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Early action advisable to prepare 
for new alarm safety standards

Survey finds staffing patterns 
stable but positions hard to fill

Walk into any patient 
care unit—whether pre-
operative, intraopera-

tive, or postoperative—and you 
will hear numerous alarm signals. 
Some are signaling a medical ne-
cessity, but many are false alarm 
noises that do not require action.

Health care workers can hear 
several hundred alarm signals per 
patient per day, which may cause 
alarm fatigue. Overwhelmed or 
desensitized by the constant bar-
rage, care givers may take unsafe 
actions, such as turning down the 
devices, shutting them off, or ig-
noring them.

Patient safety advocates have 
warned of alarm fatigue for years, 
and it’s a growing concern as hos-

pitals invest in more complex de-
vices with a growing number of 
features and sensors. 

In June, the Joint Commission 
approved a new National Pa-
tient Safety Goal on clinical alarm 
safety (NPSG.06.01.01). The effec-
tive date is January 2014.

The goal consists of 4 elements 
of performance to be phased 
in over 2 years—2 start in 2014 
(Phase I), and 2 start in 2015 
(Phase II).

The Joint Commission says it 
plans to publish the Phase I and 
II requirements at the same time 
to provide the field with complete 
information about the ultimate re-

A sluggish economy con-
tinues to drive OR staff-
ing, according to the 23rd 

annual OR Manager Salary/Ca-
reer Survey. Although economic 
growth in the US has ticked 
slightly upward, 70% of respon-
dents say the economy affected 
their OR staffing in the past 6 
months, comparable to 68% last 
year and 69% in 2011. 

The OR workforce remains 
relatively static, with most direc-
tors saying turnover of RNs and 
surgical technologists (STs) has 

stayed the same over the past 
year, at 70% and 74%, respec-
tively.

Few signs of movement can be 
detected, although 19% of direc-
tors report using agency or travel 
nurses to fill budgeted positions, 
up from 12% last year. However, 
that’s still below the 32% from 
the prerecession days of 2007. 
An aging workforce means long-
term staffing challenges can’t be 
ignored: Nearly half (46%) of re-
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The economy continues to 
present staffing and bud-
getary challenges, our an-

nual staffing survey finds; little 
has changed since the 2008 reces-
sion despite slightly better overall 
conditions (see cover story). Peri-
operative leaders report they’ve 
had to reduce overtime, eliminate 
open positions, and tell staff to 
take time off without pay in order 
to meet the bottom line. 

Recent months have seen a 
steady stream of announcements 
about layoffs to compensate for 
budget shortfalls. All told, nearly 
6,000 health care workers are ex-
pected to be let go from hospitals 
across the US, according to analysts 
with Investor’s Business Daily, be-
cause of factors such as lower inpa-
tient admissions and the decline in 
Medicare reimbursements. 

Examples abound: 
•	�Vanderbilt University Medical 

Center has cut some 300 jobs 
because of dwindling research 
funding and lower Medicare 
and Medicaid reimbursements, 
says Dr Jeff Balser, the medical 
center’s chancellor. 

•	�The University of Maryland 
Medical Center eliminated 65 
jobs.   

•	�At  LifeBridge Health in Balti-
more,  perioperative services 
staff were reduced by leaving 
vacant positions unfilled, ac-
cording to Jerry W. Henderson, 
MBA, RN, BSN,  CNOR, CASC, 
assistant vice president periop-
erative services. 

•	�St John Providence Health Sys-
tem in the Detroit area elimi-
nated 160 jobs. 

•	�Liberty Hospital, near Kansas 
City, Missouri, cut 120 positions, 
closed a clinic, and reduced ser-
vices. 

•	�The Ozarks Medical Center in 
Arkansas laid off 32 people, cut 
managers’ pay by 5%, and left 
open positions unfilled.

•	�The Baystate Franklin Medical 

Center in Greenfield, Massachu-
setts, said it would cut up to 9 po-
sitions among its medical-surgi-
cal nursing staff, largely because 
average patient stays dropped 
from 3.4 to 2.4 days between 2012 
and 2013, according to Baystate 
Franklin President Charles Gi-
janto. Interestingly, however, he 
also said new ORs were being 
designed to attract more sur-
geons and “to try and rebolster 
the surgical side of the equation.”
Meanwhile, legislators in New 

York State are grappling with a 
bill designed to increase the nurse-
to-patient ratios in the state’s 
185 acute care hospitals in an ef-
fort to boost patient safety. And 
plenty of hospitals are investing in 
new technology, equipment, and 
staffing structures or workflow 
changes to improve care. But these 
are challenging times. 

What are some of your big-
gest challenges, and how have 
you met them? We’d like to share 
your experience with our readers. 
Send an e-mail to Elizabeth Wood, 
ewood@accessintel.com. 

And next month, look for our list 
of “greatest accomplishments” re-
ported by our survey respondents—
it’s sure to be an inspiration.❖

—Elizabeth Wood
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Letters nominating Pamela 
Smith, BSN, RN, CNOR, as 
the 2013 OR Manager of the 

Year described her as a leader 
who has supported her staff and 
their decisions, an advocate for 
education, and a clinical manager 
who “drives quality and efficiency 
while balancing high patient and 
staff satisfaction scores.”   

Smith, manager of the OR at 
Bon Secours St Francis Hospital 
in Charleston, South Carolina, 
will be honored at a luncheon on 
Tuesday, September 24, during 
the OR Manager Conference in 
National Harbor, Maryland.

St Francis, a community-based 
hospital, is the only Magnet fa-
cility in the “low country” part 
of South Carolina, according to 
Smith. She has been there since 
1981, gradually working her 
way up from LPN to RN and ul-
timately to perioperative clini-
cal manager in 2002. Smith has a 
staff of 70 and manages the ster-
ile processing department (SPD) 
and 8 OR suites along with a 
cysto suite and a minor proce-
dure room. 

Getting certification
“In 2005, we only had 3 nurses 
who were certified as CNOR. 
I felt that certification was im-
portant for our patients and 
our staff, so we began engaging 
staff and within a year we were 
at 92% certification,” she says. 
“We’ve maintained that 92% 
level for our RNs, and our scrub 
techs and SPD techs are at 100% 
certification.”

By getting her certification at 
the same time as her staff, Smith 
won over those who initially 
balked at the new requirement. 
“As long as you’re willing to par-
ticipate and do the things you’re 
asking your team to do, it’s much 
easier to get buy-in,” she says.

Achieving efficiencies
“I have witnessed year-after-
year improvement in first-case 
on-time starts, first-shift utili-
zation, block scheduling, SCIP 
[Surgical Care Improvement 
Program] success, and employee 
satisfaction,” writes Mitchell J. 
Siegan, MD, chair of the hospi-
tal’s anesthesia department and 
medical director of the periop-
erative service, who supported 
Smith’s nomination.

Clinical nurse specialist Jen-
nifer Vieau also praised Smith’s 
efforts to boost efficiency, not-
ing that immediate-use steriliza-
tion rates and unintended hypo-
thermia rates have dropped dur-
ing her tenure.

While modest about her ac-
complishments, Smith cites better 
communication between the OR 
and the SPD as a notable achieve-
ment. An OR/SPD process im-
provement committee composed 
of nurses, surgical technologists, 
and the SPD coordinator meets 
each month to brainstorm about 
how to be more efficient. As a re-
sult, the hospital now hires surgi-
cal technologists into the SPD so 
they can be cross-trained between 
the OR and the SPD, she says.

Fostering teamwork
Being honest and fair with staff 
and having open communication 
are the cornerstones of Smith’s 
leadership style. “In order to lead 
them, I have to treat them how I 
want to be treated. That sounds 
so basic, but it’s true,” she says. 

“Be prepared to work. Every-
one is part of the team,” Smith tells 
new hires. “I am right there with 
them. It’s not uncommon for me 
to be turning rooms, helping pa-
tients, whatever needs to be done. 
We’re here for the patients.”

St Francis employees are part 
of an extended family, Smith says. 
“We have staff who have been 
here for 10 or 15 years, and they 
do a good job of bringing new 
people into the fold.”

Dr Siegan concurs: “Many of 
our RNs and technicians have been 
working in this unit for over a de-
cade. As a result, we have no trav-
eling nurses or technicians. I cannot 
overstate the importance of hav-
ing such deep-rooted relationships 
among our surgeons, anesthesiolo-
gist, nurses, and technicians.”

That close collaboration is re-
inforced through the Back Pack 
Buddies program, which gives 
elementary school students from 
low-income areas food to take 
home. Smith’s team participates 
by going to the food bank, pick-
ing up the month’s shipment of 
food, bringing it back to work, 
packaging it, and taking it to the 
school.

Being a team player and liv-
ing by the golden rule have made 
Smith a highly successful leader, 
and while she is thrilled to have 
been named OR Manager of the 
Year, she is quick to give credit to 
her staff: “I’m the recipient of the 
award, but it’s really about the 
staff and the hard work they do. 
They’re the ones who deserve the 
recognition.” ❖
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OR Manager of the Year embraces golden rule

OR Manager Conference

Pamela Smith, BSN, RN, CNOR
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Among the tools and proce-
dures intended to increase 
efficiencies and reduce er-

rors in the OR are time-outs and 
checklists, which have become a 
standard practice during many 
surgical procedures. 

Vicki Hess, MS, RN, CSP, be-
lieves these same tools can be used 
to promote engagement and de-
crease stress among those working 
in the OR, creating an environment 
that leads to stronger teamwork 
and improved outcomes. 

“Everyone is realizing that em-
ployee engagement is what drives 
patient satisfaction, quality, safety, 
and all other metrics that we mea-
sure,” says Hess, former adjunct 
professor at Johns Hopkins Uni-
versity Graduate School of Busi-
ness and a Certified Speaking Pro-
fessional.

“A time-out for engagement is 
not about OR job processes—it’s a 
time-out to reconnect you to what 

gets you energized, satisfied, and 
productive at work,” she adds. 
“As an OR manager, taking a time-
out for yourself and encouraging 
others to take time-outs provides 
that space where you can refocus, 
re-energize, and reset.” 

