
Recent studies add fuel to the fire:
Should your staff use soap or gel?
Researcher: Waterless antiseptic agents are more effective, convenient

Recent studies are again raising an issue that has dogged same-day
surgery managers for years: Should staff use waterless antiseptic
agents (gels) when providing routine care for outpatient surgery

patients? Or are the tried-and-true health care hand-wash preparations
(soaps) more effective?

One of the recent studies weighs in favor of gels. “What I wrote in the
paper was that alcohol-based gel appeared to be more efficacious at
removing pathogens than antimicrobial soap,” says Shelly A. McNeil,
MD, fellow in infectious diseases at the University of Michigan Medical
Center in Ann Arbor and a physician at Ann Arbor (MI) Veterans
Affairs Health Care System. McNeil was the lead researcher on the
study, which was presented at the fall Interscience Conference on
Antimicrobial Agents and Chemotherapy in San Francisco.

McNeil points out that the study was small and was primarily
designed to study pathogens on artificial nails. However, the findings
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Outpatient PPS to be implemented this year

Apparently the Health Care Financing Administration (HCFA)
will implement the prospective payment system (PPS) for hospi-

tal outpatient departments and ambulatory surgery centers (ASCs)
this year, according to McDermott, Will, and Emery in Washington,
DC.

At press time, HCFA indicated it would publish the interim final
hospital outpatient PPS rule in March, says Eric Zimmerman, JD,

(Continued on page 40)



were dramatic. Of 18 health care workers wearing
acrylic nails who had pathogens prior to cleansing,
only two (11%) were cleared of pathogens after
hand washing with soap [Medi-Scrub antimicro-
bial soap, manufactured by Huntington (IN)
Labs]. Five (38%) were cleared of pathogens after
using gel (ISAGel, manufactured by Coloplas in
North Mankato, MN). (See bar graph, above.)

The study indicates that health care workers
wearing artificial nails are more likely than oth-
ers to have S. aureus, Gram (+) and Gram (-) bac-
teria, and yeasts on their nails before and after
hand washing, and they’re more likely to have a
greater quantity of those pathogens. 

A representative of the Centers for Disease
Control and Prevention (CDC) in Atlanta says
that gels appear to be as beneficial as routine
soap and water. “I think any data suggest that
in routine situations where hand washing is
recommended after patient contact, waterless
agents can be used,” says Michele Pearson,

MD, medical epidemiologist in the Hospital
Infections Program at the CDC.

One recent study indicates that a combination
of an alcohol gel sanitizer with antimicrobial or
plain lotion soap is more effective than for the gel
or soap alone.1

In European hospitals, gels are commonly
used, McNeil says. “That’s what we should be
doing: Washing our hands every time you walk
into a room and leave,” Physicians tend to be
worse than nurses about frequent hand cleans-
ing, McNeil says. Gels might be the solution to
noncompliance. “These studies have always
shown, if you give people easy access to gel, you
increase compliance, because gels are easier” to
use, McNeil says.

Part of the issue is how health care professionals
wash their hands, she says. The CDC recommends
that hand washing with soap should last 10 sec-
onds, McNeil says. “Most of us don’t do that.”

You can’t “cheat” with gels, however, McNeil
points out, because you have to rub the gel on
your hands until your hands are dry. “Because
there’s more standardized use of it, it’s more
effective.” The fact that gels take less time than
hand washing is a distinct advantage for staff,
particularly nurses, McNeil says. She points to a
study that indicated hand washing consumes 16
hours of nursing time per eight-hour day shift (12
health care workers), whereas alcoholic hand dis-
infection (with a gel) required only three hours.
The study estimated that all health care workers
wash their hands with soap for an average of 16
to 24 minutes per shift.2

“If they’re washing hands the way they’re sup-
posed to, it takes a significant amount of time
away from nursing duties,” McNeil says. 

And the benefits of gels aren’t limited to time
savings, says Carla Alvarado, MS, CIC, director
of the Occupational Health Program-Safety
Department at The University of Wisconsin-
Madison. “The advantages of gel are that it is a
waterless product, it can be used without a sink
or toweling, and it has been used successfully in
Europe for well over two decades; it has never
been appreciated in the U.S. health care system,”
she says. “It is excellent.”

38 SAME-DAY SURGERY ® / April 2000

■ Legislation will cost
you more than Y2K
compliance

■ Investing wisely in
technology: Tips from
your peers

■ A survey tool 
for your surgeons

■ Protocol identifies
patients at high risk for
nausea 

■ Setting up 
a 23-hour unit

COMING IN FUTURE MONTHS

0

10

20

30

40

50

60

70

80

90

100
Alcohol

Soap

Native NailsAcrylic Nails

%
 E

ffi
ca

cy

Efficacy of Soap vs. Gel in
Removing Pathogens from 

Acrylic Nails and Native Nails

Source: McNeil SA, Foster CL, Kauffman CA. The effect of hand
cleansing with antimicrobial soap or gel on microbial colonization of
artificial nails. Presented at Interscience Conference on Anti-micro-
bial Agents and Chemotherapy. San Francisco; September 1999. 



Her experience indicates that the more health
care professionals use gel, the more they appreci-
ate its convenience. She stops short of saying that
gel is more effective than soap, however.

When should you use soap?

