
Ensure equipment isn’t left inside
patient or face headlines, litigation
Study estimates 1,500 pieces left inside patients annually

It’s not an urban legend or an Internet rumor. A Canadian woman
really did walk through a metal detector at an airport and trigger the
alarm, which led to the discovery that a 33 cm surgical retractor had

been left in her abdomen after a procedure. The woman had been com-
plaining of chronic stomach pain since her surgery, but physicians had
been unable to identify the cause. 

And if you think that report is bad, consider this news: One U.S. hos-
pital had three incidences of retained instruments and sponges in a one-
year period, sources say.

The outpatient setting is particularly prone to such situations because
there is “unreasonable pressure” to turn over cases rapidly and move
patients along as quickly as possible, says Ramona Conner, RN, MSN,
perioperative nursing specialist at the Center for Nursing Practice at the
Association of periOperative Registered Nurses (AORN) in Denver.

“Sometimes, the safety of the patient is overlooked,” Conner says.
The problem of leaving instruments inside patients is widespread,

according to a recent study published in the New England Journal of
Medicine (NEJM).1 The study, which is the largest and reportedly the
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SDS shared 65 cost-containment tips
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tips from the Fifth International Congress on Ambulatory Surgery. If you
would like to receive future e-mails, please contact our customer service
department at (800) 688-2421. E-mail: customerservice@ahcpub.com. 

We are privileged to be your outpatient surgery information source. We
look forward to continually offering you ideas to make your programs as
safe, compliant, efficient, and high quality as they can be.  ■



most reliable on such mistakes, reported on
800,000 surgeries in Massachusetts from 1985 to
2001. Researchers found that 61 pieces of surgical
equipment remained inside 54 patients after
surgery. Most of the objects were sponges, but the
items left inside patients include metal clamps
and electrodes. In two cases, 11-inch retractors
were left inside patients. In another operation,
four sponges were left inside a patient. 

The lost objects usually were lodged around
the abdomen or hips, but sometimes they were
left in the chest, vagina, or other cavities. They
often caused tears, obstructions, or infections.
One patient died of complications. Most patients
needed additional surgery to remove the objects. 

Based on their findings, researchers estimate
that 1,500 pieces of equipment are left inside
patients annually in the United States. However,
at least one expert thinks that this estimate may
be low. Sidney Wolfe, MD, health research direc-
tor of the public-interest lobby group Public
Citizen, points out that providers are not required
to report such mistakes to public agencies. Other
sources predict the number may be low because
the research didn’t include cases settled out of
court or cases that did not become lawsuits.

Retained objects can cause serious medical
problems, including perforation of the bowel,
sepsis, and death. The NEJM researchers found
that claims ending in litigation resulted in an
average of $52,581 in costs for compensation and
legal defense expenses.

How is this happening?

One of the factors contributing to the problem
is human error, particularly when providers are
in a hurry, sources say.

“It happens because no one’s infallible, and it
happens because as humans, we become rushed
and take shortcuts,” Conner says.

Emergencies can be particularly challenging.
For example, in the outpatient setting, a tonsil
bleeder may have to return to the OR so the tonsil
bed can be packed.

Emergencies often require extra staff and
equipment, says Lori Bartholomew, director 
of research at Physician Insurers Association 
of America in Rockville, MD. There can be
many medical specialists working on the
patient, which makes organization very diffi-
cult, Bartholomew points out.

One-third of the cases the journal authors stud-
ied involved unexpected changes in procedure,
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The outpatient setting is particularly prone to
instruments and supplies being left inside patients
because of time pressures. 
• Authors of a recent study in the New England

Journal of Medicine estimate that 1,500 instru-
ments and sponges are left inside patients each
year.

• The claims ending in litigation resulted in an
average of $52,581 in costs for compensation
and legal defense expenses.

• Causes include emergency cases, obese
patients, not following procedures for counts,
changing staff during a case, and the addition of
sponges or instruments during a case.
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including those with unanticipated findings of 
a perforated diverticulitis, ectopic pregnancy,
duodenal mass or other new diagnoses, techni-
cal complications including bladder laceration
requiring repair, and intraoperative respiratory
failure. 

More than half of the cases studied involved a
change in nursing staff during procedure. Same-
Day Surgery sources point out that even in out-
patient surgery, it is not unusual to switch staff,
especially on longer cases, so communication
and documentation are essential.

Interestingly, the NEJM researchers found that
a rise of one point in body mass index raises the
chances of equipment being left inside by 10%. 

Obese patients simply provide more room and
more fat in which to lose objects, researchers say. 

Sometimes, obese patients have sponges left
deep in their pelvis or high under the diaphragm,
says Richert Quinn, MD, physician risk manager
at COPIC Insurance Co. in Denver. 

The researchers suggest that extraordinary
steps, such as taking postoperative X-rays even
though the count seems to be correct, be taken
with obese patients. 

Such steps should be considered carefully as
more bariatric surgeries shift to the outpatient
setting, Conner suggests. (For more information
on bariatric surgery, see “Some bariatric cases
move to outpatient arena,” Same-Day Surgery,
October 2002, p. 124.) Another area of concern for
outpatient providers is eye procedures, because
those cases use small needles, which are easy to
overlook, she warns.

Sometimes, providers take steps that put
them at risk for retained equipment, says
Waldene Drake, RN, MBA, vice president of
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For more information, contact:
• Lori Bartholomew, Director of Research, Phy-

sician Insurers Association of America, 2275
Research Blvd., Suite 250, Rockville, MD 20850.
Telephone: (301) 947-9000. Fax: (301) 947-9090.
E-mail: loribart@thepiaa.org. 

• Ramona Conner, RN, MSN, Perioperative
Nursing Specialist, Center for Nursing Practice,
Association of periOperative Registered Nurses,
Denver. Telephone: (800) 755-2676. Fax: (303)
338-5165. E-mail: rconner@aorn.org.

• Waldene Drake, RN, MBA, Vice President of
Risk Management, Cooperative of American
Physicians — Mutual Protection Trust, 333 S.
Hope, Eighth Floor, Los Angeles, CA 90071.
Telephone: (800) 252-7706. E-mail: Wdrake@
cap-mpt.com. 

• Richert Quinn, MD, Physician Risk Manager,
COPIC Insurance Co., 7351 Lowry Blvd., Denver,
CO 80230. Telephone: (720) 858-6131. E-mail:
rquinn@copic.com.

The Association of periOperative Registered Nurses
(AORN) recently developed Safety Net, a voluntary
reporting system to capture data about close calls
and near misses in the surgical arena. Information
about surgical close calls initially will be collected
only via the Internet at www.patientsafetyfirst.org/
safetynet.htm. For more information, contact AORN
Patient Safety First Hotline at (866) 285-5209. 
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These 4 areas of counting
puzzle nursing staff

The Association of periOperative Registered
Nurses (AORN) in Denver regularly receives

questions from members about their counting 
procedures. 

Here are some of the most common, with
answers from Ramona Conner, RN, MSN, 
perioperative nursing specialist at AORN:

Question: Do counts need to be performed on
vaginal procedures?

Answer: Yes.

Question: Do small needles that do not show
up on an X-ray need to be counted?

Answer: Yes.