Using humor, real-life stories, 
and evidence-based research, Hess 

will share strategies for OR leaders 
to bolster their own engagement 
and thus be more effective during 
a general session at the OR Man-
ager Conference September 23-25 
at the Gaylord National Resort in 
National Harbor, Maryland, near 
Washington, DC.

Creating an environment of 
employee engagement requires a 
leader to champion the cause, not 
only by singing the praises of such 
an environment but also by prac-
ticing the principles of an engaged 
workplace, Hess notes. 

A tool similar to the time-out 
tool often used in ORs during 
surgical procedures can be lever-
aged to help promote an engage-
ment ecosystem. The “Engagement 
Checklist” consists of 12 statements 
designed to help identify where 
you currently stand on engage-
ment. From questions about your 
own connection to work to others 
about staff who report to you, an 
easy-to-use grading system identi-
fies where you are doing well and 
where you need to focus when it 
comes to engaging your team.

Hess calls this sense of engage-
ment in the workplace “Profes-
sional Paradise.” Creating such a 
paradise—a work environment in 
which all employees are satisfied, 
energized, and productive—is in 
fact realistic, even in challenging 
times, Hess believes. 

Learn more about creating 
this paradise during her session, 
“Time-Out! Creating Your Own 
Checklist for Success.” Hess will 
provide information, tips, and 
anecdotes for building engage-
ment in the workplace and foster-
ing the leader within. Visit www.
VickiHess.com or send an email to 
vicki@vickihess.com.

Register online at www.orman-
ager.com.

Practicing a personal time-out can help  
to engage you and your team
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spondents say recruiting experi-
enced OR nurses has been more 
difficult in the past year, com-
pared with 26% in 2010 and 43% 
in 2012. 

Survey highlights
Other key findings include: 
•	�The three main responses to 

the economic conditions of the 
past 6 months have stayed the 
same for 3 years now: reduc-
ing overtime (49%), eliminat-
ing open positions (35%), and 
requiring staff to take time off 
without pay (32%). 

•	�About two-thirds (65% for RNs 

and 66% for STs) of respon-
dents say there hasn’t been a 
change in the number of open 
positions in the past year, simi-
lar to 2012 responses.

•	�The average number of open po-
sitions in the OR has increased 
from 2 years ago for both RNs 
(3.1 vs. 2.4 in 2011) and STs (1.9 
vs. 1.1 in 2011); however, they 
are lower than last year at 3.6 
and 2.0, respectively.

About the survey 
Data for the OR Manager Salary/
Career Survey was collected from 
March to May 2013. The survey 
list comprised 775 OR Manager 
subscribers who are directors (or 
equivalent) of hospital ORs. The 

survey was closed with 160 us-
able responses—a 21% response 
rate. To ensure representation of 
the target audience, results were 
filtered to include only the 155 
respondents who work full time 
in a hospital. The margin of error 
is ±7.0 percentage points at the 
95% confidence level. This arti-
cle features the staffing findings 
from the survey. Other findings, 
including compensation and 
management responsibilities, 
will be reported in the October 
2013 issue.

Most respondents work in a 
community hospital (76%) rather 
than a teaching hospital (19%), 

Hospital respondents 
to survey

Region Response

Northeast 14%

Midwest 39%

South 24%

West 22%

How difficult is it to recruit 
experienced OR nurses?

Easier
6%

More 
difficult

46%

No 
response

2%

About 
the same

46%

What percentage of 
FTE positions are open?

RNs

None
45%

5–9
6%

10+  8%

What percentage of FTE positions are open?   
[pie charts]   

RNs   
None 45%  
1-2 28%  
3-4 13%  
5-9 6%  
10+ 8%  
   
STs   
None 53%  
1-4 37%  
5+ 8%  

Unknown 2%  

STs

1–2
28%

1–4
37%

3–4
13%

5+
8%

Unknown  2%

None
53%

How do open positions 
compare to 12 months ago?

Open RN FTE positions

Stayed the same
65%

Unknown 5%

     
[pie charts]     

     
Open RN FTE positions     

Increased  14%   
Stayed the same  65%   

Decreased  16%   
Unknown  5%   

     
Open ST FTE positions     

Increased  15%   
Stayed the same  66%   

Decreased  14%   
Unknown  5%   

Open ST FTE positions

Increased 
14%

Decreased 
16%

Stayed the same
66%

Unknown 5%
Increased 

15%
Decreased 

14%

Staffing survey
Continued from page 1

Continued on page 8
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with the location split fairly 
equally among rural (37%), sub-
urban (33%), and urban (28%). 
Nearly all respondents (91%) 
work in not-for-profit facilities, 

and the average number of li-
censed hospital beds is 246, with 
a median of 192.

Staffing profile 
The average number of open staff 
positions was 3.1 for RNs (vs 3.6 

in 2012) and 1.9 for STs (2.0 in 
2012). The number of RN open 
positions was significantly higher 
in teaching hospitals (5.0) than in 
community facilities (2.8).

Positions were open an aver-
age of 10.5 weeks for RNs and 11 

Staff turnover rate

Type of facility

Overall Community Teaching Northeast Midwest South West

RNs 6.4% (3%) 5.7% (2%) 8.9% (4%) 4.6% (1%) 6.8% (2%) 6% (5%) 7% (3%)

STs 6.8% (1%) 6.7% (1%) 7.4% (2%) 8.5% (0%) 8% (1%) 4.9% (3%) 5.7% (2%)

ORs that use agency or travel nurses to fill budgeted positions

Type of facility

Overall Community Teaching Northeast Midwest South West

19% 17% 20% 23% 11% 13% 35%

*The mean is the average. The median is the midpoint in the distribution.The mean is influenced by extremely large and small values, 

while the median is not.

Number of open FTE positions in ORs

mean (median)*

Type of facility

Overall Community Teaching Northeast Midwest South West

RNs 3.1 (1.0) 1.8 (1.0) 5.0 (2.0) 3.3 (1.0) 3.5 (0) 3.0 (2) 2.5 (1.0)

STs 1.9 (0) 1.5 (0) 2.8 (1.0) 1.2 (0) 1.4 (0) 3.3 (1) 1.7 (1)

Number of weeks positions have been open
mean (median)*

Type of facility

Overall Community Teaching Northeast Midwest South West

RNs 10.5 (8) 9.9 (8) 9.9 (8) 12.1 (8) 9.8 (7) 9 (6) 12.4 (10)

STs 11 (6) 11.3 (8) 7.1 (6) 14.6 (10) 9.8 (5) 9 (6) 13.3 (10)

Continued from page 7
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weeks for STs, compared with 11 
weeks and 8 weeks, respectively, 
in 2012. Community facilities 
tended to fill RN positions more 
quickly than their teaching coun-
terparts. 

Almost half of OR directors re-

ported no open positions for RNs 
(45%), and more than half had no 
open positions for STs (53%).  

Although more than half (55%) 
use overtime occasionally, only 
19% (down from 24% in 2012) of 
OR directors reported they “al-

ways or almost always” use it, 
while 18% use it rarely, and 5% 
never use it. As in the past, direc-
tors in teaching hospitals tend to 
use more overtime than commu-
nity hospitals (27% vs 18%, re-
spectively, in the always/almost 
always category).

OR skill mix
The ratio of RNs to STs in hospi-
tals has changed little since OR 
Manager started collecting the 
data in 1995. This year the aver-
age ratio is 63:37, similar to pre-
vious years. The ratio of RNs to 
STs is slightly higher in ambula-
tory surgery centers (ASCs), at 
66:33.

Only 7% of hospitals report 
that STs circulate with an RN in 
the room or immediately avail-
able. ASCs report slightly higher 
figures, with 8% reporting STs 
circulate with an RN in the room 
and 4% reporting STs circulate 
with an RN available. 

How often does your OR use  
overtime to staff its ORs?

Type of facility

Overall Community Teaching

Always/almost always 19% 18% 27%

Occasionally 55% 55% 53%

Rarely 18% 18% 17%

Never 5% 7% 0%

Unknown 2% 2% 3%

How does staff turnover compare 
to 12 months ago?

RN turnover

Stayed the same
70%

     
[pie charts]     

RN turnover     
Increased  17%   

Stayed the same  70%   
Decreased  14%   

     
ST turnover     

Increased  14%   
Stayed the same  74%   

Decreased  9%   
Unknown  3%   

ST turnover

Increased 
17%

Decreased 
14%

Stayed the same
74%

Unknown 3%
Increased 

14%
Decreased 

9%

Do surgical techs circulate?

Hospitals

Yes, RN in room or 
immediately 
available 
7%

No
92%

No
response

1%

Ambulatory 
surgery centers

Yes, RN 
in room

8%

Yes, RN 
available 4%

On their own 1%

No
83%

No
response

3%

   
[pie chart]   
Hospitals   

   
No  92% 

Yes, RN in room or immediately available  7% 
   
   

No response  1% 

  
  
[pie chart]  
No  83%
Yes, RN in room  8%
Yes, RN available  4%
On their own 1%
No response  3%

Ratio of RNs to 
surgical techs

Hospital ORs

Data over 10 years shows little 
change.

2013 63:37

2008 62:38

2003 64:36

Ambulatory surgery centers

2013 66:33

2008 66:38

2003 64:36

Continued on page 10
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Turnover and recruiting
The average staff turnover rate 
(defined as the percentage of 
staff who have left and been re-
placed in the past 12 months) is 
slightly higher than last year at 
6.4% (5% in 2012) for RNs and 
6.8% (6% in 2012) for STs. Some 
geographic variations exist ; 
the West and Midwest have 
the highest turnover rates, at 
7% and 6.8%, respectively, for 
RNs, while the Northeast and 
Midwest have the highest rates 
for STs, at 8.5% and 8%, respec-
tively. Teaching hospitals have 
higher turnover rates than com-
munity hospitals: 8.9% vs 5.7% 
for RNs and 7.4% vs 6.7% for 
STs. 

