
Shielded vs. unshielded: Selecting the
right trocar for your program is critical
Cost and safety are key issues

While technological advances have enabled more surgical proce-
dures to be performed on an outpatient basis, there are risks
associated with the use of trocars in laparoscopic surgery.

Vascular injuries occur at a rate of one per 2,000 patients and make it
necessary to open up the patient in 85% of the cases.1 The mortality rate
for these vascular injuries is 17%. Of these injuries, 83% occur during
the first trocar insertion, which is an insertion the surgeon must perform
without benefit of seeing where the instrument is going.

How can same-day surgery managers and surgeons reduce the risk
of vascular or other types of injuries for procedures requiring trocars? Is
there one trocar that is truly “safer” than other trocars? 

Some sharp-tipped trocars have a shield that slides back and forth over
the tip, covering it before and after insertion. The purpose of the shield is
to prevent inadvertent injury to organs or vessels during insertion.

ECRI recommends that surgery programs have shielded and
unshielded trocars available for the surgeon, says Kenneth B. Ross,
senior project officer, health devices group. ECRI is a Plymouth
Meeting, PA-based nonprofit organization that provides information
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Patient safety and control of costs are two issues at the forefront of any day
surgery manager’s responsibilities. For years, manufacturers have offered
shielded and unshielded, reusable, and disposable trocars. Surgeons and
managers continue to debate the use of one trocar over another. Issues
raised by supporters of both trocars are:
• whether shielded trocars offer more protection against inadvertent

injuries during trocar insertion;
• whether the cost of reusable trocars is more in keeping with a cost-

containment philosophy of today’s health care provider.
• whether there are alternatives to “blind” insertion of a traditional trocar.
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and technical assistance to the health care 
community.

In the November 1998 ECRI publication Health
Devices, authors of the article, “Trocars: Safety
and Selection” recommend that for the primary
insertion, surgeons focus on selecting a trocar
that will offer the greatest safety advantage,
based on the surgeon’s training and experience. 

“For some surgeons, this will mean using a
shielded trocar,” the authors say. “But for others
who are well-trained in the safe use of unshielded
trocars, a model without a shield may be appro-
priate.” (For information on ordering this article,
see resource box, p. 55.)

Promoting the use of shielded trocars troubles
some surgeons. “The main problem with shielded
trocars is the false sense of security they give a
surgeon,” says C. Randle Voyles, MD, a general
surgeon at Mississippi Surgery Center in Jackson.
“The only major trocar injury I’ve witnessed was
with a shielded trocar,” he adds.

When laparoscopic procedures moved from the
gynecological specialty into the general surgeons’
arena with laparoscopic cholecystectomies in the
late 1980s, there were a significant number of
physicians who needed training in laparoscopic
procedures and trocars, explains Michael S. Kavic,
MD, associate professor at Northeastern Ohio
University College of Medicine in Cleveland.

“Much of that training was offered by manu-
facturers of disposable, shielded trocars,” he says.
“The shield was described as a safety shield, so
surgeons felt more comfortable learning with it.” 

Removing the term ‘safety’

In the early 1990s, when data from numerous
studies showed no real safety value from the
shield, the Food and Drug Administration (FDA)
required that the term “safety” be discontinued
because there are no conclusive studies that sup-
port the safety claim. Only one product used for
laparoscopic insertion sites, a radially expanding
sleeve system manufactured by InnerDyne of
Sunnyvale, CA, has received approval by the

FDA to promote enhanced safety features. (See
trocar alternatives, p. 56.)

Even though the term “safety” is no longer
used to describe the shield, many surgeons who
originally learned with a shielded trocar still pre-
fer to use it. Some same-day surgery program
managers also prefer the shielded trocar as one
way to minimize, if not eliminate, risk for the pri-
mary sites of trocar insertions. 

These proponents say they believe the shield
will prevent the tip from hitting a vessel if the 
trocar is moved sidewise after insertion in the
abdomen, or if an organ is close to the abdominal
wall, says Vangie Paschall-Dennis, RN, CNOR,
laser endoscopy coordinator for Promina Gwinnett
Health System in Lawrenceville, GA. 

Reducing risk an issue

Paschall-Dennis’ organization stocks shielded
and unshielded trocars for surgeons to use in the
hospital-based day surgery center and the free-
standing center. However, she encourages the use
of shielded trocars because the shield provides
more protection than no shield, she explains,
although a shield doesn’t guarantee a risk-free
procedure. “If a shielded trocar is used, not only
is it sharp, but the shield covers the tip once it
goes through the abdominal wall no matter how
hard the surgeon has to push,” she says. 

“The unshielded trocars are reusable, and they
are difficult to sharpen,” she explains. If the tro-
cars are not sharpened properly, they require the
surgeon to push harder to insert the trocar. The
harder the surgeon has to push, the less control
he or she has once the trocar breaks through into
the abdominal cavity, and the risk of cutting a
vessel in the cavity increases, she adds. 

