
Be prepared: Some payers are taking
hard-core stance with their rates
Peers offer tips on working with payers to boost rates

At a time when surgery centers are facing Medicare changes and
proposed freezes that are causing a seemingly endless financial
struggle, a standoff that developed between a private payer and

a surgery center chain in Ohio is causing some centers to call foul. At the
same time, some hospitals are mourning the general loss of outpatient
procedures to surgery centers and President Bush’s proposed freeze on
annual updates for them as well as surgery centers through 2011. 

The standoff between Humana and surgery centers in Ohio will be
repeated elsewhere in the country where Humana dominates the market,
sources warn. Other payers are trying to determine how to transition to a
reimbursement system based on Medicare’s new payments, while some
are taking a no-negotiation stance on their rates, says Randy Leffler, exec-
utive director of the Ohio Association of Ambulatory Surgery Centers,
Columbus.

“Humana seems to be the one percolating the most,” Leffler says.
The situation with Humana developed when they offered Cincinnati-

based Prexus Health Care, which operates four surgery centers, double-
digit decreases and took a “take-it-or-leave-it” attitude, according to
Prexus officials. Since that time, Humana has returned to negotiations.
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CDC: Hepatitis C outbreak 
at surgery center isn’t isolated

Improper infection control practices at a surgery center in Las Vegas that
led to a hepatitis C outbreak, plus the nation’s largest number of patient

contacts — 40,000 — for blood exposure, may be replicated at other health
care facilities across the country, according to the Centers for Disease
Control and Prevention (CDC).
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Prexus pointed out in a released statement that
these decreases in reimbursement follow Humana’s
posting of higher-than-anticipated earnings in 2007
and their signal of even higher profits in 2008. 

“Humana has taken this action at a time when
they are posting better than projected, high-level
earnings and at a time when employer premiums
and patient deductibles are rising,” says Donald
J. Jansen, MHA, vice president of marketing and
development for Prexus. “Humana is taking
action knowing that ambulatory surgery centers
are a proven, high-quality, lower-cost option and
that Humana will be paying more to community
hospitals for identical services.”

At Prexus’ Surgery Center of Evendale (OH),
Humana’s initial proposed 2008 payment sched-
ule would have reduced Humana’s reimburse-
ment by 12.9%. “Accepting such a significant
decrease in reimbursement jeopardizes our facili-
ties’ ability to provide quality care, cover operat-
ing costs, including our highly qualified clinical
team, and continue to invest in new technologies
and state-of-the-art equipment,” said Robyne
Finnegan, vice president for managed care for
Prexus. Humana took this action despite high
levels of patient satisfaction and physician satis-
faction at Prexus facilities, according to the
provider. Initially, Humana indicated that
surgery providers who didn’t accept the
decreases would be shut out of Humana’s sys-
tem, according to Prexus. Humana did not
respond to Same-Day Surgery’s request for an
interview.

Kathy Bryant, president of the Ambulatory
Surgery Center Association, was quoted in the
Business Journal of Cincinnati as saying double-
digit decreases aren’t acceptable in any business
and indicate that a payer doesn’t want that group
in their network. Hospitals usually cannot offer a
better price than surgery centers on those proce-
dures, so they may offer an arrangement to the
payer to receive better rates on inpatient proce-
dures if the payer gives all of its outpatient busi-
ness to the hospital, Bryant said.

That position is backed up by Leffler, who has
heard that Humana wants to cut the number of
surgery centers in their network by one-third. Or
they may be reducing the number of ASCs to get
leverage with them, Leffler says. “No one is
showing their cards in terms of what their strat-
egy is,” he says. 

The strategy doesn’t make sense in terms of
reducing employee’s choices “on lower-cost
options when premiums for employers are going
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Hospitals and surgery centers alike are facing
financial pressures. In Ohio, Humana has offered
double-digit decreases in reimbursement rates to a
surgery center chain and initially took a “take-it-or-
leave-it” stance, according to the chain.
• Keep the lines of communication open, even

when offered such dramatic decreases.
• Negotiate for your best contract before you sign.
• To boost your revenue, consider new programs,

such as LASIK, and increase your marketing.
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up by double digits by almost every year, and out-
of-pocket costs for patients are going up all the
time,” Leffler says. “The rationale doesn’t make
sense, unless there are other negotiation factors,
such as leveraging a group of ASCs, for example.”

In a Business Journal of Cincinnati story, Humana
spokesman Jeff Blunt said the company is not
trying to remove surgery centers from its net-
work. He wouldn’t comment on specific rates,
negotiations, or whether markets beyond
Cincinnati would be affected. (For more about
private payers under fire, see story, below right.) 

3 tips for best reimbursement rates

Consider these suggestions from your peers on
how to put yourself in the best position for nego-
tiating the highest rates:

• Develop good working relationship with
payers.

Know which provider representatives handle
contracting, and develop a positive relationship
with them, Leffler advises. “Raise concerns early
in the process to allow plenty of time to negoti-
ate,” he suggests. Obtain solid documentation
that supports your case, Leffler says. “Don’t be
afraid to get physicians involved in the process 
of negotiating terms,” he says.

Even as payers are offering lower rates and
showing little interest in negotiating, don’t burn
your bridges, sources advise. 

“This is one of our goals as an association: First
and foremost, develop a good working relation-
ship with the insurer to begin with,” Leffler says.
Developing such a relationship isn’t always easy,
he acknowledges. “Each one is in business to do
business and make certain their books look good,”
Leffler says. “As an organization and as individual
ASCs, we are really trying to get the lines of com-
munication open as much as possible.”

Invite the top leaders at the insurance com-
pany to tour your center, advises Anne Dean
Schilling, RN, BSN, consultant with The ADA
Group in DeLand, FL. 

• Know what’s in your contracts.
Be an educated consumer about the contracting

side, Leffler advises. His association is compiling
resources to help surgery centers representatives
review their contracts and know what’s in them.
“This is about really trying to get the best con-
tracts they can get before signing,” he says. Most
payers are willing to negotiate, he says.

For ASCs that do have issues with what is being
proposed, make sure you’re raising those issues

with the payer, rather than accepting them and
moving on, Leffler says. If a surgery centers signs
off on what the payer offers, then the insurer obvi-
ously thinks every surgery center should be able to
do that, Leffler warns. “In the collective, it ends up
impacting the system as a whole,” he says. 

• Increase utilization with new procedures
and marketing.

The most significant step a surgery center can
take is to increase utilization with new programs
and effective marketing, says Dean Schilling. For
example, some ophthalmology centers have
decided to make up lost revenue by performing
LASIK at their facility, she says. Some ophthalmol-
ogists don’t want to move LASIK to surgery cen-
ters, where there are increased staffing costs,
because it’s private pay, Dean Schilling says, “but
on the other hand, it is one of the few procedures
that we can do to increase revenue,” she says.

Medicare requires a preoperative and recovery
component to the procedure, and don’t try to skip
these steps, Dean Schilling warns. One surgery
center she knows about had a separate room,
leased by physicians, for LASIK, she recalls. Those
patients bypassed preoperative and recovery care,
and there was no RN in the room because it was an
“office procedure.” 

“The state came in [to do a Medicare survey]
and threatened to close them down,” Dean
Schilling says. (Another tip is to reduce over-
head. See story, p. 40.) ■

NY attorney general 
plans to sue payers
Manipulation of rates charged

Andrew Cuomo, the New York state attorney
general, is going to sue UnitedHealth Group

and four of its subsidiaries, including Ingenix, on
allegations that they defrauding consumers by
manipulating reimbursement rates, according to
the American Hospital Association (AHA). Cuomo
alleges that Ingenix “serves as a conduit for rigged
data to the largest insurers in the country.” Which
payers use to set reimbursement rates for out-of-
network medical expenses, the AHA says. 