A gel might be appropriate when nurses are
providing routine care in preoperative or postop-
erative holding areas and aren’t likely to get
blood or body fluids on their hands, says Carol
Peterson, RN, BSN, MAOM, CNOR, periopera-
tive nursing consultant at the Association of
periOperative Registered Nurses in Denver.
Sometimes gels are the only alternative when
sinks are not located between two patients, she
points out. However, “my personal opinion is
that gels can’t take the place of good, old-fash-
ioned hand washing.”

Most infection control experts agree that there
are times when soap is more appropriate, such as
when you have hands soiled with blood or feces.

“Gel kills the bacteria, but it doesn’t get rid of
blood or stool,” McNeil says. In those cases, use
soap and water, she advises. Additionally, most
gel manufacturers recommend you use soap and
water every six to 10 uses because the gel builds
up on hands, McNeil says. “But there’s no reason
not to use gel on a routine basis.”

At the University of Wisconsin Hospitals and
Clinics in Madison, lotion soap and alcohol-based
gels are used in routine patient care. “You can’t
have one without the other, Alvarado says. 

When soap is used, it’s critical that the hand
washing is adequate, McNeil emphasizes. In her
study, nurses were asked to wash hands as they
normally would. “In most situations, washing
hands as they normally would, I can tell you it
was fairly brief and may not have been adequate
to get rid of pathogens,” she says. 

Her research indicates that it’s particularly
important for staff with artificial nails to do a
thorough job of hand washing, McNeil says. For
example, her research indicated that most of the
pathogens accumulate under the artificial nails,
which is an ignored area of hand washing, she
says. “Even if they’re washing for 10 seconds, it
won’t clear those pathogens.”

While using gels seems to offer multiple advan-
tages, your staff might be resistant to using them,
experts warn. Many nurses think the alcohol in
the gel is extremely drying, but it’s not, Alvarado
emphasizes. Health care professionals have a
built-in aversion that the gels are like the pourable

isopropyl alcohol, she says. However, “emollients
are blended into these products and, in some
studies, maintain the integrity of the skin.”3,4,5

Additionally, some nurses think gels aren’t as
effective as soap and water, Alvarado says. Well-
founded data on gels goes a long way toward
swaying nurses’ opinions however, she adds.

“Clearly, there’s lots of evidence they’re just as
good as soap, and some that they’re better than
soap,” McNeil says. Gels are an important adjunct
to hand washing, but they’re not supposed to
replace hand washing, she emphasizes. “They
have a big role to playing in reducing the nosoco-
mial infection rate.”
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For more information on soap and gel, contact:
• Hospital Infection Program , Centers for Disease

Control and Prevention, 1600 Clifton Road N.E.,
Mail Stop E 69, Atlanta, GA 30333. Telephone:
(404) 639-6413. Fax: (404) 639-6459. 

• Shelly A. McNeil , MD, Division of Infectious
Diseases [111–I], Ann Arbor Veterans Affairs
Health Care System, 2215 Fuller Road, Ann
Arbor, MI 48105. Telephone: (734) 761-7984.
Fax: (734) 769-7039. E-mail: smcneil@umich.
edu.

• Carol Peterson , RN, BSN, MAOM, CNOR,
Perioperative Nursing Consultant, Association of
periOperative Registered Nurses, 2170 S. Parker
Road, Suite 300, Denver, CO 80231-5711.
Telephone: (800) 755-2676, Ext. 392. Fax: 303-
338-5165. E-mail: cpeters@aorn.org.
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FDA policy on reprocessing
not for surgery centers
New draft for single-use devices released

The latest draft policies from the Food and
Drug Administration (FDA) on reprocessing

of single-use devices appears to apply to hospi-
tal settings only, although that question is still
up in the air, says William Stoermer, executive
vice president of Alliance Medical Corp., a
reprocessing company in Phoenix, and presi-
dent of the Association of Medical Device

Reprocessors in Washington, DC.
The FDA confirmed for Same-Day Surgery that

the draft policies apply to hospitals, defined as
“acute care facilities,” but not surgery centers. And
it’s possible that the draft policies might not apply
even to hospital-owned surgery centers that repro-
cess their single-use devices at the main hospital
facility, Stoermer says. “It’s still a question to be
resolved.”

The draft policies are “Guidance for Industry
and for FDA Staff: Enforcement Priorities for
Single-Use Devices Reprocessed by Third Parties
and Hospitals” and “Guidance for Industry and
FDA Reviewers: Reprocessing and Reuse of Single-
Use Devices: Review Prioritization Scheme.” The
policies are posted on the FDA Web site and avail-
able by fax. (See resource box, p. 41.) A notice of
the availability of the draft guidelines and of the
beginning of a 60-day comment period was pub-
lished in the Feb. 11, 2000, Federal Register. 

Same-day surgery experts advise readers to
follow the proposed rules closely and comment
on them. (For information on how to submit
comments, see resource box, p. 41.) The guid-
ance might eventually apply to the entire surgery
field, including freestanding centers and physi-
cian offices, they point out.

The draft policies include revised flowcharts
and a revised worksheet for determining whether
a reprocessed device is low risk, moderate risk, or
high risk. (See flowcharts and worksheet
inserted in this issue.) The draft policies also
include a list of devices and a designation of
whether the devices are low, moderate, or high
risk. (See excerpt inserted in this issue.)

Designation affects when data are turned in

The designation of risk won’t change the clas-
sification of the device. The designation merely
affects when data must be submitted to the FDA,
Stoermer emphasizes.

In a plan to phase in the requirements, FDA
would enforce premarket notification and pre-
market application requirements within six
months of issuance of final guidance if the repro-
cessed device is categorized as high risk, within
12 months if the device is categorized as moder-
ate risk, and within 18 months if the device is cat-
egorized as low risk. 