Question: In an emergency procedure, what
should we do if a count could not be completed?

Answer: Your procedures for following up on
an incorrect count at the end of the procedure
should be followed. 

Question: Can unmarked surgical towels be
used as packing in a surgical wound?

Answer: If they are not radio-opaque and there
is not a tag or marker sewn in, they should not be
used. There have been incidences of retained
towels.

[Editor’s note: Do you have additional questions
regarding counting or have questions on other 
topics? Contact: Joy Daughtery Dickinson, Senior
Managing Editor, Same-Day Surgery, P.O. Box
740056, Atlanta, GA 30374. Telephone: (229)
377-8044. Fax: (229) 377-9144. E-mail: joy.
dickinson@ahc pub.com.]  ■



risk management at Cooperative of American
Physicians — Mutual Protection Trust in Los
Angeles. 

For example, additional sponges may be
brought into the room, staff may use them to
clean their glasses, and they end up in the
patient’s abdomen, she says. 

Or an extra piece of equipment or a tray may
be brought into the room, “so when they’re
cleaning up, they aren’t aware that an extra
instrument should be accounted for,” Drake
adds.

If providers take the steps necessary to result
in fewer errors, fewer injuries, and fewer poor

outcomes, such as following counting policies,
then fewer malpractice suits will follow, Quinn
points out. (For steps to take to reduce the risk
of leaving equipment in patients, see box, p.
75.) 

“Anything we can do to raise the quality bar
and improve patient safety is good for consumers
and good for us,” he says.

Reference

1. Gawande AA, Studdert DM, Oray EJ, et al. Risk factors
for retained instruments and sponges after surgery. N Engl J
Med 2003; 348:229-235. ■
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Everyone counts — or do they?
Study results are troubling

When it comes to steps that providers can take
to avoid leaving equipment inside a patient,

counting may seem like a basic step that’s always
followed. 

However, a recent study in the New England
Journal of Medicine (NEJM) reported a disturbing
finding: In one-third of the cases of retained equip-
ment that were studied, surgical teams failed to
count equipment before and after the operations. 

“There truly is no excuse for every perioperative
nurse not to be aware of proper counting proce-
dures,” says Ramona Conner, RN, MSN, perioper-
ative nursing specialist at the Center for Nursing
Practice at the Association of periOperative
Registered Nurses (AORN) in Denver.

Counts should be taken at the following times,
according to AORN’s Recommended Practices for
2003: Before the procedure to establish baseline,
before closure of a cavity within a cavity, before the
wound closure begins, at skin closure or at the end
of the procedure, and at the time of permanent relief
by a scrub person or circulating nurse. 

“If people use the AORN recommended practices
for counting and religiously adhere to those proce-
dures, they will greatly reduce their risk,” Conner says.
“Unfortunately, we can’t reduce the risk 100%.”

In the NEJM study, the failure to count happened
most often during emergencies.

One additional step that surgeons can take is that
before they close, they should carefully explore the
abdomen visually and manually, depending on the
size of the incision, advises Richert Quinn, MD,
physician risk manager at COPIC Insurance Co. in
Denver. 

“I’m an old surgeon, and when I would feel
around, I’ve found a sponge occasionally tucked 

in the diaphragm,” he says.
Another step is to increase the use of use of X-

rays, computed tomography (CT) scans, and other
radiographic technologies in selected high-risk cate-
gories of operations to ensure that surgical objects
are not left behind. 

This step would reveal metal instruments and
radiologically tagged sponges. Screening, when
compared to professional liability fees, could prove
cost-effective, the authors maintained. Eventually,
providers may have wands similar to supermarket
bar-code readers that detect missing equipment, the
researchers said.

However, not everyone supports the practice. 
Lori Bartholomew, director of research at Physician
Insurers Association of America in Rockville, MD,
contends that intraoperative radiographic screening
could be an unnecessary exposure for patients. 

“Further, how do you select high-risk categories?”
she asks. “Consequently, patients who do not get the
screening can allege they should have had it. Where
is the line drawn?”

One place the line should be drawn is when proper
counting procedures have not been followed, says
Quinn. 

“It takes a little while, but it’s worthwhile,” he main-
tains. One caveat: It’s important to X-ray the entire
abdomen, Quinn points out. “Sometimes, a standard
film can’t cover the entire abdomen in a big person,”
he warns. “Sometimes, in the X-ray, equipment is
missed because that part of the abdomen didn’t hap-
pen to be under the beam.”

In addition, surgeons may not be agreeable to
taking time to do the X-ray, says Waldene Drake,
RN, MBA, vice president of risk management at
Cooperative of American Physicians — Mutual
Protection Trust in Los Angeles.

“Staff have to have the backbone to follow the
policies established for the safety of the patient,”
Drake says.  ■



Keep morale high — 
hire the right people
Ongoing training increases skills, motivation

You have to replace four out of 14 nonclinical
patient care coordinators because they’ve all

left at the same time: one due to childbirth, one
due to a family relocation, and two due to job
stress and burnout. Because you’re in a crunch,
you just place your standard ad in the paper and
choose the best four people who apply and who
can start immediately.

Not any more, says Mary Gailis, COA, admin-
istrative director of the Ocean Surgery Center in
Toms River, NJ. She faced the situation described
and decided that she not only wanted a pool of
excellent job candidates from which to choose,
she also wanted to address the low morale of her
front-office staff who were feeling the effects of
four people leaving at once.

“We wanted great people to apply for these
positions, but our first ad resulted in only 10
resumes from people who didn’t really fit our
needs,” says Gailis. “I asked for help from our
marketing consultant who arranged for focus
groups and interviews with our managers and
staff members,” she says. 

The consultant asked employees what would
appeal to them in an ad, Gailis explains. “He
talked with some of our best employees to make
sure the ad appealed to people who would work
well in our center,” she says.

The best way to address low employee morale
is to hire the right people in the beginning, says
Anthony Belli, president of Killer Bee Marketing
in Tarrytown, NY.

“When you’re hiring customer service people,

you should hire the right personality and plan to
train them,” he says. “You can teach skills, but
you can’t teach courtesy and motivation.”

The second ad that ran still was a simple classi-
fied ad, but the wording appealed to customer ser-
vice-oriented people, Belli says. (See box, below
left.) Instead of focusing on the job and what was
unique about it, the ad copy focused on how spe-
cial the person applying for this position needed 
to be, he explains. 

Within a few weeks of the ad’s appearance in
the paper, the center received 60 resumes from
people with solid customer service experience,
Gailis says. Because the patient care coordinators
work closely together, Gailis had everyone in the
department talk with each of the top candidates
for the jobs. “We believed that we could increase
morale by giving everyone a chance to meet the
candidates and get a feel for how well they might
work with each other,” she says. 

These meetings also alleviated the stress of deal-
ing with new people in the department because all
staff felt as if they had some input, she adds. “It’s
tough to absorb four new employees into a group
at one time, so we also developed a training pro-
gram to orient the new people to our policies, pro-
cedures, and job functions,” says Gailis. 

Because that training program was more for-
malized than the one the center usually provided,
the new employees stayed motivated and were
trained easily, she says. “In fact, the new group of
employees were so quick to learn and did every-
thing so well, it raised the bar for expectations of
all employees,” Gailis adds. 

