin-
istrators point to the program’s success as an
endorsement of the restraint-free concept, point-
ing out that the elimination of restraints has not
led to an increase in claims or injuries. In fact, the
severity of fall-related injuries actually decreased
when restraints were eliminated.

High level of restraint use prompted concern

The facility’s efforts began after the Pennsyl-
vania Department of Health sent a letter noting
that 65% of the patients were restrained in some
way and asking for a plan of action, says Joseph
Mraz, MS, executive director of Suquehanna. It
took about two years to eliminate restraints alto-
gether, but now families are told on admission that
the facility does not use restraints in any circum-
stances. If the family insists that restraints are nec-
essary for a patient’s safety, staff suggest they look
elsewhere for accommodations.

The families’ reluctance to forgo restraints 
was one of the biggest hurdles, Mraz says. Though
families dislike seeing their loved ones restrained,
they also greatly fear the consequences of allowing
patients to fall or wander. “Families are just more
confident when their loved ones are restrained,”
he explains. “They would go to the attending
physician and say they wanted Mom or Dad
restrained. That in turn led to difficulties with
physicians who didn’t want to get 10 calls a day
from the family, so sometimes the physicians
would just say, ‘Let’s do the restraints.’”

Changes in daily routine implemented

Mraz and his colleagues persevered with the
plan, insisting that there was no need to restrain
patients. By implementing a series of changes in
the daily routine, they were able to keep patients
safe without the use of restraints. (See p. 33 for
details on the changes.) The staff and physicians
had to change some of their attitudes about how 
to protect patients, but time proved that the goal
could be achieved, Mraz says. 

A “restraint reduction team” was developed,
including nurses, nursing assistants, physicians,
and administrators. Together, the team brain-
stormed new ideas to keep patients safe without
restraints. The original goal was reducing the use
of restraints, but the Susquehanna team decided
to eliminate restraints altogether once they saw
the initial good results. The nursing home now
has no restraints in the building.

“Of course, we looked at the easiest cases first
and were able to remove their restraints quickly,”
Mraz says. “We saw that they were happy to have
the restraints removed. If they were cognitive, they
would say thanks. If they were less cognitive, we
would see that they were less agitated.”

One of the first concerns was that the restraint-
free policy would require the addition of more
staff at the nursing home. Mraz found that was 
not the case. “It takes more staff to put them in
restraints, monitor them, take them out of the
restraints, exercise them, and so on,” he says.
“There’s less work involved in being restraint-free,
but we did have to make sure we included the
office staff in the program. We wanted the office
staff to be able to help if they see a patient wander-
ing or leaving the center. We encourage them to
retrieve the patient, or if they have a few minutes,
to take the patient for a short walk outside.”

The team also anticipated an increase in falls
because all the literature concerning the removal
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Executive Summar y
Subject: A Pennsylvania nursing home has eliminated
restraints through the use of creative alternatives,
despite criticism that it couldn’t be done.
Essential points:
❏ Staff must be flexible in finding solutions.
❏ Dietary and exercise changes also may be needed.
❏ The number of falls may increase, but the severity

of injuries may decrease.



of restraints suggested such an increase was
inevitable. There was indeed an increase in falls,
but there was a significant reduction in the sever-
ity of injuries from falls, Mraz says. Because of
changes in the care plan that improve the patients’
muscle tone and overall health, for instance, a fall
is more likely to result in just a bruise than a seri-
ous injury, he says. 

Every single fall, no matter how minor, is
reported to the patient’s family, he says. That cre-
ates a good pattern of accountability and shows
how the facility responded to each incident in
case the patient is ever involved in a more serious
fall. There has been no increase in lawsuits or lia-
bility since the facility went restraint-free, Mraz
says. Although he cautions that the transition will
take some time, he says other facilities should be
able to achieve the same elimination of restraints.

“Everyone is on board with this program
now,” he says. “Patients often come back from
the hospital restrained, and the staff runs to us,
saying, ‘Get those restraints off! We don’t want
any restraints here!’”  ■

Restraints can be dropped
without increased injuries

Athorough plan is required to eliminate
restraints in a health care facility, cautions

Joseph Mraz, MS, executive director at Susque-
hanna Lutheran Village in Millersburg, VA, the
nursing home that recently became restraint-free.
Creativity is key, he says.

Obviously, you could not just stop using
restraints and leave it at that. Injuries would sky-
rocket, and your facility would bear substantial
liability. Chemical restraints are another option,
but Mraz says you’re cheating if you rely on
chemical restraints instead of physical restraints.
Either way, the patient is restrained. 

Is it realistic to expect the total elimination of
restraints? Won’t there be some patients who truly
must be restrained? Mraz says those patients are
rare. For almost all patients in nursing homes or

other health care facilities, restraints are not
needed, he says. “We don’t think we’re such a
unique facility that we’re different from the major-
ity of nursing homes out there. If we got one of
those rare cases where it seemed restraints were
needed, we would keep trying different things
until we found the right solution. You have to be
willing to try new and different solutions.”

Mraz says combative patients often fight less
when restraints are removed. While restrained,
they often will urge other patients to help them
and then will lash out when approached, risking
injury to both. With no restraints, the same patient
often will be much less antagonistic.

