
Anesthesiologist passed hepatitis C 
to patients — Are yours safe?
Take steps now to minimize risk in your surgery program

Anesthesia providers, especially those who practice in freestanding
facilities and offices, are buzzing about a cluster of three hepatitis
C infections found in patients who received intravenous anesthe-

sia from the same anesthesiologist based in New York City in August
2006. The anesthesiologist worked at about 10 outpatient practices.

Although the investigation by the New York City Department of
Health and Mental Hygiene is not complete, the available evidence sug-
gests that the infections occurred during the administration of anesthe-
sia medications during outpatient surgical procedures. There is no
indication that the procedures themselves caused the infections. 

The New York State Department of Health has not established that the
anesthesiologist has done anything wrong, according to Claudia Hutton,
a department spokeswoman quoted in a story from The Associated Press.1

The doctor has had a medical license since 1977 and doesn’t have a history
of infections, Hutton said.

This anesthesiologist has stopped working during the investigation,

30 th

�

Anniversary

SDS NOW AVAILABLE ON-LINE! www.ahcmedia.com/online.html for access. 
For more information, call: (800) 688-2421.

AUGUST 2007
VOL. 31, NO. 8  •  (pages 89-100)

IN THIS ISSUE
■ CDC makes an addition to
Standard Precautions . . . . . 92

■ Establish controls to manage
costs programwide. . . . . . . 93

■ One state makes it official:
Nonsurgeons can do 
surgery . . . . . . . . . . . . . . . . 95

■ Reduce surgical site
infections with use of 
clippers. . . . . . . . . . . . . . . . 96

■ SDS Manager: Option of
two medical directors, plus
other solutions to your 
problems . . . . . . . . . . . . . . 97

■ Silicone breast implants are
back, but are you liable?. . . 98

Financial Disclosure:
Author Sheryl Jackson, Senior Managing Editor
Joy Dickinson, Associate Publisher Coles
McKagen, Board Member and Nurse Planner Kay
Ball and Board Member and Columnist Stephen
W. Earnhart report no consultant, stockholder,
speaker’s bureau, research, or other financial rela-
tionships with companies having ties to this field
of study. Consulting Editor Mark Mayo reports
that he is an employee of Magna Health Systems.

A cluster of three hepatitis C infections has been reported in patients who
received intravenous anesthesia from the same anesthesiologist based in
New York City. Testing has been recommended for about 4,500 patients
who received IV anesthesia from this provider when he or she practiced in
New York City.
• Ensure that any anesthesia providers infected with hepatitis are following

universal precautions and are covering any cuts with a bandage. 
• Consider using single-dose vials, stopcocks, and no needles.
• Discard any needle or syringe that comes in contact with a patient or the

patient’s IV line.
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the city health department said in a statement.
Investigators have not determined whether there

were any other times when hepatitis transmission
occurred during administration of anesthesia by
this physician. Therefore, the city health depart-
ment is contacting about 4,500 patients who
received IV anesthesia from this anesthesiologist for
an outpatient procedure between Dec. 1, 2003, and
May 1, 2007, when the anesthesiologist practiced in
New York City. The agency is recommending that
they be tested. The city health department also is
recommending HIV testing at the same time, but no

HIV infections have been linked to this incident.
In March 2007, the city health department was

notified about the first case in a patient who had
received IV anesthesia for a surgical procedure in
August 2006. Prior to the procedure, the patient
tested negative for hepatitis C. It is unlikely that
this patient contracted the illness another way.
Since then, blood testing of other patients who
received anesthesia from this same doctor in
August 2006 has thus far confirmed two additional
cases of hepatitis C as part of this cluster. Initial lab-
oratory testing of the hepatitis C viruses from both
of these patients revealed that they closely match
each other and the original patient’s virus, which
suggests that all three came from the same source.

Were universal precautions followed?

Anesthesiologists are puzzled by reports of the
transmission.

Richard A. Beers, MD, professor of anesthesi-
ology at State University of New York (SUNY)
Upstate Medical University in Syracuse, says, 
“I cannot speculate on how transmission might
occur during intravenous anesthesia, but a fla-
grant breach of universal precautions would 
have had to occur when IVs were started, intra-
venous drugs were injected, or airway devices
were inserted.” If universal precautions are fol-
lowed, “then the chances of viral transmission
from the clinician to the patient are zero,” says
Beers, who adds that good hand-washing prac-
tices still are important.

Girish P. Joshi, MD, MB, FFARCSI, professor
of anesthesiology and pain management at 
the University of Texas Southwestern Medical
Center at Dallas and president of the Society for
Ambulatory Anesthesia (SAMBA), knows of a
couple of anesthesiologists who have hepatitis
C. In such cases, managers must confirm that
universal precautions are being followed, Joshi
says. “Just be sure, with no ‘ifs, ands, or buts’
about it,” he says. 

The two infected anesthesiologists Joshi knows
“double-glove and take extra precautions,” he
says. For example, they wear a mask, although
hepatitis C isn’t spread through air particles. The
mask prevents any of their sputum from reaching
the patient, he explains. Anesthesiologists with
hepatitis C who have cuts should take precautions,
such as covering them with bandages, Joshi says.

The most likely culprit in the recent cluster 
of hepatitis cases is glass ampoules of medica-
tions, says Donald M. Mathews, MD, associate
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chairman for academic affairs in the Depart-
ment of Anesthesiology at St. Vincent’s Hospital
Manhattan in New York City, and assistant pro-
fessor of anesthesiology at New York Medical
College in Valhalla.

“Often while cracking open an ampoule, an
anesthesiologist’s skin can be lacerated,” Mathews
says. “It is possible that some of the anesthesiolo-
gist’s blood could end up in the ampoule.”

It is also possible that there were self-accidental
needlesticks following which the anesthesiologist
continued to use the needle and/or syringe during
patient care, he says. “It is also possible that the
anesthesiologist had some kind of open wound
that caused his blood to contaminate the needles/
syringes he used,” Mathews says. 

Others claim that the transmission may not
have come from the anesthesiologist.