OR directors are having prob-
lems filling some of their open 
positions.  Nearly half (46%) say 
it’s more difficult to recruit ex-
perienced OR nurses than a year 
ago, with 46% reporting about 
the same difficulty. Only 6% say 
it’s easier to recruit RNs. Urban 
hospitals have the most diffi-
culty with recruitment: More 
than half (53%) say recruitment 
has been more difficult, com-
pared with 45% for suburban 
and 43% for rural. 

Teaching hospitals are slightly 
more likely than community 
hospitals to use agency or travel 
nurses (20% vs 17%).  More 
than a third of hospitals in the 
West (35%) use agency or travel 
nurses, followed by 23% in the 
Northeast, 13% in the South, and 
11% in the Midwest. 

Trend of stability 
Overall trends in OR staffing 
have improved only slightly 
since the recession of 2008. It re-
mains to be seen if a continued 
economic recovery, aging work-

force, and aging population base 
make a significant impact on OR 
staffing.  ❖

—Cynthia Saver, MS, RN

Cynthia Saver, president of CLS De-
velopment, Inc, is a freelance writer 
based in Columbia, Maryland.

Thank you!
OR Manager thanks those who 
generously took time to com-
plete this year’s survey. We 
appreciate your part in gather-
ing this information, which will 
be useful to your colleagues 
around the country.

How have economic conditions affected your 
OR staffing in the past 6 months?

2013 2011

Reduced use of overtime 49% 45%

Required staff to take time off without pay 32% 35%

Eliminated open positions 35% 35%

Reduced use of agency personnel 29% 27%

Had layoffs of management 6% 3%

Had layoffs of direct care staff (RNs and STs) 5% 5%

Trends in perioperative nurse staffing
2007 2009 2011 2013

Average number of open positions in the OR

RNs 4.1 1.8 2.4 3.1

STs 1.5 1.2 1.1 1.9

Open positions as a percentage of budgeted FTEs

RNs 10% 6% 7% 8%

STs 9% 6% 14% 11%

Average number of weeks positions have been open

RNs 15 14.9 13 10.5

STs 12 9.8 9 11

Average staff turnover rate

RNs 8% 5% 8% 6%

STs 7% 5% 7% 7%

Routinely use agency/traveler nurses

RNs 32% 15% 14% 19%

Source: OR Manager, Inc.

Continued from page 9
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A steep price to pay: Fatigue compromises  
staff and patient safety

Salary/career survey

It’s not uncommon for nurses to 
work 3 12-hour shifts at 1 hos-
pital and then work another 3 

at a different hospital, yet anyone 
who works 12 hours is putting 
their patients in jeopardy, Sheryl 
A. Michelson, MS, RN-BC, said 
at the AORN Congress in March 
2013.

“This is not what nurses want 
to hear, but we need to think 
about this. We didn’t go into nurs-
ing to hurt people,” Michelson 
said during a compelling presen-
tation on worker fatigue.

“When we allow people to 
work 6 12-hour shifts in a row, 
we are pretty much signing 
their death certificate or maybe 
someone else’s in the commu-
nity who gets hit by the person 
driving home,” Michelson told 
a packed audience. 

Having known 2 nurses who 
died from falling asleep at the 
wheel after working long shifts, 
Michelson is highly attuned to 
the dangers of auto accidents. 
“One was a very dear friend of 
mine. She left 3 young children, 
and it had a huge impact on 
me,” she said.

As the manager of periopera-
tive education at Stanford Uni-
versity Hospital in Stanford, Cali-
fornia, Michelson is on call every 
fourth or fifth weekend, working 
from 3 pm Friday until Monday 
morning as the administrative 
manager. Over time, she has no-
ticed an increase in complaints 
about staff behavior among peo-
ple working long shifts, such as 
lack of teamwork, yet she also 
found more staff were requesting 
more hours. 

Michelson, a member of Stan-
ford’s needlestick injury com-
mittee, sought to learn the asso-
ciation between injury incidence 

and length of shift. Through an 
extensive literature search, she 
learned some startling facts about 
the effects of fatigue: $18 billion 
per year is lost in productivity 
and accidents (among nurses and 
other shift workers such as fire 
fighters and the police), and there 
are at least 1,500 fatalities, 100,000 
auto crashes, and 76,000 injuries 
annually.

It’s important to know that fa-
tigue constitutes overwhelming 
tiredness and impaired cogni-
tive and physical function, she 
said. Nurses will admit to feeling 
exhausted, but they don’t know 
when they are dangerous. Often, 
it’s not until a major error occurs 
that people realize how much fa-
tigue affects their performance. 
In one study, among 22,000 RNs 
who rotated shifts, 35.5% admit-
ted to falling asleep while caring 
for patients. 

At Stanford, an academic insti-
tution with more than 600 beds 
that treats mainly adult patients, 
“we don’t force people to do 24-, 
48-, or 72-hour call shifts, but 
many places do that,” she said. 
Some people take long hours 
voluntarily, and others are being 
mandated to do so because of 
how their hospital schedule is 
run. “They don’t feel that they 
have the ability to say ‘this is not 
safe,’” Michelson said.

Fallout from fatigue
Safety risks increase after working 
8 hours, so working 10- or 12-hour 
shifts significantly increases the 
risk that nurses will harm them-
selves or their patients, according 
to Michelson. 

“Sleep duration is linked to 
metabolism and appetite regula-
tion. Glucose tolerance is altered 
by short-term sleep restriction, so 
even being sleep-deprived just 1 
or 2 days a week raises the risk of 
being overweight or prediabetic,” 
Michelson said, adding that at 
least one-third of the attendees in 
the room were likely diabetic.

Other risks associated with 
sleep deprivation include a higher 
likelihood of injury, preterm birth, 
and rate of accidents. In a small 
study of 45 ICU nurses working 
12-hour shifts, she said, all but 2 
staff members surveyed admitted 
to having had an auto accident in 
the previous 12 months. 

In a study of 47,000 nurses, 
54% admitted to being impaired 
in some way from fatigue dur-
ing a 28-day period. Inadequate 
rest is also linked to moodiness, 
cognitive problems, reduced job 
performance and motivation, de-
pression, worse hand-eye coordi-
nation, and decreased memory.

Strategies to catch some z’s 
Sleeping in a darkened, cool 
room, napping and exercising in 
a timely manner, and using caf-
feine appropriately are some 
ways nurses can get better sleep. 
And studies support the benefits 
of working shorter shifts, even 
though this is not a popular op-
tion, she said. 

Among the changes Michelson 
suggested are to avoid schedul-

“

“
Allow  

recovery time  
between shifts.

Continued on page 12



ing people for more than 2 or 3 
consecutive night shifts and allow 
10 to 12 hours of recovery time 
between shifts. The airline indus-

try has altered pilots’ schedules 
to increase safety, she noted, and 
the health care industry should 
do likewise. 

In 2011, following a deadly 
plane crash, the Federal Aviation 

Administration instituted new 
rules about the number of con-
secutive hours pilots are allowed 
to fly, including a 30-hour period 
each week when they must not 
work. The airlines require annual 
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Research defines dangers of shift work sleep disorder
The combination of 12-hour shifts and call can be 
lethal. That may be 1 reason why more than half 
(51%) of surgical services directors don’t use 12-
hour shifts, according to the 2013 OR Manager Sal-
ary/Career Survey. For those who do use 12-hour 
shifts, most respondents use them for weekdays, 
weekends, and holidays (58%); but slightly more 
than a third (38%) use them only for weekdays, and 
just 4% use them only for weekends and holidays.

Even if you don’t have 12-hour shifts in your 
OR, you may have part-time employees who are 
working these shifts elsewhere, and taking call 
can easily disrupt normal sleep cycles. OR lead-
ers must be aware of the potential problem of 
sleep disturbances, including shift work sleep 
disorder (SWSD). Employees with SWSD have a 
difficult time staying awake when working the 
night shift even if they had sufficient sleep before 
the shift. They may also have difficulty getting 
to sleep during the daytime, sleep too much dur-
ing the day, or have difficulty waking up to go to 
work at night.

SWSD dangers
Jeanne Geiger-Brown, PhD, RN, FAA, associate 
professor and assistant dean for research at the 
University of Maryland School of Nursing, says 
her sleep research has identified 4 primary areas of 
neurocognitive changes with SWSD: performance 
deficits such as not performing a task as well as 
when rested; impaired information processing such 
as decline in short-term memory and reduced ability 
to learn; cognitive flexibility, which results in faulty 
risk assessments and less ability to recognize better 
alternatives; and impaired mood, including anxiety, 
depression, and decreased communication skills. 

These deficits not only can lead to patient harm 
but may cause the employee personal physical 
harm (through accidental needlesticks or falling 
asleep at the wheel of a car) and may adversely af-
fect interpersonal relationships. 

Unfortunately, people may not be aware of the 
danger. “Research has shown that with repeated 

days of not getting enough sleep each night, 
vigilant performance gets worse and worse, but 
a sleep-deprived person doesn’t have a parallel 
increase in sleepiness, so they can have a false im-
pression that they aren’t as impaired as they actu-
ally are,” Geiger-Brown says.

People at risk for SWSD include women, older in-
dividuals, and those working in health care. “Most 
nurses are women, have an average age of 46, and 
are working in health care, so it’s not surprising 
they’re at risk for SWSD,” says Kathryn Lee, PhD, 
RN, FAAN, CBSM, professor and associate dean 
for research at the University of California at San 
Francisco School of Nursing. An experienced sleep 
researcher, Lee adds that other risk factors include 
an anxious personality and lack of internal locus of 
control. 

Although it relies on subjective responses, the 
Epworth Sleepiness Scale can be helpful in identify-
ing how much the disrupted sleep is affecting the 
shift worker.  