These are some of the ways that Susquehanna
kept patients safe without restraints:

• Increased exercise to improve muscle tone
and reduce the likelihood of injury if a patient
did fall.

• Dietary changes to complement the
increased exercise and improve strength and
muscle tone.

• Building staff/patient relationships by
assigning nursing assistants to work with the
same patients each day. By getting to know indi-
vidual patients and their families, the staff could
accommodate their needs better and learn how 
to help prevent falls and wandering.

• Creative environmental changes to minimize
the risk of falls. Susquehanna has put protective
mats on the floor by patients’ beds, with the fami-
lies’ permission, to reduce injuries when a patient
is prone to climbing out of bed. In other cases, fur-
niture legs were cut to lower the beds. 

For one patient with diminished mental capac-
ity, the family explained to the staff that he had
been an avid gardener. He was physically unable
to garden outside, but his desire to go outside and
work in the garden prompted most of his efforts to
get out of bed and wander. So the staff came up
with a solution. They put a beanbag chair on the
floor in his room and allowed the man to sit on the
floor, digging into the beanbag chair with his
hands as he imagined himself gardening. Satisfied
that he was able to garden again, he no longer
fought the staff and did not need restraints.

“Some might look at that scene and see it as a
dignity issue, that perhaps we were being disre-
spectful to cater to his idea that he was outside
gardening,” Mraz says. “But, if you know the cir-
cumstances and that restraints might be the alter-
native, we see it as a good response. He and his
family were much happier with that than with
restraints.”  ■
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❏ Joseph Mraz, executive director, Susquehanna

Lutheran Village, 990 Medical Road, Millersburg, 
PA 17061. Telephone: (717) 692-4751.



JCAHO hails reduction 
in mealtime violence

When you’re having lunch with 1,000 danger-
ously mentally ill men, you really hope that

everyone has a good meal and walks away happy.
Otherwise, a fork can become a weapon.

Mealtime violence is a serious problem for 
the patients and staff, so efforts to keep the peace
became a top priority at California’s Atascadero
State Hospital, which recently won a Codman
award from the Joint Commission on the Accred-
itation of Healthcare Organizations for its efforts.
The hospital has 1,700 staff and, in just one year
at the 1,000-bed psychiatric hospital, 134 of them
were injured through patient-related violence.
Most of the injuries occurred at mealtimes. The
injuries cost the hospital more than $766,000.

Violent events reduced by 40%

Once the hospital leaders decided to take deci-
sive action against the problem, violent events in
the dining room were reduced by 40% in one
year. Attacks with silverware, the natural weapon
of choice at mealtimes, were eliminated. By
switching to plastic ware, the facility also saved
70 nursing staff hours a day that had been
devoted to silverware control procedures in the
dining room, the equivalent of 14.5 full-time
nursing staff positions per year.

In addition, the violence reduction strategies
contributed to a 24% reduction in the hospital’s
workers’ compensation and industrial disability
leave expenditures for fiscal year 1994/1995.

The turnaround required a new way of think-
ing at the facility, says Cindy Ramage, RN, the
standards compliance coordinator. Ramage and
others at the facility put together a quality assess-
ment team with the goal of taking a hard look at
the violence in the facility and with instructions
to do almost anything necessary to reduce it.
Mealtimes were clearly the most risky time for
patients and staff, so that was the first focus of
the team, says Colleen Carney Love, DNSc, RN,
director of the clinical safety project.

“We’ve made it explicit that we won’t accept
violence as part of the job, which is the way it’s
been accepted in mental health,” Carney Love
says. “The issue of violence really is not addressed
as vigorously as it should be in many settings, and
this is an industry where it sometimes is just taken
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Executive Summar y
Subject: Mealtime violence was reduced in a California
hospital for the mentally ill in an effort the Joint Commis-
sion on Accreditation of Healthcare Organizations says is
an example of a creative solution in health care.
Essential points:
❏ Involving patients proved key to finding solutions.
❏ Violence against staff also had become a serious

cost issue.
❏ Solutions improved safety and cut costs/staff time.

Removing silverware dulls
much of mealtime’s risk

The team at Atascadero (CA) State Hospital ini-
tiated a number of safety initiatives to reduce

the risk of violence and resulting injuries at meal-
times. Here are some highlights:

• Silverware was replaced with plastic ware.
There had been an average of seven silverware
attacks per year on patients and staff for the past
15 years. Silverware had been used instead of
plastic ware partly because the facility’s administra-
tors perceived it as more normal than plastic, and
normalizing the patient’s environment is a signifi-
cant goal in the patient care plan. But patients
made it clear they preferred plastic ware, giving up
a bit of normalcy in return for increased safety. No
one has been attacked with the plastic ware.

• Healthier patients were allowed to leave the
dining room sooner. The data showed 35% of the
violent incidents occurred as patients were waiting
to leave the dining room after meals. The policy
was changed to allow healthier patients to leave
when done. The average time each unit’s patients
spend in the dining room was cut by 15 minutes.

• Patients were given more options instead
of waiting. Waiting tended to aggravate patients,
pushing some over the brink and into a violent
episode. To reduce the waiting time, particularly
for patients waiting to leave the dining room after
the meal, the facility opened the courtyard and
gym to provide more options.