One year after hiring the group of four, all
employees still are at the center, she says. 

After meeting the staffing need, Gailis turned
to another project to address the morale of the
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At Ocean Surgery Center in Toms River, NJ, four
patient care coordinators left at the same time.
One year later, four who were hired are still
employed, and morale is high.
• Write ads so that good customer service people

apply for the job, then train them.
• Involve all staff members in the interview so

they meet the people with whom they will work.
• Develop training programs that educate new

employees without affecting the ability of other
people to do their own jobs.

• Use ongoing training to keep them motivated
and proud of their jobs.
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Customer Service Specialist
“We hire the smile and train the skill.”

Are you ready to be a part of a special team?
Come join our highly motivated 

fast-paced medical practice.
Competitive salary and 

benefits package available.
Fax resume: 555-1234

Source: Job advertisement from Ocean Surgery Center,
Toms River, NJ. Reprinted with permission. 



entire group of patient care coordinators. “We
turned to our marketing consultants who offered
an ongoing customer service education program
that has kept our employees focused on customer
service,” she says.

“Employees want recognition for their contri-
butions, an opportunity to grow, a sense of
importance, enjoyment of their job, and pride in
what they do,” says Belli. Any organization than
can meet these needs will have a group of loyal,
motivated employees, he adds.

“We put together a program that uses a combi-
nation of biweekly faxes, monthly e-mails, monthly
seminars, and quarterly newsletters that present
tips and information on topics such as leadership,
motivation, customer service, and conflict resolu-
tion,” says Belli. “We also offer a quiz every two
months that employees can take to test their
knowledge of topics we’ve covered.” 

If all 10 questions are answered correctly, the
employee’s name goes into a drawing for prizes,
he adds. 

“We believe that the cost of $150 per employee
for the year was well worth it,” says Gailis. “We
tend to focus on clinical personnel’s ongoing edu-
cation, but it is really the front-office people who
greatly affect a patient or family member’s per-
ception of your program,” she says. 

Not only have Gailis’ efforts paid off in terms
of retention of all the new employees and higher
morale within the group of patient care coordina-
tors, she sees the program being effective for
other departments as well. 

“Our financial department that includes billing
and collections personnel has seen how positive
the changes have been in the patient care coordi-
nators, and they want us to implement a similar
program for them,” she says.  ■

SDS managers share 
their biggest headaches
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas 

As a manager, what is your greatest challenge?
What cause your greatest headaches and

takes the most of your time? In an informal and
anonymous poll of a number of my friends in the
business, I decided to stretch my friendship and
ask them these questions:

Here is the setup: There were 12 participants.
All were RNs. Three were administrators in 
multispecialty for-profit surgery centers. 

Three were nurse managers in different multi-
specialty for-profit surgery centers. Three were
directors or department heads in not-for-profit,
hospital-owned surgery centers without physi-
cian investors. Three were clinical nurse man-
agers in different not-for-profit, hospital surgery
centers without physician investors.

All had 48 hours to think about the question.
Responses were verbal so they could be com-
pletely open and honest. Here are the questions
and responses. 
1. What single problem in your facility causes

the most serious problems or consequences
that you deal with on an ongoing basis?
• Administrators in multispecialty for-profit

surgery centers: “Sexual harassment issues.”
(Whoa!) Even I was surprised. They reported this
is the single most important hassle they face on a
continuing basis. And this answer was from all
three of them. They didn’t elaborate, but they
said it continues to be a problem.

• Nurse managers in different multispecialty
for-profit surgery centers: Two of the three said
“sexual harassment issues.” (Hello?) The third
said, “Anything and everything that anesthesia
touches causes problems for me.” (See why this is
anonymous?) 

Since sexual harassment still seems to be an
issue — I thought this went away a long time ago
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For information about recruitment of patient care
coordinators, contact:
• Mary Gailis, COA, Administrative Director,

Ocean Surgery Center, 501 Lakehurst Road,
Toms River, NJ 08755. Telephone: (732) 341-
7299. Fax: (732) 736-7287. 

For information about customer service training
program, contact:
• Anthony Belli, President, Killer Bee Marketing,

520 White Plains Road, Tarrytown, NY 10591.
Telephone: (914) 467-7873. E-mail: Anthony@
killerbeemarketing.net. Web: www.killerbee
marketing.net. 
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— it is important for each person to review the
department’s policy and adhere to it. What some
might consider innocent banter, others find offen-
sive — so re-learn the rules!

• Directors or department heads in not-for-
profit hospital-owned surgery centers without
physician investors: “Unrealistic budget cuts”
was cited by all three as their greatest headache. 

All said they are in situations in which their
budgets are decided by some hospital official who
doesn’t understand the business. Is there anything
you can do? Oh, yes: Plead your case. Cite com-
ments by your surgeons that they will leave and
create their own center if things get too tight
around your department. Convince your uppity-
ups that it is far better to spend a few more dollars
on staff now than contend with a flight of experi-
enced staff and disenchanted surgeons.

• Clinical nurse managers in different not-
for-profit hospital surgery centers without
physician investors:  One response was “finding
qualified staff.” Another response was “con-
stantly losing best staff members to the for-profit
surgery centers.” A third response was “finding a
way to offer financial incentives to good staff.”
2. What service in your facility is the most diffi-

cult to work with?
• Administrators in multispecialty for-profit

surgery centers: 100% replied, “Anesthesia.” (Uh,
oh.)

• Nurse managers in different multispe-
cialty for-profit surgery centers: 100% replied,
“Anesthesia.”

• Directors or department heads in not-for-
profit hospital-owned surgery centers without
physician investors: Two out of the three were —
you guessed it — “anesthesia.” The third director
cited “hospital administration — or lack thereof.”

• Clinical nurse managers in different not-
for-profit hospital surgery centers without
physician investor: Survey says, “Anesthesia.”
(Hey, come on now. What gives with all this?)
What can you do? Communicate with them. Your
anesthesia staff members do have ideas. Listen to
them. You might be surprised how absolutely
easy it is to work out a mutually agreeable situa-
tion to just about all your (and their!) problems. 
3. What one thing would you change in your

area if you could — right here, right now?
• Administrators in multispecialty for-profit

surgery centers: One response was “Insipid
[Health Insurance Portability and Accountability
Act of 1996] regulations.” The second response
was “the cutdown in the level of testosterone in

the center.” (She used another phrase that was not
so nice.) The third response was “eliminate uncar-
ing nonphysician investors in the workplace.”

• Nurse managers in different multispecialty
for-profit surgery centers: One response was
“arrogance of male surgeons.” (It’s sort of tied to
the second response from the administrators.)
Another response was “everything related to
anesthesia.” A third answer was “the need for
anesthesia personnel.”

• Directors or department heads in not-for-
profit hospital-owned surgery centers without
physician investors: One response was “budget
reviews when the decisions have been made
before I enter the room.” Never, ever accept an
unrealistic budget that someone has done for you.
Fight it, and make sure everyone knows that you
do not agree. I guarantee that a year from now
when you don’t make your numbers, then every-
one will point a finger at you. 