“Hepatitis C transmission is through blood
and serum; therefore, it is unlikely that an anes-
thesiologist is the vector for transmission if he/
she is carrying hepatitis,” says Rebecca S.
Twersky, MD, MPH, medical director of the
Ambulatory Surgery Unit at Long Island College
Hospital and professor of anesthesiology at State
University of New York Downstate, both in
Brooklyn.

So what is the more likely way this can hap-
pen? “Contamination of anesthesia equipment of
a patient that carried hepatitis that can serve as
the vector for all the patients exposed to that
patient,” she says. This contamination can be
through syringes, multidose vials, IV bags, or
needles, Twersky says. “It only takes one patient
that is positive for hepatitis.” The infectivity of
hepatitis is so much greater than for HIV or other
diseases, she says. “All you need is probably one
virus particle,” she adds.

Follow these tips 

To ensure that hepatitis C is not spread during
anesthesia administration, consider using single-
dose vials, stopcocks, and no needles, Twersky
advises.

“When patients’ blood can microscopically get
into a needle, and that needle is then inserted into
a multidose vial, e.g. fentanyl, propofol, midazo-
lam, muscle relaxants — many drugs that we use
are multidose vials — the vial becomes contami-
nated,” Twersky says. The anesthesiologist then
may use a clean needle on the next patient and
withdraw medication that already may have been
contaminated, she says. “By using single-dose

vials, that could be eliminated,” Twersky says.
Mathews agrees that the use of multidose vials

is of concern. “If a multidose vial is penetrated
with a needle that has already been used for
patient care, it has the possibility of harboring the
virus that could be then transmitted to every one
who subsequently receives medicine from the
vial,” he says. 

Stopcocks allow no backflow into the needles,
Twersky points out. “By changing needles for
every patient, every syringe, that can further
minimize” the risk, she says.

Some people may believe that a needle or
syringe can be reused if the drug is administered
far “upstream” from the patient, Mathews says.
“This is an undefendable practice, in my opin-
ion,” he says. “If the anesthesiologist involved
believed this, he may have been reusing needles
and syringes during subsequent patient care.”

Discard needles/syringes after contact

Any needle or syringe that comes in contact 
with a patient or the patient’s IV line should be dis-
carded after the care, Mathews says. “Multidose
vials should never be penetrated with a needle that
has already come in contact with a patient or their
intravenous line,” he says. Needles and syringes
that are involved with anesthesiologist’s self- 
needlesticks should be discarded, Mathews says.
Additionally, glass ampoules should be opened in
a way to prevent skin laceration, he says. 

In an out-of-hospital facility, costs sometimes
drive the economies, Twersky says. When people
think they are saving money by reusing syringes
or using multidose vials, they are not,” she says.
“The cost of patient safety and quality, by losing a
protective barrier to cross-contamination, is much
greater.” 

Although the New York cases occurred in the
ambulatory surgery setting, this incident “could
happen anywhere,” Joshi points out. “It’s not
just the domain of ambulatory surgery.” (For
more information on hepatitis, see “Latest SDS
dilemma: Should surgeons be tested for blood-
borne pathogens?” and “How significant is 
the risk of transmission?” Same-Day Surgery,
February 2004.)
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Respiratory section added
to Standard Precautions
Updated CDC guidelines also address SARS

Under updated infection control guidelines
from the Centers for Disease Control and

Prevention (CDC), Standard Precautions now
include respiratory/cough etiquette instructions.

The transition of health care delivery from pri-
marily acute care hospitals to other health care
settings, including freestanding ambulatory
surgery centers, created a need for recommenda-
tions that can be applied in all health care settings
using common principles of infection control
practice, yet can be modified to reflect setting-
specific needs. 

“The biggest concern with an ambulatory
surgery center is that the individual patient doesn’t
know they have the infection, nor does the ambula-
tory surgery personnel,” says Joan Blanchard, RN,
MSS, CNOR, CIC, perioperative nursing specialist
at the Center for Nursing Practice at the Association
of periOperative Registered Nurses (AORN) in
Denver. Blanchard served as the liaison from
AORN to the Healthcare Infection Control Practices
Advisory Committee (HICPAC), which developed
the guidelines.

In ambulatory surgery, you don’t have the
patient under observation for long afterward and
may not know if your efforts at infection control
prevention have been successful, says E. Patchen
Dellinger, MD, professor and vice chairman of

the Department of Surgery and chief, Division of
General Surgery, at the University of Washington
in Seattle. Dellinger also served on HICPAC.
“You may not have same awareness of what’s
going on” as inpatient providers, he says. “You
may not know if the infection control issues are
not being adequately dealt with.” 

The CDC’s respiratory/cough etiquette guide-
lines grew out of the 2003 outbreaks of severe
acute respiratory syndrome (SARS), which indi-
cated a need for infection control measures at the
first point of encounter in a health care setting,
such as the reception desk of outpatient facilities
and physician offices, the guidelines say. The
strategy targets patients, family members, and
friends with an undiagnosed respiratory infection
that can be transmitted, and it applies to any per-
son showing signs of illness, including cough,
congestion, rhinorrhea, or increased respiratory
secretions when entering a facility. 

Components of the respiratory/cough etiquette
guidelines include:

• Education of facility staff, patients, and
visitors.

• Posted signs in languages appropriate to
the population served, with instructions to
patients, family members, and friends. Signs can
be posted at the entrance of the facility or at the
reception/registration desk asking that persons
who have symptoms of a respiratory infection,
such as cough, flu-like illness, or increased respi-
ratory secretions, inform the receptionist. You
also can add the presence of diarrhea, skin rash,
and known or suspected exposure to a transmis-
sible disease such as measles, pertussis, chicken-
pox, and tuberculosis. 

• Source control measures, such as covering
the mouth/nose with a tissue when coughing and
prompt disposal of used tissues, using surgical
masks on the coughing person when tolerated
and appropriate. The CDC guidelines acknowl-
edge that masking is difficult in some situations,
such as in pediatric settings, “in which case, the
emphasis by necessity may be on cough etiquette.” 

