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Nurse’s misdemeanor incident reveals
potential dangers of modern technology
Want to avoid the top hazards? Follow this advice

The nurse had worked almost 17 hours in an “intense double shift” 
and slept less than six hours before starting her third shift, according 
to the Risky Business web site.1 Julie held two infusions bags. They 

were the same size, same shape, and had identical connectors. 
Because she had difficulties using the bar code scanning device on the 

same types of clear infusion bags during her two previous shifts, she didn’t 
try to use the device. Julie inadvertently mixed up the antibiotic bag and epi-
dural bag, and the epidural drug was delivered through the patient’s IV, the 
web site says. Her mistake resulted in the death of a young mother, it says. 
When the mistake was discovered, Julie collapsed, then was admitted to her 
hospital’s psychiatric unit, the web site says. 

Her nightmare wasn’t over. In the following weeks, she was fired with 
no severance pay and was criminally charged. When she returned to receive 
pastoral care at her hospital, she was told not to return to the property, 
the web site says. Due to the legal costs, she accepted a plea bargain of two 
misdemeanors and did not have to serve a jail sentence. The board of nurses 
investigated and allowed her to practice again within one year. “However, 

EXECUTIVE SUMMARY
ECRI Institute has identified the top 10 technology hazards from 2011. (See list, p. 15.) 
• To avoid Luer misconnections, trace the line to its source. Also, use labeling or color-
coding to identify lines.
• To avoid oversedation during use of patient-controlled analgesic (PCA) infusion 
pumps, look at pumps that are easier to program and have “soft” and “hard” medica-
tion limits. Consider preprinted physician orders, an independent nurse double-check 
of the settings incorporated into the orders, a policy requiring nurses to review settings 
during each shift and on shift handover, the implementation of a mandatory critical 
incident reporting program, and nurse education.
• To avoid cross-contamination from flexible endoscopes, post instructions from the 
manufacturer in the cleaning area. 
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her life will never be the same after having made a 
fatal human error that was predisposed by systems 
failures and human factors,” the web site says. 
“Subsequently, she has been embraced by lead-
ers of the patient safety community to help make 
her story a learning case that can prevent harm to 
patients, caregivers, and our hospitals.” 

Julie now educates healthcare providers about 
how to avoid medical errors. She also is working 
with manufacturers so connections are specific for 

certain type of medications. Her story highlights 
the potential danger with medical technologies, 
including Luer misconnections. ECRI Institute, 
an independent nonprofit that researches the best 
approaches to improving patient care, recently 
named Luer misconnections as one of the top 10 
technology hazards for 2011.2 [See full top 10 list, 
p. 15. To access the full report, see resource box, 
p. 15. Same-Day Surgery first reported on the top 
10 technology hazards in the Dec. 3, 2010, issue 
of Same-Day Surgery Weekly Alert. To subscribe 
to this free weekly ezine, contact customer service 
at customerservice@ahcmedia.com or (800) 688-
2421.] 

Luer misconnections occur when two like con-
nectors from two types of devices or lines allow you 
to make a misconnection. “Ambulatory surgery 
centers should not have any noninvasive blood 
pressure monitors that have Luer connections on 
them,” says Jim Keller Jr., MS, vice president of 
health technology evaluation and safety at ECRI 
Institute. “As a routine practice, the clinical staff 
should trace the line to its source,” Keller says. 

With surgical patients, the IV access often is not 
very visible, sources point out. “It may be under 
the drape,” says Jane A. Kusler-Jensen, RN, BSN, 
MBA, CNOR, executive director for Orthopedic 
Hospital of Wisconsin, part of Columbia St. Mary’s 
Healthcare System, Milwaukee, WI. Among sev-
eral prior positions, she has been administrator 
of Physicians Plus Surgery Center in Madison, 
WI, and nurse manager at Surgicenter of Greater 
Milwaukee. “If you’re counting on Luer connec-
tions as means of administering medications, those 
lines and those Luer connections need to be labeled 
with what medications are going through there so 
you are not giving medication in manner unsafe for 
the patient,” Kusler-Jensen says. 

You also can use color coding or another type 
of mechanisms to make sure you’re administering 
the right medications through the right types of 
lines, she says.

ECRI Institute recommends the following: 
• Provide periodic training about misconnection 

prevention to all patient care staff.
• Prohibit the use of adapters, which can per-

mit the connection of two components that nor-
mally wouldn’t mate and that often shouldn’t be 
connected, such as two female Luer connectors. 
Exceptions should be carefully reviewed and jus-
tified, and measures should be implemented to 
ensure that the adapters will not be misused.

• Review purchasing policies to ensure that, 



February 2011 / SAME-DAy SURGERy ®	 15

whenever possible, only products with misconnec-
tion safeguards are purchased. 

• Identify and manage conditions and practices 
that might contribute to healthcare worker fatigue.

• In addition to requiring that staff trace all 
lines back to their origin before making con-
nections, require them to recheck connections 
and trace all patient tubes and catheters to their 
sources upon the patient’s arrival in a new setting 
or service as part of the handoff process.

• Label certain high-risk catheters, such as epi-
dural, intrathecal, and arterial catheters, so that 
staff can clearly see that they are making a con-
nection to one of these devices. (For information 
on ECRI’s identified hazard with PCA pumps, 
see story, right. For information on hazard from 
cross-contamination from flexible endoscopes, see 
p. 16.)  
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Don’t get caught with
PCA pump hazards

A top 10 technology hazard identified by ECRI 
Institute1 has been in the news lately: overse-

dation during use of patient-controlled analgesic 
(PCA) infusion pumps. 

A study examined critical incident reports from 
2002-2009 at three tertiary care hospitals to deter-
mine whether a safety intervention by a multidis-
ciplinary panel reduced adverse PCA drug events.2 
There were 25,198 patients and 62 errors before the 
safety interventions, with 21 errors involving pro-
gramming the wrong drug concentration. Improper 
setup of IV tubing also was a common error.