Memory is fleeting, so make sure the people
that matter most know that you do not accept it.
A second response was “for-profit surgery cen-
ters.” A third response was “all managed care
plans, programs, contracts, and anything else that
has the word ‘contract’ in it.”

• Clinical nurse managers in different not-for-
profit hospital surgery centers without physician
investors: The first response was “OR directors
that are clueless to what goes on in the operating
room.” OR directors: Do you want to impress your
staff? Put on scrubs and go into the operating room
once in awhile. Give coffee breaks, sit in the lounge
with the rest of the staff, and listen to the gossip.
You don’t have to be pals with your staff, but you
do have to be visible. 

A second response was “poor rate of pay for
staff.” Want a raise in this environment? Do some-
thing to earn it; showing up for work doesn’t get it
anymore. Put together a list of improvements that
you can effect, which will save the hospital money.
Put actual dollars saved beside each item. Tell
your boss that you would like to head up a task
force to implement the improvements. You think
that won’t work? Try it! 

A third response was “lack of proper incen-
tives for staff members to be efficient.” (FYI: They
are out there!) Probably the best incentive is to
send your staff home when their assignments for
the day are complete — with pay! Why not? You
are paying them eight hours to do something. If
they can do it in five hours, and make the sur-
geons happy with the rapid turnover, why not?
You have absolutely nothing to lose by trying it.
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With the small number of individuals involved,
this survey was hardly scientific — but it is insight-
ful. Face your challenges head-on before they lead
to low morale, lawsuits, or worse! 

(Editor’s note: Earnhart & Associates is an ambula-
tory surgery consulting firm specializing in all aspects
of surgery center development and management.
Contact Earnhart at 5905 Tree Shadow Place, Suite
1200, Dallas, TX 75252. E-mail: searnhart@earnhart.
com. Web: www.earnhart.com.) ■

How do employees act
when drug-impaired?

[Editor’s note: In this second part of a two-part
series on addictions, we discuss the characteristics of
drug-impaired employees and give you resources for
helping them. (See resource box, below.) In last
month’s issue, we gave you suggestions on how to
avoid employee theft of narcotics.]

Drug-impaired staff members typically are 
the first ones at work, and they may be the

last ones to go home, says Art Zwerling, CRNA,
MS, MSN, PA-C, FAAPM, program director of the
Pennsylvania Hospital School of Nurse Anesthe-
sia in Philadelphia. Zwerling is coordinator of
Anesthetists in Recovery and a member of the
American Association of Nurse Anesthetists’ 
Peer Assistance Advisors Committee.

“Often, people who are opioid-dependent are
always looking to do extra time and overtime to
keep themselves in close proximity to their drug
of choice,” Zwerling says. “They often request to
do longer, more painful procedures that require a
fair amount of narcotics.” 

Impaired staff may become addicted to the
point that they’re wearing long sleeves to hide
track marks, “but we’ve had people snort it and
put under their tongue for sublingual absorp-
tion,” he says. 

Addicted staff may show irritability, unex-
plained sleepiness, and mood swings from
euphoric to dysphoric, Zwerling says. 

Other signs include poor attendance, sloppy job
performance, changes in behavior and work per-
formance, plus physical or psychological signs of
intoxication or withdrawal, says David Horvath,
PhD, RN, CD, clinical services coordinator for
National Health Care Associates in Lynbrook, NY,
and president of Blaine, WA-based Consortium of
Behavioral Health Nurses and Associates.

“That would depend on the drug itself and
anything else they may be using,” Horvath says.
“Typically, most formulary drugs are sedatives,
hypnotics, and analgesics, so you would most
likely see slurred speech, drowsiness, lethargy,
mental clouding, and pupillary constriction.”

What are the primary characteristics? Incon-
sistency in behavior, Horvath says. 

“This inconsistency, coupled with the discov-
ery of an eventual discrepancy in the narcotic/
med count, will lead you to suspect diversion/
use,” he says.  ■
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For information on helping impaired staff, contact: 
• Barbara McGill, National Organization of

Alternative Programs, P.O. Box 5918, No. 167,
Metairie, LA 70009. Telephone: (504) 838-5412.
Fax: (504) 838-5382. E-mail: bghmcgill@aol.
com. The organization’s mission is to promote
public safety through participation of impaired
health care professionals monitoring, rehabili-
tation, and recovery in alternative programs,
emphasizing fitness to practice and retention 
of competent professionals in health care, and
working in cooperation with regulatory and pro-
fessional organizations.

• Practitioners Guide for Medications in Alcohol
and Drug Dependence is intended to serve as a
resource for the recovering chemically dependent
person and the medical professional prescribing
treatment. This resource is available free on-line

at the web site for the American Association 
of Nurse Anesthetists. Web: www.aana.com/
peer/practitioners_guide.asp.

• ATOD [Alcohol, Tobacco, and Other Drugs]
Resource Guide: Healthcare Providers is 
available free through the Indiana Prevention
Resource Center at Indiana University. Web:
www.drugs.indiana.edu/.

• The National Clearinghouse for Alcohol and
Drug Information has several resources, including
Drug Testing, a 22-minute video that costs $6.50 for
the employer version and $6.50 for the employee
version; and a free package titled Making Your
Workplace Drug Free: A Kit for Employers. To
order, contact: The National Clearinghouse for
Alcohol and Drug Information, P.O. Box 2345,
Rockville, MD 20847-2345. Telephone: (800) 
729-6686. Web: www.health.org.
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Safe practices will be 
the standard of care
Communication, pharmacists, outcomes targeted

The National Quality Forum (NQF) has
approved four additional “safe practices”

that should be used universally in applicable
health care settings to reduce the risk of harm.
These four include three that affect the outpa-
tient surgical area.

“If the National Quality Forum is saying these
are very important for safe patient care, we all
have to be very aware,” says Sharon Tolhurst,
RN, MBA, CNOR, chair of the Denver-based
Ambulatory Surgery Specialty Assembly at the
Association of periOperative Registered Nurses
(AORN). Patient safety has grown to be a signifi-
cant national issue, she points out. “The public is
becoming more and more aware and is asking 
the right questions,” says Tolhurst, who is the
associate chief nursing officer at Sarasota (FL)
Memorial Health Care System.

Also, the Joint Commission on Accreditation of
Healthcare Organizations and Health and Human
Services have liaison positions with the NQF, so
these recommendations could be incorporated
into their survey processes, sources point out.

Althea R. Dunscombe, RN, PhD, CRNFA, staff
nurse and RN first assistant with The Cleveland
Clinic in Naples, FL, says, “I do see these eventu-
ally being incorporated into standards of care
and, yes, courts, insurers, and others will hold
practitioners to these.” Dunscombe also is chief
executive officer, RNFA program director, and
first assistant for Professional Assistants PRN, a
consulting firm that educates nurses wanting to
assume the role of RN first assistant.

The NQF’s additional safe practices include 
the following:

• Ensure that care information, especially
changes in orders and new diagnostic informa-
tion, is transmitted in a timely and clearly under-
standable form to all of the patient’s current
health care providers/health care professionals
who need that information to provide care.

This is a universal problem in inpatient as well
as outpatient centers, according to Dorothy M.
Fogg, RN, BSN, MA, perioperative nursing spe-
cialist at the Center for Nursing Practice at the
AORN. Communication is the key, Fogg says. 