• Staff were educated about the initiatives
and encouraged to be more courteous. Patients
had complained that the dining room staff were dis-
courteous — not a small complaint when it comes
to 1,000 dangerously mentally ill men. What
patients perceived as discourteous behavior often
was enough to prompt some into a violent rage, so
the hospital held 20 inservices for dining room
staff. The classes focused on the problems and
rewards of working with the mentally ill. ■



News: A California jury awarded $1.3 million
to a patient who fell and broke his hip while try-
ing to get out of a chair. The award was reduced
to $835,335, and the parties entered into a struc-
tured settlement for an undisclosed amount. 

Background: The 59-year-old patient, a com-
puter professional, underwent invasive surgery to
remove a chest schwannoma, which was benign.
After surgery, he was given Xanax and morphine
sulphate orally. The surgeon had ordered Compa-
zine to be administered orally, but it was given
intramuscularly. Between 8 p.m. and 9 a.m. on 
the second morning following surgery, the patient
was taken out of bed and placed in a chair while
hooked up to an IV. The nurses were changing the
bed linens and preparing the patient for possible
discharge. They left the room. 

The patient tried to get up but fell and broke
his hip. Surgery was performed, and his hip was
pinned. During physical therapy, the patient was
diagnosed with a benign brain tumor. He has dif-
ficulty walking and developed chronic pain syn-
drome as a result of the pins protruding into the
soft tissue surrounding the hip. 

The patient claimed the nurses negligently
administered his medications and left him unat-
tended. According to the plaintiff, he was over-
medicated, and he was moved to the chair as
soon as an hour and a half after receiving one of
the medications. He also claimed that the chart
was devoid of nurses’ or physicians’ entries from
8 a.m. or 9 a.m. until after 1 p.m. Therefore, the
length of time the patient was left unattended

could not be determined. Radiology records indi-
cated the hip was X-rayed at 10:15 a.m. Later, the
attending physician wrote that the patient had
suffered a hypostatic event. Prior to leaving the
hospital in the early morning, the patient’s wife
had expressed concern that her husband seemed
“out of it.” None of the five nurses whom the
plaintiff’s lawyer called to testify at trial could
recall any of the facts surrounding the incident.
The hospital denied negligence and argued that
the patient’s walking deficits were caused by
brain dysfunction resulting from the tumor. 

What it means to you: Virginia O’Malley, RN,
director of risk management for Valley Hospital in
Ridgewood, NJ, offers the following observations:

Fall prevention is a pervasive issue for all hos-
pitals. The most common custodial injury is a
fractured hip following a patient fall. From a risk
management perspective, the concerns in this
case clearly involve lack of documentation.
Failure to document equates with failure to per-
form, which translates in this case to failure to
assess, monitor, and prevent injury to the patient. 

The first issue is assessment of the patient for
any sensory or motor deficits that might place
him at a greater risk for a fall. For example, did
the patient have a documented walking deficit?
Were there any indications that the patient had
been behaving as though he were overmedi-
cated? Was the patient assessed for this?

The second concern is the fall prevention mea-
sures that could have been implemented if the
patient were identified as being a high risk for
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Unattended, medicated patient falls, breaks hip: $835,335
By Pearl Schaikewitz, JD
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falls. The most important measure is giving the
patient clear instructions not to get out of bed or
the chair without assistance. Other safeguards
include the use of barriers such as side rails, a call
bell within reach, and a bedside commode that
preempts a walk to the bathroom. Were such
measures in place?

The final issue is the lack of documentation of
the circumstances surrounding the actual fall. For
example, when was the patient mobilized to the
chair? What instruction was he given to call for
assistance, and did he have a device within reach
to do so? How long was he in the chair? What
was the patient’s behavior or sensorium? Was he
alert and steady on his feet during the transfer to
the chair? When was he found on the floor? 

A strong high-risk screening program could be
put in place, which might have assisted in the
hospital’s defense. Such a program includes early

notification to
risk management
when there is an
adverse patient
event or injury.
As long as the
risk manager is
brought in early
enough, he or
she can investi-
gate the situa-
tion, conduct
interviews, and
examine the

medical record to verify that it is documented as
thoroughly, objectively, and accurately as possi-
ble. There is nothing more credible than contem-
poraneous documentation. Frequently, the
medical record is the only piece of evidence avail-
able to help a facility survive medical malpractice
litigation. It will last beyond the statute of limita-
tions and the caregivers’ memories. 

In this case, the lack of documentation con-
tributed to the nurses’ lack of recall, resulting in
loss of credibility and a significant adverse ver-
dict. In the risk management education program
at my facility, part of my job is encouraging care-
givers to document the medical record thor-
oughly, objectively, and contemporaneously to
the care rendered.

Reference

Burns v. Downey Community Hospital, Norwalk County
(CA) Superior Court, Case No. BC 152 125.  ■

Psychiatric patient wins
$2.175 million rape verdict

News: A 15-year-old patient who was raped
while in a Texarkana, AR, psychiatric hospital won
a $2.175 million verdict, including $1 million in
punitive damages against the hospital.