“I’m surprised when a surgeon chooses
unshielded trocars, because even with the best
surgical technique, there are always variables 
that can increase a patient’s risk for inadvertent
injury,” she says. 

For example, patients with thin abdomens or
patients who have undetected adhesions that
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connect an organ such as the bowel to the
abdominal wall are at increased risk for injury,
says Voyles.

When Paschall-Dennis talks with surgeons
about their reasons for choosing unshielded tro-
cars, the reason most often given is cost. Cost is
not a valid reason for selecting a product if it puts
patients at higher risk, she says.

The shielded trocars often are disposable and
may have a higher initial cost than reusable
unshielded trocars, she acknowledges. However,
prices her health system has established with
purchasing contracts, as well as the added costs
involved in sterilizing and sharpening reusable
trocars, make the cost difference between the two
minimal, she explains.

Cost is an important issue for Voyles and
Mississippi Surgery Center. Voyles and the other
surgeons typically use an open procedure called
the Hasson Technique along with a dull trocar to
make the first insertion.

“In 1998, we tallied all of the disposable costs
of a laparoscopic cholecystectomy performed
with the open procedure and a blunt trocar. Costs
for disposable instruments, gowns, gloves, steri-
strips, and clips totaled $98 per case,” Voyles
says. “The cost of one [shielded] disposable trocar
alone can be $60 or more.”

Keep trocar tips sharp

The debate between shielded or disposable
and unshielded or reusable often centers on the
need to keep the trocar sharp enough to cut with-
out requiring a great deal of pressure. Richard M.
Soderstrom, MD, of Reproductive Health
Specialists in Seattle helped develop one of the
first shielded trocars, but he prefers to use a
reusable unshielded trocar.

While a disposable, shielded trocar is always
sharp, there is no reason for a facility to avoid a
reusable one, says Soderstrom. “Most reusable

trocars need sharpening after 10 uses.”
The sharpness and hardness of the original

tip, as well as the technique of the surgeon,
determine how long a trocar stays sharp. Inspect
trocars before and after each use, Soderstrom
recommends. Trocar tips can become damaged
or dulled if the surgeon inadvertently touches
other equipment in the abdomen.

If day surgery managers opt for reusable
unshielded trocars, plan for sterilization and
sharpening with central supply, he says. In most
cases, sharpening the tips means sending the tro-
car back to the supplier, and sharpening can cost
about $36 per trocar.

Soderstrom has used the same trocar on more
than 2,000 cases and sharpens it himself with a
grinding machine he altered to fit his needs. “My
trocar was manufactured by Olympus [Melville,
NY] and is the sharpest I’ve seen on the market. I
seldom use disposable trocars, either shielded or
unshielded, but I always point out that cost should
not be an issue if you are concerned about the
sharpness of the trocar,” he says. “If a reusable tro-
car costs $100 [without cannula], and you can use
it at least 10 times before sharpening, then use it 10
times and throw it out. You will still spend less
than the cost of a disposable trocar.”

Reference

1. Champault G, Cazacu F, Taffinder N. Serious trocar
accidents in laparoscopic surgery: a French survey of 103,852
operations. Surg Laparosc Endosc 1996; 6:367-70.  ■
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To order a copy of the copy of the November 1998
Health Devices that contains the trocar selection
article, contact:
• ECRI, Communications Department, 5200

Butler Pike, Plymouth Meeting, PA 19462-1298.
Telephone: (610) 825-6000 ext. 5888. Fax:
(610) 834-1275. Single copies are available to
members for $30 and to nonmembers for $225. 
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For more information about issues surrounding 
trocar choices, contact:
• C. Randle Voyles , MD, 1428 N. State St., Suite

304, Jackson, MS 39202. Telephone: (601)
948-1411. Fax: (601) 355-8563.

• Michael S. Kavic , MD, Associate Professor,
Northeastern Ohio Universities College of
Medicine, 255 Russo Ave., P.O. Box 614,
Canfield, OH 44406. Fax: (330) 480-3640.

• Vangie Paschall-Dennis , Laser Endoscopy
Coordinator, Promina Gwinnett Health System,
1000 Medical Center Blvd., Lawrenceville, GA
30045. Telephone: (678) 442-4188. Fax: (770)
682-2207. E-mail: ATL Vang@aol.com.

• Richard M. Soderstrom , MD, 1101 Madison
St., Suite 580, Seattle, WA 98104. Telephone:
(206) 622-0349. Fax: (206) 622-1148.
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Options are available 
to traditional trocar

While the debate over shielded vs. unshielded
trocars goes on among surgeons and day

surgery program managers, there are other options
to the use of trocar entry to establish a primary
insertion site for laparoscopic surgery. The four
most common alternatives are:

❒ Insufflation with a Veress needle. With this
approach, a 16-gauge needle is inserted into the
abdominal cavity. Next, gas is blown in to create
a work cavity and lift the abdominal wall away
from organs and other vessels.