“There is no way to make a universal protocol,

and individual facilities must work out a system
to obtain this information prior to surgery, and
surgery is not started until they have it,” she says.

Also, programs must comply with the Health
Insurance Portability and Accountability Act pri-
vacy regulations, sources say.

Hold meetings once or twice a year with the
surgeons’ office staff to work out methods to
resolve these issues, Fogg says. “This goes a long
way in improving communication,” she says.

• Pharmacists should actively participate in
the medication-use process, including, at a mini-
mum, being available for consultation with pre-
scribers on medication ordering, interpretation
and review of medication orders, preparation of
medications, dispensing of medications, and
administration and monitoring of medications. 

Pharmacists typically are not on site at ambula-
tory facilities, she says. The pharmacist is involved
in setting up the formulary and medication supply,
she adds. “We would suggest that the individual
facility work with one or more pharmacists on a
consultative basis and that pharmacy assistance be
available by various means,” Fogg says.

• For designated, high-risk, elective surgical
procedures or other specified care, patients
should be informed clearly of the likely reduced
risk of an adverse outcome at treatment facilities
that have demonstrated superior outcomes, and
referred to such facilities in accordance with the
patient’s stated preference.

Physicians already are inclined to send their
patients or take their patients to facilities that
have good outcomes, because with the malprac-
tice insurance crisis, they are seeking good out-
comes for their patients’ and their own benefit,
Tolhurst points out.

However, at this point, there is no universally
accepted method for ranking outpatient surgery
programs in terms of outcomes, says F. Dean
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For more information on patient safety, contact:
• Althea R. Dunscombe, RN, PhD, CRNFA, 

The Cleveland Clinic, Naples, FL. E-mail:
ADunscombe@aol.com.

• F. Dean Griffen, MD, FACS, Highland Clinic,
1455 E. Bert Kouns, Shreveport, LA 71105.
Telephone: (318) 798-4546. Fax: (318) 798-4412. 

• Sharon Tolhurst, RN, MBA, CNOR, Associate
Chief Nursing Officer, Sarasota Memorial Health
Care System, 1700 S. Tamiami Trail, Sarasota,
FL 34239. E-mail: Sharon-tolhurst@smh.com.
Telephone: (941) 917-1910. Fax: (941) 917-6868. 
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Griffen, MD, FACS, chairman of the American
College of Surgeons Committee on Patient Safety
and Medical Professional Liability. “If a ranking
system for same-day surgery centers evolves, it
will likely effect only larger municipalities, and
overall quality will likely improve,” Griffen says.

In the meantime, expect your patients to
research more on the Internet, Tolhurst predicts.
“Outcomes will be out there, and they can make a
more informed decision with their physicians,”
she says. Tolhurst doesn’t oppose such a system. 

“If you have a facility that demonstrates the
outcomes that should be there, and managers feel
that they are superior, they should be letting peo-
ple know that,” she says.  ■

[Editor’s note: This column addresses specific ques-
tions related to Health Insurance Portability and
Accountability Act (HIPAA) implementation. If you
have questions, please send them to Sheryl Jackson,
Same-Day Surgery, American Health Consultants,
P.O. Box 740056, Atlanta, GA 30374. Fax: (404) 262-
5447. E-mail: sherylsmjackson@cs.com.]

Question: Who are my business associates,
and what needs to be included in a business 
associate agreement?

Answer: “A business associate is any entity that
provides services to or on behalf of your patients
that require the use or disclosure of their pro-
tected health information,” says Joshua M. Kaye,
Esq., an attorney with McDermott, Will, & Emery
in Miami. Typical examples of business associates
for same-day surgery programs include manage-
ment companies, billing or collections companies,
and transcription services, he says. 

“Don’t forget other persons or companies that
provide legal, accounting, or consulting services
as well,” he adds. This differs from an “organized
health care agreement” in which all parties work
together and seamlessly share patient informa-
tion. (For more information on organized health
care agreements, see HIPAA Q&A, Same-Day
Surgery, April 2003, p. 46.)

An agreement with accreditation organizations
also is needed, Kaye says. 

(Editor’s note: For a copy of the business associate
agreement designed by the Joint Commission on the

Accreditation of Healthcare Organizations, go to:
www.jcaho.org/accredited+organizations/hospitals/
index.htm and click on “business associate agree-
ment.” For a copy of the Accreditation Association of
Ambulatory Health Care’s business association agree-
ment, go to: www.aaahc.org/legislative/hipaa.html and
click on “business associate agreement.”)

If a company with which you contract work,
such as maintenance or janitorial service, doesn’t
require protected health information to provide
services, a business associate is not required, says
Kaye. 

“Your business associates assume the same obli-
gations as your same-day surgery program with
respect to patient privacy under HIPAA regula-
tions,” says Michael R. Callahan, partner and head
of the HIPAA section for Katten, Muchin, Zavis,
and Rosenman, a Chicago-based law firm. 

Their agreement with you should include lan-
guage that shows they agree to protect a patient’s
health information in the same manner your same-
day surgery program protects the information, he
explains.

Although vendors are not considered covered
entities by HIPAA, the same-day surgery program,
which is the covered entity, is liable for all actions
of vendors that involve protected patient informa-
tion, points out Callahan. 

If your business associates misuse patient infor-
mation, they cannot be fined or convicted, but you
can, he explains. 

For this reason, you may want to include a pro-
vision in your business associate agreements that
require the business associate to indemnify your
program if you should get sued for their mistakes,
he adds. Your agreement also should address
HIPAA rules that require the provider to take cor-
rective action such as recovery of records or termi-
nation of service if your business associate violates
a patient’s confidentiality, Callahan explains. 

“You have until April 14, 2004, to negotiate
amendments to your contracts with your busi-
ness associates that were signed before Oct. 14,
2002,” Kaye points out. However, if you enter
into or renew a contract with a business associate
between Oct. 15, 2002, and April 14, 2004, be sure
that the contract incorporates the business associ-
ate requirements, he says. 

“Also, you must still ensure that patients are
afforded their privacy rights after April 14, 2003,
even for business associate contracts that you do
not amend until April 14, 2004,” Kaye adds. 

“Consider having each business associate sign a
privacy addendum to your existing contract rather
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than entering into new agreements to avoid open-
ing your existing contract up to negotiation on
business terms rather than patient privacy,” he
says. While sample business associate provisions
are available in the privacy standards, they’re not
mandatory and shouldn’t be used “as is,” because
they place greater burdens than what is required
by law, he points out. 

A business associate agreement should make
sure that a patient’s right to privacy flows through-
out your business process, even if the information
is passed along to one of your associates, Callahan
says. Your business associates should meet the
same requirements your same-day surgery pro-
gram is required to meet, including a log of how
the information is used, he adds.

Importantly, a business associate is not another
health care provider, such as an anesthesiologist or
radiologist, to which your program discloses a
patient’s information for treatment purposes, says
Kaye. A business associate agreement remains nec-
essary to deal with disclosures to providers for
purposes other than treatment, he says. 