Background: The incident occurred on Aug. 10,
1994. Two minor male patients allegedly coerced
the girl to come down to their floor. When she
was standing in the hall in front of the door to
their room, they pulled her inside. Each boy raped
her once, then the first boy raped her again. The
boy who planned the rape had sketched a “rape
plan” to show the other boy how they could get
the girl down to their room while staff were not
looking. The girl did not tell anyone about the
rape until three days later, when she informed a
female staff member. The staff member and the
nurse on duty conducted an investigation. The
nurse manager called the police; however, the
“rape plan” and the internal investigation were
not mentioned. 

The plaintiff alleged that the hospital tried to
cover up the rape incident, failed to supervise its
patients, and should not have placed the female
patient in such proximity with the males. The
hospital maintained that the nurse on duty was
sitting at the desk during the incident but did
not hear anything because the patient did not
scream. The hospital argued that the sexual con-
tact was consensual, that all three patients broke
the hospital’s rules, and that the female patient
had had sexual relations twice before. 

This hospitalization was the patient’s first. 
She has been an inpatient six times since the inci-
dent. She had two diagnoses before entering the
hospital, but left with six. The jury assessed $2.1
million in damages against the hospital, $50,000
against the first male patient, and $25,000 against
the second patient. 

What it means to you: This case would raise
several concerns for any risk manager, says Mary
O’Mara, RN, MPA, assistant vice president for 
St. Joseph’s Medical Center in Yonkers, NY. “A
primary concern for every psychiatric patient,
regardless of age, is safety. Patients need to be
made safe from harming themselves or others. A
safety program should include appropriate moni-
toring policies, camera surveillance, and door
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alarms, especially if a facility houses male and
female adolescent patients in the same building.”

O’Mara notes that camera surveillance is often
available in psychiatric units. In her facility, cam-
eras are positioned on hallways and certain
rooms. Staff members then watch the screens at
the nurses’ stations so they can see any activity in
the unit’s hallways and public areas, as well as in
certain rooms.

Preventing easy access to unit

O’Mara wonders whether the unit’s doors had
alarms. “It is not common to have easy access to
the unit as apparently happened in this case. It’s
very surprising.” She adds that hospitals usually
put alarms on the back doors that will sound if
anyone opens them. The alarms will alert the
staff that someone is entering or exiting the unit
without authorization. 

O’Mara’s facility also has a policy addressing
patient control in the event of a fire on a locked
unit. “In most hospitals, the doors unlock auto-
matically during fire alarms so the patients can
get out. Our policy is to assign a staff member 
to every back door. As soon as the fire alarm
sounds, the staff members go straight to their
assigned doors and guard [the doors]. That
serves two purposes: No one leaves the unit
during a fire drill, and staff can direct patients
appropriately if there is a fire.”

Safety precautions apply to visitors as well.
“Our hospital’s unit has a main entrance, and 
visitors are signed in and permitted to stay with
patients in only one main area, so they are not
allowed free access to any room in the unit,”
O’Mara explains. 

Avoid predictable work schedules

O’Mara’s next concern is whether any regular
rounds were done on this unit. “If the patients
were able to draw up a ‘rape plan,’ it indicates
that the staffing work patterns were too consis-
tent. On our unit, normal rounds are made every
30 minutes. That schedule may step up to every
15 minutes for certain patients who need closer
observation. More acute patients may be placed
in sight of certain staff members, or they may be
within arm’s reach, depending on how intensely
they need to be watched.” 

As for security guards, they are not commonly
used or needed on locked psychiatric units,
O’Mara says. “They make the unit seem like a

jail, which is not conducive to therapy. The only
time we would use a security guard in the unit is
if a patient were [to be] out of control, and we
needed extra hands to help stabilize that patient.
We also might place a guard with a person in the
psychiatric ER who is awaiting admission to the
unit if the person is considered at risk for harm-
ing themselves or others.”

Finally, the suggestion in the case that the boys
should be housed in a different building from the
girls is not always financially feasible, O’Mara
points out. “In New York, pediatric and adoles-
cent beds tend to be at a premium, so sometimes
it is not possible to put them in separate build-
ings. That’s why monitoring, alarms, and camera
surveillance are so crucial. Often, they can pre-
vent these types of incidents.”

Reference

Black, Guardian v. Charter Behavioral Health Services of
Texarkana, Inc., Bowie County (TX) District Court, Case No.
96C1132-005.  ■

Psychotic patient jumps
from window: $338,331

News: A Maryland jury awarded $338,331 to a
patient who jumped from a third-floor window
and survived.

Background: The 42-year-old patient initially
was admitted to the hospital’s psychiatric ward
diagnosed with depression and psychosis. He
was administered antipsychotic medication on an
as-needed basis. When the patient’s psychiatrist
learned that the patient was suffering from ter-
tiary syphilis, he ordered the patient transferred
to an open medical ward for treatment. Three
days later, the patient smashed a window on the
third floor and jumped out of it. He sustained
numerous fractures. The patient alleged that in
light of his psychosis, the psychiatrist negligently
transferred him from a locked ward to an open
floor. He also claimed that the nurses negligently
failed to monitor and protect him. The jury found
only the hospital liable.

What it means to you: Damage control in this
scenario involves bringing in the risk manager
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immediately. “This is a big-issue case,” says
Ricki Strader, RN, JD, director of risk manage-
ment at Athens (GA) Regional Medical Center. 