The safety interventions included new PCA 
pumps (Alaris PCA module; CareFusion Corp., 
Toronto, Ontario, Canada) that were easier to pro-
gram and had “soft” and “hard” medication limits. 
The interventions also included preprinted physi-
cian orders, an independent nurse double-check 
of the PCA program settings incorporated into the 
orders, a policy requiring nurses to review PCA set-
tings during each shift and on shift handover, the 
implementation of a mandatory critical incident 
reporting program, and nurse education on the use 
and setup of the new PCA pumps. The incidence of 
PCA errors was less than 1% after the safety inter-
ventions, according to lead study author James E. 
Paul, MD, MSc, FRCPC, associate clinical profes-
sor at McMaster University, Hamilton, Ontario. 

The problem with PCA pumps has been recog-
nized by the Food and Drug Administration (FDA), 
which announced an initiative in April 2010 to 
address infusion pump safety, including PCA pumps. 

PCA pumps are more of a risk in the ambu-
latory surgery setting because they’re aren’t a 
“high frequency item,” says Jane A. Kusler-
Jensen, RN, BSN, MBA, CNOR, executive 
director for Orthopedic Hospital of Wisconsin, 
part of Columbia St. Mary’s Healthcare System, 
Milwaukee, WI. “For those patients that might 
be staying a length of time and having a PCA 
pump, make sure you’re familiar with function-
ing of the pump and make sure it’s functioning 
correctly,” Kusler-Jensen says. At her facility, 
staff members update their skills with the pumps 
annually at a skills fair with a demonstration/
return demonstration of its use, she says.

The biggest problem with oversedation during use 
of PCA infusion pumps is respiratory depression, 
says Jim Keller Jr., MS, vice president of health tech-

Top 10 Hazards for 2011
• Radiation overdose and other dose errors during 
radiation therapy
• Alarm hazards 
• Cross-contamination from flexible endoscopes
• High radiation dose of CT scans
• Data loss, system incompatibilities, and other 
health IT complications 
• Luer misconnections
• Oversedation during use of PCA infusion pumps
• Needlesticks and other sharps injuries
• Surgical fires
• Defibrillator failures in emergency resuscitation 
attempts

Source: ECRI Institute, Plymouth Meeting, MA. 

To access the free full report of the top 10 technology hazards, 
go to www.ecri.org/2011_Top_10_Hazards. To view the free 
video, go to www.ecri.org/2011_Top_10_Hazards_Video. 

RESOURCE
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nology evaluation and safety at ECRI Institute. “This 
may be caused by incorrect dose or concentration,” 
he says. Keller says the potential causes include being 
busy and not carefully looking at other medications 
the patient might be taking “where two of them 
combined may cause a propensity for the patient to 
have respiratory depression,” he says. 

Double check the dose that’s ordered and pro-
grammed, Keller says. “The ordered dose could 
be incorrect, so check the prescription, and then 
once it’s programmed into the pump, make sure 
it matches the order,” he says. Some pumps have 
a dose error reduction feature, Keller points out. 
However, oversedation also can occur when a 
patient receives the correct dose, but responds 
differently than expected, ECRI Institute points 
out. For example, patients with conditions such 
as sleep apnea might be at higher risk for respira-
tory depression. 

The Anesthesia Patient Safety Foundation 
(APSF) recommends that patients who are on 
PCA therapy be monitored. Keller says, “It’s truly 
important for the surgery center to make sure they 
have an effective monitoring program in place spe-
cifically to monitor the patient’s conditions, partic-
ularly the respiratory depression by pulse oximetry 
monitoring and capnography.” Improper assess-
ment of patients on PCA therapy can mask the 
symptoms of oversedation, ECRI points out. For 
example, the caregiver might arouse the patient 
before checking the patient’s vital signs.
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Avoid cross-contamination
from flexible endoscopes

Ensuring staff are trained to properly clean 
and disinfect flexible endoscopes and are 

adhering to protocols is “an area that an be 
fraught with problems because the scopes are 

channels; they can be difficult to clean,” says 
Marcia Patrick, RN, MSN, CIC, director infec-
tion prevention and control at MultiCare Health 
System, Tacoma, WA, and board member of the 
Association for Professionals in Infection Control 
and Epidemiology (APIC).

Patrick isn’t alone in her concerns. Cross-
contamination from flexible endoscopes has been 
named one of the top 10 health technology haz-
ards for 2011 by ECRI Institute.1 ECRI offers 
these suggestions: 

• Ensure that documented protocols are read-
ily available and that staff are trained and follow 
them. Periodically repeat training. 

“It’s important that all steps are followed, each 
and every time,” Patrick says. Ensure that every 
staff person who cleans and disinfects endoscopes 
is fully competent and that a supervisor who 
understands the process monitors their practices, 
she says.

• Have a model-specific reprocessing proto-
col for each flexible endoscope. Refer to the user 
manual and consult the endoscope or reproces-
sor manufacturer to identify unique requirements 
(such as cleaning procedures, channel adapters) 
to address in each protocol. Repeat for each new 
model, reprocessor, or equipment and accessories.

“The cleaning procedure is critical,” Patrick 
says. MultiCare requires ambulatory/endoscopy 
facilities to post the cleaning procedure, Patrick 
says. Some manufacturers have posters. “If they 
don’t have it, write it up according to the manu-
facturer, laminate the instructions, and post above 
the cleaning area,” she says.

Staff might feel pressured by quick turnaround 
time, Patrick points out. “It’s important that per-
son doing the cleaning have a resource right in 
front of them,” she says. 

Often the least knowledgeable person is the one 
who ends up cleaning the scopes, Patrick says.  
Several years ago, she heard about a cleaning tech 
who went on vacation. His replacement wasn’t 
thoroughly rinsing the scopes. A number of endos-
copy patients subsequently developed colon irrita-
tion and diarrhea. Rinsing is “a procedural step,” 
Patrick says. “It needs to be clearly communicated 
to staff.” 

Consider limiting scopes to one manufacturer, 
as new scopes require training, she points out. 