David W. Feigal, MD, director of the FDA
Center for Devices and Radiological Health,
explained the proposals to the Subcommittee on
Oversight and Investigations. “After receiving
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The latest draft policies on reprocessing of single-
use devices from the Food and Drug Administration
(FDA) only applies to hospital settings, although the
question of whether the policy will apply to surgery
centers has not been completely resolved.
• The FDA has published new flowcharts and a

worksheet for determining whether devices are
low, moderate, or high risk. This risk classifica-
tion will determine how quickly paperwork must
be submitted to the FDA.

• A notice of the availability of the draft guidelines
and of the beginning of a 60-day comment
period was published in the Feb. 11, 2000,
Federal Register.
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attorney with the law firm. The surgery
center PPS regulations might not be pub-
lished until later this spring, he says. Both
systems are based on ambulatory payment
classifications (APCs). 

HCFA officials hope to implement the
hospital outpatient PPS by July 2000 and
the ASC PPS by October 2000, says Michael
Romansky, JD, partner in the health law
practice at the firm. Until then, HCFA will
use the following payment rates for ASC
services furnished on or after Oct. 1, 1999,
according to the Feb. 9, 2000, Federal
Register: Group 1, $317; Group 2, $425;
Group 3, $486; Group 4, $600; Group 5,
$683; Group 6, $794 (644 + 150); Group 7,
$949; and Group 8, $934 (784 + 150).  ■

(Continued from page 37)



public comment on our draft guidance, including
factors used to categorize risks and timing of our
enforcement based on those risks, we will issue
final guidance and begin implementation of our

enforcement strategy that would regulate [origi-
nal equipment manufacturers] and third-party
and hospital reprocessors in the same manner.” 

Hospitals are to be given an additional six
months after the finalization of the guidelines
before having to make any changes. “Possible
unintended and unpredictable consequences of
the agency’s immediate enforcement of all
requirements [e.g., potential shortages in certain
hospitals] support the need for a phased-in
implementation period,” the FDA guidelines
state. “Moreover, the agency is aware that estab-
lishments such as hospitals may be unfamiliar
with FDA regulations and will need time to learn
about the requirements and to develop programs
to comply with these requirements.” 

The FDA is considering changes to the manu-
facturing labeling requirements for single-use
devices. “One option the agency is considering
is requesting [manufacturers] that label their
devices ‘single-use’ to provide, as part of the
device’s labeling, any information of which they
are aware regarding the potential risks associ-
ated with reusing their [devices],” Feigal said.
“This information would serve as a caution to
users and reprocessors who might attempt to
reprocess.” (For information on earlier pro-
posed revisions from the FDA on reprocessing
of single-use devices, see Same-Day Surgery,
January 2000, p. 1.) ■

April 2000 / SAME-DAY SURGERY ® 41

Copies of the draft proposals are available at
www.fda.gov/cdrh/reuse/1029.pdf or Center 
for Devices and Radiological Health Facts on
Demand at (800) 899-0381 or (301) 827-0111.
Specify No. 1029 when prompted for the docu-
ment shelf number. 

Public comment on the draft guidelines should 
be submitted to Dockets Management Branch,
Division of Management Systems and Policy,
Office of Human Resources and Management
Services, U.S. Food and Drug Administration,
5630 Fishers Lane, Room 1061 (HFA-305),
Rockville, MD 20852. Include the docket number
00D-0053. 

For more information on reprocessing of single-use
devices, contact:
• William Stoermer , Executive Vice President,

Alliance Medical Corp., P.O. Box 8469, Asheville,
NC 28814. Telephone: (828) 232-1022. Fax:
(828) 232-1024. E-mail: wstoermerj@hotmail.
com.
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Patients must skip Viagra
24 hours before surgery
Interacts with drugs that are nitric oxide donors

As the number of Viagra prescriptions exceeds
six million, take note: Your patients shouldn’t

take Viagra for at least 24 hours before a proce-
dure involving anesthesia, especially if nitrates
may be involved, warns the American Association
of Nurse Anesthetists (AANA) in Park Ridge, IL .

Viagra needs 24 hours to be eliminated from the
patient’s system, according to Bruce Schoneboom,
CRNA. Schoneboom is scheduled to receive his
PhD in neuroscience from the Uniformed Services
University of Health Sciences in Bethesda, MD, in
May. 

The potential problem with Viagra is that it
interacts with drugs that are nitric oxide donors
such as nitrates, according to New York City-based

Pfizer, which manufactures the drug. Viagra and
nitric oxide work at different points on the same
chemical pathway to cause smooth muscle relax-
ation and open blood vessels. 

Men who are taking Viagra should stop taking the
drug for at least 24 hours prior to a procedure
involving anesthesia, especially if nitrates may be
involved, according to the manufacturer and the
American Association of Nurse Anesthetists.
• Viagra interacts with drugs that are nitric oxide

donors, such as nitrates. It could cause the
patient’s blood pressure to become dangerously
low and initiate complications, including an
exaggerated drop in blood pressure.

• Anesthesia providers need to ask patients about
all drugs they are taking, including ginseng, gin-
ger, other herbal treatments, and recreational
drug use.
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Certain drugs, including nitrates, also work by
using nitric oxide to open blood vessels and are
commonly used during surgical procedures to
lower a patient’s blood pressure, according to the
AANA.

“We commonly use those types of drugs in the
OR to manage blood pressure,” Schoneboom
says. Two examples are nitroglycerin and sodium
nitroprusside.