Examples include peer review and utilization
review committees, he adds. If your same-day
surgery program and its providers have qualified
as and have an Organized Health Care Arrange-
ment (OHCA) in place, a business associate 
agreement is not necessary to cover peer review
activities, if all committee members are included in
the OHCA, he says. An OHCA is a formal agree-
ment that identifies the program and its providers
as members of a single entity for the purposes of
protecting patient information.  ■

FDA has no conclusion on
scopes in bacteria cases 
Ex-Steris employee who raised concerns files suit

The Food and Drug Administration (FDA)
could not come to a conclusion on the cause

of an outbreak at Allegheny General Hospital in
Pennsylvania in which patients may have been

exposed to pseudomonas bacteria through improp-
erly sterilized bronchoscopes. 

The FDA has closed the investigation.
Sixteen patients were affected by the outbreak,

and all of them, including one man who died,
had undergone bronchoscopies. 

The hospital said that problems with the Steris
System 1 Sterile Processing System, manufactured
by Mentor, OH-based Steris, allowed its broncho-
scopes to become contaminated with pseudomonas
bacteria.

Steris said that hospital staff might have been
improperly using the machine. (For more infor-
mation, see “Bronchoscopes suspected after
infection outbreak,” Same-Day Surgery, April
2003, p. 46.)

The FDA action, reported in the Pittsburgh Post-
Gazette, follows a lawsuit filed in April in which a
former Steris employee made charges similar to
those of Allegheny General. Larry Joslyn of Las
Vegas, NV, claims he was fired wrongly by Steris
in October 2001 after he raised concerns about the
System 1 Sterile Processing System. 

Joslyn’s lawsuit doesn’t state specifically what
he thinks is wrong with the machine. However,
Joslyn said he determined that certain scientific
inadequacies meant the machine did not “prop-
erly sterilize hospital equipment as represented
in label claims, due to a systemic contamination
problem,” the lawsuit states. 
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■ Using PDAs to
improve outpatient
surgery care

■ Marketing your
surgery program

■■ Training in 
conscious sedation

■ Tips from peers 
on rewarding staff

■ How to get under-
writers to look at your
application

COMING IN FUTURE MONTHS

CE/CME instructions

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

references for research, and studying the ques-
tions. 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 incor-
rectly, consult the source material. After completing
this semester’s activity with the December 2003
issue, you must complete the evaluation form pro-
vided and return it in the reply envelope to receive a
certificate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■



Joslyn claims the following in his lawsuit:
• He gave a presentation to Steris employees

on limitations of sterilization technologies.
Afterward, he was told that all videotapes of the
talk had been collected and destroyed. He was
told not to raise those issues again. 

• He later learned of more problems and
attempted to raise them several times. However,
Steris officials told him they knew about the
problems and didn’t want to hear about them.

• Joslyn ultimately was fired after he kept rais-
ing the issue. 

Steris released a statement saying the System 1
Sterile Processing System is safe and effective.
More than 16,000 Steris System I units have been
used in more than 5,000 hospitals since 1988 with
no evidence that the machine has ever caused or
contributed to a reported infection, the company
said. 

“If there was any ‘systemic’ problem as claimed
by Mr. Joslyn, it would be blatantly obvious,” the
company stated. “In fact, no such problems have
been experienced.”  ■
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CE/CME questions
1. In a study published in the New England Journal of

Medicine, how many cases of equipment or sup-
plies left inside patients involved a change in nurs-
ing staff during procedure?
A. One-tenth
B. One-fourth
C. One-third
D. More than half

2. Can unmarked surgical towels be used as packing
in a surgical wound, according to Ramona Conner,
RN, MSN, perioperative nursing specialist at
AORN?
A. Yes. There are no reported incidences of

retained towels. 
B. If they are not radio-opaque and there is not a

tag or marker sewn in, they should not be used. 
C. No, not under any circumstances.

3. What change did Mary Gailis, COA, administrative
director, make to her classified ad that resulted in
60 resumes from qualified applicants?
A. She printed actual salary range of job positions.
B. She offered a signing bonus.
C. She listed all benefits.
D. She described the type of person who should

apply rather than just describe the job.

4. Is a business associate considered another health
care provider to which your program discloses a
patient’s information for treatment purposes,
according to Joshua M. Kaye, Esq.?
A. Yes
B. No
C. Only under certain conditions

CE/CME objectives
After reading this issue you will be able to: 

• Name what percentage of cases in which
equipment or supplies were left inside patients
involved a change in nursing staff. (See “Ensure
equipment isn’t left inside patient or face headlines,
litigation” in this issue.) 

• Identify whether unmarked surgical towels be
used as packing in a surgical wound. (See “These
4 areas of counting puzzle nursing staff.”)

• List techniques to improve the quality of appli-
cant you attract with classified advertising for job
openings. (See “Keep morale high — hire the right
people.”)

• Identify whether a business associate is con-
sidered another health care provider to which your
program discloses a patient’s information for treat-
ment purposes. (See “HIPAA Q&A.”)

Answer Key: 1.D; 2.B; 3.D; 4.B



Ambulatory programs accredited by the Joint
Commission on Accreditation of Healthcare

Organizations soon will be required to perform at
least one failure mode effect and analysis (FMEA)
per year. 

An FMEA enables providers to find potential
problems that affect patient safety before an inci-
dent occurs. 

The Joint Commission has required all hospital
organizations to conduct one FMEA each year
since July 2001. 

Ambulatory programs will join them in this
requirement in 2004. The Wilmette, IL-based
Accreditation Association of Ambulatory Health
Care (AAAHC) does not require the use of a tool
such as FMEA for accreditation.

Addressing problems with multiple causes

FMEA can be an effective way to address ongo-
ing problems that have multiple causes, says
Colleen J. Trask, RN, CNOR, director of periop-
erative services at the Greenville (SC) Hospital
System. 

Trask’s organization handles between 90 and
100 cases each day and were seeing an average of
94 cases each week delayed or canceled because
there was information missing on the chart or
because of other reasons such as jewelry on the
patient. 

“After performing an FMEA and implement-
ing our action plan, the number of delayed or
cancelled cases dropped to 25 in five weeks,” she
says.

While an FMEA can satisfy the requirement for
a performance improvement project, it is different

from a traditional quality improvement study,
points out Richard J. Croteau, MD, executive
director for strategic initiatives for the Joint
Commission. 

“A performance improvement study relies
upon collection and analysis of a significant
amount of data,” he says. 

It also is a reactive process in which an orga-
nization identifies problems and solutions after
looking at what has happened, Croteau points
out.

FMEA is a proactive approach to improvement
during which the organization looks at a process
and identifies the points at which something
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Covering Compliance with Joint Commission and AAAHC Standards

Use FMEA to find and fix problems before they happen
Joint Commission adds failure mode effect and analysis requirement for ambulatory programs

Beginning with surveys conducted in 2004, ambula-
tory programs accredited by the Joint Commission
on Accreditation of Healthcare Organizations will 
be required to perform at least one failure mode
effect and analysis (FMEA) per year, just as hospi-
tal organizations have had to do since 2001. An
FMEA enables providers to find potential problems
that affect patient safety before an incident occurs.
Key tips for doing an FMEA include:
• Use a multidisciplinary team.
• Look at any activity in two ways: how it should

be performed according to policies, and how it 
is actually performed.