• Spatial separation, ideally more than 3 feet,
of people with respiratory infections in com-
mon waiting areas, when possible. Immediately
placing potentially infectious people in an exami-
nation room limits exposure in common waiting
areas, the CDC points out. 

• Hand hygiene after contact with respiratory
secretions.

Hand hygiene is one of the biggest challenges
in health care, Dellinger says. Outside of the
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Updated infection control guidelines from the
Centers for Disease Control and Prevention (CDC)
add respiratory/cough etiquette instructions to
Standard Precautions and add a section on severe
acute respiratory syndrome (SARS). 
• Physically separate patients, family members, or

friends who show signs of respiratory infections
or SARS from others in waiting areas.

• Practice hand hygiene after contact with patients
having respiratory symptoms. 

• Use safe injection practices, including the use of
a mask when performing some high-risk, pro-
longed procedures involving spinal canal punc-
tures, such as myelography and epidural
anesthesia.
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operating room, “health care professionals are in
a hurry and tend not to follow through,” he says. 

When examining and caring for patients with
signs and symptoms of a respiratory infection,
wear a mask and use hand hygiene, the CDC
guidelines recommend. “Health care personnel
who have a respiratory infection are advised to
avoid direct patient contact, especially with high-
risk patients,” the guidelines say. “If this is not
possible, then a mask should be worn while pro-
viding patient care.” 

Other changes to the Standard Precautions are
safe injection practices, including the use of a mask
when performing some high-risk, prolonged proce-
dures involving spinal canal punctures, such as
myelography and epidural anesthesia. These rec-
ommendations grew out of continued outbreaks of
hepatitis B and C in ambulatory settings, according
to the CDC. The need for a mask was added due to
recent evidence of an associated risk for developing
meningitis caused by respiratory flora, the CDC
says. 

Guidelines issued on SARS

Another change to the CDC guidelines is the
addition of a section on SARS.

Exposure to aerosol-generating procedures,
such as endotracheal intubation and suctioning,
has been associated with transmission of infec-
tion to large numbers of health care staff outside
the United States, the CDC points out. Therefore,
aerosolization of small infectious particles gener-
ated during such procedures could be a risk fac-
tor for transmission to others in a multi-bed room
or shared airspace, the CDC says. 

The CDC recommends detecting cases early by
screening persons with symptoms of respiratory
infection for their travel history to areas experien-
cing community transmission of SARS and for con-
tact with SARS patients. Also, follow respiratory
hygiene/cough etiquette by placing a mask over
the patient’s nose and mouth, and separate these
persons from other patients in common waiting
areas. The CDC also recommends Standard
Precautions, with an emphasis on hand hygiene;
contact precautions, with an emphasis on environ-
mental cleaning; airborne precautions, including
fit-tested N95 or higher-level respirators approved
by The National Institute for Occupational Safety
and Health (NIOSH); and eye protection. (For
more on SARS, see “Take steps to prevent spread
of SARS cases,” Same-Day Surgery, June 2003, 
p. 65, and “Evaluate bronchoscopy patients for

SARS,” SDS, May 2003, p. 49.) 
In another change, the CDC is replacing the

term “nosocomial infections” with “health care
associated infections” (HAIs) to reflect the chang-
ing patterns in health care delivery and difficulty
in determining the geographic site of exposure to
an infectious agent and/or acquisition of infec-
tion. (The guidelines can be accessed at www.
cdc.gov/ncidod/dhqp/gl_isolation.html.) ■

Want savings? Focus
policies on cost control
Standardization nets one program $500,000

(Editor’s note: This is the first part of a series on
saving money in outpatient surgery. In this issue, we
discuss some specific ideas about how to save with
equipment and supplies. Future stories will discuss
contracts and the position of cost control manager.) 

Managing costs for an outpatient surgery pro-
gram is an ongoing challenge for all man-

agers, but the challenge is not insurmountable,
according to experts interviewed by Same-Day
Surgery.

“Two key areas for cost control in an outpatient
surgery program are equipment and supply
costs,” points out Paul R. Nylander, principal
with Woodrum/ASD, a Warrenville, IL-based
firm that develops, manages, and operates ambu-
latory surgery centers throughout the country. 

Managers don’t always approach cost cutting in
these areas in the right way, Nylander says. “We
spend a lot of time looking for ways to cut costs on
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Supplies and equipment costs represent the greatest
opportunities for cost savings. To effectively cut costs
in these areas, pay attention to details, and make
sure you have effective controls to manage costs.
• Standardization of products in one specialty

saved Rochester (NY) General Hospital a mini-
mum of $500,000 in one year.

• Set up a policy that requires vendors to work
with, or at least have initial contact with, one
person in the program.

• Don’t trial equipment or supplies unless you
know they could pass your financial evaluation.
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an item-by-item basis, but the key to success is to
identify the key problems and put good controls
into place to prevent these problems from recur-
ring, which will raise costs again.” Good controls
include policies that describe specific processes for
approval, designation of certain people to oversee
review or purchasing of supplies, and guidelines
for addition of new supplies to inventory, he adds. 

Standardization enables you to generate addi-
tional discounts, says Dave Putnam, operating
room business manager for Rochester (NY) General
Hospital. After reviewing the contract for endo-
scopic surgical equipment and supplies, standardiz-
ing the inventory, and planning to purchase 85% 
of all endoscopic purchases from one vendor,
Putnam was able to save his department a esti-
mated $500,000 minimum over a year for the facil-
ity, which performs a high volume of endoscopic
procedures. While individual prices for specific
items might be less expensive at another vendor, it
is important to look at the overall package price, he
points out. 

Evaluate contract prices regularly

Contracting with vendors for specific volumes
to obtain discounts, or participation in group pur-
chasing agreements, is a way to control everyday
supply costs, says Nylander. However, having a
contract with a vendor does not ensure that you
are getting the best prices possible, he warns.

“It’s important to regularly review your key
items and compare costs with other vendors,”
Nylander suggests. It also is important to con-
duct these reviews well before, at least 90 days,
the renewal date of existing contracts so that you
have time to make decisions and meet any non-
renewal notification dates, he adds.