While this procedure is just as “blind” as a pri-
mary trocar insertion, the smaller needle requires
less force for entry, says C. Randle Voyles, MD, a
general surgeon at Mississippi Surgery Center in
Jackson. Even if punctures or lacerations occur,
they are generally smaller and less severe than
trocar injuries, he adds. A disadvantage to this
procedure is that the needle cannot accommodate
an endoscope, so position cannot be verified
before insufflation, says Voyles. This lack of veri-
fication can increase the risk of a gas embolism
and death in the rare case of insertion into a
blood vessel, he says.

❒ Hasson Technique. Also called the cut-
down technique, the Hasson Technique requires
the surgeon to make a 2 to 3 cm cut to expose the
fascia. Retractors and a blunt trocar are used to
penetrate through to the abdominal cavity.

This is not a blind procedure because surgeons
are looking directly at the area through which the
trocar is penetrating. The blunt trocar minimizes
the risk to vessels and results in a lower incidence
of punctures or lacerations, Voyles says. The dis-
advantage is a potentially longer healing period
for patients. Surgeons also must be careful to
suture the opening well to prevent gas from leak-
ing out of the cavity around the cannula, he adds.

❒ Radially expanding sleeve system. A
braided polyurethane sleeve that is slightly larger
than a Veress needle but can expand radially to
accommodate large pieces of equipment makes
up the system marketed by InnerDyne Medical of
Sunnyvale, CA. The Food and Drug Administra-
tion has allowed the company to bill this laparo-
scopic entry system as safe after the company
presented data in January 1999 that demonstrate
a dramatic reduction in trocar entry injuries.

With this approach, the Veress needle or

blunt trocar is placed within the sleeve and
inserted into the abdomen. The needle or trocar
is removed, and a cannula is placed into the
sleeve. Advantages of the sleeve include the
capability of inserting a laparoscope prior to
insufflation and the radial expansion of muscle
fibers that produce small tears rather than the
larger punctures of traditional trocars.1

❒ The optical trocar. Trocars that contain a
window at the tip and are designed to handle a
laparoscope to look through the window enable
surgeons to view the tissue layers during pene-
tration and to see the abdominal cavity after pen-
etration. Ethicon Endo-Surgery of Cincinnati,
United States Surgical of Norwalk, CT, and Karl
Storz Endoscopy-America of Culver City, CA, are
among the manufacturers that offer an optical
trocar. (See source box, below, for information
on these manufacturers.)

Some of the optical trocars incorporate a cut-
ting device that can be used on a previously dis-
tended cavity. An advantage of the optical trocar
is the surgeon’s view of the actual penetration,
says Vangie Paschall-Dennis, RN, CNOR, laser
endoscopy coordinator for Promina Gwinnett
Health System in Lawrenceville, GA.

Reference

1. Galen DI, Jacobson A, Weckstein, LN, et al. Reduction
of cannula-related laparoscopic complications using a radi-
ally expanding access device. J Am Assoc Gynecol Laparosc
1999; 6:79-84.  ■
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For more information about trocars and alterna-
tives mentioned in this article, contact:
• Ethicon Endo-Surgery , 4545 Creek Road,

Cincinnati, OH 45242-2803. Telephone: (800)
766-8667 or (513) 786-7000. Fax: (513) 483-
8113. Web: www.surgeonsforum.com. 

• InnerDyne Medical , 1244 Reamwood Ave.,
Sunnyvale, CA 94089. Telephone: (800) 378-
4733 or (408) 745-6010. Fax: (408) 745-6570.
Web: www.innerdyne.com.

• Karl Storz Endoscopy-America , 600
Corporate Pointe, Culver City, CA 90230-7600.
Telephone: (800) 421-0837 or (310) 558-1500.
Fax: (310) 410-5527. Web: www.karlstorz.com.

• United States Surgical Corp. , 150 Glover
Ave., Norwalk, CT 06856-5080. Telephone:
(800) 722-8772 or (203) 845-4478. Fax: (203)
845-4478. Web: www.ussurg.com.
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Is your SDS program 
ready for Dec. 31?
Experts offer tips for Y2K-contingency planning

What’s the most important step in contingency
planning for year 2000 (Y2K) problems?

Discuss scheduling, advises Steven Wexler, MS,
chief VA biomedical engineer for the Veteran’s
Health Administration of the Department of
Veteran’s Affairs (VA) in Washington, DC.

“We’re recommending to our people that any
elective surgeries be postponed until you’re sure
the OR is functioning properly,” Wexler says. 

Don’t schedule surgeries on that week

A Y2K expert at Medical College of Georgia
in Augusta also recommends a conservative
approach. “If I were king for a day, I’d make
sure — absolutely certain — that everything in
the OR has passed the litmus test, been checked
out, and suggest surgeries not be started until 
a week after,” says Dwain Shaw, director of
information services and the year 2000 project
director for the Medical College. 