Daniel Sisto, president of the Healthcare
Association of New York State, said in a prepared
statement, “If the attorney general’s allegations
are proven true, we believe that United and

April 2008 / SAME-DAY SURGERY ® 39



Ingenix’s practices have cheated the entire health
care provider community by artificially lowering
reimbursement for the services they provided.”

As part of the investigation, several large
insurers in New York have been subpoenaed 
by Cuomo, including Aetna, Cigna, Empire
BlueCross BlueShield, and other insurers,
according to the AHA. 

Cuomo’s investigation found that two sub-
sidiaries of United dramatically underreimbursed
their members for out-of-network medical expenses
by using data provided by Ingenix. The United
insurers and many other health insurance compa-
nies relied on the Ingenix database to determine
their “reasonable and customary” rates. Cuomo’s
investigation found that by distorting the “reason-
able and customary” rate, the United subsidiaries
were able to keep their reimbursements artificially
low and force patients to absorb a higher share of
the costs. 

“Getting insurance companies to keep their
promises and cover medical costs can be hard
enough as it is,” Cuomo said in a prepared state-
ment. “But when insurers like United create con-
voluted and dishonest systems for determining
the rate of reimbursement, real people get stuck
with excessive bills and are less likely to seek the
care they need.” 

When members complained their medical costs
were unfairly high, the United insurers hid their
connection to Ingenix by claiming the rate was the
product of “independent research,” according to
Cuomo. His notice to United expressed concern
that the company’s ownership of Ingenix created
a clear conflict of interest because their relation-
ship gave Ingenix an incentive to set rates that
benefited United and its subsidiaries.  ■

To survive payment 
cuts, reduce overhead

Regardless of the specifics of an individual
contract, outpatient surgery providers are fac-

ing decreased reimbursement overall, says Anne
Dean Schilling, RN, BSN, consultant with The
ADA Group in DeLand, FL. This reduction
means you need to reduce overhead, she says. 

“What are we doing to do to survive with our
clients, our patients?” Dean Schilling asks. 

Electronic medical records [EMRs] are one area
to consider, she says. “EMRs save dollars on the

mountains of paper that surgery centers use in
charts, folders, clipboards, etc.” 

Consider these other suggestions:
• Inventory control.
Inventory control is possible but takes a lot of

diligence on the part of the OR supervisor and
staff, Dean Schilling says. 

“Reducing inventory by standardizing preps,
gloves, masks, hair covers, drapes, suture, and
solutions is essential,” she says. “Establishing par
and reorder levels, performing case cost analysis
studies on a regular basis, and doing supply cost
analysis is essential.”

An electronic materials management program
saves the organization its cost in inventory control
if the time is taken to load the inventory and physi-
cian procedure cards and then to use the program,
Dean Schilling says. “I further believe that estab-
lishing a strong working relationship with your
primary vendor/GPA [group purchasing associa-
tion] is crucial,” she says. “Many places don’t tap
into this resource, but these persons are specialized
in this arena and can prove to be a great resource.”

Watch your invoices to ensure that supply
costs aren’t slowly creeping up above the agreed-
upon contract price, Dean Schilling says. 

Look at each of your practices to determine
whether it is an industry standard or whether
you are insisting on something because it was
“carved in stone” years ago, such as wearing
shoe covers and using full coverage drapes for
facial surgery, she says. 

• Housekeeping costs. 
Determine whether housekeeping services are

provided in a cost-effective way, Dean Schilling
says. 

“Can you use [antibacterial] wipes bought at a
discount store to wipe off equipment or stretch-
ers, or do you need something far more costly?”
she says. Perform an analysis, she advises. 

• Utility costs.
Look at the cost effectiveness of electronic

“eyes” for water faucets and paper towels, Dean
Schilling suggests. “In the long run, these will
save you tremendously,” she says.

Look at sensors to turn off lights in unoccupied
places such as bathrooms and storerooms, she
advises. “I am appalled at the number of lights
that are on in the centers all day,” she says. Also,
consider how many lights you need to have on
for security during nonbusiness hours, Dean
Schilling says. Consider whether all computers
need to stay on, she says.

• Recycling.
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Analyze the cost savings of starting a recycling
program, Dean Schilling advises. “Some centers
have found that the recycling reduces the cost of
their refuse pickup,” she says.

Examine the wasted paper from copying and
faxing, Dean Schilling says. “Consider loading
paper from the fax and copier that is printed on
one side for internal use,” she says. “We have
done this in our office for years. The local print
store will take these papers and cut them into
notepads for a small amount of money.”

• Materials management.
Examine the cost effectiveness of having elec-

tronic “eyes” that turn on/off water faucets and
paper towels, Dean Schilling suggests.

Have staff buy and care for their own scrubs,
Dean Schilling suggests. “If you don’t want to
initiate this policy in the OR, consider it for the
prep and recovery,” she says.

Encourage staff to use one set of linens for the
patient throughout the patient’s stay, unless it
becomes soiled, Dean Schilling advises. The
stretcher can go to the OR, and the patient can
get back on the same stretcher to go to recovery,
she says. “The top sheet goes onto the chair as 
a cover once the patient is ready to leave the
stretcher for the chair,” she says. The bottom
sheet is the patient’s cover. Patients use the same
blankets and pillows throughout.

Calculate how much you are spending per
patient on linen, Dean Schilling advises. “I had
one center give the patient two sheets and a pil-
low in pre-op, and another set in discharge recov-
ery,” she says. “This is not free!”

• Staff theft.
Have conversations with the staff about being

careful not to “accidentally” take home Post-it note
pads, pencils, pens, or other supplies stuck in their
pockets during the day, Dean Schilling advises. 

“I read that this kind of unintentional pilfering
can run up to something like $1,500 a year per
employee in some organizations,” she says. “In
the surgery center environment, staff may stick
tape or [adhesive bandages] in their pockets to be
more efficient in taking care of patients, only to
find it inadvertently carried home.”

• Cost-savings contest.
Conduct a “cost-savings ideas” contest, Dean

Schilling suggests, and enroll the physicians,
nurse anesthetists, and other staff to participate.
“Everyone can submit as many ideas as possi-
ble,” she says. 

Have a committee select the best top three
ideas and give prizes, Dean Schilling advises.

Subsequently, implement the ideas. “This is a
great QI activity,” Dean Schilling says.

Treat the surgery center’s budget as if it were
your own at home, Dean Schilling says. “The ASC
does not have a bottomless pocket either!” she
says. [Editor’s note: Do you have a cost-saving idea to
share? Contact Joy Daughtery Dickinson, Editor, at
joy.dickinson@ahcmedia.com or (229) 551-9195.] ■

Grocery store technology 
finds place in OR
Bar coding offers tool for counting sponges

Every year in the United States, about 1,500
people have surgical items accidentally left

inside them following a surgical procedure.1

About two-thirds of these items are sponges,
which can lead to pain, infection, difficulty heal-
ing, and additional surgeries.

One new tool that can help outpatient surgery
programs ensure accurate counts before and after
surgery are bar-coded sponges.

“We had some concerns about using bar-coded
sponges because it is new technology,” admits Jo
Quetsch, RN, clinical director of surgical services
at Loyola University Medical Center in Maywood,
IL. “The new sponge is the same brand and type
of sponge we’ve been using, but it has a unique
identifier attached to it.” 

The concern was that the identifying bar code
would come off or be obscured once it was soaked
with blood, Quetsch explains. “Our concerns were
unfounded, and we’ve not had a problem with
the system,” she adds.

The bar-coded sponge used at Loyola is manu-
factured by SurgiCount Medical in Temecula, CA,
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While technology can provide new tools to help
operating room staff reduce the risk of retained
objects following a procedure, experts point out
that a good count policy must be in place first.
• Bar-coded sponges help nurses avoid counting

the same sponge twice.
• Policies should be clearly written and easily

understood.
• Keep things simple by requiring the same actions

in every case of a miscount.
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but there are others on the market, Quetsch says.
“We chose the SurgiCount system because it relies
upon the use of a handheld scanner, which we
found to be more reliable than a wand,” she says. 