Paying attention to contracts and expiration
dates is a challenge. Darcy Thor, MBA, senior
accountant at Harmony Ambulatory Surgery
Center (ASC) in Fort Collins, CO, suggests using 
a spreadsheet or other organizational system. 

“In my ongoing quest to be organized, I have
created a spreadsheet to track all of my contracts
and expiration dates,” says Thor. “While [creating
this spreadsheet], I have been double-checking that
we are buying supplies on contract and seeing if I
can move to a higher-tier pricing based on our vol-
ume or utilization,” she says. 

Equipment and supply plans, or templates,
help control costs by avoiding unnecessary
inventory, Nylander says.

“Make sure that your volumes and types of

procedures justify the purchase of new equip-
ment or different supplies,” he says.

Evaluations should address expected reimburse-
ment levels for procedures for which you use the
equipment, anticipated volume, and cost of equip-
ment or supplies, Nylander says. Ask yourself if
you can cover the cost, or recoup the investment in
a reasonable timeframe, he suggests. Remember,
too, that each outpatient program is different, so
there is no one target for volume or reimburse-
ment, he says. “Even though some of your physi-
cians might prefer a particular piece of equipment,
the volume may not justify purchasing the equip-
ment; so look at the feasibility of leasing the equip-
ment on an as-needed basis,” Nylander says.

Having a process that ensures careful evalua-
tion of equipment purchases is necessary, Thor
says. At Harmony ASC, not only do physicians 
or staff members have to describe the equipment,
its use, and its cost, but they also have to explain
alternatives they considered, whether used
equipment can be purchased, and what will hap-
pen to the equipment being replaced. “We also
want to know if the equipment requested repre-
sents new technology that can enable us to han-
dle more cases or handle existing cases more
efficiently,” she adds. [A copy of the ASC’s capi-
tal and minor equipment request forms are
available with the online edition of this issue 
of Same-Day Surgery. Go to www.ahcmedia.
com. For assistance, contact customer service 
at customerservice@ahcmedia.com or (800) 699-
2421.]

Establish vendor policies

Establish clear policies about the use of trial
equipment, says Putnam. 

“Our policy says that surgeons cannot try the
equipment in a case until the potential purchase
of the equipment has been approved financially,”
he explains. This policy avoids situations in
which surgeons develop a preference for equip-
ment that cannot make it through the purchasing
evaluation process, Putnam says. “We also insist
that all demonstrations or trial uses of equipment
are free,” he adds.

Before Putnam’s position was created, sales
representatives would visit physicians directly to
promote the benefits of their products, but now
all vendors have to see him first. With no control,
trials of equipment would occur without any
financial evaluation, says Putnam. “We would be
charged for the use of the equipment or supplies
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in some cases,” he adds. 
After implementation of the policy, one surgeon

who came in on a weekend for a case called the
vendor’s representative directly and asked to use
equipment that had not been reviewed. “It was a
$3,000 product, but I informed the sales representa-
tive that we would not pay for it, and furthermore,
if she or any other representative from the com-
pany brought equipment into the hospital without
my approval, the company would be banned from
visiting the hospital,” he says. Although vendors
had been notified of the policy when it was imple-
mented, word of mouth reinforced Putnam’s intent
to enforce the policy, he adds.

The most effective way to oversee cost control
is to have one person in charge of the function,
says Nylander. “Unfortunately, in many outpa-
tient surgery programs, you might have a surgi-
cal technician who spends 60% of his or her job
overseeing supplies and 40% in the operating
room,” he says. Splitting the job does not allow
the tech to really evaluate and compare costs, he
says.

Having the time and opportunity to focus on
costs made it possible for Thor’s small savings on
gloves to turn into more significant savings. The
glove chosen for purchase was manufactured by
the same vendor from whom she buys drapes,
gowns, and other supplies.

“Our representative who came in to talk about
different gloves and pricing offered to register us
into a rebate program that would give us a 7%
rebate on all purchases from the company,” she
says. “Although we might have eventually
learned about the rebate program, we learned
about it early in the process because I had the
representative in my office.”  ■

Nonsurgeons encroach 
into your territory
New Mexico law allows optometrists to do surgery

Ambulatory surgery providers have often
raised concerned about nonsurgeons ventur-

ing into surgical territory. Now one state has
sanctioned the practice.

A new law in New Mexico allows optometrists to
provide services generally performed by surgeons,
even though they have not undergone the appro-
priate surgical education and clinical training,

according to the American College of Surgeons. The
law permits optometrists to use scalpels to remove
simple lesions of the eyelid or on the skin surround-
ing the eye and to perform anterior punctures, the
college says. College officials had urged the gover-
nor to veto the bill and pointed out that a simple
lesion could, in fact, be a precancerous growth, a
sebaceous cell carcinoma, or lymphoma.

The law justifies the action with the following
language: The training and skills of dentists have
expanded and evolved. In 2001, Chapter 576 expanded
and amended the scope of the practice of dentistry to
include the entire oral and maxillofacial area as it related
to restoring or maintaining dental health. This amend-
ment would continue the scope’s modernization by allow-
ing any procedure within that area to be performed by a
dentist with the requisite skills and training. The bill pro-
vides protection to the public by authorizing the depart-
ment to approve the requisite skills and training of the
particular dentist and by limiting the procedures to those
which have been granted through hospital procedures.

For their part, leaders in the outpatient surgery
field say this example only is the latest of the
effort of nonsurgeons to get state legislative
approval to perform surgery. 

“Nonsurgeons are looking for weekend certifi-
cation to do surgery,” says Scot Bradley Glasberg,
MD, a cosmetic and reconstructive plastic surgeon
in New York City and chair of government affairs
for the American Society of Plastic Surgeons.
“Clearly, [they] can’t learn how to do these surg-
eries over just a weekend.” 

Dentists are one of the most frequent examples,
as they seek to expand their scope of practice to
perform surgery on the head and neck, as well 
as other areas, Glasberg says. Some dentists are
even performing blepharoplasty (eyelid surgery).
New York legislators have a bill (A07044) before
them now that allows dentists to perform surgical
procedures on the eyes, face, forehead, and other
areas of the head and neck, he says. “Clearly that’s
outside the scope of their training and education.”