“We think we’re in great shape, but we don’t
want surprises,” Shaw emphasizes. “I would not
tempt fate by having any type of surgery sched-
uled the first day after everyone is back.”

In addition, Wexler recommends that staff
report to the facility on Jan. 1, even if they 

normally are off. Operate devices and utilities to
ensure they’re working properly, including lights
and ventilation, he suggests. “If they’re not work-
ing, look at your contingency plans and ask,
‘What is my backup?’” he says. (See excerpt of
Execution Phase Timeline, p. 58.)

Consider contracting with another program
that is running, particularly if your program
experiences a lot of failures, he suggests.

To develop a contingency plan, consider these
steps from the VA:

✔ Designate a business continuity planning
work group and assign responsibilities. This
group oversees and implements the contingency
plan. “This can be a stand-alone committee or a
subgroup of the safety committee, environment
of care committee, or any other appropriate mul-
tidisciplinary group at the facility,” Wexler says.
“You don’t have to redesign the wheel. There are
existing [quality assurance and] risk management
committees.”

✔ Identify your core businesses and complete
templates. Obviously, the OR is a core business,
Wexler says. “Although it may be the facility’s
responsibility to take care of heating, etc., each
[core business] must know what to do if these
systems are compromised in their units,” he
explains.

Not one-size-fits-all templates

The VA has developed preliminary templates
for core businesses that address mission-critical
systems, potential problems, contacts, prepara-
tions, and information on what to do if there is an
interruption in operations. However, the tem-
plates don’t necessarily fit everyone, Wexler
warns. “We don’t want people to take them out
of the book and hang on the wall,” he says.

Instead, fill out a blank template to meet your
needs, he advises. 

✔ Determine risk and priority. While the VA
plan suggests you determine the risk and priority
of different core businesses facilitywide, SDS
managers can adapt this step by determining risk
and priority of devices and utilities within the
OR.

✔ Generate a schedule for tracking critical
events. Supplies are a critical area, Wexler
emphasizes. However, the VA has changed its
recommendation since the original OR template
was developed, and it no longer recommends
that its hospitals order two weeks of supplies.

“Stockpiling could create a shortage,” Wexler
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Same-day surgery managers need to spend the
months leading up to Dec. 31, 1999, preparing and
testing a contingency plan for year 2000 potential
problems.
• Consider not scheduling any surgeries until

you’re certain that the utilities and equipment
are functioning properly.

• Complete a template for the OR that addresses
mission-critical systems, potential problems,
contacts, preparations, and information on what
to do if there is an interruption in operations. 

• Stockpiling supplies isn’t necessary, one expert
says, but have alternative suppliers available in
case you need them.

• Run a drill, and test your backup electrical
source.

EE XX EE CC UU TT II VV EE   SS UU MM MM AA RR YY



explains. Instead, he suggests, have alternative
supplies at ready disposal in the event a primary
supplier can’t deliver on a regular schedule. (See
VA recommended timetable, p. 59.)

✔ Develop and distribute your contingency
plan. The template is only part of the contingency
plan, Wexler emphasizes. The VA’s contingency
plan includes a purpose, policy, responsibilities of
various positions, a timetable, distribution of the
contingency plan, test of the contingency plan,
critique of the test results, modification of the

plan, and an explanation of the implementation. 
✔ Train staff for responsibility. Consider

these types of questions, he suggests: If the lights
go out, who’s going to pick up flashlights and
distribute them? If you have to evacuate, who’s
going to manage the evacuation? If you lose criti-
cal devices, who’s going to make sure you have
the proper materials?

✔ Test the plan. Run a drill that simulates an
outage, Wexler advises. “One of our facilities sim-
ulated an electrical outage and simulated evacua-
tion to another VA facility,” he says.

What about the electrical systems?

Testing your electrical system is critical, he
notes. VA hospitals have been instructed to run
on their own generator power for eight hours, he
says. One facility determined that its pager sys-
tem wasn’t hooked up to the emergency electrical
system. 

Typically, most parts of buildings aren’t sup-
ported by an emergency electrical system by
design. For example, not every elevator is usually
carried by the generator. “So the staff start to get
an education,” he says. “Now the staff know that
only this elevator will be working and only half
the lights.”

✔ Critique the test. At one facility, staff deter-
mined they had enough flashlights, but not enough
batteries. “That’s why drilling, or testing, is impor-
tant,” Wexler says. “There’s a lot of things you do
to prepare.”

✔ Modify the plan. Build on your Joint
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Execution Phase Timeline
(Excerpt) 

72 hours before midnight Dec. 31, 1999
■■ Review OR schedules.
■■ Ensure additional cash is available for emer-

gency purposes (minimum two-week cash
reserve).