• Periodically review protocols to ensure that 
they are clear and comprehensive and that they 
reflect the current environment. Verify that they 
don’t include obsolete workflows or equipment/
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chemicals that are no longer in use.
• Ensure protocols address and document all 

steps in adequate detail, from precleaning at the 
treatment site to safe, aseptic transport back to the 
treatment site.

• If your facility uses a reprocessing unit, such 
as an automated endoscope reprocessor (AER), 
a liquid chemical sterilization system, or a gas 
plasma sterilizer, ensure the following:

— Endoscopes and related equipment in your 
inventory are compatible with the reprocessor and 
its disinfecting/sterilizing agent.

— Appropriate channel adapters are avail-
able to connect the endoscope to the reprocessor, 
and staff members are familiar with the correct 
endoscope/connector combinations. “The correct 
connectors have to be there, and it has to be con-
nected correctly,” Patrick emphasizes.” Otherwise, 
the disinfectant won’t go through all the different 
channels and will leave it non-disinfected.”

— Staff members are familiar with and adhere 
to reprocessor maintenance schedules, including 
the periodic replacement of particulate and bacte-
rial filters.

Keep records of preventive maintenance, and 
ensure someone is responsible and it is occurring on 
schedule, Patrick says. You will have an assigned 
work order or a bill from a vendor, she points out. 
“Those should be kept on file so you can demon-
strate that in fact it is being done,” Patrick says. 
(For a reprocessing toolkit, see story, below.)   
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New toolkits 
target reprocessing

Ambulatory Surgery Centers (ASCs) inter-
ested in learning more about the best 

practices for reprocessing endoscopes and repro-
cessing single-use devices can download free 
toolkits provided by the Ambulatory Surgery 
Center Quality Collaboration (ASC QC). The 
Endoscope Reprocessing Toolkit (http://www.
ascquality.org/EndoscopeReprocessingToolkit.
cfm) and the Single-Use Device Reprocessing 
Toolkit  (http://www.ascquality.org/

SingleUseDeviceReprocessingToolkit.cfm) are 
part of the ASC QC’s ASC Tools for Infection 
Prevention (ASC TIPs) initiative and the last in a 
series of free infection prevention resources now 
available online. 

ASC QC introduced its ASC TIPs series with a 
Hand Hygiene Toolkit posted on its web site last 
June. The other toolkits available on that web site 
(www.ascquality.org/advancing_asc_quality.cfm) 
focus on safe injection practices, point-of-care 
devices, and environmental infection protection. 
Basic and expanded versions of all six toolkits 
are available. The basic versions include essential 
resources such as Medicare surveyor worksheets 
and policy guides. The expanded versions include 
assessment tools, implementation aids, training 
materials, monitoring tools, workplace reminders, 
and guidelines from leading authorities.  n

Want a better February?
Follow these 10 tips 
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

What a wonderful month this is: love, candy, 
and roses! You just have to love February 

regardless of your situation or what is happening 
in the world.

Another reason I like February is because busi-
ness picks up again. Not much happens from 
Thanksgiving until the middle of January, and 
then most of us are still in a carb coma until 
February. By February, most of the silly resolu-
tions have been abandoned, and it is back to our 
old lifestyles. Gotta love February.

Interesting stuff going on in our industry, and 
virtually none of it has any impact on the day-to-
day running of the surgical schedule. Zilch! It is 
so difficult not to get distracted by the minutia 
going on around us, but resist and keep you head 
focused on today.    

Over the past six weeks, I have met with four 
hospital CEOs, two large healthcare insurance 
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providers, 15 or 20 surgeons, and about 50 staff 
members of hospital outpatient departments and 
ambulatory surgery centers. Never once did the 
topic of health care reform come up. Everyone is 
centered on what can be done at the individual 
level and how to deal with the decreased elective 
cases. Here are some tips that you can use this 
month:

1. Forget the economy. Focus on what is hap-
pening at your local level.   

2. Seriously consider augmenting your mar-
keting staff to bring in new surgeons and cases.   
Marketing is the first to get cut in bad times, but 
it is also one of your more important weapons in 
the battle. (For more information, see “Marketing 
director boosts volume 8%,” Same-Day Surgery, 
May 2010.) 

3. Send your top 10 surgeons their preference 
cards for their most common procedures after you 
have priced each item on it. Never mind. Don’t 
send it; just put it in their mail slot with charts to 
be signed. It will be quicker. Follow up on it with 
them.   

4. Review your anesthesia costs with whoever is 
in charge of anesthesia at your location. You will 
be shocked at what anesthesia drugs are costing 
now. Letting them know you are aware of those 
costs should help make them aware of it as well. 
Not a whole lot of options there.

5. Seriously consider cutting back your days 
of operations. I suggested this to a surgeon just 
last week, and I thought he was going to slice me. 
However, the reality is that until volume picks up, 
it is often better to cut hours of operations into 
fewer days. You can preserve your full time staff 
(for the most part) by cutting back on per diem 
staff and extending hours to 10 hours a day for 
four days per week.  

6. The reality is that outsourcing really can be 
less expensive than doing it in house. Make of list 
of those services you could outsource, and do the 
math. You might be surprised at the deals that 
companies are making today. (See stories on out-
sourcing human resources, SDS, July 2007, and 
stories on outsourcing coding, billing, and collec-
tions, SDS, July and August 2004.)  

7. February is a great month to make changes. 
Change around your duties to your staff. Reassign 
infection control, continuous quality improvement, 
etc. to other staff members. We all get lax doing 
the same thing day in and day out. Change it up a 
bit.

8. Audit yourself. Have a staff member make 

sure that you are collecting all the charges you are 
entitled to by standing in the operating room and 
checking off everything that is a charge item. I can 
bet you are missing at least 10% of your potential 
charges.

9. Increase time frequency of your staff meet-
ings. I have had the pleasure of sitting in on a 
number of staff meetings across the country over 
the past couple of months. With the exception of 
the early morning meetings (I don’t do “early” 
anymore), I have been impressed by the involve-
ment of the staff and the detail they get into at 
these meetings. A good agenda is key to a good 
meeting.