If Viagra is in the patient’s system, it could
cause blood pressure to become dangerously low
and initiate complications during the surgical
procedure, the AANA says.

Viagra has side effects that can cause vasodila-
tion to occur in body parts other than the penis,
Schoneboom says. “It’s uncommon, and those
types of drops in blood pressure are usually
small. However, the drops in blood pressure can
be dramatic and dangerous, particularly in
patients that take the nitrate drugs, he adds.
“Our concerns as nurse anesthetists, if patients
have recently taken Viagra and we administer
general anesthesia or a spinal, is that the combi-
nation of the two also could cause an exagger-
ated drop in blood pressure.”

The AANA points out that there have been no
documented deaths of Viagra users related to
anesthesia complications. While no research has
examined whether there are adverse reaction
between anesthetics and Viagra, there have been
other drug interactions with Viagra, particularly
with the nitrate types of drugs, he says. For this
reason, the AANA is publicizing Schoneboom’s
recommendation. “This was essentially a warn-
ing to the public.”

Pfizer says 24-hour advice is reasonable

Be cautious when administering any medica-
tion that is a nitric oxide donor, of which nitrates
are the most common, with Viagra, says Richard
Siegel, MD, medical director of sexual health at
Pfizer. “Therefore, the recommendations given —
including a minimum 24-hour interval after a
person’s last dose of Viagra before receiving anes-
thesia — are reasonable just in case a nitrate-con-
taining medication may need to be used during
the procedure,” he says.

Anesthesia providers need to ask patients
about all drugs they are taking, even those that
don’t appear to be medicine, the AANA suggests.
Examples of poorly reported drugs include gin-
seng, ginger, and other herbal treatments, accord-
ing to the association. (To obtain a brochure

titled Considerations for Anesthesiologists:
What You Should Know About Your Patients’
Use of Herbal Medicines, see resource box,
below. For more information on herbal use, see
Same-Day Surgery, August 1999, pp. 93 and 94;
and patient assessment form that identifies
herb use, SDS August 1999, insert.)

The Park Ridge-based American Society of
Anesthesiologists is encouraging patients to tell
their surgeons and anesthesiologists about all
medications they are taking prior to surgery, says
Rebecca S. Twersky, MD, medical director of the
Ambulatory Surgery Unit at Long Island College
Hospital in Brooklyn, NY. This disclosure should
include prescription drugs, over-the-counter medi-
cations, herbal products, and recreational drugs.
“The decision whether to stop a specific drug prior
to surgery should be a medical decision and be
made by the patient’s physician, in consultation
with the surgeon and anesthesiologist, and be
based on the medical needs of the patient.”

Men often are reluctant to volunteer that they
are taking Viagra, Schoneboom points out. To pin-
point which male patients might be taking Viagra,
look for patients who are over 40 and might have a
medical history that contributes to erectile dysfunc-
tion, such as hypertension, diabetes, or a history of
prostate surgery, Schoneboom suggests.
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For more information on Viagra and potential
interactions, contact:
• Bruce Schoneboom , CRNA, 1401 17th St.

N.W., No. 411, Washington, DC 20036. E-mail:
bschoneboom@aol.com. Fax: (301) 295-1996.

• Richard Siegel , MD, Medical Director, Sexual
Health, Pfizer, 235 E. 42nd St., 219-3-4, New
York, NY 10017. Telephone: (212) 573-2798.
Fax: (212) 672-7885. E-mail: sieger@pfizer.
com. For information on all Pfizer products, 
call (800) 438-1985.

• The American Society of Anesthesiology
has a publication titled Considerations for
Anesthesiologists: What You Should Know
About Your Patients’ Use of Herbal Medicines.
The brochure can be downloaded from the
ASA Web site: ww.asahq.org/ProfInfo/herb/
herbbro.html. Or, for a free single copy, con-
tact: American Society of Anesthesiologists,
Publications Department, 520 N. Northwest
Highway, Park Ridge, IL 60068-2573. Tele-
phone: (847) 825-5586. E-mail: publications
@asahq.org.
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“If the anesthesia provider is tuned into those
types of patient profiles, they may be more likely
to ask the questions: Do you have erectile dys-
function, and, if so, do you treat it with Viagra?”
Schoneboom says. Many patients think that erec-
tile dysfunction isn’t a medical condition and
doesn’t need to be reported, he adds.  ■

How you can reduce 
your anesthesia costs
By Stephen W. Earnhart
President and CEO
Earnhart & Associates
Dallas

It’s not often that we associate anesthesia with
cost containment or cost control. When it comes

to the supplies and medications associated with
putting patients to sleep (forget that — waking
them up!), we want to be assured these folks have
whatever they need. 

But on the other hand, some of their equip-
ment and supplies are pretty expensive and typi-
cally average about $40 in supply cost per case.
Multiply that $40 by 3,000 cases, and we end up
with $120,000 in supplies for the average hospital
or surgery center. How much of that is wasted?
Probably not a lot — while some anesthesia per-
sonnel can leave a rather messy area after their
cases, they usually don’t waste all that much
compared with the average back table. 

How can they improve their costs? Simple:
Write down what they use, and price it. Making
the individuals aware of the cost is the best thing.
Most just do not know the cost of the agents or
pharmaceuticals they are using. Should they stop
using them just because they are expensive? Of
course not. But it will make a difference in how
they approach the procedure and in their decision
making about the agent of choice for the patient.