SWSD solutions
It’s vital to help employees find relief from SWSD. 
Although correlation doesn’t imply causation, it’s 
worth noting the night shift has been associated 
with an increased risk of breast cancer, vascular 
disease, metabolic syndrome, irregular menstrual 
cycles, lower birth weight infants, and diabetes. 
The most common complaints are gastrointestinal 
symptoms such as irritable bowel syndrome and 
abdominal pain. 

Managing SWSD includes better sleep hygiene 
(see main article). In some cases, treatment with 
modafinil or armodafinil may be necessary.

To learn more about SWSD in staff (and in pa-
tients), access “Shiftwork Sleep Disorder: The Role 
of the Nurse, Understanding SWSD for You and 
Your Patients” at http://www.americannurseto-
day.com/Article.aspx?id=10218&fid=9534. Access 
a tool kit about sleep disorders at http://eo2.com-
mpartners.com/users/swsd/.

�  —Cynthia Saver, MS, RN

Continued from page 11
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training on topics such as nutri-
tion, exercise, and sleep disorders, 
she added. 

The average RN gets 25.7 min-
utes of break during a shift, and 
nurses who work longer shifts 
tend to get shorter breaks than 
those who work shorter shifts. 
Studies have shown that short 
naps lasting less than 45 minutes 
are effective at restoring energy 
and alertness, she said—so it’s im-
portant to take a break and sleep 
for a short period, if possible.

Caffeine (at least 200 mg) can 
be helpful if it’s consumed 15-30 
minutes before starting a shift or 
during the period between 3 am 
and 5 am when people tend to get 
very sleepy. 

To the dismay of many in the 
audience, she advised using it only 
at work and never at home be-
cause drinking caffeine routinely 

will diminish its effectiveness. 
Likewise, she noted that exer-

cise helps people sleep better, but 
it must be carefully timed; it’s bet-
ter to exercise after a shift than 
before going to work. 

What’s next?
When asked whether she thought 
the Joint Commission would 
mandate changes to shifts, Mi-
chelson said the Commission has 
mandated that institutions begin 
taking some responsibility and 
look at how they are attempting 
to mitigate worker fatigue. “Hos-
pitals will be hard-pressed to jus-
tify letting people work 24-hour 
shifts,”  she said.

As these changes evolve, 
nurses will have to take call on 
days when they’re not working 
because they won’t be allowed 
to take call after their regular 
shifts, and it may be necessary to 
hire additional full-time employ-
ees. But Michelson stressed that 
nurses can be proactive and try to 
adjust their schedules before any-
thing is mandated. ❖

—Elizabeth Wood

Salary/career survey

Does your OR 
department use 
12-hour shifts? 
Yes 49%

No 51%

What are 12-hour 
shifts used for?
Weekdays only 38%

Weekends and holidays 
only

4%

A combination of the 
above

58%
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Although economic difficul-
ties have started to ease 
in some areas of the US, 

many ambulatory surgery centers 
(ASCs) are still feeling the pinch, 
according to the 23rd annual OR 
Manager Salary/Career Survey. 
More than one-fourth (28%) of re-
spondents say economic condi-
tions have caused financial dif-
ficulties for ASCs primarily be-
cause of changes in reimburse-
ment (76%, up from 67% in 2011), 
declines in elective surgery (71%, 
down from 83% in 2011), and 
lack of available credit (16%, es-
sentially unchanged from 17% in 
2011).

ASC managers continue re-
sponding to economic conditions 
as they have since 2009: reducing 
overtime (43%), requiring staff to 
take time off without pay (39%), 
and eliminating open positions 
(20%). 

Of total respondents, 78% of 
nurse managers say RN staff turn-
over stayed the same compared 
with 12 months ago, and 82% say 
ST staff turnover stayed the same. 
Nearly half (42%) found it more 
difficult to recruit experienced 
RN staff, up from 37% in 2012, 
although the average number of 
weeks for an open RN position 
was 6 weeks, down from 9 weeks 
last year.

About the survey 
Data for the OR Manager Salary/
Career Survey was collected from 
March to May 2013. The survey 
list comprised 990 nurse managers 
of ASCs who were either OR Man-
ager subscribers or part of an ex-
ternal list. The survey was closed 
with 189 usable responses—a 19% 
response rate. To ensure represen-
tation of the target audience, re-
sults were filtered to include only 
the 181 respondents who work 
full time in an ASC. The margin 

of error is ±6.6 percentage points 
at the 95% confidence level. This 
article features the staffing find-
ings from the survey. The rest of 
the findings will be reported in the 
October 2013 issue.

As in previous years, most re-
spondents (43%) work in physi-
cian-owned ASCs, followed by 
joint venture (21%), corporate or 
LLC (21%), and hospital-owned 

(11%) facilities. Nearly two-thirds 
(62%) of ASCs are multispecialty. 
The most common types of sin-
gle-specialty ASCs are ophthal-
mology (35%), gastroenterology 
(25%), and cosmetic/plastic sur-
gery (14%).

Half (50%) of respondents’ 
ASCs are in suburban settings, 
with 33% in urban and 14% in 
rural locations.
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Survey finds continued economic stress for ASCs 

Salary/career survey

How difficult is it 
to recruit experienced staff 

compared with 12 months ago?

RNs

Easier
12%

No 
response

2%

STs

More 
difficult

30%

More 
difficult

42%

No 
response

4%

Unchanged
54%

Unchanged
45%

Easier
13%

What percentage of 
FTE positions are open?

RNs

4+
2%

STs

1–3
23%

1–4
15%

Unknown
1%

None
75%

None
83%

How many FTE 
positions are open?

mean

RNs 0.4

STs 0.2

Average number 
of weeks positions 
have been open

RNs 6

STs 6
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Turnover and  
open positions
Staffing is stable at most ASCs, 
with 75% of managers reporting 
no open FTE RN positions, and 

23% reporting 1 to 3 open posi-
tions. Most managers (83%) also 
report no open ST positions, and 
11% report only 1 open position.

ASC managers have an aver-

age of 0.4 RN (the same as 2011, 
after a small increase to 0.8 in 
2012) and 0.2 ST (unchanged from 
2012) open positions. Positions 
stay open an average of 6 weeks 
for both RNs and STs, compared 
with 9 weeks and 8 weeks, respec-
tively, in 2012.

Future challenges?
Most respondents say that re-
cruiting experienced RN staff 
is the same (45%) or more dif-
ficult (42%) compared with 12 
months ago; for STs, 54% re-
port recruitment is the same 
and 30% say it’s more difficult. 
Although managers report that 
open positions mostly stayed 
the same for RNs (71%) and STs 
(80%), it should be noted that 
only 9% reported a decrease in 
the number of open positions 
for either role. Perhaps factors 
such as an aging workforce and 
implementation of health care 
reform may affect ASC staffing 
in the future. ❖

—Cynthia Saver, MS, RN

Cynthia Saver, president of CLS De-
velopment, Inc, is a freelance writer 
based in Columbia, Maryland.

Salary/career survey

How do open positions 
compare to 12 months ago?

Open RN FTE positions

Unchanged

Open ST FTE positions

No response 8%

Decreased
9%

Stayed the same
71%

Stayed the same
80%

Increased
7%

Increased
3%

No response 13%

Decreased
9%

     
How does staff turnover compare to 12 

months ago?     

[pie charts]     

RN turnover     

Increased   13%  

Stayed the same   
78%  
Decreased   7%  

No response   2%  

     
ST turnover     

Increased   6%  

Stayed the same   
82%  
Decreased   8%  

How does staff turnover 
compare to 12 months ago?

RN turnover

ST turnover

No response 2%

Decreased
7%

No response 3%

Decreased
8%

Stayed the same
78%

Stayed the same
82%

Increased
13%

Increased
6%

How has the economic downturn affected 
your ASC’s staffing in the past 6 months?

Overall

2013 2011 2009

Reduced use of overtime 43% 43% 44%

Required staff to take time off without pay 39% 40% 36%

Eliminated open positions 20% 23% 20%

Reduced use of agency personnel 7% 13% 13%

Had layoffs of management 1% 2% 0%

Had layoffs of direct care staff (RNs and STs) 2% 7% 5%

Note: The questions were first asked in 2009.

Join us on LinkedIn!
Be part of the discussion as a 

member of OR Manager’s  
LinkedIn Group!

Share your ideas for:

•	�managing noise and  
disruption

•	�scheduling for a hybrid OR

Or start your own discussion!

Go to www.linkedin.com.

Click Groups at the top of the 
page, and search for  

OR Manager.



Centra, a regional healthcare system located in 
Central Virginia, is seeking Registered Nurses 
to work in the operating rooms at Centra 
Lynchburg General Hospital in Lynchburg 
and Centra Southside Community Hospital in 
Farmville. 

Centra employees enjoy flexible scheduling, 
an excellent compensation package and much, 
much more. 
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opportunities by stopping by our booth. You 
can also visit BeACentraNurse.com 

BE A CENTRA NURSE

I AM A CENTRA NURSE
AND FACING CHALLENGES IS WHAT I DO BEST

Amanda Okuley, R.N. III

LEARN MORE ABOUT THE
CENTRA DIFFERENCE. 

VISIT US AT THE OR MANAGER 
CONFERENCE SEPT 23 - 25 

TO REGISTER FOR A CHANCE TO 
WIN A FREE iPAD!

STOP BY OUR BOOTH # 120 



17OR Manager  Vol  29, No 9September 2013

Standards & regulations

quirements of NPSG.06.01.01. 
Phase II requirements may be 

enhanced before they are imple-
mented in 2015. These changes 
could arise from hospitals’ experi-
ence with Phase I requirements 
as well as newly emerging evi-
dence about best practices. If any 
changes to the Phase II require-
ments are made, accredited hospi-
tals will be notified.

The new goal will appear in 
the 2013 Update 2 to the Compre-
hensive Accreditation Manual for 
hospital and critical access hospi-
tal programs.

Phase I begins in 2014
The first 2 elements of perfor-
mance (EP) require the following:

EP 1. As of July 1, 2014, hospi-
tal leaders establish alarm safety 
as an organizational priority.