10. Avoid having 10 items on a list. Too David 
Letterman.

I hope the above make a difference. It is so easy 
for all of us to get discouraged by what we see and 
hear. I know some centers and hospitals have been 
struggling with cutbacks and hourly reductions. 
Things are getting better. 

Remember: February is love, candy, and roses.  
I hope you are on the receiving end of at least 
two of them. [Earnhart & Associates is a consult-
ing firm specializing in all aspects of outpatient 
surgery development and management. Contact 
Earnhart at 13492 Research Blvd., Suite 120-
258, Austin, TX 78750-2254. E-mail: searnhart@
earnhart.com. Web: www.earnhart.com. Tweet 
address: Earnhart_EAI.]  n

Is your OR holding out
against sharps safety?
Surgeons, nurses push for safer devices

Amid the successes in sharps safety in hospitals 
in the 21st century, there is one glaring gap: 

the operating room. Sharps injuries there remain 
as much of a problem as they were in 2000, when 
the Needlestick Safety and Prevention Act was 
signed into law. Needlesticks could put your facil-
ity at risk for costly lawsuits, particularly if safety 
devices are not being used. 

Safety advocates, including some surgeons who 
have emerged as sharps safety champions, are 
hoping that the momentum is finally beginning to 
change.

“We do now have a critical mass to make some 
change,” says Ramon Berguer, MD, FACS, chief 
of surgery at Contra Costa Regional Medical 
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Center in Martinez, CA. “We have the data. We 
have second-generation devices that are well-made 
and well-marketed. We have the endorsement of 
leading surgical associations.”

The American College of Surgeons (ACS) 
endorsed blunt suture needles, double-gloving, 
using a neutral zone for passing instruments, and 
other safety devices in the OR, although adoption 
of those safety efforts has been slow.

Berguer, a member of the ACS Committee on 
Perioperative Care, has been a vocal proponent 
of sharps safety in the OR. With Janine Jagger 
and Elayne Kornblatt Phillips of the International 
Healthcare Worker Safety Center, he co-authored 
an analysis of sharps injuries at 87 hospitals 
around the country from 1993 to 2006. It showed 
that sharps injuries actually rose by 6.7% in the 
OR while they declined by 31.6% elsewhere in the 
hospital.1

That information might be a turning-point in 
the effort to improve sharps safety in the OR. 
“It was very sobering,” says Linda Groah, RN, 
MSN, CNOR, NEA-BC, FAAN, executive direc-
tor and CEO of the Association of periOperative 
Registered Nurses (AORN). It caused the associa-
tion to question, “What can we do to enforce the 
practices that we know make a difference?” she 
says.

AORN recently issued “A Call to Arms to 
Prevent Sharps Injuries in our ORs” through its 
AORN Journal.2 The association also plans to 
release a toolkit for reducing OR sharps injuries, 
which will be available on the web site (http://
www.aorn.org/PracticeResources/ToolKits).

Two-thirds of sharps injuries in the OR are 
incurred by nurses and surgical technicians, 
according to data from the center’s Exposure 
Prevention Information Network (EPINet). 
Berguer says, “Decisions made by one member of 
the team affect the risk of other members of the 

team. To me, that’s the key leverage point I’m tak-
ing to my colleagues.” (For more information on 
how to address needlesticks within your facility, 
see story, below.) 
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Do you have a policy
targeting needlesticks?

Sharps safety in the OR needs to be an insti-
tutional mandate, says Ramon Berguer, MD, 

FACS, chief of surgery at Contra Costa Regional 
Medical Center in Martinez, CA. It may be 
expressed in a policy that is developed by OR 
leadership, including the OR manager and chief of 
anesthesia, Berguer says. 

“The OR is a service center that physicians 
contract with. They have a right to regulate their 
workplace safety,” he says.

If sharps safety becomes a commonplace policy 
in hospitals, then surgeons will have no choice but 
to adapt, Berguer says.

A needlesticks toolkit being developed by the 
Association of periOperative Registered Nurses 
(AORN) will include a sample policy. Healthcare 
leaders need to “embrace this issue,” says Linda 
Groah, RN, MSN, CNOR, NEA-BC, FAAN, 
executive director and CEO of AORN. That 
means setting expectations for safety and taking a 
close look at the OR injuries, Groah says. “If there 
continue to be sharps injuries [after adoption of a 
policy], I think ultimately there needs to be critical 
analysis of why those injuries occurred,” she says.

If a surgeon continually fails to follow facility 
policy on safe practices, such as maintaining safe 
zone for passing instruments, leaders should fol-
low through by curtailing privileges, Groah says.

Outside enforcement is unlikely because the 
Occupational Safety and Health Administration 
(OSHA) rarely inspects ORs, unless there is a 
complaint. But OSHA does expect health care 
facilities to be using some safety devices, including 
blunt suture needles in the OR, says senior indus-

EXECUTIVE SUMMARY
Ten years after passage of the Needlestick Safety and 
Prevention Act, sharps safety remains a problem in operat-
ing rooms.
• Data supports the use of second-generation devices 
that are well-made. Leading surgical associations endorse 
safety devices.
• Staff members at the Occupational Safety and Health 
Administration (OSHA) expect facilities to be using some 
safety devices, including blunt suture needles.
• The Association of periOperative Registered Nurses 
(AORN) is developing a needlestick prevention toolkit that 
will include a sample policy.  
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trial hygienist Dionne Williams, MPH. “We know 
there’s a lot of evidence showing blunt sutures 
are capable of being used for certain kinds of clo-
sures,” she says.

Managers can play a role by sharing sharps 
injury data and educational material with OR 
staff and physicians. Acting often as independent 
contractors, surgeons aren’t necessarily aware of 
the hazards and how they can be reduced, says 
Berguer. “I don’t think it’s clear for many sur-
geons what the problem is and why they should 
change,” he says.

An OR sharps safety policy at Contra Costa 
Regional Medical Center mandates the use of 
hands-free passing and of safety-engineered scalpels. 
The hospital strongly encourages the use of blunt 
suture needles and double gloving, says Berguer.