For Loyola, the additional cost of sponges for
all 19 operating rooms of the surgery department,
which handles outpatient and inpatient proce-
dures, is about $70,000 per year, says Quetsch.
“For our department, this is an insignificant cost,
especially when you consider the potential costs
caused by a retained sponge,” she points out. 

There was a one-hour training session for all
operating room staff members, says Quetsch, “but I
do wish we had scheduled more hands-on training
before going live.” After extensive education about
improving the counting procedure to enhance
patient safety efforts, staff members understood the
reason for a switch to bar-coded sponges, but using
them does add time, and you do have to hold the
scanner correctly to read the bar code, she says. 

“Although our surgeons also understood the
importance of our efforts, we did have some sur-
geons concerned about the extra time needed to
scan the sponges,” Quetsch admits. At first, scan-
ning the sponges added an extra 15-20 minutes 
to operating room time, but three months later,
extra time is down to 10 minutes, she says. 

At this time, the bar-coded sponge is the only
new technology used in the surgery department’s
efforts to eliminate retained objects, but there are
other developments that the staff are watching,
says Quetsch. “There are companies that offer bar
code technology on instruments as well,” she says. 

Have clear policies

Using new technology only is one part of
Loyola’s efforts to reduce the risk of retained
objects, points out Quetsch. 

“We are into our second year of a project to
revamp our count procedures and enhance
patient safety in the operating room,” she says.

In addition to implementing the bar-coded
sponges, a new 20-page department policy that
describes counting procedures for all surgical
items including sponges, needles, and instru-
ments, Quetsch says. It applies to everyone in the
surgical department, not just nurses, she points
out. “It’s important that all members of the surgi-
cal team, including the physicians, understand
the correct process because we work together to
ensure the safety of the patient,” Quetsch says.

Even though the Loyola staff use the bar-coded
sponges, the procedure calls for a manual count,

backed up with the bar-coded information, says
Quetsch. “We count and scan before and during
the procedure as sponges are used, then again as
sponges are removed,” she says. The addition of
the bar code scanning ensures that sponges are
not double-counted, Quetsch says. “It’s very easy
to get distracted during a manual count and
count one sponge twice, but this technology
doesn’t allow it to happen,” she says.

At the University of Minnesota Medical Center
in Minneapolis, Carol Hamlin, RN, MSN, director
of departmental performance for perioperative
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No interruptions during 
count to ensure accuracy

Nurses are great multitaskers, but sometimes
multitasking has unintended consequences.

This is one of the findings of the failure mode and
effects analysis conducted at Minnesota Medical
Center in Minneapolis, following a series of
retained objects incidents.

“We discovered a number of different issues that
contributed to the incidents, and we implemented
changes to address those issues,” says Carol
Hamlin, RN, MSN, director of departmental perfor-
mance for perioperative services at the hospital. 

A key change was the “sterile cockpit” concept
for the operating room staff members who were
counting sponges and other instruments, says
Hamlin. “During this activity, no interruptions are
allowed for these two staff members,” she says.
Because nurses do multitask well, they often were
called upon to answer a page, find an instrument,
or help someone else, while they were counting,
Hamlin explains. These interruptions did not
always cause a miscount, but they definitely
increased the risk of miscounts, she adds. This
approach to counting has the same patient safety
focus as a “timeout” to ensure verification of proper
patient, procedure, and site before starting a surgi-
cal procedure, Hamlin says.

Two people must conduct the counts, and the
results of the pre-procedure and post-procedure
counts must be documented, says Hamlin. “We
want a closed-loop communication that has both
people visually and verbally confirming the counts
and communicating directly with each other, with
no interruptions,” she adds.

The count policy also was rewritten to eliminate
any loose interpretations, points out Hamlin. “For
example, we used to let surgeons opt out of X-rays
for certain microneedles, but we found that a sim-
plified process that require X-rays for all needles in
an incorrect count is better,” she admits. ■



services, says, “We haven’t gone the route of bar-
coded sponges because the technology is so new
and we want to wait for it to be tested more.”

Even without technological assistance such as the
bar-coded sponge, the number of retained objects in
the Minnesota surgery department has been zero
for over three years, following an extensive study of
factors contributing to retained objects and develop-
ment of clear, well-defined procedures for counting
and looking for missing objects, she says. After nine
occurrences of retained objects in an 18-month
period, the surgery department conducted a failure
mode and effects analysis. 

“We had investigated reasons for each occur-
rence, but they kept happening, so we looked at
the entire process, including any related human
factors,” Hamlin explains. “We found many
issues that contributed to the risk of miscounting
objects.” The issues fell into three main cate-
gories: the method used to count objects, the
environment, and the count policy. 

“There was no consistency in the way that peo-
ple counted,” Hamlin says. “Some people docu-
mented with hash marks, others used numbers,
some began the count on the back table then
moved into the field, and others started the count
at the field and then moved out to the back table.” 

When the difference in counting is added to

distractions in the environment and the possibil-
ity that another person has to take over the count-
ing, it is difficult to be accurate, says Hamlin.
“Our staff members reported that they often felt
hurried or harassed if they had to recount,” she
says. Operating room staff members also may be
asked to stop what they are doing to answer a
physician’s page or get a replacement instrument
for one that is dropped, she says. “Timing of
these requests is important because if they occur
during a count, it can cause a mistake.”

The count policy was poorly written, admits
Hamlin. “Every time we had an incident, we
would revise part of the policy,” she says. The
constant revisions and the piecemeal approach to
rewriting the policy enhanced the opportunity for
misunderstanding, she says. “It was as difficult as
reading an instruction manual for a new remote
control or a cell phone,” she says. The frequent
revisions also meant that staff members did not
have enough time to fully understand and master
new procedures, she adds.

Changes in the policy addressed the policy
content itself, behavior in the operating room
during the counting process, and actions to take
if the count is off at the end of the procedure, says
Hamlin. [For specific changes, see p. 42. A copy
of the count policy is available with the online
edition of the April 2008 issue of Same-Day
Surgery. Go to www.ahcmedia.com. For assis-
tance, contact customer service at customer
service@ahcmedia.com or (800) 688-2421.]

Developing a count policy, and finding the 
tools and approaches to reduce the risk of obtained
objects, requires careful planning and evaluation of
the entire process, says Hamlin. “The devil is in the
details,” she says. “Make sure everyone knows
what to do and why they are doing it.”
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Hepatitis outbreak
(Continued from cover)

This statement from Julie Gerberding, MD,
MPH, CDC director, is backed up by Nevada health
inspectors who, in response to the hepatitis C out-
break, are investigating all of state’s ambulatory
surgery centers where several violations of stan-
dard practice were found, according to The
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For more information about reducing the risk of
retained objects, contact:
• Carol Hamlin, RN, MSN, Director of Departmental

Performance for Perioperative Services, University
of Minnesota Medical Center, Minneapolis. Tele-
phone: (612) 273-6667. E-mail: chamlin1@fairview.
org.

• Jo Quetsch, RN, Clinical Director of Surgical
Services, Loyola University Medical Center,
Maywood, IL. Telephone: (708) 216-9650. Fax:
(708) 216-0478. E-mail: jquetsch@lumc.edu.

The following companies offer products designed
to improve the accuracy of counts in the operating
room:
• SurgiCount Medical, 27555 Ynez Road, Suite

330, Temecula, CA 92591. Telephone: (951)
587-6201. Fax: (951) 587-6237. Web: www.
surgicountmedical.com. Produces bar-coded
sponge system.

• ClearCount Medical Solutions, Pittsburgh.
Telephone: (412) 931-7233. Web: www.clear
count.com. Produces bar-coded sponge system.
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Associated Press (AP).1 Since 1999, the CDC has
reported 14 hepatitis outbreaks in the United States
linked to improper injection practices.