EP 2. During 2014, hospi-
tals identify the most important 
alarms to manage based on the 
following:
•	�input from medical staff and 

clinical departments
•	�risk to patients if the alarm is 

not answered or malfunctions
•	�whether alarms are needed 

or unnecessarily contribute to 
alarm noise and fatigue

•	�potential for harm based on in-
cident history

•	�review of best practices and 
guidelines.

Form a multidisciplinary 
committee
Before July 1, hospitals will want 
to form a multidisciplinary com-
mittee to review the literature and 
decide which alarm signals or 
alarm systems are most important 
to manage, says John R. Rosing, 
MHA, FACHE, vice president and 
principal, Patton Healthcare Con-
sulting, Milwaukee, Wisconsin.

It is important that hospitals do 

this early, so the prioritization of 
alarms is established before July 
1, says Rosing. The committee 
should keep detailed minutes of 
its meetings, including a direc-
tive from leadership stating that 
alarm safety is an organizational 
priority. This documentation will 
be needed to demonstrate compli-
ance when the Joint Commission 
does its survey, he says.

“I believe the committee should 
be organizational and not depart-
mental,” advises Mary Logan, JD, 
CAE, president of the Association 
for the Advancement of Medical 
Instrumentation (AAMI). “If you 
try to approach the alarm problem 
as an OR issue, a PACU [postanes-
thesia care unit] issue, an ICU [in-
tensive care unit] issue, or some-
thing else, the problem isn’t going 
to be solved,” says Logan. The 
committee needs to involve nurs-
ing leadership, quality and patient 
safety leadership, physician lead-
ership, clinical engineering, and 
information technology, she says. 

“A senior administrator, such 
as a chief nursing officer or a chief 
medical officer, has to lead this ef-
fort,” says Robert Maliff, MBA, di-
rector, applied solutions group, at 
ECRI Institute. “You need some-
one who is really going to believe 
in this and push this and secure 
the resources, or things will fall 
through the cracks,” he says. 

Every member of this multidis-
ciplinary team has a distinct role, 
says Maliff. For example, physi-
cians are vital because they are 
ultimately responsible for patient 

care, and they can help establish 
alarm parameters. Nurses are cru-
cial because they are ultimately 
responsible for responding to all 
alarms. Clinical engineering staff 
are important because they will be 
responsible for changing the alarm 
defaults. Both AAMI and ECRI In-
stitute are engaged in activities to 
promote safe alarm system man-
agement and support the National 
Patient Safety Goal (see box on p 
18). 

Tailor strategies
According to the Joint Commis-
sion, it is important for each hos-
pital and each department to un-
derstand its own situation and to 
develop a systematic, coordinated 
approach to alarm management. 
Standardization contributes to safe 
alarm management, but solutions 
may have to be customized for 
specific clinical units and patients.

Each care unit has a unique set 
of circumstances dictating how 
alarm signals are heard and re-
sponded to, says Rikin Shah, se-
nior associate, applied solutions 
group, ECRI Institute. Thus, alarm 
response strategies should be tai-
lored to each unit.

The architectural layout and 
the alarm coverage model play a 
huge role, says Shah. For exam-
ple, most PACUs are open spaces 
with direct lines of communica-
tion between nurses and patients, 
so most alarm signals are both 
heard and seen across the unit. In 
ICUs, where patients are secluded 
in small private settings, a more 
robust plan for communication 
and alarm response is needed.

Alarm fatigue is not quite the 
same issue in the OR that it is in 
the ICU, says Rosing. In the OR, it 
is understood what alarm signals 
mean for a patient, and they are 
responded to quickly. But, Rosing 
says, OR leadership will still want 
to participate in committee discus-

“

“
Identify the 

highest priority 
alarms.

Alarm safety
Continued from page 1

Continued on page 18
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sions and decisions about alarms. 
Rosing anticipates that sur-

veyors will go into the OR and 
ask, “Have you been part of the 
discussion on alarm management 
and fatigue?” OR managers will 
want to be able to say “yes we 
have,” says Rosing, and they may 
want to continue with “we have 
decided to leave our alarm set-
tings as they are.” That would re-
flect a deliberate decision made 
by OR leaders as opposed to not 
having been at the table at all, he 
says.

Prioritize alarms
The approved version of the safety 
goal is easier to comply with than 
the draft would have been, says 
Rosing. The annual inventory of 
alarms has been deleted, and the 
phasing of the safety goal into 
2014 and 2015 rather than Janu-
ary 1, 2014, allows more time for 
implementation.

Even though the annual inven-
tory has been deleted, he says, it 

will likely be necessary to create a 
master inventory list of all alarms 
or alarm systems so the commit-
tee will have something to work 
from as it prioritizes the alarms 
that are the most important.

It also may be useful to catego-
rize this list by service, such as 
alarms serving the OR, PACU, 
ICU, medical-surgical units, te-
lemetry units, and the emergency 
department.

“When identifying the highest 
priority alarms,” notes Logan, “you 
have to ask, ‘What are the action-
able alarm signals and why? What 
are the nonactionable alarm signals 
and why? How can you assess who 
needs to hear them and why?’”

For example, says Logan, 
nurses and anesthesiologists have 
very specific requirements for 
the alarm signals needed in the 
OR, which are different from the 
alarm signals nurses need in the 
PACU, surgical ICU, or cardiac 
ICU. “This is why everyone has to 
work together,” she says.

In 2011, AAMI and the Food 
and Drug Administration co-con-

vened a Clinical Alarms Summit. 
It brought together clinicians, reg-
ulators, alarm system experts, in-
dustry, and others to discuss and 
set priorities for alarm manage-
ment issues. The Joint Commis-
sion, ECRI Institute, and Ameri-
can College of Clinical Engineer-
ing also participated in the sum-
mit, which brought much greater 
national attention to the problems 
with alarm management and 
identified priorities for action.

A list of “Top 10 Actions You 
Can Take Now” to improve alarm 
conditions in health care organi-
zations was developed from audi-
ence discussion at the summit (see 
box on p 19).

Phase II begins in 2015
In the last 2 elements of perfor-
mance, the following steps are re-
quired as of January 1, 2016:

EP 3. Hospitals will establish 
policies and procedures for man-
aging the alarms identified in EP 
2.

At a minimum, these policies 
and procedures will address:

Resources for alarm management
Association for the Advancement of 
Medical Instrumentation (AAMI)
The AAMI website contains useful information 
on safely managing alarm systems with links to 
activities the AAMI Healthcare Technology Safety 
Institute is engaged in to promote safe alarm system 
management, including:
•	 �survey of hospital practices in setting alarm param-

eters, followed by a study of alarm parameters
•	 �library of literature on best practices on alarm sys-

tem management  
•	 �webinars on safe alarm management
•	 �summary of the Clinical Alarms Summit hosted 

by AAMI in 2011.
http://www.aami.org/htsi/alarms/

ECRI Institute
ECRI Institute offers information such as articles, 
policies, and webinars on safely managing alarm 
systems on its website. The website also includes:
•	 �Health Devices Top 10 Health Technology Haz-

ards, which lists alarm hazards as the number 1 
issue for 2012 and 2013

•	 �Health Devices Achievement Award winners, 
which includes the Johns Hopkins Hospital Com-
prehensive Alarm Management Initiative 

•	 �Pennsylvania Patient Safety Authority alarms re-
sources. (https://www.ecri.org/Forms/Pages/
Alarm_Safety_Resource.aspx)

Joint Commission
The Joint Commission published a Sentinel Event 
Alert on medical device alarm safety in April 2013. 
The alert contains suggestions for assessing and 
managing risks associated with alarms and comple-
ments the expectations of the new safety goal.
(http://www.jointcommission.org/sea_issue_50/) 
Other Joint Commission resources include:
•	 �2 Take 5 podcasts (http://www.jointcommission.

org/podcast.aspx?CategoryId=13&F_All=y)
•	 �replay of an alarm safety webinar held in May. (http://

www.jointcommission.org/alarm_safety_webinar/)

Continued from page 17
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Standards & regulations

•	�clinically appropriate settings 
for alarm signals

•	�when alarm signals can be dis-
abled

•	�when alarm parameters can be 
changed

•	�who in the organization has the 
authority to set alarm param-
eters, change alarm parameters, 
and set alarm parameters to 
“off”

•	�monitoring and responding to 
alarm signals

•	�checking individual alarm 
signals for accurate settings, 
proper operation, and detect-
ability.
EP 4. Hospitals will educate 

staff and licensed independent 
practitioners about the purpose 
and proper operation of alarm 
systems for which they are re-
sponsible.

Manage alarms
Two of the key issues to be ad-
dressed by policies and proce-
dures for alarm management are 
clinically appropriate settings for 
alarm signals and unnecessary 
alarm signals.

“To have clinically action-
able alarm signals, which means 
eliminating nuisance alarm noise, 
you first need to look at what is 
happening in the context of your 
unit,” says Shah. 

For example, how are system 
alarm sounds such as leads-off 
alarm signals being handled? 
Too many leads-off alarm sig-
nals could be a result of inad-
equate skin preps and lack of 
electrode replacement. Most hos-
pitals probably already have a 
skin prep policy for leads and 
electrode replacement, and they 
could eliminate many of these 
system nuisance alarm sounds if 
they were following their poli-
cies, Shah says. He noted that 
ECRI Institute was part of an 
alarms management review at 
Johns Hopkins Hospital in Balti-

more in which proper skin preps 
and electrode replacement elimi-
nated close to half of the alarms 
on an acute care unit. AAMI’s 
“Top 10 Actions” list also in-
cludes changing leads.

Another policy that might al-
ready be in place is standardiza-
tion of default volume settings 
on monitoring equipment or in 
central stations, says Shah. 

“One of the things we recom-
mend is attacking the ‘low-hang-
ing fruit’ first,” says Maliff. “Start 
with the care areas with a lot of 
alarms and a lot of monitored 
patients. It is a tall task to tackle 
every single unit with physiologic 
monitors,” he says. 