Auditing anesthesia procedures is not all that
difficult. You can typically break it down into
four groups:

• general anesthesia — major case (laparo-
scopic cholecystectomy);

• general anesthesia — minor case (bilateral
myringotomy with tube placement);

• local with sedation;
• spinal.
It is confusing in these days of cost containment

that systems pay people to enter a 45-cent supply
item into a computer system. We recently observed
four man-hours of work to record a total of $13 in
charges into the computer system! The average
wage per nurse is $22 an hour. Think about it. 

If you want to control cost with anesthesia, con-
sider standardizing the cost per groups mentioned
previously. (They are only an example. You might
have better categories.) Consider a flat fee for each
category: for example, $60 for a general anesthesia
— major cases and $40 for minor, etc. Check your
costs, do the math yourself, and come up with a
flat fee. The industry is going the way of flat fees
anyway. Stop wasting valuable resources on mun-
dane tasks. 

Yes, you will lose some revenue on some cases.
So be it. We must stop running our operating
rooms on the “exception” and start dealing with
the “norm” or typical situation. The majority of
your cases will cost $40 or less. The ones that go
over that amount are not worth the time involved
in chasing down the costs. This may be a major
issue for your accounting people, but it is time to
be realistic. We just cannot afford to continue to
pay highly skilled and talented personnel to run
around after pennies.

Another way to control cost is to increase effi-
ciency. Whenever people talk about cost, they
seem to speak of supply cost or equipment cost;
however, your biggest cost is inefficient opera-
tions. Cases that go over or start late, keeping peo-
ple on overtime, or paying pool nurses — that is
where the money is going. If you want to control
your cost significantly, reduce your turnaround
and start times. There are many ways to reduce
cost of supplies, equipment, etc., but let’s look at
the not so obvious. How can anesthesia help us
control cost via increased efficiency?

If your anesthesia group is fee for service, you
have a good opportunity for significant support.
They have an incredible desire to finish the sched-
ule as early as possible to release their people. They
have staff who were on call the night before who
need to go home, have other hospitals or centers to
cover, or just plain want to get out of the operating
room. Empower them to assist you in “running the
board” to expedite case turnover. You don’t have to
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do it forever, but meet with the groups and elect a
leader from them to assist you for a period of time
in working together. Compare your benchmarks.
Are you better or worse than when someone else
did the scheduling? Chances are, you will be better
off than you were. The sooner the cases are done
for anesthesia, the more money they make. They
are constantly looking for ways to be efficient. Give
them the opportunity to prove it! 

(Earnhart and Associates is an ambulatory surgery
consulting firm specializing in all aspects of surgery
center development and management. Earnhart can be
reached at 5905 Tree Shadow Place, Suite 1200, Dallas,
TX 75252. E-mail: surgery@onramp.net. Web: www.
earnhart.com.) ■

Competency assessment
begins at orientation
Action words, task-oriented descriptions are key

To provide quality patient care, a good place to
start a competency assessment program is at

orientation, says Sonia Barness, RN, BSN, CNOR,
nurse manager of the Same-Day Surgery Center 
at Fairview Southdale Hospital in Edina, MN.
Barness is the author of a chapter on competency
in the Association of periOperative Registered
Nurses (AORN) publication, Ambulatory Surgery
Principles and Practices. (For more information,
see resource box, p. 45.)

“Use a competency-based orientation plan for all
new staff members so you can document what
they were taught and how well they demonstrated
competence in each area of their job,” she explains.
Not only does a competency-based orientation

help a same-day surgery manager document com-
petencies, but it also reinforces a competency-based
job description that will be the basis for the
employee’s ongoing evaluations, adds Barness.

After orientation, competency assessment can
take different forms, she says. Training for new
products or equipment can be conducted by
demonstration or self-study method, but someone
needs to observe the staff member using the item
correctly, she says. The observer can be a manager,
supervisor, nurse educator, or even another staff
member who has been trained as an instructor on
that piece of equipment or supply.

“You do need a paper document for the
employee’s file for the initial orientation and
for new equipment or supplies, but you don’t
need to fill out a piece of paper for every time
you assess competence,” says Barness. She rec-
ommends using the employee’s annual evalua-
tion to document the competencies you’ve
noted during informal observations.

At Southwest General Health Center in Middle-
burg Heights, OH, competencies are measured on
a monthly basis by co-workers. The information
contained on the monthly forms is used by the
manager for the employee’s annual evaluation.

“Our competency tracking tools clearly iden-
tify job-specific competencies for each employee,
and the forms are easy to complete,” says Holly
Klinger, RN, CNOR, preceptor for the surgical
department at Southwest General Health Center.
(See Performance Review and Competency
Tracking Tool, inserted in this issue.)

The first evaluations by co-workers introduced
at Southwest were multiple pages and contained
redundant information, says Klinger. Now, the
evaluation form is a single page and focuses on the
most important aspects of each person’s job, she
says. For example, an RN’s job-specific competen-
cies include safe medication administration and
patient assessments, while a surgical technician’s
competencies include activities that contribute to
case planning and intra-operative efficiency.

In addition to job specific competencies,
Southwest’s assessment tools also evaluate
organizational competencies that include safety,
support of working relationships, communica-
tion, total quality management, and customer
satisfaction, says Klinger.

Asking co-workers to evaluate each other was a
cause for concern among staff, she says. “We still
have a small percentage of the staff who don’t like
evaluating their co-workers or being evaluated by
co-workers, but the majority of people like the
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While every SDS manager tires of paperwork that
seems endless, a good competency assessment
program ensures proper documentation of staff
skills and may not require extra forms. 
• If job descriptions and evaluation tools are

designed to assess competency, the number of
forms required throughout the year may be
reduced. 