He has switched to blunt suture needles, which 
are now more widely available in a variety of sizes. 
While Berguer once had needlesticks about twice 
a year, he says he hasn’t had a needlestick in three 
years.

“There is an initial increase in pressure that is 
required to penetrate the tissue [with blunt suture 
needles],” he says. “As with all safety measures, 
there’s a minor inconvenience. I personally like it 
because it reminds me that I’m using a safe device.”

Berguer believes that the safer sharps eventually 
will be like other safety initiatives that took time 
to gain acceptance but eventually became the stan-
dard. “The data is so overwhelming it would be 
very hard to make any rational argument against 
it,” he says.  n

RI fines hospital 
for surgical errors
Piece of drill bit left in skull

The Rhode Island Department of Health is fin-
ing Rhode Island Hospital (RIH) in Providence 

$300,000 for what the state says is a pattern of 
significant surgical errors.

The health department received notification from 
Rhode Island Hospital that during a neurosurgery 
procedure at RIH on Aug. 4, 2010, a piece of a bro-
ken drill bit was left in the patient’s skull after the 
surgery was completed, according to a state report.

The department conducted a joint investiga-
tion with the Center for Medicare and Medicaid 
Services (CMS) and discovered that the hospital 

“is not actively ensuring that the operating room 
staff is following existing hospital policy,” the 
report says. “RIH’s surgical count policy states 
that if a surgical tool or device is unaccounted 
for at the end of surgery, an X-ray of the patient 
should be done before the patient leaves the oper-
ating room to assure that the tool or device is not 
inside the patient. In this incident, no X-ray was 
taken, and the surgical count was documented 
as correct.” (To view the health department’s 
statement of deficiencies of the incident, visit 
http://www.health.ri.gov/discipline/hospitals/
RhodeIslandFindings201010.pdf.) 

The investigators also found that numerous 
staff reports of incorrect surgical counts have gone 
unanswered by the hospital. Similarly, reports 
from nursing staff that an anesthesiologist did not 
wear a surgical mask in the operating room were 
not addressed by medical leadership, according to 
the report. 

The fine is the third and largest imposed 
against Rhode Island Hospital for surgical errors. 
In addition to the $300,000 fine from the state, 
CMS has asked the health department to con-
duct a full survey of all areas of the hospital 
and to ensure that the hospital is in compliance 
with all of the Conditions for Participation for 
Medicare. (To view the letter to the hospital from 
CMS and the CMS statement of deficiencies, visit 
http://www.health.ri.gov/discipline/hospitals/
RhodeIslandFederalFindings201010.pdf.) Two 
physicians and one nurse also are being referred 
to their licensing boards for review, according to 
Rhode Island Director of Health David R. Gifford, 
MD, MPH, who announced the action.

“There is a troubling pattern of disregard for 
established policies that are designed to protect 
patient safety and prevent medical errors in Rhode 
Island Hospital’s operating rooms,” Gifford said. 
“When reports from staff about problems in the 
operating rooms are not adequately addressed, 
employees are less likely to speak up and report 
potential problems or concerns.”

In addition to the instance with the surgical 
drill bit, a surgical instrument was discovered 
on Oct. 15 in the abdomen of a patient who had 
undergone surgery at Rhode Island Hospital three 
months earlier, the hospital announced in a news 
briefing recently. The item was discovered when 
the patient underwent an imaging test as follow-up 
for the surgical procedure, and the clinicians were 
surprised to see a tool that appeared to be forceps, 
the hospital reported.
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The portion of the drill bit was discovered 
when the patient underwent an MRI. The testing 
revealed the presence of metal, which the health 
department says could have been dangerous for 
the patient if the MRI’s magnet had moved it 
within the patient’s head.

Health inspectors also reported that hospital 
officials failed to respond to “numerous reports” 
of inaccurate counts of surgical instruments, and 
did not act on reports of an anesthesiologist who 
repeatedly walked into the operating room with 
his mask down.

Mary Reich Cooper, senior vice president and 
chief quality officer of the hospital’s parent com-
pany Lifespan, issued a statement indicating that 
every problem reported is addressed, but that 
some are not always documented. The health 
department report described an interview with a 
risk manager, who confirmed that no investigation 
was done on a report about sloppy accounting of 
surgical tools. It also quoted the chief of anesthesia 
saying that “this was the first time he had heard of 
the situation” involving the anesthesiologist who 
wouldn’t wear his mask.

The incidents are the latest in a string of sur-
gery-related problems for the hospital. In October 
2009, a surgeon at Rhode Island Hospital oper-
ated on the wrong finger joint, the fifth wrong-site 
surgery at the hospital in about three years. The 
health department fined the hospital $150,000 and 
ordered it to hire a consultant to observe surgery 
for three years, shut down surgery for one day, 
conduct mandatory training on surgical proce-
dures, and install audio- and video-monitoring 
equipment in the operating rooms for periodic 
observation. (For more information, see “After 5 
‘never’ events, observer, taping required,” Same-
Day Surgery, March 2010, p. 34.)  n

Is laparoscopy
always the better option?
Appendectomy: Open case may cut infections

Deep organ space infections are expensive to 
treat, to the tune of $50,000. And that figure 

doesn’t begin to account for unrealized income due 
to missed work and other incalculable costs, such 
as distress to families.

If skin is the body’s fortress against germ invad-
ers, shouldn’t minimally invasive surgeries carry 

less risk for serious infection than procedures that 
slice the same cavity wide open? 

New research published in the December Annals 
of Surgery is challenging that assumption, at least 
for a subset of patients. Researchers from the 
University of Rochester Medical Center (URMC) 
analyzed thousands of appendectomies and 
found that, for a small group, the danger of deep 
abdominal infections was markedly less if the old-
fashioned, open surgical approach was used.

“Our study corroborates a common theme in 
medicine: one size does not fit all,” said study 
author John Monson, MD, FACS, chief of the 
Division of Colorectal Surgery at URMC. “While 
the data suggest that the laparoscopic approach 
is still best for most patients, it might not be best 
for all.” 