Health care delivery organiza-
tions need to set a timeline for 
what they are going to get done 

by when, says Logan. Hospitals 
that think they can wait until the 
4th quarter of 2015 to implement 
new alarm policies “are going to 
be in big trouble,” she says. “This 
is something that takes planning 
and takes time.”  ❖

—Judith M. Mathias, MA, RN
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Top 10 Actions You Can Take Now:  
10 things you can do now to improve alarm 
conditions in your health care organization
•	 �Gain cross-disciplinary leadership support. 
•	 �Establish a cross-functional team with clinical leadership to address 

alarm fatigue across all environments of care. 
•	 �Re-establish priorities: Process should drive technology adoption 

rather than allowing technology to drive the process.
•	 �Develop a continuous improvement process for constantly optimiz-

ing alarm system policies and configurations.
•	 �Conduct clinical testing and analyze alarm data to implement opti-

mized alarm limits and delays (both alarm condition and alarm sig-
nal generation delays) and to reduce clinically nonactionable alarm 
conditions. 

•	 �Test acoustics on clinical floors: Environmental noise impacts pa-
tient and staff well-being and patient safety.

•	 �Implement an alarm system configuration policy based on clinical 
evidence. 

•	 �Change single-use sensors more frequently to reduce nuisance 
alarm conditions (except in pediatric units). 

•	 �Mandate alarm system management training for all clinical operators. 
•	 �Share experiences with AAMI, the FDA, TJC, ECRI Institute, and 

others with problem reporting systems so everyone can benefit 
from your efforts in a cross-disciplinary way.

This list was originally published in Clinical Alarms: 2011 Summit, a report 
from the Association for the Advancement of Medical Instrumentation, www.
aami.org. Reprinted with permission. Any other distribution of AAMI-copy-
righted material requires written permission from AAMI.



September 11, 2013
Using an Add-On Case OR to Reduce Over-Utilized Time
* Decision-making on the day of surgery to reduce over-utilized time
* Principles of bin packing for scheduling of add-on cases
* Calculating allocated OR time to be able to provide recommendations
* Managers’ behavior when displays do not provide recommendations
  
September 25, 2013
Using an Extra OR to Reduce Turnover Times and Do More Cases
* Decision-making on the day before and on the day of surgery to reduce over-utilized time
* Decision-making on the day before and on the day of surgery to increase OR productivity
* Targeting speciic surgeons for use of the extra OR to reduce turnover times
* Relying on data not impressions for decisions on how to use the extra OR
* H* Having a sufficient number of turnover teams to beneit from the extra OR
 
October 23, 2013
Reducing Variability in Anesthesia Work Hours by Good
Decision-Making on the Day of Surgery
* Review of how to calculate allocated OR time to be able to reduce over-utilized time
* Decision-making on the day of surgery to reduce over-utilized time
* * Review of why use displays to guide decision-making
* Monitoring reduced variability in work hours
 
November 13, 2013
Reducing Variability in Anesthesia Work Hours by
Good Decision-Making in the Scheduling Office
* Review of how to calculate allocated OR time for use 1-2 days before surgery
* * Making good staff scheduling decisions to facilitate assignments the day before surgery
* Decision-making 1-2 days before surgery to reduce over-utilized time
* Review of why use displays to guide decision-making
 
December 4, 2013
Targeting First Case Starts to Reduce Over-Utilized Time
and Do More Cases
* * Review of how to calculate allocated OR time for use the day before surgery
* Targeting ORs with over-utilized time
* Beneits of targeting speciic ORs and surgeons to increase productivity
* Making deliberate decisions on staggered anesthesia start times
* Using displays to facilitate desired decision-making
 
December 18, 2013
AAchieving More On-Time Starts for To-Follow Surgeons
* Use of displays to identify cases’ with expected tardy starts
* Relying on average lateness of start data to reduce tardiness of starts
* Improving case duration prediction to reduce tardiness of starts
* Predicting time remaining in late running cases to make decisions on the day of surgery

Free on-line course: How to optimize OR
efficiency by Franklin Dexter, MD PhD 

OR Transformation Webinar Series

Franklin Dexter, MD PhD has published 
more than 300 papers in the ield of anes-
thesia group and operating room man-
agement. He is Professor in the Depart-
ment of Anesthesia at the University of 
Iowa. Several times a year, he teaches a 
four-day intensive course in OR manage
ment. He has given more than more than 
135 invited presentations. He is Statistical 
Editor of Anesthesia & Analgesia, as well 
as Section Editor for Economics, Educa-
tion, and Policy. Details of his expertise, 
contact information, and the compre-
hensive bibliography of scientiic papers 
in OR management are at www.Franklin-
Dexter.net

The University of Iowa, Department of 
Anesthesia, Division of Management 
Consulting helps hospitals and compa-
nies apply scientiic operating room 
management. The income from the con-
sulting work is used to fund research. Dr. 
Dexter has tenure and receives no funds 
personally, including honoraria, other 
than his salary and allowable expense re-
imbursements from the University of 
Iowa. He and his family have no inancial 
holdings in any company related to his 
work, other than indirectly through 
mutual funds for retirement. Details are 
at www.FranklinDexter.net/FAA .htm

“Operating room displays are an integral portion of good operating room 
decision making soon before and on the day of surgery. Remarkably 

though, when not combined with scientiic principles, decisions made with 
them can be worse than having no real-time information. The webinar 

series describes how hospitals can make best use of their displays.”

Learn more at www.patientstreaminc.com/dexter

sponsored  by PatientStream, Inc.

- Franklin Dexter, MD PhD

at www.FranklinDexter.net/FAQ.htm

PatientStream_ORM_0913_fix.indd   1 8/14/2013   12:54:47 PM
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Sterile processing questions and answers  

Answers to some of the 
questions asked at several 
recent annual meetings, 

notably AORN, APIC (Associa-
tion for Professionals in Infection 
Control and Epidemiology), and 
IAHCSMM (International As-
sociation of Healthcare Central 
Service Materiel Management), 
are offered by sterilization expert 
Martha Young. Also included are 
questions from seminars and we-
binars she has presented. 

Question: The OR staff  opened 
a processed instrument set in 
the OR on the back table and the 
chemical indicator (CI) was miss-
ing.  Do they have to tear down 
the entire room?

Answer: “No, only the area/
items that may have contacted 
the suspect package need to be 
removed,” says Ramona Conner, 
MSN, RN, CNOR, manager of 
the standards and recommended 
practices for AORN. “The pack-
age with the missing CI should 
be considered unsterile, so any 
surfaces that came into contact 
with it should be considered un-
sterile.” 

To avoid this situation, follow 
the recommendation VI.f.4. in 
the AORN Recommended Prac-
tices for Sterile Technique, which 
states: “Before the instruments 
are placed on the sterile field, 
the internal chemical indicator 
should be examined for the ap-
propriate color change and the 
inside surface of the container 
inspected for debris, contamina-
tion, or damage.”  By doing so, 
you can avoid the situation posed 
by the question above. 

The recommended practices 
go on to say that when organic or 
inorganic material is remaining 
on a surgical instrument or when 
an instrument in a sterile set is 

found assembled or clamped 
closed, you should at a minimum 
remove from the sterile field the 
entire instrument set or any other 
instruments that came in con-
tact with the contaminated in-
strument. In addition, any team 
member who may have touched 
the contaminated items should 
change gloves.

For more information, see Sec-
tions VI and VII of the AORN 
Recommended Practices for Ster-
ile Technique. 

Question: Our OR is using rigid 
containers in a dynamic air re-
moval steam sterilizer for a 
270°F/132°C, 4-minute cycle. Is 
this considered an immediate-use 
steam sterilization cycle (IUSS)? 

Answer: Yes, it is considered an 
IUSS cycle because there is no 
dry time. Containerizing the in-
struments should be the standard 
of practice for IUSS. Container-
izing the instruments reduces 
the risk of contamination during 
transportation, but staff should 
be careful because the contents 
are hot, wet, and possibly heavy.

The container should be trans-
ferred immediately to the sterile 
field using sterile technique and 
opened immediately so it is not 
stored for later use. Be sure to 
use a container cleared by the 
Food and Drug Administration 
(FDA) for use in IUSS.

In addition, all the process-
ing steps in the medical device 
manufacturer’s instructions for 
use (IFU) (eg, cleaning, decon-
tamination, rinsing, packaging, 
sterilization process, and cycle 
parameters) should be followed 
in the OR just as they are in ster-
ile processing. No shortcuts can 
be taken. Remember to clean the 
containers after every use in the 
OR according to the container 

manufacturer’s IFU; do not just 
wipe them down with alcohol. 

For more information on IUSS, 
see Section VII of the AORN Rec-
ommended Practices for Steril-
ization. 

Question: Implants are processed 
in the OR using IUSS and a 
10-minute, 270°F/132°C gravity-
displacement cycle. Is that the 
correct cycle to use for process-
ing implants?

Answer: It is correct only if the 
manufacturer’s IFU states that 
IUSS can be done at that time 
and temperature in a gravity-
displacement steam sterilizer. 
That is not a recommendation 
I see in the manufacturer’s IFU 
for complex instrument trays or 
implants. The Association for 
the Advancement of Medical 
Instrumentation (AAMI) states 
that a dynamic air removal cycle 
should be used unless a grav-
ity-displacement cycle is recom-
mended. 

AAMI, AORN, and the Cen-
ters for Disease Control and Pre-
vention  (CDC) also say that im-
plants should not be processed 
by IUSS because of the risk to the 
patient if the implant is not prop-
erly processed and quarantined 
until the biological indicator (BI) 
result is negative. The exception 
is a documented emergency situ-
ation where no other option is 
available. IUSS “should not be 
used as a substitute for sufficient 
instrument inventory.” 

For more information, see the 
IUSS section in the introduction 
in AAMI ST79 and Section 10.6.3 
on the release criteria for im-
plants. See also section VII of the 
AORN Recommended Practices 
for Sterilization.