• Effective assessment tools utilize action words,
task-oriented descriptions of competencies, focus
on key job responsibilities and combination of
job-specific and organizational competencies.
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opportunity.” Staff are not given an option as to
whether they participate in the peer evaluation,
says Klinger. “To be effective, everyone must par-
ticipate. Most staff members now understand that
peer review is significantly more accurate and
more insightful than review by supervisors only.”

The assessment form does allow the reviewer
to write comments to explain different ratings.
These comments are given to the employee at the
time of the annual performance review in a type-
written, anonymous report. “We want to make
sure employees understand how colleagues view
them. We also find the comments by colleagues
explain how the final evaluation was developed,”
adds Klinger.

Initially, only the professional staff evaluated
other professional staff, but now any staff mem-
ber may conduct an evaluation for another staff
member. “We just tell people to evaluate the areas
they can reasonably judge,” says Klinger. “If an
administrative staff member can’t judge a surgi-
cal technician’s competence in tissue handling,
then only the organizational competencies such
as communication or support of working rela-
tionships should be evaluated.”

The best way to ensure success of your compe-
tency assessment program is to be efficient, says
Barness. “Keep extra paperwork to a minimum,

use existing tools required for universal precau-
tions, fire safety, and CPR certification instead of
creating extra forms to complete,” she suggests.

Use action words and specific task descrip-
tions to remove the subjectivity from the process,
recommends Klinger. “Also, make sure your job
descriptions, orientation forms, and evaluations
all use the same language.”

To avoid paying extra for overtime, be flexible
about how you will assess competency on new
processes or equipment, says Barness. “Use a
variety of teaching and evaluation methods when
determining competency. Videos, demonstra-
tions, articles, and classes will break up the
monotony so that staff members don’t feel like
they are doing the same thing over and over.” 

Be sensitive to your staff’s schedule, suggests
Barness. “We have to remember that not all staff
members are full-time. We are dealing with part-
time employees who may not be on site if we
schedule only one or two demonstrations” of
new equipment, she explains.   ■

PCA said to be effective
method for children

Adults have benefited from patient-controlled
analgesia (PCA) for years, but anesthesiolo-

gists now recognize that PCA is also beneficial for
children who are experiencing postoperative sur-
gical pain.

Most outpatient procedures don’t require PCA
for pain control, but there are a few procedures
for which PCA is a good choice, says Santhanam
Suresh, MD, co-director of the Pain Center at
Children’s Memorial Hospital in Chicago. The
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For more information about staff competency
assessment, contact:
• Sonia Barness , RN, BSN, CNOR, Nurse

Manager Same-Day Surgery Center, Fairview
Southdale Hospital, 6401 France Ave. S., Edina,
MN 55435. Telephone: (612) 924-5858. Fax:
(612) 924-5390. E-mail: sbarnes@fairview. org.

• Holly Klinger , RN, CNOR, Preceptor, Surgical
Department, Southwest Health Center, 1869 E.
Bagley, Middleburg Heights, OH. Telephone:
(440) 816-6121. Fax: (44) 816-6263.

To receive a copy of the publication that includes a
chapter on competency assessment for same-day
surgery programs, contact:
• Association of periOperative Registered

Nurses, 2170 S. Parker Road, Suite 300, Denver,
CO 80231-5711. Telephone: (800) 755-2676 or
(303) 755-6304. Web: www.aorn.org/. Ambulatory
Surgery Principles and Practices/1999 (Item
#MAN-262) costs $35 for nonmembers and $30
for members. Orders of $50 or more can be billed
with an authorized purchase order.
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Once a child is able to demonstrate an understand-
ing of pain and pain control, patient-controlled
analgesia (PCA) is an attractive pain management
technique, according to experts interviewed by
Same-Day Surgery. The typical pediatric patient
who qualifies for PCA is:
• 7 or 8 years old;
• able to verbalize the concept of pain;
• undergoing an orthopedic or urologic procedure

that requires a 23-hour stay;
• able to demonstrate understanding of the use of

the PCA pump.
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day-surgery procedures for which Suresh typi-
cally considers PCA an option are usually consid-
ered 23-hour stay procedures, he says. These
surgeries include knee arthroscopy, heel and foot
surgeries, and urological procedures such as
ureter implants. “PCA is wonderful for orthope-
dic procedures because bone pain is hard to con-
trol,” says Suresh. 

The benefits of PCA for children include imme-
diate relief of pain, as well as a sense of control for
the child, says Amber M. Henderson, MD, anes-
thesiologist at Children’s Healthcare of Atlanta at
Scottish Rite. “Children who are undergoing
surgery are so dependent on other people, but
PCA is one way we can give them some control
over their care.” Parents also like the idea of not
having to wait for a nurse or a physician’s order
for additional pain relief, she adds.

Deciding if children can safely administer their
own pain medication is not an exact science. Even
though the PCA pump is programmed to release
a specific dose at any one time and is also pro-
grammed not to release more than a certain
amount within a predetermined time period, the
pain control won’t be effective if the child doesn’t
understand how and when to press the button
that releases the medication, says Suresh.

“We talk to the child preoperatively and base
our decision on that conversation,” he says.
Anesthesiologists look for evidence that the child
is cognitively able to discern and describe pain
and is able to understand the use of medication
to control pain. 