U.S. surgeons perform more than a quarter mil-
lion appendectomies annually, most of them laparo-
scopically. “Since laparoscopy first came into vogue 
the early 90s, it’s gone mainstream, mostly because 
its advantages are so obvious to the patient,” 
Monson said. But for a small group of patients 
undergoing appendix removal, the study found that 
these perks come with a cost: greater risk for seri-
ous infection. But why? Why would a laparoscopic 
approach, which seems closed-off and sterile by 
design, carry a bigger risk for deep infection?

“We think it comes down to balance. It’s not 
just about how much a procedure exposes the 
body to potential infection; it’s also about how 
easily that procedure allows you to mitigate infec-
tion risk,” Monson said. “Consider the open 
approach. Admittedly there’s more chance of 
exposure to microbes; the wound is wide open. 
But there’s also more opportunity to sterilize, since 
you can meticulously clean the operating space 
before closing it.” 

Compare that approach with laparoscopy. 
“There’s less exposure to the outside environment, 
but there’s also less opportunity to disinfect the 
organ space,” Monson said. “The philosophy is to 
be delicate as possible, perform the surgery, then 
get out.”

If a deep infection takes root, it’s expensive 
in many ways, including three to six months of 
missed work. “Compare this to an uncomplicated 
laparoscopic appendectomy, after which patients 
return to work in a week and a half. You see how 
devastating a deep infection can be,” Monson said.

Some earlier analyses have implicated a con-
nection between laparoscopic surgery and risk for 
infection in the organ space, but even meta-analyses 
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had relatively small sample sizes, which were too 
small for surgeons to draw definitive recommenda-
tions. “This larger study afforded us that oppor-
tunity,” Monson said. “By tapping the National 
Surgical Quality Improvement Program database, 
we were able to analyze almost 40,000 appendecto-
mies performed between 2005 and 2008.”

The study also begins to paint a picture of the 
type of patients who might fare better with an 
open procedure. Poring over the data, the team 
noticed factors that might pre-dispose some 
patients to being at higher risk for a serious infec-
tion. For example, the factors included presenting 
at the hospital with a high white blood cell count, 
having diabetes, simply being older, or being a 
smoker. Chemicals in cigarettes have a detrimen-
tal impact on wound healing, and smoking tends 
to be a marker for other unhealthy habits, such 
as excessive alcohol consumption. Another factor 
was being male, perhaps because men often “stom-
ach” pain longer and wait to go to the emergency 
department until their condition is more advanced.

“We found that, for a small group ‘high-risk’ 
patients, those who have several risk-elevating factors 
working against them at the same time, the risk of 
a deep infection is about 8.9%% with an open sur-
gery,” Monson said, “But that risk jumped to 12.3% 
when the appendix was removed laparoscopically.”

For most other low-risk patients, the type of 
surgery had little bearing on their chance of devel-
oping a deep infection. However, risk did rise 
slightly, from 0.3% to 0.4%, when choosing a 
laparoscopy over an open procedure.

“I think the data is pretty clear: for a select 
cohort of folks needing their appendix removed, 
we would be wise to consider an open procedure,” 
Monson said. “This is what good medicine is 
about: tailoring our approach based on the patient. 
It’s about being willing to adapt.”  n

Want to focus on whole
patient? Here’s a model
Helping patients stay relaxed

In the Planetree model, staff don’t treat patients 
like they’d want to be treated. Instead, they 

find out how the patient wants to be treated, 
says Linda Sharkey, RN, MSN, vice president of 
patient care services and chief nurse executive at 
Fauquier Hospital.

“The way we want to be treated and how a 

patient wants to be treated could be completely 
different. We provide an individual approach to 
our patients and try to find out early in the stay 
what is important to them,” Sharkey says.

Fauquier Hospital, in Warrenton, VA, is a 
Planetree-designated patient-centered hospital. The 
staff at Fauquier look beyond the problems that 
are being treated in the hospital and try to help 
decrease the patient’s anxiety by doing whatever 
they can to help the patient remain relaxed, Sharkey 
says. “We take care of the entire person and partner 
with the patient to resolve all their concerns so they 
can concentrate on healing,” she says. 

For example, a man having outpatient surgery 
brought along his puppy, and his wife planned to 
stay in the car with the dog during surgery. When 
the surgery was delayed, the nursing staff took a 
sandwich to the wife as well a bowl of water for 
the puppy.

The hospital encourages patients to have a care 
partner, a family member or someone else they trust, 
who can be present when the physician, the case 
manager, or the social worker talks with the patient.

Pat Gerbracht, BSN, MA, CRA, director of 
case management and social work, says, “The 
care partner is another set of eyes and ears. When 
patients are sick and anxious, they may not 
remember everything they’re told or remember 
what questions they wanted to ask. The care part-
ner can remind them and can reinforce the treat-
ment plan once the patient gets home.”

In addition to the traditional therapies, the hos-
pital offers relaxation therapies such as massage 
and visits by trained pet therapy dogs for patients 
who want them. 

Patients may order meals from a food service 
menu of the hospital’s Bistro restaurant and have 
them delivered when they want them, on their own 
schedule. The hospital’s patient concierge takes care 
of any patients needs, including making hotel reser-
vations for out-of town patients, celebrating patient 
birthdays, and providing flowers in a bud vase to 
cheer patients. A network of volunteer chaplains 
addresses the patients’ spiritual needs and visit with 
patients who would like company.

The staff are expected to show people the way 
to their destination rather than pointing out the 
way. Each staff member also is responsible for what 
the hospital calls “service recovery.” For instance, 
when a patient’s appointment is mixed up and he 
or she has to return, the staff give the patient a gas 
card to compensate for the inconvenience.