Sterilization & infection control

Continued on page 23
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Question: We run a 1-hour and a 
3-hour rapid readout BI in loads 
containing implants so we can 
release the implant in 1 hour. Is 
that correct? 

Answer: No, that is not cor-
rect because the 1- and 3-hour 
rapid readout BIs are FDA-
cleared to be used in different 
cycles (eg, the 1-hour BI is for 
use in 270°F/132°C gravity steam 
cycles and the 3-hour BI is for 
use in 270°F/132°C vacuum-
assisted or 250°F/121°C gravity 
steam cycles). I assume this is 
a vacuum-assisted cycle, so the 
3-hour rapid readout BI should 
be used and the implant should 
not be released until the results 
are negative at 3 hours. This is an 
example of operator error, failure 
to use critical thinking skills, and 
failure to follow the BI IFU. The 
Joint Commission is citing health 
care facilities that do not use the 
correct BI for the loads they are 
processing. Be sure to follow the 
BI manufacturer’s IFU to deter-
mine which BI to use in which 
cycle. 

Question: The BI process chal-
lenge device (BI PCD) used in the 
OR for routine sterilizer efficacy 
testing (eg, weekly, or prefera-
bly daily) of the IUSS cycle is an 
open perforated instrument tray 
that contains a BI and a Class 5 
integrating CI. During the rest 
of the day, we use rigid contain-
ers for IUSS. Is this the correct BI 
PCD for routine efficacy testing?  

Answer: No, it is not. The BI 
PCD does not represent the loads 
being processed and in fact is 
not as great a challenge to air re-

moval and steam penetration as 
a rigid container. The BI may be 
killed in the open perforated in-
strument tray but not in a rigid 
container because the cycle time 
and temperature may not be cor-
rect for the container, the con-
tainer is failing to remove air 
or allow steam penetration be-
cause of a poorly functioning me-
chanical filter, or there are leaks 
caused by damaged gaskets. 

The risk of not using the cor-
rect BI PCD that is representative 
of the loads being routinely run 
is that a sterilization process fail-
ure may go undetected. 

In this example, the BI PCD to 
use should be the rigid container 
with a BI and a Class 5 CI inside 
the container in the area deter-
mined by the container manufac-
turer to be the greatest challenge. 
The BI PCD is placed on the rack, 
over the drain, in an empty ster-
ilizer. Health care facilities are 
running BIs inside each container 
to ensure that sterilization pro-
cess failures related to incorrect 
time and temperature, nonfunc-
tioning mechanical filters, and 
damaged gaskets are detected. 
The Joint Commission is citing 
health care facilities that do not 
use the correct BI PCD for rou-
tine efficacy testing.  

For more information, see 
AAMI ST79 Section 10.5.4 about 
PCDs, Section 10.7.4 about rou-
tine biological monitoring of 
IUSS cycles, and Section 10.7.6 
about Bowie-Dick testing, along 
with the BI and BI PCD manufac-
turer’s IFU.

Question: We have 2 auto-read-
ers, but we only run a positive 
control in 1 of them. Is that cor-
rect?

Answer: That is not correct. A 
positive control (ie, BI from box, 

not sterilized) should be incu-
bated in each incubator or auto-
reader each day a test vial is in-
cubated. The positive control and 
test vial should be from the same 
lot number so they have experi-
enced the same transportation 
and storage conditions. This is 
good science. 

The purpose of the positive 
control is to verify that the test BI 
was placed into the correct incu-
bator or auto-reader, the unit is 
functioning, the spores in the BI 
were still viable before they were 
sterilized, and the media will still 
promote growth of the spores. 

Read and record the test and 
control results at the end of the 
incubation time. If the positive 
control is negative, the test BI 
results are invalid because the 
spores died in storage or the in-
cubator temperature was not cor-
rect. The load should not be used, 
and the reason for the negative 
control should be investigated.  

Read the BI manufacturer’s 
IFU for information on how to 
use a positive control. The Joint 
Commission is citing health care 
facilities that do not record the 
results of the positive control and 
test BI and if they are not from 
the same lot. 

For more information about 
use of controls for IUSS cycles, 
see AAMI ST79 Section 10.7.4.3.

Question: Is it mandatory to have 
physical evidence of the routine 
sterilizer efficacy testing and 
sterilizer qualification testing for 
audit purposes, including the 
major or minor repairs during 
servicing of the steam sterilizers?   

Answer: Yes. If you do not docu-
ment this information there will 
be no proof that this required 

Sterilization & infection control

Sterile processing
Continued from page 21
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testing was done. AAMI ST79 
states that each sterilizer cycle 
needs to be documented. See Sec-
tion 10.3.2 for details on what 
information is recorded. Preven-
tative maintenance and repair re-
cords should also be documented 
and retained so you can deter-
mine if the repair to the steril-
izer was minor or major—which 
requires qualification testing of 
the sterilizer before it is placed 
into routine use. See Section 9.5.1 
of AAMI ST79 for what main-
tenance information should be 
recorded. ❖

Martha Young, MS, CSPDT
President, Martha L. Young, 

LLC, providing SAVVY Steriliza-

tion Solutions for Healthcare
Woodbury, Minnesota

Martha Young is an independent 
consultant with long experience in 
medical device sterilization and dis-
infection.
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eLearning Courses for 
the Management of 

the Surgical Suite

OR Manager is proud to present eLearning courses, 
designed with your busy schedule in mind. These 
courses were created from popular OR Manager 
Conference sessions and recordings, and are  
pre-approved for up to 28 contact hours.

Each eLearning course, presented by speakers and 
instructors from the OR Manager Conference, 
includes multiple presentations and topics.

Register for an eLearning course today!
www.ormanager.com

presents

22150

Get up to 
28 CEs!

Benefits of eLearning:
• Learn at your own pace – you have 90 days to complete 

the course, and you can review and go back through the 
course as many times as you need.

• Up to 28 CEUs to enhance your professional development 
and meet certification requirements.

• Cost-effective and flexible – no travel required! 

Course CEUs
Surgical Services Administration eLearning Course 5

OR Business Management eLearning Course 4

New OR Manager eLearning Course 5

Clinical and Patient Safety eLearning Course 5

Ambulatory Surgery Center eLearning Course 4

Communication/Professional Development eLearning Course 5

OR Manager eLearning Course Bundle (best value!) 
Includes all eLearning courses in one convenient package for just $495.

28

Continued from page 23

OR Manager 
Toolbox

Check out the OR Manager 
Toolbox on our website for helpful 
forms and policies.

www.ormanager.com



OR Business Performance is a series 
intended to help OR managers and 
directors improve the success of their 
business. 

The OR labor budget usually 
takes a back seat to supplies 
and equipment. But labor 

costs can still create significant 
spending problems. Many hospi-
tal surgery departments use nurs-
ing full-time equivalents (FTEs) 
to solve problems that could be 
addressed with less expensive re-
sources. As a result, labor costs 
balloon, often running 20% to 30% 
higher than they need to be.

Effective surgical services di-
rectors use a combination of strat-
egies to control labor costs. Many 
have been able to reduce labor 
spending by addressing root 
problems within their OR sched-
ule, their clinical team model, and 
staff satisfaction. 

Use “vertical” scheduling
Most hospital ORs have a “hori-
zontal” schedule. The department 
manages fluctuations in case 
volume by opening more rooms 
rather than by making the most 
of every available room. Staff 
have significant downtime during 
prime time OR shifts. Overtime 
pay is used liberally to accommo-
date late-afternoon cases. Over-
all room utilization is low, and 
worked hours run high in relation 
to case volume.

The alternative is a “vertical” 
scheduling model. A vertical 
schedule optimizes staff produc-
tivity, which inherently mini-
mizes downtime to make full use 
of paid hours and reduce excess 
staffing costs. 

In the May issue of OR Man-
ager we showed how to increase 
utilization by reforming the sur-

geon block schedule. Optimizing 
utilization will typically enable a 
department to reduce the number 
of staffed rooms by requiring sur-
geons to fill their blocks in a verti-
cal fashion rather than peppering 
cases throughout the week. The 
next step is to take full advantage 
of room reductions by tailoring an 
efficient staffing structure.

“How Many FTEs Do You 
Need?” illustrates a 5-step process 
for calculating total FTEs based 
on the number of staffed rooms 
and hours of operation (p 27). The 
benchmark used here is AORN’s 
standard 2.5 FTEs per room, but 
this number can vary based on 
case mix and other factors. Benefit 
hours or percentages depend on 
your department’s actual benefits 
package, educational mission, and 
so forth. Note that this framework 
is for direct care staff only. Cal-
culate support staff requirements 
separately based on workload and 
assignments. 

Achieving an optimal FTE count 
will result in labor cost reductions 
or reallocations in most organiza-
tions. For example, suppose a hos-
pital OR implements utilization 
improvements to reduce staffed 
rooms from 18 to 15. Annual labor 
costs (inclusive of benefits) per 
room include 1.5 RNs ($90,000/
FTE) and 1 surgical technologist 
($60,000/FTE). Anesthesia staff-

ing costs will also be affected. In 
many settings, the anesthesia sti-
pend can range between $150,000 
and $550,000 per room per year, 
depending on whether anesthe-
sia uses a team-based or an all-
physician model. Costs for nurses, 
surgical technologists (STs), and 
anesthesiologists combined are ap-
proximately $345,000 to $745,000 
per room per year. Bottom line: 
eliminating 3 staffed rooms could 
result in annual labor expense sav-
ings of between $1,035,000 and 
$2,235,000.

Manage the day
Surgical services directors can 
also control labor costs by manag-
ing the daily use of existing staff 
resources more efficiently. 
•	�Stagger start times. Some ORs 

assign a 7 am start time for all 
rooms. Typically, however, pre-
surgical holding staff cannot 
prepare every patient in time 
for the scheduled start. This 
leads to staff downtime and re-
duced productivity. The solu-
tion is to start morning cases in 
waves. Depending on the ca-
pacity of presurgical, nursing, 
and anesthesia staff, you could 
open 4 rooms at 7 am, another 4 
rooms at 7:15 am, and so on.