■■ Facilities management will ensure adequate
supplies of diesel fuel, oil, gasoline, and bottled
gas.

■■ All services and product lines will turn refrigera-
tors and freezers to highest setting in anticipa-
tion of an electrical outage.

48 hours before midnight Dec. 31, 1999
■■ When rooms or areas are vacated for any period

of time, disconnect all nonessential electrical
equipment.

■■ For facilities in warm locations, buildings should
be cooled to lowest temperature without com-
promising patient care. For hospitals in cool
locations, temperature should be heated to
highest possible temperature without compro-
mising patient care.

00:01
■■ All utility systems should be tested and

checked.

Within one hour after midnight
■■ The phone system should be checked.

First business day after
■■ All critical medical devices should be tested and

checked.
■■ Prioritize repairs and/or replacements for all

equipment and systems with millennium-related
problems.

■■ Inservice training day when all equipment is
calibrated. The Veteran’s Health Administration of the

Department of Veteran’s Affairs (VA) in
Washington, DC, has a Patient-Focused Year
2000 Contingency Planning Guidebook available 
at its Web site: www.va.gov/year2000. 

For more information on Y2K contingency plan-
ning, contact:
• Dwain Shaw , Director of Information Services,

Medical College of Georgia, 1120 15th St.,
Augusta, GA 30912-8400. Telephone: (706)
721-4405. E-mail: dshaw@mail.mcg.edu.

• Steven Wexler , MS, Chief VA Biomedical
Engineer, Veteran’s Health Administration of the
Department of Veteran’s Affairs, Washington,
DC. E-mail: steve.wexler@mail.va.gov. 
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Commission requirements for emergency 
preparedness plans, he advises. For example,
make sure the critical items are plugged into the
emergency power outlets, which typically are
red, he suggests. 

Peer review your template, and post it on the
wall, Wexler says. Your Y2K-contingency plan-
ning is complete. (For more information on Y2K
preparation, see Same-Day Surgery, March 1999,
p. 29, October 1998, p. 131, and September 1998,
p. 113.) ■

Health care Y2K reference
available for our readers

With the year 2000 (Y2K) deadline fast
approaching, hospitals, other health care

providers and the medical device industry are
scrambling to complete a process that in many
cases began too late. 

What may have once been a logistical issue is
burgeoning into an overwhelming problem, com-
pounded by the scarcity of time, rising costs, and
a lack of programming resources and expertise.

The health care industry has found itself under
increased pressure as the realization dawns that 
it is behind the curve in preparing for Y2K.
According to a recent Modern Healthcare/Price-
waterhouseCoopers survey, the biggest worry
among 69% of health care providers is that
patients will be “affected due to faulty monitor-
ing gear,” followed by concern over “inaccurate
lab tests and pharmacy orders” (36%), problems
with patient records (34%), and worries about
billing and paychecks. 

As the Y2K issue moves far beyond a mere
“technological” issue, American Health Con-
sultants, publisher of Same-Day Surgery, has com-
piled the Hospital Manager’s Y2K Crisis Manual,
a compilation of resources for nontechnical 
managers. 

This 150-page reference manual includes infor-
mation in nontechnical language on the problems
your facility will face, the potential fixes, and the
possible consequences, including:

• Will your computers and software work in
2000?

• What does Y2K mean for patient care?
• What will happen to your medical devices?
• How can you make sure your vendors are

Y2K-compliant?
• Are you at legal risk due to Y2K?
• Are you prepared if Y2K delays payments?
Jan. 1, 2000, is not a moving target. Either

your computer systems, medical devices, and
suppliers can handle the date change and main-
tain business as usual, or they can’t, in which
case your entire organization may face serious
problems.

For more information on the Hospital Manager’s
Y2K Crisis Manual, contact American Health
Consultants’ customer service. Telephone: (800)
688-2421. Fax: (800) 284-3291. E-mail: customer
service@ahcpub.com.  ■
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Timetable (Excerpt) 
May 1999
■■ Continue awareness programs.
■■ List necessary critical supplies to acquire.
■■ List all critical services to contract.
■■ List alternate vendors for critical services.
■■ Plan disaster drill.

June 1999
■■ Managers train staff on role in contingency

plans.
■■ Conduct disaster drill.

July 1999
■■ Critique disaster drill.
■■ Initiate procedures for reduction in patient

scheduling for execution phase.
■■ Refine contingency plans based upon critique.

August 1999
■■ Begin procuring critical supplies/equipment.
■■ Review storage area and distribution procedure

for supplies.

September 1999
■■ Managers identify list of critical internal 

contacts.

October 1999
■■ Review acquisition of backup equipment.

November 1999
■■ Inspect all acquired equipment used for

contingencies.
■■ Train staff on use of equipment.
■■ Managers review staff roles for contingency.

December 1999
■■ Review staffing plans.
■■ Ensure all contracts/supplies are acquired.
■■ Post list of critical contacts.