Some states are taking the opposite approach,
however. Florida passed a Truth in Medical
Education (TIME) law that went into effect in
2006 that requires physicians and nonphysicians
to disclose in their ads the type of license they
have, Glasberg reports. “Individuals may cloud
that in their advertising and marketing,” he says.

Also, the American Medical Association (AMA)
House of Delegates passed Resolution 902 in 2006
that said the AMA’s policy is that state medical
boards have full authority to regulate the practice 
of medicine for all people within a state, regardless
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of what board of nursing, midlevel practitioners, 
or other groups says. The resolution said the AMA
will campaign to identify and elect/appoint physi-
cians to state medical boards who support this
view. The AMA also said it will work with state
medical boards to assist law enforcement authori-
ties in prosecuting unlicensed medical practice by
limited or midlevel practitioners. 

So what should ambulatory surgery providers
do? Educate, Glasberg advises.

“I think it’s an issue of educating the public and
legislators about the differences between physi-
cians and nonphysicians in terms of their ability
to perform surgery,” Glasberg says. “It comes
down to appropriate education and training.”

Highlight the training of your surgeons,
including board certification, he advises.
Glasberg says only about a quarter of his patients
ask about his training, but that figure is up from
about 10% of patients 10 years ago, he says. “I
emphasize to [all] patients that they should be
asking those questions,” he says.  ■

Clippers vs. razors: 
Simple step to reduce SSIs
Education, staff champions make transition smooth

When an outpatient surgery program has a
low surgical site infection rate, it is hard 

to attribute the low rate to any one activity, but
experts interviewed by Same-Day Surgery agree
that following Centers for Disease Control and
Prevention’s (CDC) guidelines for hair removal
prior to surgery is a simple step to take as part of
an overall program.

“The use of clippers vs. razors in the operating
room is not an exciting issue, but it is important as
outpatient surgery programs look at reducing surgi-
cal site infections,” admits Mardi Bentzen, market-
ing manager for 3M Health Care in St. Paul, MN. 

Guidelines from the CDC1 and Association 
of periOperative Registered Nurses (AORN)
(“Recommended Practices for Skin Preparation of
Patients” in 2007 Standards, Recommended Practices,
and Guidelines) state that hair removal is not even
necessary unless the hair will interfere with the inci-
sion, draping, or postoperative dressing, Bentzen
points out. “If hair must be removed, the CDC
recommends the use of clippers instead of razors,1”
she adds. [A copy of the CDC guideline for hair

removal is available with the online edition of 
the August 2007 issue of Same-Day Surgery. Go 
to www.ahcmedia.com. For assistance, contact
customer service at customerservice@ahcmedia.
com or (800) 699-2421.] 

Surgeons who don’t like the use of clippers say
they don’t like the stubble left as opposed to the
“cleaner” area left by a razor, says Bentzen. “The
stubble means that the skin has not been damaged
and the number of portals for bacteria to enter has
been minimized,” she says. “Most often, the choice
of hair removal technique is more habit than any-
thing else.”

Progress is being made as more surgery pro-
grams promote the use of clippers, says Bentzen.
“Clippers have been in use since the late 1990s but
have just now reached the point where clippers are
used in about 60% of the cases performed by my
clients as opposed to the use of razors in the other
40% of cases,” she says. Because all programs are
different, the method of introducing the use of
clippers varies, she points out.

Reducing the use of razors was easy in Tria
Orthopaedic Center in Bloomington, MN, says
Dianne Rawson, RN, MA, director of the center.
“We made the decision before we opened in 2005
that we would have no razors in the center,” she
says. “In fact, a mistake was made and razors were
ordered prior to our opening. I returned them to the
vendor.”

Physicians were prepared for the elimination of
razors through presentations made at medical staff
and board meetings in which Rawson presented
the CDC guidelines along with the supporting
references. “There was no resistance to the change
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Reduction of surgical site infections (SSIs) is an
important part of any outpatient surgery program’s
patient safety focus, but managers should not for-
get a simple, first step in a SSI reduction effort.
• The use of electric clippers vs. razors to remove

hair is less traumatic and less likely to create
portals in the skin for bacteria.

• Skin should be assessed carefully prior to hair
removal to identify any potential risks for cuts
and to determine safest way to remove hair.

• According to guidelines from the Centers for
Disease Control and Prevention and the
Association of periOperative Registered Nurses,
hair does not need to be removed if it will not inter-
fere with the surgical incision.
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among the nurses, and we did have several physi-
cians who had used clippers for hair removal in
other facilities, so they were also receptive,” she
explains. 

While education was important at Tria, it is even
more important in a facility that has traditionally
used razors then switches to clippers, points out
Bentzen. “It takes a lot of teamwork to change
habits that have been formed over a long time, and
it helps to have a physician champion or champi-
ons to push support of the change,” she says. 

At Concord (NH) Hospital, the chief of surgery
is supportive of the efforts to reduce the use of
razors, says Susan Haines, RN, BSN, CNOR,
operating room educator. “We present educa-
tional sessions at all of the OR committee meet-
ings with updated information on all issues
related to surgical site infections,” Haines says.
The nursing staff also receive the same informa-
tion at monthly staff meetings and special inser-
vices to reinforce the message that clippers
decrease the risk of infection, she adds. “We 
still have razors for surgeons who are not ready
to switch, but clippers are in all of our pre-op
areas and operating rooms,” says Haines. “We 
are seeing more use of clippers.”

Surgeons’ choice of clippers vs. razors usually
is related to type of procedure, she says. “Our
orthopedic surgeons are more likely to use clip-
pers, while our urologists are more likely to use
razors because of the amount of hair on the area
of the body on which their procedures are per-
formed,” Haines explains.

Assess skin carefully prior to hair removal

Other factors that determine use of clippers vs.
razors include gender, age, and race, says Bentzen.
Men have more body hair than women, Asians
have less body hair than Caucasians, and older
people have more fragile skin that can be damaged
by razors, she explains. “You also have to be care-
ful with younger people who have undergone
chemotherapy or other treatments that can make
the skin more fragile,” she adds.