In the Nevada outbreak, providers reused
syringes, with new needles, and reused vials,
according to CDC investigator Joseph Perz, PhD,
who is acting team leader for prevention in the
Division of Healthcare Quality Promotion. The
practices reportedly were used with colonoscopy
procedures. “That practice can result into the
introduction of blood into the vial,” Perz says.
“Then downstream patients, who are not sharing
the needle or syringe, are at risk.” One AP story
described it as a “type of scandal more often
associated with Third World countries.”2

Michael Bell, MD, associate director for infec-
tion control at the CDC, was quoted by AP as
saying such improper procedures appear to be
more common in ambulatory surgery centers,
including endoscopy center. The AP story said
surgery centers, unlike hospitals, usually don’t
have employees designated to monitor and edu-
cate staff members about best practices. 

In testimony before a legislative committee on
health care, Lisa M. Jones, MPA, REHS, chief, of
the Nevada Bureau of Licensure and Certification,
testified to a legislative committee on health care,
“We’re finding problems at a variety of different
levels: medication reuse, in some cases syringe
reuse in different procedures and functions. That’s
why one of our very first actions is the need to get
the word out on the street.”

Others are quick to say that such practices are 
not indicative of outpatient surgery providers.
Texas Gustavson, RN, chairperson of the Nevada
Ambulatory Surgery Center Association and
Regional Director, Universal Health Services/

Ambulatory Surgery Center Division, says, “We
have worked long and hard, and continue to work
each day, to promote the best in patient care.” In
fact, data reports collected within the surgery center
field routinely indicate infection rates well below
1%, she says. “These are due to strong infection con-
trol policies in place in ambulatory surgery centers
[ASCs] across the country.”

Gustavson’s association supports efforts to
define and ensure adherence to best practices, she
says. “We do not support an individual provider
who might choose to ignore the appropriate stan-
dards,” she adds.

The Southern Nevada Health District has sent
letters to the Las Vegas center’s patients that urged
them to be tested for hepatitis C and B, as well as
HIV. The Endoscopy Center of Southern Nevada in
Las Vegas has been shut down by city officials. The
center’s failure to follow standard infection control
practices resulted in six patients contracting hepati-
tis C — five of them on the same day — and 40,000
more patients being put at risk, according to health
officials. According to a statement released by the
City of Las Vegas, individuals were instructed to
reuse vials of medication. “Investigators were told
by clinic staff that administrators ordered them to
engage in the practice in order to save money,” it
said.

Donald M. Mathews, MD, associate chairman
for academic affairs in the Department of Anesthesi-
ology at St. Vincent’s Hospital Manhattan in New
York City, says, “This is obviously a gross violation
of acceptable practice. I do not know if the primary
cause was greed or ignorance, but either way it is
pretty bad. Obviously, syringes should not be used
with more than one patient.”

The health district, the State Bureau of Licensure
and Certification, and the CDC are investigating
the center. Lawrence Sands, DO, MPH, chief health
officer of the health district, is calling for better
oversight, whistle-blower protection, and educa-
tion within the medical community, according to
AP.

The Endoscopy Center of Southern Nevada is
being investigated by several law enforcement
agencies, including the FBI, for possible criminal
charges. Five nurses have surrendered their
licenses, according to AP. Lawyers are seeking
clients through TV advertisements labeled as
“health alerts.” A Las Vegas attorney Gerald
Gillock, JD, represents one of the six people the
health district officials believe were infected with
hepatitis at the clinic. Gillock told the Law Vegas
Sun that he suspects this situation to produce the
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Following reports of a hepatitis C outbreak at a
surgery center in Las Vegas due to improper infec-
tion control techniques, the nation’s largest number
of patient contacts (40,000) has been initiated, and
education of providers is being emphasized.
• Six patients have tested positive for hepatitis C,

and five contracted the disease on the same day. 
• Needles and syringes are for single patient use.

Medication from a syringe must not be adminis-
tered to multiple patients, even if the needle on
the syringe is changed.

• Single-dose vials should not be used to adminis-
ter medications to multiple patients. 
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state’s largest-ever class action medical malprac-
tice case. One lawyer told the AP that he is repre-
senting about 1,200 patients, and eight of those
have tested positive for hepatitis C.2

The center’s leader, Dipak Desai, MD, ran an
open letter in the Las Vegas Review-Journal in
which he expressed sympathy to patients and
their families and said a foundation is being set
up to cover the costs of testing. An AP story
pointed out that Desai offered no apology and
that he defended his center. Desai wrote, “The
evidence does not support that syringes or nee-
dles were ever reused from patient to patient at
the center.” He also said the likelihood of con-
tracting an infection at the center in most of the
past four years was “extremely low.”

Four affiliated centers in Nevada were shut
down by city and county officials, although they
said they had no evidence of blood exposure.
Leaders in Clark County where three of the cen-
ters are located, said they were closing the centers
as a precaution. Leaders in Hendersonville said
they were closing one affiliated center because a
public health emergency exists. 

Expect the investigation in Nevada to spread,
predicts Steven Sertich, CRNA, MAE, JD, presi-
dent-elect of the Nevada Association of Nurse
Anesthetists. “I would expect more state involve-
ment in investigating centers around the state,
evaluating practices, and addressing potential
deficiencies more aggressively in the future.” 

Sertich points to other hepatitis C outbreaks in
recent years have been linked with inappropriate
infection control practice. “Based on those findings,
I would expect a national review of the practice,”
he says.” (For more on a hepatitis C outbreak in
New York City, see “Anesthesiologist passed hep-
atitis C to patients — Are yours safe? Same-Day
Surgery, August 2007, p. 89.) 

Health care providers need to closely examine
the practices in their facilities, Perz says. “They
should review infection control practices of all
staff under their supervision with an eye toward
injection safety,” he says. “Syringe reuse is not
something that can be tolerated in terms of patient
risk.” (For educational tips, see story, right.) 

References

1. Hennessey K. Vegas hepatitis exposure list incomplete.
March 6, 2008. Accessed at http://ap.google.com/article/
ALeqM5i8B3EkgPbRHRxqB6l6BG6ZL1bn9QD8V8CITO2

2. Hennessey K. Vegas clinic may have sickened thousands.
May 5, 2008. Accessed at http://ap.google.com/article/ALeq
M5i8B3EkgPbRHRxqB6l6BG6ZL1bn9QD8V7J4NO0. ■

Outreach emphasizes 
infection control basics

Basic infection control practices are being
reviewed in light of six cases of hepatitis C

that have been linked with a surgery center in
Las Vegas that reportedly reused syringes, with
new needles, and reused single-dose vials.

“We feel strongly that we need to communicate
with all providers and all settings across the coun-
try,” says CDC investigator Joseph Perz, PhD,
who is acting team leader for prevention in the
Division of Healthcare Quality Promotion. “This
kind of injection safety is the most basic type of
infection control during patient care. It has to be
met as a very basic expectation.”

The New York State Society of Anesthesiologists
and the New York State Department of Health are
working together on an educational outreach
program for anesthesiologists in the state, says
Richard A. Beers, MD, professor of anesthesiology
at State University of New York Upstate Medical
University in Syracuse. In 2007, a cluster of three
hepatitis C infections were reported in patients
who received anesthesia from the same New York
City anesthesiologist. 

“Our goal is to ensure, to the best of our ability,
that the situation that occurred in Long Island never
again occurs and that New York State patients con-
tinue to receive the safest care possible,” Beers says.
“Measures such as these are far more effective than
lawsuits that benefit primarily attorneys.”

The groups’ message emphasizes the following
points:

• Needles, cannulae, and syringes are sterile,
single-patient-use items. These items are contami-
nated and potentially infectious after any single
patient use. Use occurs when the syringe, needle,
or cannula contacts any port of a patient’s intra-
venous infusion line, including the drug or fluid
reservoir.

• Medication from a syringe must not be admin-
istered to multiple patients even if the needle on
the syringe is changed.