“To diminish the damages, it needs to be 
handled properly from the time the patient is
injured. The patient needs immediate medical
treatment, the area must be secured, the family
must be notified in the right way, and the docu-
mentation must be done correctly,” Strader
explains.

The underlying issue in this case is whether
the patient was properly assessed on the psychi-
atric unit and on the open medical unit, Strader
says. “The patient needed to have a continuing
psychiatric assessment, no matter what unit he
was on.” 

She has several suggestions for making appro-
priate assessments and otherwise reducing the

risk of this type of
occurrence. The best
strategy is to have a
medical-psychiatric
unit, but that is not
always possible in
every facility. “A
drastic approach is
to transfer high-risk
patients to a facility
that has a medical-
psychiatric unit, if
your institution can-
not care for them
properly,” Strader

adds. But there are other options to consider if 
an institution is to have control of this type of
problem.

“A nurse from the psychiatric unit could go 
to the open medical unit and assess the patient
every shift. Hopefully, the psychiatrist will assess
the patient daily. Staff could be cross-trained in
both psychiatry and medical-surgical so that the
psychiatric nurses can handle the medical-surgi-
cal patients, and the medical-surgical nurses can
identify problems with the psychiatric patients,”
Strader suggests. 

He also advises implementing policies and
procedures concerning psychiatric patients on 
the medical-surgical units if transfers happen fre-
quently. “All of the patients’ information must be
given to the open unit. Moreover, those patients
should be placed in rooms closest to the nurses’
station, allowing for frequent monitoring. Put
them on suicide precautions and use restraints
when necessary. Also, sitters are a consideration,

as well as increased staffing, monitors, and
alarms.”

Another important factor is the need to pay
closer attention to patients with multiple psychi-
atric diagnoses. “Someone with a psychosis has
poor judgment and reasoning. In combination
with depression, this can create an increased risk
of suicide,” he points out. This raises the issue of
medications. “The patient in this case had a PRN
psychiatric medication on the psychiatric unit,
but was that continued on the open unit? Was he
appropriately medicated for his depression and
psychosis?” 

Strader adds that if a psychiatrist is not going
to follow a patient on the open unit, protocols
prepared by psychiatrists for use on the nonpsy-
chiatric units probably ought to be available. “We
have such protocols available in my facility for
alcohol withdrawal, and they are helpful.” 

Looking at other reporting aspects

The risk manager must address other aspects
of an attempted suicide, Strader notes. “How
does the occurrence fit into the hospital’s sentinel
event definition and policy and procedure? Does
it need to be reported to JCAHO [the Joint
Commission on Accreditation of Healthcare
Organizations]? Under JCAHO standards, the
facility at a minimum should intensively analyze
the incident, and an action plan should be pre-
pared to prevent similar events in the future,”
Strader says. 

Moreover, if the attempted suicide is reported
to local law enforcement, media interest could
result. The risk manager should suggest that the
administration and public relations decide how
they are going to respond to requests for infor-
mation from the media so that an appropriate
statement is available in advance, Strader
advises.

Finally, because an occurrence like this can
involve multiple disciplines, such as security,
safety, engineering, the emergency department,
and possibly the environment of care committee,
there will be other documents the risk manager
will have to worry about protecting in litigation,
she concludes.

Reference

Albritton v. Washington Adventist Hospital and Fawcett,
Montgomery County (MD) Circuit Court, Case No. 
147875.  ■
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as a part of the workplace, something that had to
be accepted.”

The team already realized that mealtimes were
especially emotional for psychiatric patients, with
large groups brought together, often against their
will, and required to follow certain procedures in
order to eat. The logistics exacerbated stress lev-
els that already were high, and patients often
exploded in rage. 

But even though the problem was a familiar
one, the team addressed it by first collecting data
on exactly what sorts of incidents were occurring.
Without specific data, the team would not be able
to develop effective solutions, explains Carol
Constien, RN, risk management coordinator.

“Mealtimes triggered a high level of incidents,
and the injuries from those incidents were much
more severe than injuries that occurred else-
where,” Constien says. “We needed to know just
how they were happening.”

The team involved the patients in the solution
because they were most directly involved and at
high risk of injury. Their involvement was consis-
tent with Atascadero’s whole philosophy of seek-
ing patients’ input in their care and their envir-
onment. Patient representatives surveyed the
patient population, providing valuable advice 
to administrators about realistic ways to reduce
injuries. That turned out to be important when
outside regulators came in and took a look at
some of the changes.

“When we told them we were going to switch
to plastic ware, there was a negative reaction
because, from an outside perspective, that seems
less normalized,” Carney Love says. “But we
were able to show that the patients themselves
supported the move. Patient anxiety is a lot lower
now that the person across the table just has a
plastic fork when he gets angry, not a whole com-
plement of silverware in his hands.”

Despite the overall success of the violence
reduction program, Carney Love notes that the
team had a few false starts. “If we had taken our
first-blush ideas, we would have come up with
some crazy schemes,” she says. “We first thought
we needed more officers, metal detectors, maybe
even build a wall in the dining area. We weren’t
thinking outside the box. Fortunately, we kept

going and eliminated those ideas as we went
along.”