To make sure the proper hair removal approach
is used, physicians and nurses need to assess the
patient’s skin carefully prior to the hair removal,
suggests Bentzen. “Note any fragile skin, exces-
sive hair, scars, or skin tags in the area, and docu-
ment the steps you take to minimize damage,”
she says. If possible, the surgeon also should opt
for no hair removal if it is not necessary or if it
might present a higher risk for infection, she adds. 

As Rawson’s center continues to educate sur-
geons and as the center continues to post very
low infection rates, surgeons not only accept the
use of clippers, but some even opt not to remove
hair, based upon the patient and the procedure,
Rawson points out. “If the hair won’t interfere
with the incision and if we can properly drape
the area, surgeons are comfortable with no hair
removal,” she says. 

One other aspect of hair removal that reduces
the chance of infection is timing, says Bentzen. “If
you are removing hair, do it as close to procedure
time as possible,” she says. This isn’t a problem for
most outpatient programs because patients arrive
just prior to their procedure, but staff should pay
attention to timing in the event a procedure is
going to be delayed, Bentzen suggests. “Hair
should be removed in the pre-op area just before
the patient goes into the operating room,” she says.

While Rawson says the Tria surgical site infection
rate is very low, she says that it is hard to attribute
her center’s success to only one activity. “A pro-
gram to address surgical site infections must be
multifaceted, but addressing issues related to hair
removal is easy and should be the first step in any
program,” Rawson says. 

Reference

1. Mangram AJ, Horan TC, Pearson ML, et al. Guideline
for Prevention of Surgical Site Infection, 1999. Centers for
Disease Control and Prevention, Atlanta; 1999. Accessed at
www.cdc.gov/ncidod/dhqp/pdf/guidelines/SSI.pdf. ■

Patient’s death, updating 
policies, and other issues
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

Question: We had a patient die in our operating
room last week, and we are all still devastated by
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it. Administration is running around making sure
that everything was done properly and that every-
one followed procedure, and it is just terrible. The
patient came in for a simple liposuction and is now
dead. How can we protect ourselves from this? We
are all wondering what we could have done differ-
ently that would have changed the outcome.

Answer: The odds are in your favor, but the
reality is that, sooner or later, someone is going to
die in your center — regardless. Reviewing your
patient and case selection criteria will help elimi-
nate some of the risk, as will sitting down with
anesthesia to review protocols. Bottom line:
Every surgical procedure is potentially a life-and-
death event. However, a death is always distress-
ing for the staff, no matter how rare. Consider
having a staff meeting and offering information
about how to handle the stress so that they don’t
burn out.

Question: Our center received a three-year
accreditation about three years ago. We are in the
process of updating our policies and requirements
and are wondering when we should date them?

Answer: Call the accrediting company and ask
them. But the short answer is that you need to
update your policies and procedures, protocols,
requirements, etc., when they come out, not when
you are being reaccredited. You will get cited if
you only update your material based upon your
re-cert date. Also, note that some states mandate
you review all policies and procedures annually.

Question: Can we have two medical directors
in our center? For political reasons, no one is will-
ing to pick one of two qualified docs.

Answer: Sure you can. Make them both co-
directors. Take a medical director’s job description,
and split the responsibilities. The average stipend
for the medical director is about $20,000 per year,
so to make it even simpler, split the stipend as
well. Some centers track the hours that the medical
director logs in. If you are in that situation, you
may need to document hours or salary for each to
get to the point where everyone is happy.

Question: Here is one you have not heard
before: We have a small operating room depart-
ment in the middle of absolutely nowhere. The
part of town the hospital is in doesn’t even have
shadows. One would think that’s a pretty easy
job for a nurse manager, but it’s not the case. We
never can seem to objectively resolve issues
between staff members and have resorted to all
sorts of measures to be equitable in determining
who gets stuck doing the nasty jobs. Do you 
have suggestions on how to pick someone to do

something when you only have two individuals?
Answer: Sure: rock, paper, scissors.
Question: We have a small surgery center, and

I am always looking for way to offer staff more
money as we have virtually no overtime opportu-
nity. We have done the obvious but are still look-
ing for innovative ways to get them cash. Ideas?

Answer: Sure. Rotate the cleaning of the center
to the staff. It is a good way to make extra money.
Make sure they follow procedures with chemi-
cals, etc.

Let the staff members make up “snack boxes”
for patient families, staff, and surgeons. They buy
a cute couple of baskets, go to their local discount
store, buy some bulk candy bars, and mark them
up to sell at the center. As a rule of thumb, hospi-
tal gift shops mark up their merchandise 100%.
So can you. 

Look around at your facility and see what other
ideas you can come up with.

(Earnhart & Associates is an ambulatory surgery con-
sulting firm specializing in all aspects of surgery center
development and management. Contact Earnhart at
1000 Westbank Drive, Suite 5B, Austin, TX 78746. 
E-mail: searnhart@earnhart.com. Web: www.earnhart.
com.) ■

Silicone implants are back, 
but little reason to fear 

Silicone breast implants are now available for
cosmetic purposes after a long hiatus, and

chances are good that surgeons are using them in
your operating rooms. But should you worry
about a repeat of the lawsuit frenzy that led to the
banishment of silicone implants years ago?

There is some need for caution, but not much
reason to worry, says Al Bixler, JD, an attorney with
the law firm of Eckert Seamans in Philadelphia.
Bixler is experienced with defending medical mal-
practice cases and has studied the history of silicone
implants and related lawsuits. A wave of lawsuits
and intense media criticism in the 1990s led to the
14-year ban. 

“The question everyone is asking is, ‘Will that
happen again?’” he says. “The answer is that it is
very unlikely to be like what we saw in the ’90s.
But that doesn’t mean there won’t be lawsuits.”