• Health care facilities should designate separate
areas for preparation and disposal of medications.

• Single-dose vials should not be used to admin-
ister medications to multiple patients. Multidose
vials should not be stored in the immediate patient
treatment/care area. 

• A single bag or bottle of intravenous solution
or medication should not be used as a common
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source of for multiple patients. Infusion sets (i.e.,
intravenous bags, tubing and connectors) should
be used for one patient only, and the entire set
should be disposed of appropriately after use.

“Many of these practices are common sense and
are strictly adhered to by our member anesthesiolo-
gists,” Beers says. “Some practices are not yet com-
monly followed; however, they are changes that
would eliminate the potential for contamination.”

For example, if multidose vials are available in
a patient care area, a patient will not be at risk for
bloodborne infection exposure from the contents
of the vial if a clean syringe, clean needle, and
alcohol swab are used to penetrate the stopper
each time the vial is accessed. However, one
breach in infection control practice, and the con-
tents of the vial may be contaminated, which
opens the potential for exposure.

“Not all patient care areas in New York state
restrict the use of multidose vials,” Beers says.
“Furthermore, some medications are not supplied
in single-use packaging. Not only do we need to
work at changing the availability and use of mul-
tidose vials in patient care areas; we may also
need to work with the FDA and drug manufactur-
ers to encourage single-dose drug packaging.”

In the future, there may be efforts to eliminate
multiple-dose vials of medications from clinical
practice, says Donald M. Mathews, MD, associ-
ate chairman for academic affairs in the
Department of Anesthesiology at St. Vincent’s
Hospital Manhattan in New York City. “I am sure
it would increase pharmacy direct and indirect
costs and increase the expense of patient care,”
Mathews says. “If it could prevent this type of
problem, however, it might be worth it.”  ■

Surgeon involvement 
generates financial rewards
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

I’m following up on my last column in which I
urged surgical programs to include surgeons in

decision-making processes to help hospitals and
surgery centers alike function better and become
more cost-efficient. Talk is cheap, so here are
some real-life examples:

• Dateline: Greater Orlando, FL. With the
recent reimbursement cutbacks on gastrointesti-
nal (GI) procedures, plans were scrubbed to con-
struct a GI-only surgery center. The numbers
worked before the cutback, but they didn’t gel
after January 2008. 

We decided to move the cases into the existing
hospital and essentially create a GI Center of
Excellence within the not-for-profit hospital. We
incorporated the same team of surgeons that we
were using in this hospital/surgeon joint venture.
We discovered some ingenious new ways to use

existing hospital space to create a new, highly
efficient, dedicated GI environment by expanding
“dead” hospital space and back hallways into
new waiting rooms and GI rooms. 

Because the surgeon investors wanted a free-
standing surgery center for the efficiencies and not
for a profit motive, it worked out well for everyone.
The hospital was able to avoid the loss of 50% of the
cases at a greatly reduced reimbursement (via the
joint venture arrangement), the new department is
managed professionally by an outside company
with a dedicated staff, and the surgeons were able
to stay in the hospital environment in a new, effi-
cient GI department. The input from the surgeons
was instrumental in effecting this change. 

• Dateline: Northern California. Much to the dis-
may of a local hospital, a corporate surgery center
chain was soliciting its surgeons to develop a new
surgery center that essentially would leave out the
hospital. The perception was that this center basi-
cally would put the small hospital out of business.

The hospital hired a surgery center consultant to
put together a team of surgeons loyal to the hospi-
tal to find a solution. Working together, the team
proposed converting an existing hospital outpa-
tient surgery center into a new, for-profit surgery
center in which the hospital and the surgeons split
equity ownership. The threatened surgery center
company, not wanting to fight the hospital’s loyal
surgeons, abandoned their plans and left town.

• Dateline: Central California. A newly formed
surgery center partnership between a not-for-
profit hospital and local surgeons was having dif-
ficulty recruiting new surgeons to the center. 

A team of surgeons was invited to help find a



solution. Quickly it was discovered that the local
surgeons were more comfortable speaking with a
peer rather than the staff of the new venture. The
center took their advice and hired a well-known,
well-respected, and well-liked retiring general
surgeon to be the administrator of the center. It
worked!

• Dateline: Central Illinois. A new center was
struggling with higher-than-average supply cost
per case. A fact-finding panel consisting of 95%
surgeons was put together (stacked with the sur-
geons whose supply costs were the highest). The
group studied the preference cards of the special-
ties involved and within two months, supplies
were standardized and the cost per case was
decreased by 25%. 

The bottom line? Surgeons can be your greatest
ally if you genuinely let them. 

(Editor’s note: Earnhart & Associates is an ambula-
tory surgery consulting firm specializing in all aspects
of surgery center development and management.
Contact Earnhart at 1000 Westbank Drive, Suite 5B,
Austin, TX 78746. E-mail: searnhart@earnhart.com.
Web: www.earnhart.com.] ■

What is the impact of 
med-tech on the economy?

The impact of medical devices on the cost of
health care was one of the topics addressed 

at this year’s National Health Policy Conference,
but, typical for such gatherings, no answers were
clearly established.

Data collection is not particularly good for
establishing the impact of medical technology on
costs, partly because upside and downside risks
of new devices warp demand and also because
reimbursement incentives are misaligned, said
Randel E. Richner, BSN, MPH, CEO of the
Neocure Group in Newton, MA, a device and
drug development consultant.

The payment system offers “inappropriate incen-
tives,” including payment schemes that provide
different reimbursements for services depending on

the site of delivery, Richner said. Medicare, she said,
pays hospital outpatient departments $513 for diag-
nostic colonoscopy and that hospitals account for
more than half of all such procedures. By contrast,
ambulatory surgical centers, accounting for less
than half of such procedures, get about $100 less.

Payers need new technologies that “capture
the right information at the right time” in order
to rationalize payment, Richner said.

Richner said that, as an entrepreneur, she was
“feeling the pain” of health care costs. “I’m writ-
ing a check for almost $40,000 a year for the five
of us” working at Neocure, she said. The chief
culprit for health care inflation “absolutely is not
medical technology,” Richner asserted.

Regulations can’t keep up

Device makers are heavily scrutinized and
regulated, dealing with numerous payers and
national regulatory bodies from across the globe,
she said. However, Richner said she has “empa-
thy for Dan Schultz,” the director of the Center
for Devices and Radiological Health at the Food
and Drug Administration, because regulatory
policy can’t keep pace with technological change. 

Government needs to “avoid the temptation to
regulate when events occur before the technology is
tested thoroughly,” Richner said. When bad news
hits, she said, Congress reacts “instantaneously”
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■ Instrumentation, training
needed for natural orifice
surgery

■ Is minimally invasive
prostate cancer surgery 
the best treatment?

■ New guidance 
on preventing OR fires

■ How to guarantee a 4%
annual increase from your
payers

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 June issue, you
must complete the evaluation form provided and
return it in the reply envelope to receive a certificate
of completion. When your evaluation is received, a
certificate will be mailed to you.  ■



and “has no tolerance for risk.” As for comparative
effectiveness, she argued that such data already 
are coming in from the Centers for Medicare &
Medicaid Services (CMS), local Medicare carriers,
private payers, and others. She said her own con-
sulting work is more geared toward private payers
than toward CMS.  ■
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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.

13. What caused the Nevada outbreak of hepatitis C,
according to Joseph Perz, PhD? 

A. Providers reused syringes, with the same needles.
B. Providers reused syringes, with new needles.
C. Providers reused vials.
D. B and C. 

14. What was a primary concern of physicians when
Loyola University Medical Center switched to bar-
coded sponges for the operating rooms, accord-
ing to Jo Quetsch, RN?

A. Extra time required in operating room.
B. Insurance reimbursement.
C. Higher cost of supplies.
D. Improper use of scanning equipment.