Suresh doesn’t use a specific age as a rule.
“The accepted age is around 7 or 8 years old, but
I have seen bright 4-year-olds who understood
the concepts quite well.” 

Age 6 is usually the youngest patient Hen-
derson will evaluate for PCA, but not all 6-year-
olds meet the requirement of understanding

self-administration, she says. “Generally, 7or 8
is the age at which any neurologically normal
child is able to understand the use of PCA.”

Parents like PCA because it means no shots
and no waiting for the nurse to provide pain
relief, says Suresh. “We do allow parents to
administer the PCA medication because they are
acutely cognizant that we don’t want too many
drugs in the child’s system.”

While Children’s Hospital allows parents to
administer medication with a PCA pump, parents
are not allowed to administer the drug at Child-
ren’s Healthcare of Atlanta, says Henderson. “We
don’t want parents administering the medication
because there is a risk of oversedation,” she says.
Although the PCA pump is programmed to pre-
vent an overdose of pain medication, parents
might administer a dose if the child moans while
asleep, she explains. This leads to a groggier-than-
normal child, which makes evaluation of the
child’s pain and recovery more difficult, she says.

“We would rather have the child wake from
the pain and self-administer the medication,” she
adds. Not only does this method ensure effective
pain control, but children tend to use less pain
medication than their anxious parents might
choose to use for them, Henderson says. If a par-
ent does administer the medication, the PCA
pump is removed, she adds.  ■

Use the Web to give 
pre-op information
Directions, procedure information ready anytime

(This is the first part of a two-part series on using
the Internet to communicate with patients preopera-
tively. This month, we tell you what information to
offer, how to present it, what support you need, and
what a Web site can’t do for you. In next month’s
issue, we’ll tell you how to ensure the information you
give patients is valuable.)

With increasing demands and smaller staffs,
same-day surgery nurses have less time for

pre-op teaching than previously and often see
patients on the day of surgery. This lack of time
before surgery makes patients feel as though they
have unanswered questions and unaddressed
concerns, say experts.

Using the Internet to provide much of the
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For more information about pediatric use of PCA,
contact:
• Santhanam Suresh , MD, Co-Director of the

Pain Control Center at Children’s Memorial
Hospital, 2300 Children’s Plaza, Chicago, IL
60614. E-mail: ssuresh@nwu.edu.

• Amber M. Henderson MD, Anesthesiologist,
Children’s Healthcare of Atlanta at Scottish Rite,
1001 Johnson Ferry Road N.E., Atlanta, GA
30342.
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information on a 24-hours-a-day, seven-days-a-
week basis addresses this communication problem.

“The challenge with preoperative teaching is
that patients can’t absorb all of the information at
one time, and they may selectively hear only parts
of what you teach,” says Denise M. Goldsmith,
RN, MS, MPH, program manager of nursing
informatics at Beth Israel Deaconess Medical
Center in Boston. When she moved from clinical
nursing within an ambulatory surgery setting to a
technology-based position within nursing infor-
matics, she looked at how technology could help
with pre-op teaching.

Goldsmith began working with nurses within
the same-day surgery program three years ago to
develop a Web site that surgery patients could
visit to gather information before their day of
surgery. “Because patients are anxious about their
procedure, they often have questions after pre-op
teaching, but outpatients can’t ring a bell and ask
a nurse to review the information the way an
inpatient can.”

Same-day surgery nurses wanted patients to be
able to answer medical history and assessment
questions on-line, but the technology needed to
ensure a secure site was not available at her facility,
says Goldsmith. “Our initial Web site contained
logistical information the patients wanted, such as
when to arrive, dos and don’ts regarding eating or
medications, and where to go when they arrive.
We’ve now added postoperative information such
as pain management advice, and we are working

on a wound care section.”
The same-day surgery staff at Bay Care Health

System in Green Bay, WI, also use the Internet to
provide preoperative information. “Our Web site
explains the different anesthetics and how to pre-
pare for each one, as well as information about
some of the most common procedures,” explains
Tammy Krueger, BSN, LNC, executive director of
Bay Care Ambulatory Services, a division of Bay
Care Health System. The Web site was developed
by Bay Care marketing as part of the organiza-
tion’s overall site; therefore, it required no addi-
tional funding, says Krueger. (For information
on how to develop a Web site and potential
costs involved, see Same-Day Surgery, October
1999, SDS Technology insert.)

Bay Care also gives patients a chance to “see”
some of the key staff and physicians by includ-
ing photographs and biographies of the man-
agement team and physicians. “If you include
biographies or photos of physicians, be sure to
have each physician sign a waiver and approve
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The Internet offers a convenient way to communi-
cate with same-day surgery patients 24 hours a
day, seven days a week. Pre-op information
included on a Web site can range from simple
directions to the facility to more complicated proce-
dure descriptions. Same-day surgery programs
that use their Web sites to present pre-op informa-
tion successfully make sure the Web site receives
ongoing support.
• Administrative, physician, and technical support

for the Web site program must be a long-term
commitment for the organization.

• Content of the Web site needs to be consistent
with other patient information presented by pre-
op nurses and physician office staff.

• Do not look at a patient’s access to the Web site
as a replacement for personal contact through
pre-op interviews when appropriate or tele-
phone calls prior to the day of surgery.
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the information,” says Krueger.
Other content on the Bay Care site is taken

from the printed materials handed out by the
surgery program and physicians. “Our printed
materials’ content had already been reviewed by
legal counsel, our medical director, and key
physicians,” says Krueger. 