• Prioritize the activities you want to address
according to the potential effect on the
patient’s care.

• Conduct a test of any changes you plan to
implement.
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could happen to harm a patient, he explains.
There are many issues in the same-day surgery

process that can be successfully studied through
the FMEA process, according to Croteau. 

“Surgical site identification, patient education,
medication administration, and delay of surgery
are just a few,” he says. 

Once you’ve chosen the process you want to
study, put together a multidisciplinary team that
represents all areas involved in the process, he
suggests. 

“Depending on the process, your team might
include nursing staff, admitting personnel, anes-
thesiologists, surgeons, lab personnel, medical
records staff, and housekeeping,” he says.

Pick a straightforward first project

For your first FMEA study, be sure to choose
something doable, says Croteau. Although FMEA
can be applied to an entire process, it makes
sense to choose a part of the process to produce
real solutions in a shorter period of time so team
members don’t get frustrated with their first
attempt, he suggests. 

For example, rather than evaluate the entire
process of preparing the patient for surgery, look
at one piece of the preparation, such as surgical
site identification, Croteau adds.

Managers at Youngstown, OH-based Surgery
Center at Southwoods chose site validation for
their FMEA, says Suzanne Fornelli, RN, BSN,
administrator. 

“In our recent survey, the surveyor focused on
patient safety issues, and surgical site identifica-
tion is a key element of patient safety for same-
day surgery programs,” she points out.

Once you’ve decided the process you will study,
define the process in detail using flowcharts, says
Croteau. Produce two flowcharts, he advises.

“The first flowchart should define the process
as it is suppose to happen according to policies
and procedures,” he says. “The second flowchart
should define the process as it really happens on
a day-to-day basis.” 

Comparing the two flowcharts helps the team
identify potential failure points, he explains. 

The next step is to define the failure mode, says
Croteau. 

“What can go wrong?” is the question the team
members ask as they go through the process sys-
tematically, he explains. 

“This is a brainstorming effort by the whole
team; and in most cases, you will identify multiple

failure points for any process,” he adds.
Multiple failure points is what the same-day

surgery staff at Greenville Hospital System found
when they studied the reasons for delay or can-
cellation of surgery on the day of surgery, says
Trask. 

“Missing history and physicals, nonexistent lab
reports, jewelry on the patient, and surgical sites
not marked according to policy are just a few of
the reasons surgeries are delayed,” she says.

Because there are so many reasons for surgical
delays, it was helpful to identify them all in one
study so an effective solution could be devel-
oped, she adds. 

Before you develop your solutions, be sure to
complete the analysis of the effects each failure
mode can produce, warns Croteau.

“Go back to the beginning of your failure
mode list and evaluate how the failure would
affect the patient,” he says. 

As you evaluate the effect, ask yourself how
often it might occur and how serious is the effect,
Croteau suggests. For seriousness, assign a numer-
ical score or use low, medium, or high to differenti-
ate each effect, he says. 

If you’ve done a good job with your analysis,
you’ll have a large number of effects, Croteau
says. 

“Prioritize the failure modes that you want to
target based upon the seriousness of effects asso-
ciated with the different failure modes, and
address the failure modes that have the greatest
likelihood of occurring and affecting the patient,”
he suggests. 

Ask yourself, “What would allow this to hap-
pen?” and look at all systems that contribute to
the failure, Croteau says. 

For example, if equipment breakdown would
cause a surgery to be delayed significantly,
make sure you have access to extra equipment,
he continues. 

Test plans before implementation

After you develop an action plan, conduct a
pilot test, especially if you are introducing a new
process, suggests Croteau. The pilot test should
involve reevaluation of the same information you
developed in the original FMEA to produce your
action plan, he says.

After studying their process to find failure
modes for surgical site identification, Fornelli’s
staff focused on the “time-out” in the operating
room as a key element in ensuring that the 
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surgical site is correct. Not only did staff educa-
tion sessions emphasize the importance of the
circulator stopping the surgeon just before the
first incision to confirm that the surgical site is
the site for which the patient was scheduled
and for which the physician ordered, but large,
red signs that say “Time Out” are permanently
placed in the operating rooms as a reminder,
says Fornelli. (For other “time-out” sugges-
tions, see article, at right.)

Using an individual approach

Trask’s “surgery stoppers” study produced a
more individual approach to solving problems. 

“Any time we have surgery delayed or can-
celled because of missing information on the
chart, jewelry, or incorrect site identification, the
surgery department personnel send a note with a
stop sign on the top of the page to the manager of
the department that was responsible for the infor-
mation or activity that resulted in the problem,”
she says. 

The note says, “We were not able to provide

the service we promised to our patient because 
. . . ,” and the reason is described. 

“This note is much more effective than an inci-
dent report for several reasons,” Trask says. The
note has no punitive overtones, so employees are
more willing to send one to a manager, she points
out. 

The manager receives the note, talks with the
employee involved to make sure that policies 
and procedures are understood, and points out
the effect of the staff member’s actions on the
patient’s experience, she adds. 

Trask says the program is effective. 
“The one-on-one education is received posi-

tively because the focus is on improvement of
service to the patient rather than punishment 
of the employee,” she says.  ■

Time-out is the key to 
correct surgical site ID

In addition to posting signs in the operating
room to remind staff to take a time-out just

prior to the first incision to verify the surgical
site, there are other activities you should perform
on an ongoing basis to make sure staff follow
your time-out policy, says Colleen J. Trask, RN,
CNOR, director of perioperative services at
Greenville (SC) Hospital System.

“The Joint Commission surveyors who were
here for our March 2003 survey were very pleased
with our efforts to meet National Patient Safety
Goals, including our emphasis on time-out,” Trask
explains. (See story on surgical site markings, p.
82. For more information on National Patient
Safety Goals, see “Study says wrong-patient pro-
cedures underreported: JCAHO gets involved,”
Same-Day Surgery, September 2002, p. 109.)

Her organization makes sure time-outs are per-
formed consistently by using a variety of moni-
toring techniques, says Trask. 

“We do review operating room records to 
monitor documentation of time-out, but the most
important activity is the constant presence of
supervisors and managers,” she says. 

“All of the supervisors are in and out of the
operating rooms, frequently helping with prepa-
ration of the patient, so they are often present to
witness the time-out,” Trask adds.

Because managers and supervisors often 
provide relief for circulators to take lunch
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For more information on failure mode effect anal-
ysis, contact: 
• Richard J. Croteau, MD, Executive Director 

for Strategic Initiatives, Joint Commission on 
the Accreditation of Healthcare Organizations,
One Renaissance Blvd., Oakbrook Terrace, IL
60181. Telephone: (630) 792-5000. Fax: (630)
792-5005. E-mail: rcroteau@jcaho.org.

• Colleen J. Trask, RN, CNOR, Director of
Perioperative Services, Greenville Hospital
System, 701 Grove Road, Greenville, SC
29605. Telephone: (864) 455-3224. E-mail:
ctrask@ghs.org.

• Suzanne Fornelli, RN, BSN, Administrator,
Surgery Center at Southwoods, 7525 California
Ave., Youngstown, OH 44512. Telephone:
(330) 758-1954. 