15. Why is it important to orient physicians and allied
health professionals to the emergency procedures
in your outpatient surgery program, according to
Anne Dean Schilling, RN, BSN?

A. Required by accreditation organizations.
B. To reduce risk of liability for harm during an emer-

gency.
C. To increase patient safety.
D. All of the above

16. What is a recent trend noticed by analysts at the
Pennsylvania Patient Safety Authority in outpa-
tient surgery near miss reports collected by the
agency, according to Mary Blanco, RN, MSN?

A. Wrong-site surgery.
B. Increase in patients seeking medical care after

discharge.
C. Patient falls.
D. Medication errors.

Answers: 13. D; 14. A; 15. D; 16. B.



The accreditation survey was going well when
the surveyor turned to the medical director

and asked, “What would you do if the surgery
center received a bomb threat or if a fire broke
out right now?” 

To the administrator’s horror, the physician
replied, “Are you kidding me? I’m out of here!” 

This incidence demonstrates the importance of
making sure your orientation of physicians and
allied health professionals to the emergency plans
of your outpatient surgery program is thorough
and is taken seriously. Even if every member of
your staff is prepared for emergencies, the pres-
ence of a certified registered nurse anesthetist
(CRNA) or surgeon who is unprepared can leave
you short-staffed in an emergency because one 
of your staff members has to “take care of” the
unprepared people, points out Anne Dean
Schilling, RN, BSN, consultant with The ADA
Group, a DeLand, FL-based firm that specializes
in ambulatory surgery center development and
regulatory compliance.

The emergency procedure orientation for
physicians and allied health professionals needs
to be more than a checklist that is read quickly,
marked, and put into a file, Dean Schilling says.
“The orientation should be scheduled for a spe-
cific time and should cover the same items cov-
ered in the surgery program staff orientation to
emergency procedures,” she says. 

Surgeons, physician assistants, anesthesiolo-
gists, and CRNAs are busy and might not per-
form the majority of their cases at your program,
but they should make time for the orientation if
they want privileges, says Dean Schilling. “One

administrator was frustrated that a surgeon had
scheduled and canceled his orientation three
times,” she says. When asked how to handle the
situation, Dean Schilling suggested that the
administrator tell the physician, “If you don’t
come to learn how to handle evacuations in case
of fire, you will be the last one evacuated.” While
this wording seems harsh, Dean Schilling points
out that the safety of patients must come first and
surgery program staff members need to know
that everyone working in the operating room is
able to help, rather than hinder, activities during
an emergency.

The key to getting buy-in and participation in
orientation procedures up front is to make it clear in
your credentialing requirements that privileges will
not be granted until orientation is complete, sug-
gests Dean Schilling. “Your medical director and the
anesthesiologists have to buy into this process, and
they have to understand that it affects patient safety
as well as your accreditation status,” she adds.

Be positive, but firm

When presenting the orientation requirement,
be sure to keep it positive, says Dean Schilling.

“Start out by saying that the physician or
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CRNA will enjoy working at your program and
that your facility promotes a strong safety cul-
ture,” she says. Explain that orientation to emer-
gency procedures is part of the safety program
and ask when it is most convenient for them to
attend an orientation, she adds.

One-on-one orientations are best, but if you are
starting a relationship with a new anesthesiology
group and you need to orient several CRNAs or
anesthesiologists, a small group of two to three can
work well, says Dean Schilling. “Be sure to cover
basic emergency information such as codes, loca-
tion and operation of defibrillators, evacuation

procedures, and emergency exits,” she
recommends.

Give everyone a list of your facility’s codes,
advises Nancy Burnes, RN, operating room
supervisor at Premier Surgical Center in Boise,
ID. Some facilities print codes on the back of staff
ID badges. Codes are different from facility to
facility, so you need to point out that your Code
Yellow may be different from another facility’s
Code Yellow, or you may not use “Yellow” at all,
she says.

The orientation process at Burnes’ facility
includes reading a three-page document that dis-
cusses the emergency information that applies to
all allied health professionals and completing a
checklist that demonstrates understanding of the
material. “Everyone has to complete this orienta-
tion before they perform the first case, and we
have them redo it once a year,” she says. 

The competency assessment includes a demon-
stration of the proper use of the facility’s defibril-
lators as well as the location of fire pulls, fire
extinguishers, and crash carts, Burnes adds. (For
other items included on checklist, see left.)

One of the ways that Dean Schilling suggests
orienting people to emergency items is a scav-
enger hunt. “Give people a list of items such as
the fire blanket, fire extinguishers, emergency
exits, and fire pulls,” she says. “This is a fun way
for them to demonstrate competency.”

Be sure that your physicians and allied health
professionals do participate in emergency drills,
she recommends. “Every outpatient surgery pro-
gram is required to conduct quarterly fire or dis-
aster drills for accreditation organizations and for
Medicare,” Dean Schilling says. “At the end of
the year, all staff in the facility should have par-
ticipated in at least one of the drills, but the defi-
nition of staff is not limited to nursing staff,” she
points out. Physicians, CRNAs, physician assis-
tants, or any other clinical professional in the cen-
ter should be included in at least one drill, Dean
Schilling says.

Make sure that your drills cover more than
just fire emergencies, she warns. “There are so
many other types of emergencies for which staff
members need to prepare that concentrating only
on fires or weather emergencies will not prepare
everyone,” Dean Schilling says. Staff members,
physicians, and ancillary health professionals
need to know how to react to workplace vio-
lence, a biological threat, or a power outage, she
points out. Be sure that the role of ancillary staff
is defined so that everyone knows what to do,
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Keep orientation 
checklist to the point
Focus on emergency-related activities

All staff members need to know how to respond in
the event of an emergency, including certified

registered nurse anesthetists (CRNAs) and physi-
cians, says Nancy Burnes, RN, operating room
supervisor at Premier Surgical Center in Boise, ID.
To ensure that CRNAs and physicians were not
overwhelmed by information, Burnes summarized
key sections of the center’s orientation program to
focus upon information that will help them respond
to emergency situations.

“I pulled the most critical information and the
information that is most often needed,” says Burnes.
The three-page document is easy to read and easy
to use as a reference, she adds. 

Some of the items included in the document
include:

• explanation of all codes;
• identification of security team and safety offi-

cer for the center;
• locations of the following items: supplies to

restock crash carts, fire extinguishers, fire pulls,
weather radio, flashlights, generator, defibrillators,
and all exits in building;

• description of entry used for ambulance when
patients must be transported to hospital;

• evacuation plan.
Although the orientation needs to be thorough,

Barnes points out that by not overwhelming physi-
cians and ancillary staff, they are able to learn the
key items. “I do review the information or share
new information on an informal basis throughout
the year,” she explains. “Informal discussions
about one or two items at a time makes it seem
less time-consuming and less laborious for staff
members who are not here every day.” ■



Dean Schilling adds. (For more information on
violence, see “Sniper, terrorist threats teach les-
son to SDS managers: Be prepared,” Same-Day
Surgery, January 2003, p. 1. For more informa-
tion on biological threat, see “Hospital worker
dies from inhalation anthrax, raises bioterror-
ism concerns,” SDS, December 2001, p. 137.)

Ensuring a complete emergency preparedness
orientation for physicians and ancillary health
professionals is challenging, Dean Schilling
admits. “This needs to be more than a paperwork
process. It must be a thorough process of teaching
and learning,” she says. “Board members are
often supportive of efforts to orient physicians
when they realize how physician preparedness
for emergencies can avoid potential liability
related to patient harm.”  ■

Near-miss reports provide 
valuable information
Authority hopes data will prevent adverse events

Identification and reduction of potential adverse
events and patient safety risks are required by

all accreditation organizations, but not all outpa-
tient managers look at using information from
near misses to develop performance improve-
ment projects to address risks. Pennsylvania pro-
grams not only are collecting data on near misses,
but they also are required to include near miss
information as well as adverse event information
in reports to a state authority. 