“All the staff are responsible for making sure 
the patient has the kind of experience that shows 
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CNE/CME INSTRUCTIONS

Physicians and nurses participate in this CNE/ CME 
program by reading the issue, using the references 

for research, and studying the questions. Participants 
should select what they believe to be the correct 
answers, then refer to the answers listed in the answer 
key to test their knowledge. To clarify confusion on 
any questions answered incorrectly, consult the source 
material. After completing this activity with the June 
issue, you must complete the evaluation form pro-
vided and return it in the reply envelope provided 
to receive a letter of credit. When your evaluation is 
received, a letter will be mailed to you. 

n Secret to decrease 
postop pain and risk 
for infection, shorten 
healing time

n How to avoid sexual 
assault of patients by 
staff

n Tips on how to 
manage diabetic 
patients undergoing 
outpatient surgery 

n How to avoid being 
sued over outpatient 
surgery cases 

COMING IN FUTURE MONTHS

that we appreciate the opportunity to care for the 
patient rather than thinking the patient is lucky 
that we’re here for them,” Sharkey says.  n

Delaying cases amplifies
infection risk and costs
Study: Perform surgery on admission 

Delaying elective surgical procedures after a 
patient has been admitted to the hospital sig-

nificantly increases the risk of infectious complica-
tions and raises hospital costs, according to the 
results of a new study in the December issue of the 
Journal of the American College of Surgeons.

The occurrence of infection following surgical 
procedures continues to be a major source of mor-
bidity and expense despite extensive prevention 
efforts that have been implemented through educa-
tional programs, clinical guidelines, and hospital-
based policies. The authors of the study queried a 
nationwide sample of 163,006 patients, 40 years 
of age and older, from 2003 to 2007. They evalu-
ated patients who developed postoperative compli-
cations following one of three high-volume elective 
surgical procedures: 87,318 coronary artery bypass 
graft (CABG) procedures; 46,728 colon resections; 
and 28,960 lung resections. 

The infectious complications evaluated included 
pneumonia, urinary tract infections, postoperative 
sepsis, and surgical site infections.  Researchers 
found that for each type of procedure, infection 
rates increased significantly from those performed 
on the day of admission to those performed one, 
2-5, and 6-10 days later.  Total infection rates 
after CABG increased from 5.7% on the day of 
admission to 18.2% at six to 10 days. Similar 
increases were noted after colon resection (from 
8.4 to 21.6%) and after lung resection (from 10.2 
to 20.6%; p < 0.0001 for all trends).  The delays 
significantly inflated total hospital costs. Mean 
cost significantly increased with delays for all pro-
cedures evaluated: CABG: $36,079 to $47,527; 
colon resections: $20,265 to $29,887; and lung 
resections: $26,323 to $30,571.

“Multiple factors can contribute to postsurgi-
cal complications, including age and coexisting 
health issues,” said lead study author Todd R. 
Vogel, MD, MPH, FACS, assistant professor of 
surgery at the University of Medicine & Dentistry 
of New Jersey, Robert Wood Johnson Medical 
School, New Brunswick. “This analysis, however, 

confirms a direct correlation between delaying 
procedures and negative patient outcomes. As 
pay-for-performance models become increasingly 
prevalent, it will be imperative for hospitals to 
consider policies aimed at preventing delays and 
thereby reducing infection rates.” 

Factors associated with in-hospital procedure 
delays included advanced age (80 years and older); 
female gender; minority status; and existing health 
issues including congestive heart failure, chronic 
pulmonary disease, and renal failure. Postoperative 
complications most associated with delay in CABG 
and colon resection were urinary tract infections and 
pneumonia, while delayed lung resections increased 
rates of sepsis and pneumonia. Mortality was sig-
nificantly greater when CABG procedures and lung 
resections were postponed more than five days.

The study analyzed data collected from the 
Healthcare Cost and Utilization Project (HCUP) 
Nationwide Inpatient Sample (NIS), the largest 
publicly available all-payer inpatient care data-
base in the United States. It was sponsored by 
the Agency for Healthcare Research and Quality 
(AHRQ). The database includes all inpatient 
stay records from about 20% of U.S. community 
short-stay hospitals.  n
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CNE/CME QUESTIONS

• Identify clinical, managerial, regulatory, or social issues 
relating to ambulatory surgery care.

• Describe how current issues in ambulatory surgery 
affect clinical and management practices.

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

5. How can lines and Luer connections be marked 
in order to safely administer medications, according 
to Jane A. Kusler-Jensen, RN, BSN, MBA, CNOR, 
executive director for Orthopedic Hospital of 
Wisconsin. 
A. Label them with what medications are going 
through 
B. Use color coding
C. A or B
D. Neither A nor B

6. Three tertiary care hospitals took what safety 
intervention(s) to achieve an incidence of patient-
controlled analgesic (PCA) errors of less than 1%?
A. New PCA pumps that were easier to program and 
had “soft” and “hard” medication limits. 
B. Preprinted physician orders
C. An independent nurse double-check of the PCA 
program settings incorporated into the orders
D. A mandatory critical incident reporting program
E. Nurse education
F. All of the above.

7. Where should cleaning instructions for flexible 
endoscopes be placed, according to Marcia Patrick, 
RN, MSN, CIC, director infection prevention and 
control at MultiCare Health System?
A. Above the cleaning area
B. In the policies and procedures book
C. On the bulletin board
D. None of the above

8. An analysis of sharps injuries at 87 U.S. hospitals 
from 1993 to 2006 showed they declined by 31.6% 
outside of the OR. What was the change in sharps 
injuries in the OR?
A. A decline of 3.2%
B. A decline of 11.3%
C. A decline of 24.6%
D. An increase of 6.7% 

Answers: 5. C; 6. F; 7. A; 8. D
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2010 Salary Survey reSultS
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The healthcare providers that will be successful 
are those that have flexibility to minimize work/
family conflicts of their employees, experts predict. 
This flexibility is especial important in healthcare, 
where 80% of the workforce is female. This statis-
tic is reflected in responses to the 2010 Same-Day 
Surgery Salary Survey, which showed 86.4% of the 
respondents are female. (For other demographics, 
including age, title, and highest degree, see graphics, 
p. 3 and p. 4.) 