Be careful when you update information on
your Web site, says Goldsmith. Make sure your
information is consistent with printed information
your pre-op nurses and physician office staffs are
giving to patients. 

At both Bay Care and Beth Israel, patients learn
about the Web site from physician office staffs,
pre-op nurses, and printed business cards that
contain the Web address. The Web site address is
also included on any pre-op printed information
given to the patient, say Krueger and Goldsmith.

It would be impossible to build a Web site that
answered every patient’s question about every
procedure, so start your Web site by concentrating
on the most frequently asked questions about
your most common procedures, suggests Krueger.
“Use your existing patient information as your
initial content, and build from there.”

The keys to success include ongoing, long-term
support from administration in developing the
site and technical support to keep the site
updated and accurate, says Goldsmith. At Beth
Israel, the nursing informatics department pro-
vides technical support, and at Bay Care, the
marketing department provides technical and
update support. In both cases, physicians review
patient information before it’s placed on the site.

The Web site’s pre-op information doesn’t
replace the effort to call the person the day before
surgery, says Krueger. “We still call each patient to
make sure they have a chance to ask questions and
talk to a real person.”  ■

CE objectives

After reading this issue, the continuing educa-
tion participant will be able to:

• Identify clinical, managerial, regulatory, or
social issues relating to ambulatory surgery care
and management. (See “PCA said to be effective
method for children” in this issue.)

• Describe how those issues affect nursing ser-
vice delivery or management of a facility. (See
“Recent studies add fuel to the fire: Should
your staff use soap or gel?” and “FDA policy on
reprocessing not for surgery centers.”)

• Cite practical solutions to problems or inte-
grate information into their daily practices,
according to advice from nationally recognized
ambulatory surgery experts. (See “Competency
assessment begins at orientation.”)  ■■
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mation via the Internet, contact:
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Is the single use device (SUD) a non-
critical device?

Does postmarket information suggest
that using the reprocessed SUD may
present an increased risk of infection
when compared to the use of an SUD
that has not been reprocessed?

Does the SUD include features that
could impede thorough cleaning and
adequate sterilization/disinfection?

Does a reusable device
exist that has an equivalent
design and the same
intended as the SUD?

Are there recognized con-
sensus performance stan-
dards, performance tests
recommended by the origi-
nal equipment manufactur-
er, or a guidance document
from the Center for Devices
and Radiological Health
that may be used to deter-
mine if the SUD has been
adequately cleaned and
disinfected/sterilized?

Is this a semi-critical
device?

High
Risk

High
Risk

Low
Risk

Low
Risk

Low
Risk

Moderate
Risk

Moderate
Risk

Draft – Not for Implementation

Infection Risk 

No

Yes

Yes

Yes

No

No

Yes

Yes

No

Yes

No

No

Source: Center for Devices and Radiological Health, Rockville, MD.
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1. Does postmarket information suggest
that using the reprocessed single use
device (SUD) may present an
increased risk of injury when com-
pared to the use of an SUD that has
not been reprocessed?

2. Could failure of the device cause
death, serious injury, or permanent
impairment?

3. Does the SUD contain any materials,
coatings, or components that may be
damaged or altered by a single use
or by reprocessing and/or resteriliza-
tion in such a way that the perform-
ance of the device may be adversely
affected?

4. Are there recognized consensus per-
formance standards, performance
tests recommended by the original
equipment manufacturer, or a guid-
ance document (which includes spec-
ifications, test protocols, and accept-
ance criteria) from the Center for
Devices and Radiological Health that
may be used to determine if the per-
formance of the SUD has been
altered due to reprocessing and use?

5. Can visual inspection determine if
performance has been affected?

2a Are there recognized
consensus perform-
ance standards, per-
formance tests recom-
mended by the original
equipment manufac-
turer, or a guidance
document from the
Center for Devices
and Radiological
Health that may be
used to determine if
the performance of the
SUD has been altered
due to reprocessing
and use?

2b.Can visual inspection
determine if perform-
ance has been
affected?

High
Risk

High
Risk

Low
Risk

Low
Risk

Moderate
Risk

Moderate
Risk

Moderate
Risk

Draft – Not for Implementation

Inadequate Performance Risk 

No

Yes

Yes

No

No

Yes

Yes

Yes

No

No

Yes

Yes

No

No

Source: Center for Devices and Radiological Health, Rockville, MD.
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Draft – Not for Implementation

Work Sheet

1. Is the single-use device (SUD) an implant as defined in21 Code of Federal Regulations(CFR) 
Part 860.3(d)?

■■ Yes or ■■ No

■■ If the answer to question 1 above is Yes, STOP. SUD is categorized as High Risk.

2. What is the risk of infection according to Flowchart 1?

■■ Low Risk or ■■ Moderate Risk or ■■ High Risk

■■ If the answer to question 2 is High Risk, STOP. SUD is categorized as High Risk.

3. What is the risk of inadequate performance according to Flowchart 2?

■■ Low Risk or ■■ Moderate Risk or ■■ High Risk

■■ If the answer to question 3 is High Risk, STOP. SUD is categorized as High Risk.

4. Did the SUD result in a Moderate Risk on Flowchart 1 or 2? If so, the SUD is categorized 
as Moderate Risk.

5. Did the SUD result in a Low Risk on Flowcharts 1 AND 2? If so, the SUD is low risk.

Please circle appropriate risk categorization below.

Low Risk or Moderate Risk or High Risk

Source: Center for Devices and Radiological Health, Rockville, MD.