Source: Veterans Health Administration, Washington, DC.



Role of the SDS program 
in marketing to physicians
By Stephen W. Earnhart, MS
President and CEO 
Earnhart & Associates
Dallas

Amajor bone of contention between hospital-
based ambulatory surgery centers (ASCs)

and freestanding joint-ventured facilities is how
each area markets its services to the physicians. 

Discussed in depth at the Same-Day Surgery
conference recently held in Atlanta, that issue
received mixed reviews. The statement was made
that for-profit ASCs tend to market to physicians,
while hospital-based centers concentrate more on
patients. Those of us experienced in both areas
will, like it or not, validate that statement. 

The focus of marketing in a for-profit ASC is,
for the most part, physician acceptance and
usage. The surgeon brings the patient to the cen-
ter and, as a result of that referral, provides jobs,
job security, and income for the ASC staff.

Unlike the not-for-profit hospital system that
often serves as the entry point for all patients into
the organization (including the ambulatory
surgery department), the for-profit, independent,
or hospital/physician joint-ventured surgery cen-
ter must rely on internal marketing to steer the
referral. Often, the not-for-profit hospital will
draw the patient into the organization via the
emergency department, patient outreach pro-
grams, internal and/or external marketing, and
TV, radio, print, or billboard advertising. This can
be very expensive advertising that the majority of
for-profit ASCs cannot or will not pursue; hence,
most focus on internal physician marketing. 

Friction and bad will can be the result for admin-
istrators or department heads when a hospital has
an internal not-for-profit facility and an external
for-profit ASC in a joint venture arrangement with
local physicians. Clearly, the joint venture would
like to be included in the hospital patient market-
ing and advertising; however, regulatory barriers

such as Stark legislation and anti-fraud and kick-
back regulations prohibit much (if not all) of that
activity. Physicians often resent the exclusion of
their ASC from such activity. Further, staff of the
hospital outpatient surgery center often are upset
that the ASC touts claims of “catering to the sur-
geons,” when the hospital managers think they
serve both camps equally well.

Focus on turnaround time

How do for-profit centers’ marketing efforts to
physicians differ from those directed at hospitals?
Turnaround time between cases is a major mar-
keting tool. This efficiency of operations is the No.
1 reason physicians use, invest in, stay in, or stray
from one organization to another. Most hospitals
cannot compete with the efficiency a typical ASC
can provide. This level of activity, especially cou-
pled with prompt operating start times, is one
area in which the for-profit ASCs excel. Does it
offset the intense marketing and advertising of a
hospital outpatient surgery center? Most physi-
cians would probably say it does. 

Many people do not equate staff incentives
with marketing to physicians. Actually, it is an
effective and oft-overlooked marketing tool. One
area that inflames many busy surgeons is staff
turnover. The time, effort, and money consumed
to train a skilled nurse or tech is not inexpensive.
To have that valued employee leave the facility
for a better opportunity, pay, or a work environ-
ment, especially when the surgeons cannot pre-
vent it, is a major disincentive and inconvenience
to an active surgeon. Never underestimate the
value of satisfied employees to the surgeon.

Cross-training of the staff is a way to retain
good staff members. Surprisingly, some staff
members will resist cross-training vigorously,
screaming into the night. This resistance baffles
many of us. The bottom line is this: If you have
staff members who are not willing to expand
their value to the organization by learning new
skills, it might be time to replace them. Time is
too short to waste valuable resources with those
not receptive to cross-training.

Lastly, if you want to hold onto your surgical
staff, you need to ask them what they need. Ask
your staff, in their opinion (and that is really all
you should care about), how they can cater to the
physicians’ needs in your department. I am often
shocked by staff nurses who tell me they are
“here to take care of the patient — not the sur-
geon.” The staff can get angry when you try to
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explain that, while the patient is the most impor-
tant person in the process, you no longer can
ignore the influence of the surgeon who brings
them to the center. 

The surgeons have more choices today than
they ever have had in deciding where they can
go. If you want them at your facility, market to
those patients . . . or let someone else do it.

(Editor’s note: Earnhart can be reached at Earnhart
and Associates, 5905 Tree Shadow Place, Suite 1200,
Dallas, TX 75252. E-mail: surgery@onramp.net. Web
site: www.earnhart.com.)  ■

Corneal ring can correct
nearsightedness

Day surgery programs can offer a new oph-
thalmic refractive procedure that doesn’t

involve lasers or cutting tissue from the optical
zone. Implanted intracorneal ring segments man-
ufactured by KeraVision in Fremont, CA, and
marketed as Intacs, received approval by the Food
and Drug Administration (FDA) in April. 

At this time, other companies are researching
similar products but none has received FDA
approval, says Nick Taylor, spokesman for
KeraVision.