For an example of a failure mode effect analysis
presentation that includes examples of flowcharts,
severity ratings, and specific steps, see the “Failure
Mode Effects Analysis on Wrong Site Surgery” 
presentation on the Association of periOperative
Registered Nurses Patient Safety First web site. 
To access the document, go to: www.patientsafety
first.org/Information_Resources/Document_Share.
asp. 

SS OO UU RR CC EE SS   AA NN DD   RR EE SS OO UU RR CC EE



breaks, they also get a chance to lead by exam-
ple, she says. 

This “practicing what they preach” is effec-
tive for reinforcing staff education, she points
out.

Physicians also are familiar with and support-
ive of the time-out philosophy, Trask explains.

“We have a perioperative committee that
includes physicians from all sections of the 
medical staff associated with surgery, and we
introduced the policy to them for them to take
back to their departments,” she says. 

“We made sure we explained that the idea
behind time-out is to keep our patients safe,
which also means that we are protecting not just
the patients, but the hospital and the surgeons as
well,” Trask adds.  ■

Joint Commission revisits
marking of surgical site 

The Joint Commission on Accreditation of
Healthcare Organizations still requires you 

to mark the surgical site for some surgeries, 
but you won’t have to mark all surgeries as origi-
nally required under National Patient Safety Goal
No. 4.

That patient safety goal requires organizations
to implement a process to mark surgical sites. 

Organizations still will be required to mark the
surgical site in cases involving left and right dis-
tinction, multiple structures (such as fingers or
toes), or levels such as in the spine. 

Some procedures won’t require marking

However, effectively immediately, the Joint
Commission no longer requires that the site be
marked for some types of procedures such as
laparoscopy, cesareans, laparotomy, and interven-
tional procedures for which the site is not pre-
determined, such as cardiac catheterization
procedures. 

Organizations will not be scored as noncompli-
ant for not marking these sites as long as they are
consistently marking the sites involving right and
left distinction, multiple structures, or levels.

The Accreditation Association of Ambulatory
Health Care (AAAHC) in Wilmette, IL, also
requires that organizations use a process to

identify and/or designate the surgical site and
involve the patient in those processes. 

The AAAHC does not differentiate between
procedures with multiple structures or levels
and other procedures.  ■

JCAHO gives alternatives
to patient safety goals
Web site gives examples of alternatives

If you are looking for examples of alternative
approaches to the 2003 National Patient Safety

Goal recommendations, check out a new web
site offered by the Joint Commission on the
Accreditation of Healthcare Organizations.

The web site includes examples of alternative
approaches to the 2003 National Patient Safety
Goal recommendations that have been submitted
to the Joint Commission for review. The results of
these reviews include acceptable, acceptable with
modification, and not acceptable alternatives. 

Some of the acceptable or acceptable with
modification approaches may apply to your
same-day surgery program. 

If you decide to use an acceptable or acceptable
with modification approach in your organization,
it is not necessary for a Request for Review form
or other notification to be submitted to the Joint
Commission for that alternative approach. 

During your survey, you can inform the sur-
veyor that you are using a published alternative,
and the surveyor can verify that you are doing
what the acceptable alternative says. 

As more Requests for Review of Alternatives
are completed, more examples will be added to
the web site. 

For more information on alternative approaches,
go to: www.jcaho.org. Under “Top Spots,” click 
on “National Patient Safety Goals & FAQs.” Under
the heading “National Patient Safety Goals,” click
on “Samples of Alternative Approaches to the
Recommendations.”  ■
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Same-Day Surgery
Confidential Salary Survey

This confidential salary survey is being conducted to gather information for a special report later in the year. Watch
in coming months for your issue detailing the results of this survey and the overall state of employment in your field.

Instructions: Fill in the appropriate answer directly on this form. Please answer each question as accurately as pos-
sible. If you are unsure of how to answer any question, use your best judgment. Your responses will be strictly confi-
dential. Do not put your name or any other identifying information on this survey form.

1. What is your current title? 2. Please indicate your highest degree.

A. director/CEO A. LPN F. MS
B. administrator B. ADN (2-yr) G. master’s other
C. ambulatory surgery manager C. diploma (3-yr) H. PhD
D. nurse manager D. BSN I. MD
E. other___________________________________ E. MSN J. other__________

3. How long have you worked in your present field? 4. How long have you worked in health care?

A. less than 1 year F. 13-15 years A. less than 1 year F. 13-15 years
B. 1-3 years G. 16-18 years B. 1-3 years G. 16-18 years
C. 4-6 years H. 19-21 years C. 4-6 years H. 19-21 years
D. 7-9 years I. 22-24 years D. 7-9 years I. 22-24 years
E. 10-12 years J. 25 or more years E. 10-12 years J. 25 or more years

5. What is your age? 6. On average, how many hours a week do you work?

A. 20-25 F. 46-50 A. less than 20 F. 51-55
B. 26-30 G. 51-55 B. 20-30 G. 56-60
C. 31-35 H. 56-60 C. 31-40 H. 61-65
D. 36-40 I. 61-65 D. 41-45 I. more than 65
E. 41-45 J. 66 or older E. 46-50

7. What is your sex? 8. What is your annual gross income from your primary health care position?

A. male A. Less than $30,000 F. $70,000 to $79,999
B. female B. $30,000 to $39,999 G.$80,000 to $89,999

C. $40,000 to $49,999 H. $90,000 to $99,999
D. $50,000 to $59,999 I. $100,000 to $129,999
E. $60,000 to $69,999 J. $130,000 or more

9. In the last year, how has your salary changed? 10. In the past year, how has the number of 
employees in your department changed?

A. salary decreased F. 7% to 10% increase A. increased
B. no change G. 11% to 15% increase B. decreased
C. 1% to 3% increase H. 16% to 20% increase C. no change
D. 4% to 6% increase I. 21% increase or more

11. Which of the following best describes the location of your work?

A. urban C. medium-sized community
B. suburban (outside large urban area) D. rural
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12. Using the map (right), please indicate where 
your employer is located.

A. region 1
B. region 2
C. region 3
D. region 4
E. region 5
F. Canada
G. other___________________________________

13. Which best describes the ownership or control of your employer?

A. college or university D. nonprofit
B. federal government E. for profit
C. state, county, or city government

14. Which of the following best categorizes the work environment
of your employer?

A. hospital based D. freestanding, part of chain
B. freestanding, hospital affiliated E. office based
C. freestanding, independent

15. If you work in a hospital, what is its size?

A. <100 beds F. 501 to 600 beds
B. 100 to 200 beds G.601 to 800 beds
C. 201 to 300 beds H.801 to 1,000 beds
D. 301 to 400 beds I. >1,000 beds
E. 401 to 500 beds J. I don’t work in a hospital

Deadline for responses: August 15, 2003

Thank you very much for your time. The results of the survey will be reported in an upcoming issue of the newsletter, along with
an analysis of the economic state of your field. Please return this form in the enclosed, postage-paid envelope as soon as possi-
ble. If the envelope is not available, mail the form to: Salary Survey, Thomson American Health Consultants, P.O. Box 740058,
Atlanta, GA 30374.

2 Supplement to SAME-DAY SURGERY ® / July 2003