The team also considered providing meals on
the patients’ housing units, instead of bringing
them to the dining room for meals. That was
prompted by data that showed the incidence of
violence was lower on weekends, when patients
were allowed more freedom to skip meals and
vary mealtimes. Providing meals on the housing
units proved too labor-intensive, and some
patients did not like being kept in the same area
for meals. (See p. 34 for details on the solutions
that worked.)

In the end, the team’s safety recommendations
were considered a major success, as evidenced by
the sharp reduction in injuries and by the Joint
Commission’s hearty endorsement. “We got
Accreditation with Commendation, no small feat
for a public-sector industry,” Carney Love says.
“Our experience shows that you can tackle a
problem that a lot of people see as an inevitable
part of the job.”  ■

Personal harassment 
creates liability
Eliminate risk with a careful policy

By G. Michael Barton, SPHR
Vice President of Human Resources
Regional Medical Center
Madisonville, KY

Risk managers are on the alert for sexual
harassment because it has received a great

deal of attention in recent years, but another type
of harassment poses a special risk in health care
settings and could go overlooked until the victim
sues. 

It is personal harassment, the most subtle
type of harassment in the workplace. Personal
harassment is extremely damaging to workplace
harmony, and it also violates the Civil Rights
Act, whose definition of harassment was
expanded as of July 1, 1998. Specifically, any
conduct that creates an intimidating, hostile, or
offensive working environment will be closely
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scrutinized. This has opened the floodgates 
for employees to claim protection under this
expanded interpretation and seek relief from the
Equal Employment Opportunity Commission
(EEOC). The consequences could be devastating
to those employers who have allowed supervi-
sors to belittle, intimidate, or denigrate employ-
ees. It is equally important that employees are
prevented from engaging in personal attacks,
unwanted taunting, and other unacceptable
behavior with co-workers.

Health care employers can be at increased risk
of personal harassment lawsuits because of some
factors that are inherent in their work environ-
ment — 24-hour service, minimal staffing in
some situations, a tradition of tolerating what
might now be construed as abusive or disrespect-
ful behavior, and similar factors.

Make clear you will not tolerate harassment

Employers must carefully orchestrate an envi-
ronment that eschews any behavior that could be
construed as harassing. Let’s begin by looking at
some examples of personal harassment and how
it could create an offensive work environment in
your health care facility. As you will see, some of
them are common, if regrettable, situations that
risk managers might not realize could amount to
harassment.

1. Supervisor criticizes employee without
appropriate documentation.

The role of the supervisor is to provide guid-
ance and assistance to the employee. Supervisors
who openly criticize employees without provid-
ing written documentation of why the perfor-
mance was unacceptable may be building a
strong case if the employee seeks outside relief
from the Equal Employment Opportunity

Commission or other legal action. A lack of assis-
tance from the supervisor could signal that per-
sonal harassment is taking place.

The bottom line is that you must ensure that
supervisors are forthright in dealing with perfor-
mance issues. This includes meticulously docu-
menting deficiencies and sharing them privately
with employees. 

2. Personality clashes occur.
These clashes can occur between the super-

visor and employee or between employees. In
either case, it may signal that personal harass-
ment is present. Typically, these clashes escalate
into more serious problems in the workplace. A
supervisor may limit an employee’s opportunity
for growth in the organization simply because 
of a personal dislike for the individual. For
instance, a chief of surgery may restrict a resi-
dent or intern’s ability to participate in certain
advanced surgical procedures because he does
not like that person.

Without appropriate documentation of legiti-
mate reasons for the restriction, that could be the
basis for personal harassment. The supervisor
may inform the employee, “Your opportunities
for growth are limited in this organization,” and
provide no further explanation, or a supervisor
could say, “I don’t want you here because I sim-
ply don’t like you.” In both cases, the supervisor
is overtly building a case for personal harass-
ment. Such statements humiliate and insult an
employee and provide no objective feedback
from which corrective action can be taken.

When the personality clash is between
employees, it can be just as devastating. Most
medical organizations use employee teams to
accomplish many of their significant projects.
Personality clashes can result in some employees
being excluded from the more important assign-
ments if work leaders choose only individuals
they like. Other employee clashes can create hos-
tile work environments or even lead to violence
in extreme cases. It is important to address any
personality clash directly and honestly with the
parties involved before it creates major problems
in the workplace.

3. Employees who receive accommodation in
the workplace are treated unfairly.

Employees who have medical disabilities are
protected by the Americans with Disabilities Act.
Most organizations know this and are fully com-
pliant with the law’s regulations. The problem
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comes in when the employee receiving the
accommodation is treated unfairly by supervi-
sors and co-workers. This unfair treatment may
include employees and supervisors saying some
hurtful and demeaning things such as: “I can’t
believe you can only lift 10 pounds,” or “We feel
cheated because you don’t have to work as
hard.” If the supervisor or co-workers continue
to treat the employee in such a manner, he or she
may feel the need to file a complaint with the
EEOC or corporate compliance officer, if one is
available.

4. Employees engage in taunting, destructive
gossip, and offensive horseplay.

Any of this type of behavior can create a hos-
tile work environment. Although some of it may
not directly violate legal regulations, it can be
extremely destructive to workplace harmony.
Many astute medical organizations have add-
ressed this behavior in their “code of conduct.”
The code spells out the responsibilities that
employees must embrace to be effective organi-
zational members. These responsibilities gener-
ally include treating co-workers with dignity
and respect.