About 70 million people in the United States
suffer from nearsightedness. Forty-eight million
people have mild enough vision problems to
qualify for the implants. The ring segments are
designed to correct nearsightedness for people
with vision of 20/40 to 20/300. 

The procedure has been in development for 20
years, with today’s version of the rings tested in
humans for 10 years, says George O. Waring, MD,
professor of ophthalmology at Emory University
School of Medicine in Atlanta and director of
refractive surgery at the Emory Vision Correction
Center. Waring was one of 11 investigators per-
forming the procedure during clinical trials.

Although the Emory Vision Correction Center
was allowed to perform only 50 of the procedures
during clinical trials, he points out the great con-
sumer interest the procedure has generated. “We
received 400 telephone calls from people wanting
the procedure when we first advertised the trial,”
he says. Waring attributes the demand to a large
group of people interested in surgical correction
of their eyesight but reluctant to undergo laser
surgery. This reluctance may be due to a fear of
lasers or a fear of the permanence of laser eye
surgery, he adds.

Although the procedure can be performed in
an ophthalmologist’s office, Dawn Laske, prac-
tice administrator of the Northshore Eye Center
in Chicago, doesn’t foresee a loss of patients for
her center. “I believe Intacs will increase the num-
ber of patients for refractive correction,” she says.
“We offer full-service eye care including laser
refractive procedures, corneal transplants, and
cataract surgery, and Intacs will be one more
option we can offer patients.”

Laske believes that surgery centers will be
used over ophthalmologists’ offices for several
reasons. “A surgery center’s operating rooms are
larger to give the surgeon room for equipment
and staff,” she says. “The operating rooms also
are more sterile than a doctor’s office would be.” 

Implants are removable

With this new procedure, the ophthalmologist
inserts two microscopic arc segments into the
periphery of the cornea to flatten the cornea, cor-
recting nearsightedness. Because the optical zone
of the cornea is not affected, as in laser refractive
surgery, the implants can be removed if the results
are not what the patient expected. An added bene-
fit to this procedure is that the ring segments can
be removed and a different size inserted if more
correction is needed, explains Waring.

Side effects can include glare as the eye heals
and a need to continue using glasses for night
driving.

The most obvious benefits to patients include
vision improvement and no longer needing 
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Microscopic arc segments inserted around the
cornea can now be used to correct nearsighted-
ness. The product, Intacs, manufactured by
KeraVision of Fremont, CA, offers refractive cor-
rection without laser surgery. Day surgery program
managers may want to evaluate this procedure
because it can provide:
• access to patients who have shown no interest

in refractive surgical correction due to fear of the
laser or of the permanence of surgery;

• short procedure length; 
• no need for recovery room or recovery nurse

because topical eyedrop anesthesia is sufficient.
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contacts or glasses, says Robert A. Wagner, ocu-
larist and practice manager at North Corneal
Services in Portland, OR, another clinical trial
site. “Most patients had improved vision within
one week of the surgery.” 

“The material used for the rings is the same
material used for contact lenses, so it is safe.
There is little risk of infection, and the rings can
be removed if the patient isn’t satisfied,” says
Wagner. “It is a terrific procedure.”

After 12 months and 410 patients had been
treated, 97% had 20/40 vision or better and 74%
had 20/20 vision or better, says Taylor.

The procedure takes about 15 minutes per eye,
and the charge to the patient is typical of other
refractive procedures, about $1,800 to $2,400 per
eye, depending on the day surgery program’s
market, Taylor adds. This cost typically is paid
out-of-pocket by the patient. 

While most insurance companies don’t pay for
refractive surgery because it is considered a sur-
gical replacement of glasses or contacts that is not
necessary, Wagner has found some payers cover
some of the costs. 

This is an ideal procedure for day surgery pro-
grams for several reasons, says Waring. Topical
anesthesia is administered by eyedrops, so recov-
ery room time and recovery room nurses are not
needed. There is a start-up cost of about $50,000
to purchase the specialized surgical equipment
manufactured by KeraVision for insertion of the
corneal rings, and the disposable supplies cost
about $65 to $75 per case, he adds.

KeraVision is setting up training courses for
physicians who want to perform the implant
insertion, but there will be about two months of
training and monitoring before a surgeon can
perform the procedure alone.  ■

Use tools to screen 
for post-op infections

Same-day surgery programs need a thorough
screening mechanism for tracking infections

because procedures such as breast surgeries and
orthopedic surgeries are prone to wound infec-
tions, accreditation surveyors suggest.

“Know how many infections you’re having,
and what types of surgeries they’re coming from,”
advises Sheryl Walker, MD, medical director of
The SurgiCenter of Baltimore, and a surveyor for
the Skokie, IL-based Accreditation Association for
Ambulatory Health Care (AAAHC). 

The SurgiCenter sends a monthly letter to
its physicians along with a list of the patients
they’ve treated that month and the procedures
they underwent. (See sample letter, p. 63.) The
physicians list any wound infections and compli-
cations associated with those cases.