The Harrisburg-based Pennsylvania Safety
Authority received 200,000 reports of adverse
events last year, and 96% of the events were 
near-miss incidents in which something that

could have injured a patient was stopped, caught,
and fixed before the patient was harmed.

“It is important to capture information from
near misses because causes of serious events are
often the same causes identified in near miss
reports,” says Mike Doering, MBA, executive
director of the authority. Examination of near-
miss reports provides an opportunity to see what
worked as well as what didn’t work, Doering
says. This proactive approach can help outpatient
surgery programs identify and fix problems
before harm is done, he adds.

Information on near miss incidents don’t get
reported to the Department of Health and don’t
affect a facility’s licensure or accreditation status,
Doering says. This information is used to identify
trends or specific areas that need extra attention,
he explains.

Difference with outpatient surgery errors

While hospital incidents most often are related
to medication errors or falls, outpatient surgery
incidents most often are related to errors or com-
plications related only to the procedure, says Mary
Blanco, RN, MSN, an analyst for the authority.
“This difference makes sense because outpatient
surgery patients are not in the facility long enough
for a high risk of medication error or fall,” she
admits. “We are starting to see a trend in outpa-
tients who seek medical care after discharge.”

When a trend is identified, reporting facilities
are asked what changes they made in their pro-
cess and how the changes are working, says
Blanco. After gathering this information and
conducting literature searches for information
related to the subject, an article is included in the
quarterly publication, Patient Safety Advisories.

“Our Advisories are available on our web site for
free,” says Doering. (See resource box, p. 4.) “In
fact, you can subscribe at no cost by signing up on
the web site.” This is a service that is available to
all health care facilities, not just Pennsylvania-
based organizations, he explains.

The trend in which outpatient surgery patients
are seeking care following discharge raises a
number of questions including how well did
they understand discharge instructions, did 
they understand how much pain or bleeding 
to expect, and do they know who to call if they
need help, Blanco says. Identification of this
trend will help outpatient programs review their
discharge procedures and their patient education
to address these questions, she adds.
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For more information about orientation for physi-
cians and ancillary health professionals, contact:
• Nancy Burnes, RN, Operating Room Supervisor,

Premier Surgical Center, Boise, ID. Telephone:
(208) 377-3937. E-mail: nlburnes1@yahoo.com. 

• Anne Dean Schilling, RN, BSN, Consultant, 
The ADA Group, 911 E. Minnesota Ave., DeLand,
FL 32724. Telephone: (386) 956-1817. E-mail:
Adean9@cfl.rr.com. Web: www.theadagroup.com. 
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Articles in Patient Safety Advisories also may be
generated by a request from a facility, says Bill
Marella, project manager for the authority. “We
were asked if all outpatient surgery programs
required a responsible person to accompany the
patient home and what constitutes a responsible
person,” Marella says. “The facility wanted to
know if they were fulfilling their responsibility
by putting the person in a cab.” 

Insisting that a responsible person accompany
the patient as he or she is discharged is about
more than just transportation, he points out. 
“The patient should have someone that can listen
to discharge instructions, get the patient home
safely, and ensure that the patient follows dis-
charge instructions,” he says. “However, there 
is no clear definition of responsible person.”
(Editor’s note: The September 2007 issue of Patient
Safety Advisory includes an article on this issue. 
See resource box, right, for information on access.)

More thorough screening process

Other hot topics for the Pennsylvania Safety
Authority include wrong-site surgery and pre-
screening of patients, says Blanco. “Outpatient
surgery programs are seeing an increasing
number of complex cases, and we are seeing 
an increase in low oxygen levels or abnormal
heart rhythms in patients,” she says. When these
reports come through, they ask if that patient was
appropriate for outpatient surgery at all, Blanco
says. “I think that outpatient surgery programs
are seeing that their screening process needs to 
be more thorough and that they need to be ready
to send the patient to the hospital for the proce-
dure,” she adds.  ■

Escort now ensures 
correct patient ID

It wasn’t a surgical procedure that almost
tripped up the staff at Blue Ridge Surgery

Center. It was a pain procedure, says Suzanne L.
Broome, RN, director of the Seneca, SC, facility. 

“Our pain clinic is just across the lobby from
the surgery center, and we got a call that the
physician was sending a patient over for immedi-
ate treatment,” she recalls. “A patient arrived; we
began preparing her for the procedure and, as we

took the history and physical, we discovered that
it was not the patient we were expecting.” The
“real” patient was in the waiting room, and the
patient her staff were preparing had an appoint-
ment in the pain clinic, she says.

Luckily, the nurse taking the history and physi-
cal recognized that the patient did not have the
symptoms for which the procedure was used to
treat, but the patient did not realize she was in
the wrong place, says Broome. “Now, if the pain
clinic is sending us a patient for immediate treat-
ment, a pain clinic staff person walks the patient
to us,” she says.

All encouraged to collect data

Although reporting of near misses is manda-
tory only in Pennsylvania, Doering says all
surgery programs should collect the information.
A patient safety committee within the program
should collect and analyze the information to
identify opportunities to prevent more adverse
events, he says. 

“The facility should also recognize that people
are going to make mistakes and although every
mistake should not be excused, an environment
that promotes open communication in the name
of patient safety is going to be safer for the
patient,” Doering says.  ■
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For more information about near miss reporting,
contact:
• Mike Doering MBA, Executive Director, Pennsyl-

vania Patient Safety Authority, Harrisburg. Tele-
phone: (717) 346-0469. Fax: (717) 346-1090. 

• Suzanne L. Broome, RN, Director, Blue Ridge
Surgery Center, 10630 Clemson Blvd., Suite
200, Seneca, SC 29678. Telephone: (864) 482-
5100. E-mail: sbroome@broa.com.

Pennsylvania patient Safety Authority web site:
www.psa.state.pa.us. To find copies of past issues
of Patient Safety Advisory, go to the web site and
select “Advisories and related resources” on left
navigational bar. Scroll down page to view titles of
articles included in each issue. To find toolkits and
other resources, click on the “Resources Associated
with Patient Safety Advisory Articles” link included in
the text at the top of the “Advisories and related
resources” page.
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University of Minnesota Medical Center  Code:D:PC-C-P/Pr 

Minneapolis, Minnesota     Page 1 of 4 

Policy/Procedure         

 

     
 
Category: 

 
PROVISION OF CARE 

 
Subject: 

 

COUNTS 

 

Purpose: To ensure accurate counts intra-operatively. 

 

Policy :   This policy details the practice in the OR at UMMC.  The policy is based on the 

AORN recommended practice for sponge, sharp, and instrument counts with the 

exception of instrument counts.  Instrument counts are NOT performed in the OR 

because UMMC has zero incidences of retained instruments and matches the 

community practice. 

 

Consideration:  Whenever there is an incorrect closing or final count a mandatory search of the 

wound, surgical field, floor, trash and linen is performed.  If the missing item is not 

found an X-ray is taken.  The surgeon has the discretion to use his/her clinical  

  judgment to determine if a retained object identified by X-ray is retrieved in 

  consideration of the circumstance and the best interests of the patient. 

      For unresolved counts: 

• The surgeon or his/her designee discloses to the patient or the appropriate 

patient representative the incorrect unresolved count or possible retained 

object in accordance with Fairview's Communication/Disclosure Policy. 

• The surgeon documents the incorrect count or possible retained object  

      in the operative report and documents the disclosure conversation in the       

       medical record. 

 

Procedure: 

 1.  Procedures in which counts are conducted: 

a. Counts are conducted for all procedures in which counted items are opened.  

All sponges used during these procedures are X-ray detectable. 

  b.  Uncounted sponges (e.g.:  gauze dressings) are not opened on the field until  

       the final count of the last procedure site is complete and reconciled.  (Do not  

                             open dressing packages in custom packs.) 

2. Baseline Count 

The baseline count is recorded on a grease board by the circulating nurse.  