5. Harassment based on generation gap, age, or
seniority occurs.

If a generation gap exists in the mind of a
supervisor or employee, it may trigger personal
harassment confrontations. A good example is
the older supervisor who unjustly labels the
“Generation X” employee as lazy and irresponsi-
ble because he refuses to work late. Or, it could 
be the Generation X supervisor who berates the
older employee for “being a technology dino-
saur” when it comes to learning new computer
programs.

This is why it is important to establish a work-
ing environment that treats all employees equally
regardless of generational or age differences.
Generational differences should be used to build
a solid workplace foundation rather than be fuel
for a personal harassment battleground. 

6. Employee is harassed for refusing to engage
in recreational or other outside activities.

This type of personal harassment is extremely
common. An example would be the supervisor
who gives the plum assignments and high per-
formance ratings to those employees who frater-
nize with him or her outside of work. 

The problem with this is that it can result in

the supervisor being charged with discriminat-
ing against the other employees. The employee
in this instance may claim that the supervisor
created an “intimidating and offensive work
environment” by requiring him or her to associ-
ate with the supervisor outside of work. 

The only way to avoid such charges is to 
not create such an atmosphere in the first place.
There should be a compelling business reason
for requiring employees to attend outside activi-
ties. Attending the big game or partying with
the boss are not defensible reasons.

Remember that it is not enough to say that
attendance is optional. If it becomes clear that
attendance is necessary to further the employ-
ee’s career, that may be the same as requiring
attendance.

7. Employer fails to provide appropriate train-
ing or information.

This becomes a personal harassment issue
when the employee is unable to perform his or
her job because of an inability to receive train-
ing or other key information. A supervisor may
threaten to withhold training or information
unless the employee provides sexual or personal
favors. Such personal favors may include engag-
ing in unethical behavior such as asking the
employee to clock in or out for someone else or
to write off an account balance for friends of the
supervisor. 

The employee can report such requests to the
corporate compliance officer or to the human
resources director. In any case, such actions create
an offensive and hostile working environment
and violate Title VIII of the Civil Rights Act.

8. Supervisor or co-worker discriminates
because of cultural differences.

Cultural differences include religious, ethnic,
personal, dress, and racial distinctions. The pos-
sibilities for personal harassment are endless.
Supervisors can discriminate according to cul-
tural differences when hiring, firing, assigning,
evaluating, and compensating an employee.
Obviously, the employee is clearly protected
legally in all of these situations.

What happens when the discrimination is
more subtle; for example, employees who are
harassed because of their dress, accent, or per-
sonal beliefs? This type of personal harassment
can be illegal because it results in an “offensive
work environment” for that individual. It may
also violate the organization’s code of conduct,
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if one exists. Even if a code does not exist, the
employee should report all personal harass-
ment to the organization’s human resources
department.

9. A new employee is ostracized.
This can be a dangerous practice because it not

only adversely affects turnover but can lead to
charges of personal harassment. If the ostracized
employee reports the behavior to his or her
supervisor and it is not addressed, it may prove
detrimental to the organization if the individual
takes further legal action. The best approach is to
develop a “mentoring program,” which pairs the
new employee with an experienced employee
who will ensure that the initial orientation period
is positive and productive.

10. Favoritism is shown. 
The normal pattern is for the supervisor to

show favoritism in making work assignments or
granting time off. Any action taken by the super-
visor should be well-documented and consistent
with departmental and organizational policy. If a
clear pattern exists, the employee may claim per-
sonal harassment and seek outside relief. 

Generally, these concerns can be addressed by
the organization’s grievance procedure if one
exists. It is important that the grievance proce-
dure is truly objective. This means when discrep-
ancies are found, they are corrected, even if it
entails changing a supervisor’s decision.

11. Physician verbally assaults support staff.
This is a familiar scene played out almost daily

in health care organizations. The physician ver-
bally harasses the staff, for instance, by announc-
ing loudly: “You are the worst group of nurses
I’ve ever seen. I’m going to make sure none of
you ever work in this hospital again. They’ll lis-
ten to me because I’m a physician and you are
nothing more than stupid nurses.”

It is difficult for health care workers to accept a
steady diet of verbal abuse. It is important that all
employees are treated with dignity and respect.
For this reason, some medical organizations have

developed “practitioner concern procedures,”
which allow employees to report physicians who
engage in abusive behavior. Physicians should
receive sensitivity training that focuses on how 
to appropriately interact with support staff. In
severe cases, physicians who are guilty of per-
sonal harassment should be sanctioned or have
their practice privileges terminated. Physicians
must be made accountable for inappropriate
behavior. This can be accomplished only if the
organization is willing to take a stand if a viola-
tion does occur.

(Editor’s note: See story below for more advice on
assessing the risk of personal harassment in your orga-
nization. Part two of this article will be featured in the
April 1999 issue of Healthcare Risk Management,
with sample policies and guidelines.)  ■

Assess your facility’s risk
of personal harassment
By G. Michael Barton, SPHR
Vice President of Human Resources
Regional Medical Center
Madisonville, KY

Once you understand the different types of
personal harassment that can occur in a

health care setting, the next step is to determine
how much of that might be happening in your
organization. Astute organizations conduct an
assessment to determine what they should do to
address the personal harassment issue.