While AAAHC standards don’t require the use
of this tool, they do require a process for monitor-
ing infection control, Walker emphasizes. “Only
with that type of tracking mechanism can you
evaluate whether you have a problem.” Don’t
rely on the surgeons to volunteer the information
without any prompting from the same-day
surgery program, she warns. “They’re busy, and
they don’t always tell you there’s a problem.” 

At the SurgiCenter, every infection is monitored
with a quality improvement (QI) tool. (See Investi-
gation of Wound Infections form, inserted in this
issue.) The staff evaluates the patient’s chart and
the process used during the procedure to deter-
mine whether there were any predisposing factors
to infection. The QI tool is used to document the
classification of the wound, whether a culture was
done intraoperatively, whether there was a break in
sterile technique, etc. Corrective measures include
steps such as re-educating staff and surgeons on
sterile techniques, Walker says.
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For more information about the intrastromal
corneal ring implant, contact:
• George O. Waring , MD, Emory Vision Correction

Center, 875 Johnson Ferry Road, Atlanta, GA
30342. Telephone: (404) 250-9700. Fax: (404)
250-9006. E-mail: ophtgow@emory.com.

• Robert A. Wagner , Ocularist, North Corneal
Services, 6950 S.W. Hampton, Suite 150,
Portland, OR 97223. Telephone: (503) 624-4814.

• Dawn Laske , Practice Administrator, Northshore
Eye Center, 3042 West Peterson Ave., Chicago,
IL 60659. Telephone: (800) 464-2393 or (773)
973-3223. Fax: (773) 973-1119. Web: www.
northshorecenter.com.

• KeraVision , 48630 Milmont Drive, Fremont, CA
94538. Telephone: (510) 353-3000. Fax: (510)
353-3030. E-mail: info@keravision.com. Web:
www.keravision.com.
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Monitoring infections isn’t the only problem
for same-day surgery programs. Hospital-based
programs often struggle with taking action to
prevent or reduce risk of nosocomial infection,
says Ann Kobs, MS, RN, former director of the
department of standards and current sentinel
event specialist for the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL. Between January and June
1998, 6.2% of facilities surveyed received a score
of 3, 4, or 5 for IC.4: Action to prevent or reduce
risk of nosocomial infection.

“We look to see that you’ve decreased the noso-
comial infections over time, and also that you’ve
got one activity aimed at preventing nosocomial
that might go from patient to employee,” Kobs

says. If your program
has complied with the
Hepatitis B plan from
the Occupational
Health and Safety
Administration, you’re
in compliance with the
Joint Commission
standard, she says.

Another important
piece of the Joint
Commission stan-
dards for hospital-
based programs is to
have someone quali-
fied as an infection
control practitioner
and have a way of
supporting that per-
son in their initiatives,
Kobs says. Infection
control practitioners
often wear several
hats, she points out.

“We’re looking at
things in terms of soft-
ware for computers so
that you can do your
job in a more efficient
manner,” she says.

[Do you have an
accreditation tip you’d
like to share or a question
for the surveyors?
Contact: Joy Daughtery
Dickinson, P.O. Box
740056, Atlanta, GA

30374. Fax: (404) 262-5447. E-mail: joy.daughtery
@medec.com.]  ■

HCFA delays comments on
hospital, ASC proposals

The Health Care Financing Administration
(HCFA) has delayed the comment period for

proposed regulations on the hospital outpatient
prospective payment schedule and the ambula-
tory surgical center payment methodology and
list of Medicare-covered procedures. The dead-
line is now June 30th for these proposals, which
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would implement ambulatory payment classifi-
cations (APCs) for both settings. 

Implementation is currently scheduled for no
earlier than mid-year 2000, HCFA officials say.
(For the most recent information on the pro-
posals, see Same-Day Surgery, January 1999, p.
11; November 1998, p. 137; and August 1998, p.
101.) ■

CE objectives
[For details on obtaining CE contact hours through
Same-Day Surgery, contact: Customer Service,
American Health Consultants, P.O. Box 740056,
Atlanta, GA 30374. Telephone: (800) 688-2421. 
E-mail: customerservice@ahcpub.com. Web:
http://www.ahc pub.com.]

After reading the May 1999 issue of SDS, 
the continuing education participant will be
able to:

• Identify clinical, managerial, regulatory, or
social issues relating to ambulatory surgery
care and management. (See “Shielded vs.
unshielded: Selecting the right trocar for
your program is critical,” p. 53, and “Corneal
ring can correct nearsightedness,” p. 61.)

• Describe how those issues affect nursing 
service delivery or management of a facility.

• Cite practical solutions to problems or inte-
grate information into their daily practices,
according to advice from nationally recog-
nized ambulatory surgery experts. (See 
“Use tools to screen for post-op infections,”
p. 62.)  ■■
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