Then, as counted items are added to the field, the tally on the grease board is 

amended to reflect additional items. All counted items on the field are included  

in the baseline count. There is a separate baseline count for bench tables used for 

transplants recorded on grease board as Bench count. 

 3. When to count: 

  a. At the beginning of each case, a complete count is conducted in 

                        order to establish the baseline count. Items added to the field during 

                        the case are counted and added to the baseline count.  

b. When closing a cavity within a cavity such as uterus, bladder, bowel or 

stomach 
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     c. Just before or at the start of closing the first layer 

d. At the start of closure of the final layer (usually skin) 

e. When multiple procedures involving multiple sites are performed, a separate 

count is conducted and documented for each site. All counted items are kept  

in the OR until all procedures are completed. 

f. At the time of permanent relief of the scrub person or circulating nurse 

g. Whenever requested by a member of the surgical team.  These counts are          

             considered an accounting of items on the field not an official count and would     

             normally not be recorded. 

4. Who counts: 

a. All counts are conducted by the scrub person and the circulating nurse who  

is an RN.  

b. Preferably, all counts are conducted by staff assigned to the case.  In the event 

that a count is conducted by staff assisting with the case set up, an entire baseline 

count is completed by the same two staff and documented on the OR nursing 

record. 

5. What to count: 

The following items are counted in the following order: all radiopaque 

sponges, sharps, and other in the baseline count (see 6a 1-4) and in all 

subsequent counts.  

a. All radiopaque sponges—including 4x8s, Kittner dissectors, peanuts, 

cottonoids, cotton balls, throatpacks, laps, baby laps and tonsil sponges. 

b. All sharps: Blades, needles, hypodermic needles, cautery tips (all), Lone Star    

               stays, heparin needles  

c. Other: suture boots, shods, ligaclip cartridges, vascular (Fogertys) inserts,         

             vessel loops, scleral plugs, scleral shields, scratch pads, bulldogs (plastic and 

metal), umbilical tapes, Heifitz clips, cannulas, Penrose drains, Weck Cell spears, 

              and twill tapes.  

6. How to count: 

Both the scrub person and the circulating nurse count out loud and 

directly view each counted item (except needles:  see #5). When counting  

sponges both persons directly view the radiopaque marker. Special handling 

instructions for the baseline and intra-operative counts follow. 

a. Baseline count 

1. Sponges. All sponges used during these procedures are X-ray 

detectable. When counting the radiopaque marker for 4x8s, first the scrub  

person breaks the tape closest to the radiopaque strip. Then the 4x8s  

are held by the bottom 1/3 and counted by separating the top 2/3 of each sponge  

in the 4x8 pack.  

2. Laps. The tape is broken and the laps separated while counting. Hold  

the pack in one hand, place one sponge at a time on back table while viewing the 

radiopaque marker. 

*Note: If the count of a package of 4x8’s or laps is incorrect (i.e. if 

there are not 10 or five sponges in the package) then, the entire package and its     

           contents are isolated from the field and removed from the OR. 

3. Blades.  Open packages and view each blade.   

4. Needles. Suture needles are counted according to the number marked  

on the outer package and multi packs are verified by the scrub person and  

circulating nurse when the package is opened. 
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b. Intra-operative modifications to the baseline count 

1. As counted items are handed off the field, they are subtracted from the 

tally on the grease board. 

                                   2. When counting off used sponges during the case, both the               

circulator and scrub must visualize the items and the binding together of like 

sponges in sets of 5 or 10 (as originally packaged) and placement in a red bag. If 

counting bags are used, only 10 sponges or 5 laps are placed in the pockets.         

When 10 sponges or 5 laps have been place in the counter, the circulator and the 

scrub visualize and count each item.  The counter bag is rolled up and placed in a 

red bag. All non-sharp countables are contained and disposed of in red bags (i.e.   

   cottonoids, vessel loops). 

3. Throat packs. Whenever a throat pack is placed in or removed 

from a patient, the person placing or removing the throat pack verbally  

announces the action. Placement and removal of the throat pack is documented  

on the grease board, the anesthesia record and the OR nursing record. The 

documentation includes time in and time out. 

4.  Bench counts (U Campus).  The resident or fellow assisting with bench 

procedures counts with the circulator before leaving the bench table to account for 

needles and shods.   A final bench count will be performed between the scrub and 

circulating nurse after the organ has been implanted. 

c. Closing and final counts 

The closing and final counts begin at the surgical site and immediate surrounding 

area, proceed to the mayo stand and back table, and then to items discarded from 

the field.   

7. Counted items are not cut or altered in any way. If a counted item is cut or altered in 

any way all parts of the item are accounted for and removed from the field.  Report 

this to subsequent caregivers and/or document on the greaseboard. 

8.   Counted items are not removed from the OR while the case is in progress. Linen and  

       trash containers are not removed from the OR until all counts are completed and        

       reconciled and the patient leaves the room. A counted item found outside the room is 

       not used to correct the count, as it cannot be guaranteed that the item is from that 

                 OR. Once the patient leaves the OR all counted items are removed from the OR. 

 

            **Note: Accounting for and disposing of all counted items at the end of 

the procedure clean-up helps to avoid potential incorrect counts on subsequent 

procedures. 

 

9.  Documenting Counts.  All baseline and closing counts are documented on the OR 

nursing record. 

10. Incorrect Closing Count.  If, during the closing counts, there are any discrepancies 

between the number of the items counted and the number on the grease board, the count 

is considered incorrect and the following steps are taken: 

a. The surgeon is notified immediately. This is considered a “Time out for 

patient safety.” 

b. A recount is conducted. 

 

 

 



4 Online Supplement to SAME-DAY SURGERY ® / April 2008

 4

 

      Page 4 of 4 

 

c. If the item is still missing after the recount, the scrub team searches the  

wound, drapes, field, mayo stand, and the back table. At the same time, the 

circulating nurse searches the sponge count bag, all trash, linen, floor and all  

items that have been previously counted off the field.     

d. If the item is located in this search, a complete recount is conducted and a 

correct count documented. 

e. If the item is not located in this search, the circulating nurse calls for an X-ray. 

The X-ray is read within 15 minutes by a radiologist prior to the patient leaving  

the OR. 

f. An I Care report is completed for all unresolved incorrect counts 

and forwarded together with the room record to the respective AHN/ANM  

or NM. 

g. The circulating nurse documents the following items on the OR nursing  

record: (i) the incorrect count; (ii) all steps taken to resolve the count, including 

the X-ray results and the name of the radiologists who read the X-ray; and  

(iii) the name of the surgeon who was notified that the count is incorrect. 

11. When the wound is packed open: 

a.  The circulating nurse documents on the OR nursing record in the 2
nd

 post op 

count “wound packed open” and under the packing category, the type and 

quantity of dressing sponges that were used to pack the wound.  When the patient 

returns to the OR for final wound closure an X-ray is taken to assure that all 

sponges have been accounted for. 

b.  X-ray detectable sponges are not cut or altered in any way or used for 

dressings 

or packing.   

*Note:  In the unusual event when a surgeon specifically requests that X-ray  

detectable sponges are to be used for packing the circulating nurse records the 

type and number of sponges on the OR nursing record. 

c.  An I Care report is NOT completed. 

 

            
 
Regulatory/External References 

 
AORN  

 
Internal References 

 
 

 
Source 

 
POS Nursing & Medical Leadership 

Approved By 
 
OR Committee 

 
Date Effective 

 
10/00 

 
Date Revised 

 
 
5/01, 8/01, 12/01, 11/03, 1/05 

Date Reviewed 
 
2/06 

counts.06.Final.plcy 

 

Source: Reprinted with permission. University of Minnesota Medical Center, Minneapolis; 2006. Authors: Kathleen Harder, PhD, and John
Bloomfield, PhD, Center for Human Factors Systems Research and Design, University of Minnesota.
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