Getting employee input as much as possible is
the key to determining if personal harassment is
a problem for the organization. There are a num-
ber of excellent sources for obtaining input:

• employee opinion surveys;
• focus groups;
• departmental meetings;
• departmental surveys;
• exit interviews;
• post-employment surveys (mailed to the

employee’s home 90 days after the employee
leaves the organization);

• individual interviews;
• employee study groups.
Employee study groups are similar to focus

groups except they are in existence long enough
to gather data and submit it to the human
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resources department or corporate compliance
officer for further review. Study groups can be
useful in gathering data in a short time frame. 

Below are some sample questions to deter-
mine if personal harassment might exist in a
work area:

• Are there significant morale problems in
your work area?

• Do you think the organization would take
aggressive action to address personal harassment
concerns?

• Is everyone in your work area held to the
same standards of performance?

• Are workloads distributed fairly and
equally?

• Does your supervisor treat employees 
consistently?

• Regardless of race, gender, or age, are
employees with comparable qualifications pro-
vided the same opportunities for promotions,
training, and work assignments?

• Are employees who perform poorly subject
to corrective action that is fair and appropriate?

• Is your supervisor consistent and fair when
granting time off to employees?

• Are there are a number of personality clashes
currently in your work group?

• Do new employees receive appropriate train-
ing and information about how to perform their
jobs effectively?

• Does your supervisor show favoritism when
making work assignments?

Areas to look at in determining risk

After data have been gathered from employ-
ees, it is time to assess how vulnerable the organi-
zation is to personal harassment. The human
resources executive and the corporate compliance
officer should take the lead roles in determining
the organization’s risk. Their task will be to
assess the current climate and practices regarding
personal harassment. Following are some areas 
to consider:

• current problem areas;
• the readiness level of the organization

regarding personal harassment;
• what has been done in the past;
• training required for the organization to get

ready;
• how the organization has communicated 

to employees regarding its stand on personal
harassment;

• what can be done in the future.  ■

FDA warning: Computer
glitches may happen now

The U.S. Food and Drug Administration (FDA)
is warning hospitals, emergency medical ser-

vices, and health care practitioners that computer
glitches similar to the much-feared Y2K problem
already are affecting some medical devices.

In a recent notice, the FDA cautioned that 15
instruments from seven manufacturers of medi-
cal devices would not work correctly after Dec.
31, 1998. The FDA has worked with all seven
manufacturers of these 15 devices to investigate
the problem, and manufacturers of two of the
devices have verified that some aspects of the
problems can happen. But the remaining manu-
facturers have reported that the other devices
should have experienced no difficulty in the tran-
sition from 1998 to 1999. Some of those products,
however, may have problems next year moving
from 1999 to 2000.
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The good news is that the two products with
verified problems will work properly in direct
use, so there should be no immediate threat to
patient safety. The problems relate to the ability
of the device to display, print, or store the correct
time and date of the device’s operation. The FDA
cautions that while these types of failure do not
present an immediate risk to the patient, they do
present a potential for confusion and incorrect
records. 

Defibrillator prints out ‘set clock’

One of the products is the Hewlett-Packard
43100A/43200A external defibrillator. The
device will defibrillate properly but will print
out “set clock” rather than the month, day, hour,
and minute on the paper event record. On trying
to reset the clock, the cathode-ray tube will dis-
play a 1985 date. 

The manufacturer advises it should be reset 
to 1998 (not 1999), after which the unit will work
properly for the year 1999 (because the event
record does not print the year, only the month,
day, etc.). At the end of 1999, it will need to be
reset again, from 1998 to the year 2000, after
which it should work properly. A total of 39,000
of these defibrillators were sold worldwide
between 1985 and 1992.

End of millennium confuses patient monitor

The second product, Invivo Research’s
Millennia 3500 multiparameter patient monitor,
has a potential New Year’s Eve problem for
every year including 1998-1999. For products
manufactured before December 1998, if the dis-
play clock is tested or reset as the year turns
over, then the display and internal clocks
become asynchronous until the product is pow-
ered down and restarted. The display clock and
paper record then can show different times and
dates. 

The manufacturer advises the problem will
not occur if you did not test or reset the clock 
on Dec. 31-Jan. 1. Invivo has a software upgrade
to fix the problem, which it makes available to
Invivo customers. This system has been sold
since June 1996 and more than 2,000 are
installed worldwide.

Because these “year 1999” problems exist in
two products, there may be other devices with
similar but unidentified problems. Hospitals and
other health care facilities should be aware that

these types of problems may occur, the FDA
says. Providers should be alert to the date dis-
play, printing of date or device permanent
records, and date recording features of medical
devices after Jan. 1, 1999. Hospitals and health
care facilities also should be alert for other possi-
ble date-related problems that may manifest in
unexpected ways, the FDA says.  ■
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Sour ces
❏ Hewlett-Packard’s Web site is: www.hp.com. Invivo

Research can be contacted at (407) 275-3220 (ask
for customer service). 

❏ Incidents involving date errors and medical devices
should be reported to the U.S. Food and Drug
Administration’s MedWatch program at (800)
332-1088.