“Because the industry is disproportionately reli-
ant on women, allocating flexible work arrange-
ments, to avoid work and family responsibility 
conflicts, will be absolutely critical to attracting 
and retaining the very best talent,” said Stephen 
Sweet, PhD, co-principal investigator of the Talent 

Management Study and lead author of the paper 
“Responsive Action Steps for the Health Care and 
Social Assistance Sector,” published by the Sloan 
Center on Aging at Boston College in Newton, 
MA, where he is a visiting scholar. Sweet is also an 
Ithaca (NY) College sociologist.

The SDS Salary Survey was mailed in September 
2010 to 412 readers. There were 63 responses, for 
a 15.3% return rate. 

Sweet and others make these suggestions:
• Address employees who are too tired to take 

care of household responsibilities.
According to Sweet’s report, one in two people 

working in the healthcare sector reported being too 
tired to take care of their household responsibilities 
several times a month when they came home. 

In the Last Year, How Has Your Salary Changed?

Want to keep employees happy? Offer
flexible schedules, concierges to run errands
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Karen Mathews, director of work life services 
at WellStar Health System in Marietta, GA, says, 
“Flexibility is one arena, taking on a whole life of 
its own across country, as part of way to become 
best practice organization and address employees 
needs from a professional and personal frame of 
reference.” WellStar was named one of the top 10 
best places to work in the country in the October 
2010 issue of Working Mother magazine,

WellStar offers a concierge service for all 
employees, patients, and physicians, Mathews says. 
In its first year, it focused primarily on helping 
employees reduce stress. Mathews says, “Mentally, 

they may be in a million places, wondering `how 
will I get things done when I get off work?’” 

The employees use the concierge service for 
errands, such as picking up dry cleaning, wrapping 
gifts, and servicing their cars. The only charge for 
employees is the actual charge of an outside service, 
such as dry cleaning, plus 50 cents a mile if the con-
cierge is using his or her own car. Employees are 
not allowed to tip. Employees, doctors, or physi-
cians simply call about a day in advance to schedule 
the service with the concierge. 

Other family-friendly benefits offered by the 
health system are coverage for in-vitro fertilization, 
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lactation rooms, job-guaranteed maternity leave of 
36 weeks, and an increase in adoption aid $4,000 
to $5,000. Another popular benefit is coverage for 
business-trip backup care of $2 to $4 per hour, up to 
80 hours per year. That benefit can be used for child 
care, elder care, or self care anywhere in the country. 
Employees, for example, can provide care for an 
elderly parent discharged from a hospital in another 
city or for themselves if they are discharged after 
hospitalization and need assistance with meals.

WellStar also offers merit increases ranging from 
2% to 5%, and pays bonuses 
for extremely high performers. 
According to the 2010 SDS 
Salary Survey responses, 41.3% 
of readers received a 1-3% pay 
increase, and 11.1% received a 
4-6% increase. (See graphic on 
salary changes, p. 1, and gross income, p. 2. Also 
see graphic on facility locations on p. 2.)

• Offer flexible work arrangements. 
Sweet’s report suggests alternate arrangements 

to minimize family tensions, including flexible 
schedules and flexible career paths that offer off-
ramps and on-ramps. Because healthcare employers 
are experiencing greater skill shortages than other 
labor sectors, they need to be more aggressive in 
advancing flexible work arrangements, according to 
Sweet’s report. 

Providers who offer hands-on care want “to be 
able to control when they come to work and how 
long they are to work, throughout the life course,” 
Sweet says. 

South Broward Endoscopy in Cooper City, FL, 

named no. 51 on Modern Healthcare’s 2010 list 
of Best Places to Work in Healthcare, has created 
a weekly schedule that allows some staff to work 
only during peak hours. Others work four days 
per week, says Shelly Daduk, MHSA, manager of 
operations. “We will always try to accommodate 
staff’s needs when it comes to time off, particularly 
if the time is needed to attend their child’s school 
function,” Daduk says.

At WellStar, nurses work 4- to 12-hour shifts. 
Outpatient surgery “has some nurses who need to 

work six-hour shifts so they 
can be home when their chil-
dren get home from school,” 
Mathews says. Many have 
compressed workweeks, she 
says. 

Also, the hospital has started 
using a self-scheduling online tool from Kronos 
(www.kornos.com) that allows nurses to select 
shifts, Mathews says. “The manager will always see 
how everyone is plugged into the schedule and may 
shift and adjust, but everyone has the ability to plan 
in advance,” Mathews says. “They can look at their 
children’s schedules and decide, this is best schedule 
for me to work.”

The system is also looking at flexible career 
paths, she says. “We are having discussions with 
several high performers that we don’t want to 
lose,” Mathews says, including some mothers who 
want to stay home for a few years to care for young 
children. In comparison, older workers often are 
looking for reduction in number of work hours, but 
they still want to maintain a relationship with their 

“While we can’t predict behavior of  
individuals, we can anticipate older 

workers having a higher likelihood to 
exit the workplace and want alternative 

work arrangements.”
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employer and job, Sweet says.
• Address baby boomers retiring/transferring 

knowledge.
A low percentage of health care organizations 

(29%) have assessed to a moderate/great extent the 
age of their workforces, according to Sweet’s study.

He suggests that you look at staff members who 
are critical to your operation and ask yourself, can 
I really expect this person to be here for the foresee-
able future? 

“While we can’t predict behavior of individuals, 
we can anticipate older workers having a higher 
likelihood to exit the workplace and want alterna-
tive work arrangements,” Sweet says. 

Think about how you’re going to transfer the 

knowledge those employees have to a multigen-
erational workforce, he advises. Talk to those 
employees to find out what might interest them 
in staying attached to their jobs, he suggests. You 
can redesign the job definition before the employee 
announces his or her retirement. For example, you 
can reduce work hours or contract with staff mem-
bers after they formally retire, Sweet says.

At WellStar, 32% of the employees are over 
age 50. Looking at older nurses, “We want to 
use their organizational, cultural knowledge and 
expertise for educating,” Mathews says. Thus, the 
older nurses are spending a lot of hours in educa-
tion/recertification prep roles with other nurses, 
she says.  n
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