Until the approval earlier this year, silicone
implants were available in the United States only to
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women seeking breast reconstruction and revision
surgery through clinical studies. After rigorous sci-
entific review, the Food and Drug Administration
(FDA) approved the marketing of silicone gel-filled
breast implants made by two companies for breast
reconstruction in women of all ages and breast aug-
mentation in women ages 22 and older. The prod-
ucts are manufactured by Allergan Corp. (formerly
Inamed Corp.) of Irvine, CA, and Mentor Corp. of
Santa Barbara, CA.

As risk managers know, patients don’t necessar-
ily have to have a good case or a true injury in 
order to sue. So Bixler says it is possible that some
patients will make unfounded claims related to sili-
cone implants just because of the past controversy.
Even with the lawsuits of the 1990s, there was little
or no scientific basis for the claims of patient injury,
Bixler says. Instead, the claims were the result of
hysteria hyped by the media, he says. 

If a patient sues after receiving silicone implants,
the hospital or surgery center probably would be
named as a defendant also, Bixler says. The differ-
ence this time around, unlike the 1990s, is that there
is a wealth of scientific evidence showing the safety
of the implants, he says. 

“Even though the FDA has now approved sili-
cone implants and even though the science behind
the previous claims has been largely debunked,
those two facts alone will not immunize a surgeon
from potential claims,” Bixler says. “You can see
examples all the time of FDA-approved devices

and pharmaceuticals that give rise to litigation.”
The FDA approved the wide use of silicone

implants only after extensive clinical studies
proved their safety, so Bixler says any health care
provider would have a solid defense against
claims that the implants themselves are unsafe.

“I don’t see the plaintiff’s bar being eager 
to take on a difficult case where the science is
against them, because they are in business to
make money like the rest of us, and that is just
not good business sense,” he says.

To reduce the chance of nuisance cases from
patients who remember the previous lawsuit
frenzy, Bixler suggests taking steps to makes sure
that patients are well educated about not only the
current scientific data regarding the safety of sili-
cone implants, but also their controversial history.
The informed consent process should include
some discussion of how silicone implants were
the subject of numerous lawsuits alleging patient
harm, and the FDA’s decision to restrict their use
for many years, he says. 

“You can’t expect the patient to evaluate the
epidemiology and the long scientific history, but
you can be certain that the patient is aware of the
history of this device,” he says. “Full disclosure is
always best in the informed consent process. You
don’t want someone claiming that she had no
idea silicone implants were once criticized so
harshly.”  ■
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■ Anesthesia risks in
young children debated

■ Steps to be certain
your community event
is successful

■ Gel and acrylic nails
— should you have
them in your OR?

■ Ensure your waste
management is fiscally,
environmentally sound

■ How to prepare for a
long period of power
outage

COMING IN FUTURE MONTHS

CNE/CME instructions

Physicians and nurses participate in this CNE/
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 issue,
you must complete the evaluation form provided
and return it in the reply envelope to receive a cer-
tificate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■

The return of silicone breast implants, and their
contentious malpractice history, raises questions
about potential liability. One expert says some cau-
tion is needed, but the risk is low.
• There is substantially more clinical data now to

prove the safety of silicone implants.
• Nuisance lawsuits still are possible, and the hospi-

tal or surgery center probably would be included.
• Patients should be educated during the informed

consent process about the history of silicone
implants.
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CNE/CME questions

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

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

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

5. To ensure that hepatitis C is not spread during
anesthesia administration, what should you con-
sider, according to Rebecca S. Twersky, MD,
MPH?

A. Have all anesthesia providers tested for hepatitis C
and HIV.

B. Have one-on-one discussions with anesthesia
providers about their infection status.

C. Consider using single-dose vials, stopcocks, and
no needles.

D. Refuse to use anesthesia providers who have
tested positive for hepatitis C and HIV.

6. How does Rochester General Hospital ensure that
unapproved equipment or supplies are used in the
surgery department, according to Dave Putnam?

A. Vendors must contact Putnam first before visiting
anyone else.

B. No trial use of equipment is allowed before finan-
cial evaluation.

C. During trials, all equipment and supplies are free.
D. All of the above

7. According to F. Dean Griffen, MD, FACS, what did
the ACS’s closed-claim study find was the most
common cause of adverse events and lawsuits?

A. A failure in performing especially difficult intraoper-
ative surgical tasks.

B. A failure to do ordinary things — the things that
anybody can do if you just take the time and use
due diligence, including adequate communication.

C. A failure to adequately document the informed
consent process.

D. A failure to conduct proper follow-up care after
surgery.

8. How did Dianne Rawson, RN, MA, ensure that
razors are not used for hair removal? 

A. Series of educational sessions.
B. Posters throughout the center.
C. Job descriptions that require use of clippers.
D. Not stocking razors in the center.

Answers: 5. C; 6. D; 7. B; 8. D.

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com
Address: AHC Media LLC

3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA
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Requesting Team Leader:        Date:

Proposed Vendor:        Dept:

Description:

Purpose of Request:

Alternative solutions 
considered:

Alignment with strategic 
objectives:

Type of Capital Equipment:    New:    Replacement:

Construction:    Remodel:

Age of equipment being replaced:    Asset Tag #:

Disposition of equip.
to be replaced: Trade: Sell: Donate:

Does the replacement provide technological enhancements? (Y/N)

If yes, describe all 
enhancements

Was this capital previously submitted and denied during the last budget process? (Y/N)

Purpose for the request at 
this time:

For Replacement Equipment Only

Complete all cells highlighted in blue including the "General" information tab, the "Capital Cost" tab, and 
the "Operating Impact" tab.  All cells highlighted in yellow are computed cells and should not be altered.  All 
requests involving information systems (computers) or telecommunications must first be reviewed and 
approved by a member of the Leadership Team (RC, JN, CS, DT).  For contingency capital requests 
(requests that were not budgeted for specifically), please forward to the Accountant (DT) and Administator 
(RC) to verify budget availability and approval.

CAPITAL BUDGET AND CONTINGENCY REQUEST FORM  (Tab 1)
General Information

For Contingency Requests Only

Source: Harmony Ambulatory Surgery Center, Fort Collins, CO. Reprinted with permission. 
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Hair Removal Guidelines
Excerpted from Guideline for Prevention of Surgical Site Infection, 1999

I. SURGICAL SITE INFECTION (SSI): AN OVERVIEW

A. INTRODUCTION

Before the mid-19th century, surgical patients commonly developed postoperative “irritative fever,” followed by
purulent drainage from their incisions, overwhelming sepsis, and often death. It was not until the late 1860s, after
Joseph Lister introduced the principles of antisepsis, that postoperative infectious morbidity decreased substan-
tially. Lister's work radically changed surgery from an activity associated with infection and death to a discipline
that could eliminate suffering and prolong life. Currently, in the United States alone, an estimated 27 million sur-
gical procedures are performed each year.13

The CDC's National Nosocomial Infections Surveillance (NNIS) system, established in 1970, monitors reported
trends in nosocomial infections in U.S. acute care hospitals. Based on NNIS system reports, SSIs are the third
most frequently reported nosocomial infection, accounting for 14% to 16% of all nosocomial infections among
hospitalized patients.14 During 1986 to 1996, hospitals conducting SSI surveillance in the NNIS system reported
15,523 SSIs following 593,344 operations (CDC, unpublished data). Among surgical patients, SSIs were the
most common nosocomial infection, accounting for 38% of all such infections. Of these SSIs, two-thirds were
confined to the incision, and one-third involved organs or spaces accessed during the operation. When surgical
patients with nosocomial SSI died, 77% of the deaths were reported to be related to the infection, and the major-
ity (93%) were serious infections involving organs or spaces accessed during the operation.

In 1980, Cruse estimated that an SSI increased a patient's hospital stay by approximately 10 days and cost an
additional $2,000.15,16 A 1992 analysis showed that each SSI resulted in 7.3 additional postoperative hospital
days, adding $3,152 in extra charges.17 Other studies corroborate that increased length of hospital stay and cost
are associated with SSIs.18,19 Deep SSIs involving organs or spaces, as compared to SSIs confined to the inci-
sion, are associated with even greater increases in hospital stays and costs.20,21

Advances in infection control practices include improved operating room ventilation, sterilization methods, barri-
ers, surgical technique, and availability of antimicrobial prophylaxis. Despite these activities, SSIs remain a sub-
stantial cause of morbidity and mortality among hospitalized patients. This may be partially explained by the
emergence of antimicrobial-resistant pathogens and the increased numbers of surgical patients who are elderly
and/or have a wide variety of chronic, debilitating, or  immunocompromising underlying diseases. There also are
increased numbers of prosthetic implant and organ transplant operations performed. Thus, to reduce the risk of
SSI, a systematic but realistic approach must be applied with the awareness that this risk is influenced by char-
acteristics of the patient, operation, personnel, and hospital.

E. RISK AND PREVENTION

2b. Preoperative hair removal

Preoperative shaving of the surgical site the night before an operation is associated with a significantly higher
SSI risk than either the use of depilatory agents or no hair removal.16,100,166-169 In one study, SSI rates were 5.6%
in patients who had hair removed by razor shave compared to a 0.6% rate among those who had hair removed
by depilatory or who had no hair removed.166 The increased SSI risk associated with shaving has been attributed
to microscopic cuts in the skin that later serve as foci for bacterial multiplication. Shaving immediately before the
operation compared to shaving within 24 hours preoperatively was associated with decreased SSI rates (3.1%
vs 7.1%); if shaving was performed >24 hours prior to operation, the SSI rate exceeded 20%.166 Clipping hair
immediately before an operation also has been associated with a lower risk of SSI than shaving or clipping the
night before an operation (SSI rates immediately before = 1.8% vs night before = 4%).170-173 Although the use of
depilatories has been associated with a lower SSI risk than shaving or clipping,166,167 depilatories sometimes pro-
duce hypersensitivity reactions.166 Other studies showed that preoperative hair removal by any means was asso-
ciated with increased SSI rates and suggested that no hair be removed.100,174,175
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II. RECOMMENDATIONS FOR PREVENTION OF SURGICAL SITE INFECTION

A. RATIONALE

The Guideline for Prevention of Surgical Site Infection, 1999, provides recommendations concerning reduction of
surgical site infection risk. Each recommendation is categorized on the basis of existing scientific data, theoreti-
cal rationale, and applicability. However, the previous CDC system for categorizing recommendations has been
modified slightly.

Category I recommendations, including IA and IB, are those recommendations that are viewed as effective by
HICPAC and experts in the fields of surgery, infectious diseases, and infection control. Both Category IA and IB
recommendations are applicable for, and should be adopted by, all health care facilities; IA and IB recommenda-
tions differ only in the strength of the supporting scientific evidence. 

Category II recommendations are supported by less scientific data then Category I recommendations; such rec-
ommendations may be appropriate for addressing specific nosocomial problems or specific patient populations. 
No recommendation is offered for some practices, either because there is a lack of consensus regarding their
efficacy or because the available scientific evidence is insufficient to support their adoption. For such unresolved
issues, practitioners should use judgment to determine a policy regarding these practices within their organiza-
tion. Recommendations that are based on federal regulation are denoted with an asterisk.

GUIDELINE FOR PREVENTION OF SSI

B. RANKINGS
Category IA. Strongly recommended for implementation and supported by well-designed experimental, clinical,
or epidemiological l studies. 
Category IB. Strongly recommended for implementation and supported by some experimental, clinical, or epi-
demiological studies and strong theoretical rationale.
Category II. Suggested for implementation and supported by suggestive clinical or epidemiological studies or
theoretical rationale.
No recommendation; unresolved issue. Practices for which insufficient evidence or no consensus regarding
efficacy exists. Practice required by federal regulation are denoted with an asterisk (*).

C. RECOMMENDATIONS

1. Preoperative
a. Preparation of the patient
1. Whenever possible, identify and treat all infections remote to the surgical site before elective operation and
postpone elective operations on patients with remote site infections until the infection has resolved. Category IA
2. Do not remove hair preoperatively unless the hair at or around the incision site will interfere with the operation.
Category IA
3. If hair is removed, remove immediately before the operation. Category IA.
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