•	�Flex staff appropriately. Many 
OR managers do not carefully 
monitor flex schedules. At 1 hos-
pital we visited, the OR staffed 
18 rooms from 7 am to 7 pm 
every day, regardless of the 
number of procedures scheduled 
for a particular day. To develop 
an effective flex schedule, track 
case volume by day of week and 
hour of day. Most OR software 
applications can report the num-
ber of open ORs and total surgi-
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High labor expenses? Better staffing  
and scheduling can cut costs

OR Business Performance

“

“
Predictability  

reduces burnout 
and turnover.

Continued on page 27



Let SpecialtyCare clinicians 
               raise the performance 
       of your OR

To learn more about SpecialtyCare,  
call (800) 633-3445 or email info@specialtycare.net

www.specialtycare.net

SpecialtyCare can help you improve clinical outcomes, patient safety and operating efficiency, 
all while reducing costs. As the most experienced provider of outsourced clinical services for the 
OR, we work side by side with surgeons, anesthesiologists and nurses in more than 820 hospitals 
across the country. And if our contract retention rate of 98% is any indication, they value our 
partnership. Look into SpecialtyCare — the OR performance people.

Perfusion, Intraoperative Neuromonitoring, Autotransfusion, 

Minimally Invasive Surgical Support, Surgical Assist

Your Operating Room

Sterile Processing Department Management

Clinical Services
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cal case minutes per day in half-
hour increments. By reviewing 
historical utilization by day and 
hour, you can develop a room 
and staff schedule that mirrors 
existing volume patterns. Any 
efforts to achieve a vertical, high-
utilization schedule will support 
more robust flexing.

•	�Improve the accuracy of sched-
uled case times. Many ORs 
allow surgeons or surgeons’ of-
fice staff to assign case duration 
when scheduling a procedure. 
These case time estimates are 
usually inaccurate and often re-
flect wishful thinking. Instead, 
use a “historical case time” 
method for scheduling. Identify 
the actual duration of the last 12 
like procedures performed by a 
surgeon, drop the high and low 

values, and average the remain-
ing 10 case times. Most clinical 
information systems can be con-
figured to automate this calcu-
lation for scheduling staff.

•	�Cross-train selectively. Better-
performing surgery departments 
cross-train staff in the preopera-
tive unit and the postanesthesia 
care unit (PACU). This allows an 
OR to add staff at the beginning 
of the day to get cases started 
and at the end of the day to as-
sist with patient recovery.
Cross-training provides greater 

ability to flex staff up and down 
to match case volume, and it can 
create opportunities to consoli-
date staff. We recently helped a 
hospital combine staff from pre-
surgical testing, same-day sur-
gery, and the PACU into a single 
unit. This move allowed the OR 
to reduce staffing by 2 RN FTEs 
(in this case, a total savings of 

$170,000) and to stream-
line the OR management 
structure. The consolida-
tion also enhanced peer-
to-peer accountability for 
performing functions ef-
fectively because staff now 
understood the down-
stream repercussions of 
not completing charts, 
such as lack of preopera-
tive testing optimization 
and discharge delays.  

Optimize staffing 
model
Many hospital ORs can re-
duce labor costs by using 
more STs. Any nursing 
role that is converted to a 
ST position represents a 
savings of approximately 
$30,000 in salary and ben-
efits. In addition, hiring 
more STs makes it easier 
to manage call teams.  

Still, there are several 
good reasons to maintain a higher 
ratio of RNs. In some surgery de-
partments, increasing the RN staff 
will reduce overtime and agency 
costs. In many hospitals, partic-
ularly academic medical centers, 
mission and service commitments 
call for a richer staff structure. In 
other hospitals, a higher RN ratio is 
a key marketing differentiator. For 
example, OR teams may include 
a first assistant or the department 
may employ a dedicated turnover 
team. Both staffing strategies can 
increase surgeon satisfaction. 

Up-staffing can also improve 
department efficiency. For ex-
ample, RNs enable greater ver-
satility in cross-training staff be-
tween different specialties. Some 
hospitals have found that hiring 
physician assistants (PAs) for 
certain OR specialty teams can 
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How Many FTEs Do You Need?
Step 1: Calculate total staffed hours per week
Schedule # of rooms Days per 

week
Hours per 

day
Total hours

07:30 - 15:30 18 5 8 720

15:30 - 17:30 11 5 2 110

17:30 - 19:30 5 3 2 30

Weekend 2 2 8 32

892

Step 2: Calculate basic FTEs

Total staffed hours per week 892

x staff per room 2.5

= total working hours per week 2,230

÷ weekly hours per FTE 40

= total working FTEs 55.75

Step 3: Calculate benefit hours  
per FTE
Vacation/sick 160

+ holiday 48

+ education/orientation 150

+ break/lunch 260

618

Step 4: Calculate  
benefit FTEs

Total working FTEs 55.75

x benefit hours per FTE 618

= total benefit hours 34,453.5

÷ annual hours per FTE 2,080

= benefit FTEs 16.56

Step 5: Calculate total 
minimum clinical staff

Basic FTEs 55.75

+ benefit FTEs 16.56

Total FTEs 72.31

Continued on page 28

High labor expenses
Continued from page 25



improve service efficiency while 
decreasing case times. PAs can 
also provide added value to key 
service lines (like orthopedics) by 
assisting in rounding and writing 
scripts, thereby creating a com-
petitive advantage in the market.

Do not forget to review your 
staffing model in out-of-depart-
ment or non-OR areas. An aca-
demic medical center we visited 
was significantly overstaffed in 
its OR access center. By stream-
lining processes and implement-
ing a more productive staffing 
model, the department reduced 
access center staffing from 21 
to 10.5 FTEs. In this institution, 
that translated into a savings of 
$610,000 per year.

Reduce turnover
Staff turnover is a huge source 
of cost in hospital ORs. Turnover 
increases the use of overtime and 
nursing agencies and also creates 
onboarding costs. Nationwide, av-
erage annual OR turnover is 14%, 
so any rate below 12% could be 
considered “good.” Keep in mind, 
however, that many best-run sur-
gery departments achieve annual 
nursing turnover of 3% or less.

How can you transform an OR 
from a high-turnover to a “high-
retention” organization? Main-
taining staff satisfaction is one of 
the most valuable competencies in 
OR leadership, and many factors 
come into play. Here, we focus on 
what we see as two critical com-
ponents of nurse satisfaction:
•	�Predictability in working envi-

ronment. Once again, the key 
issue is scheduling. A chaotic 
schedule often results in staff 
being sent home early without 
pay. Alternatively, staff are fre-
quently called in from home or 
asked to work overtime. The 
extra money is nice, but the per-
sonal disruption is wearing on 
a long-term basis. A high-utili-

zation schedule with consistent 
8-, 10-, or 12-hour shifts creates 
a predictable working envi-
ronment for staff. Ultimately, 
greater predictability reduces 
burnout and turnover.

•	�Involvement in decision mak-
ing. Instead of dictating all deci-
sions, effective surgical services 
directors describe a problem 
and invite staff to take part in 
devising a solution. One thing 
that makes Magnet organiza-
tions so effective is that staff 
members participate in nursing 
governance councils, contribut-
ing directly to decisions involv-
ing departmental processes and 
clinical improvement. 
Nurses should also have a say 

in more mundane matters. At a 
large urban medical center we vis-
ited, OR nurses provide input on 
the monthly schedule. They sub-
mit the days they would like to 
work and the days they want off. 
Requests are not guaranteed, but 
the chance to help set their own 
schedule is highly appreciated. 
This improves staff morale, gives 
nurses a stronger sense of own-
ership in decisions, and conse-
quently helps keep turnover low.

Next month
Effectively managing your OR 
schedule and staffing model not 
only supports cost control, it helps 
keep nurses engaged in your de-
partment’s mission and objectives. 
In the next OR Business Perfor-
mance column, we will explore an 
important strategy for keeping sur-
geons engaged in OR goals. Learn 
how to use surgeon dashboard re-
ports to maintain your OR’s clini-
cal and financial performance. ❖

This column is written by the peri-
operative services experts at Surgical 
Directions (www.surgicaldirections.
com) to offer advice on how to grow 
revenue, control costs, and increase 
department profitability. 
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Call for Conference 
Presentation Proposals for the
2014 OR Manager Conference

OR Manager 
Conference 2014
September 17-19
Long Beach Convention Center
Long Beach, CA

Deadline to submit proposals: 

November 8, 2013
The OR Manager Conference provides 
high-level education and content 
for OR managers and directors, OR 
business managers, clinical directors, 
and others concerned with the 
management of the surgical suite. 
We strive to offer relevant 
information presented by experts to 
meet the needs of our audience. 

Things to keep in mind when 
proposing speakers or session topics: 

• Presentations should focus on 
practical topics related to surgical 
services management, such as 
OR throughput, staffing, and cost 
management. 

• Avoid sales pitches or commercial 
presentations. 

• Each presentation should include 
at least one take-home tool that 
the participants may use in their 
work following the conference.

• Willingness to be interviewed 
and/or featured in an OR Manager 
article or webinar at a future pre-
arranged date.

How to submit your proposal:
Online Use the online submittal form 
at www.ORManagerConference.
com/call_for_presentations.php

Email Send your proposal to 
jtyler@accessintel.com

Mail Send your proposal to:

 OR Manager Conference
 Attn: Jess Tyler
 4 Choke Cherry Road, 2nd Floor
 Rockville, MD 20850
 Ph: 301-354-1777

www.ORManagerConference.com
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A Member of Catholic Health Services of Long Island

RANKED AMONG THE 

TOP 10 HOSPITALS IN THE NATION  
FOR CARDIOLOGY AND HEART SURGERY

St. Francis Hospital is a unique center known both for its high quality of care and the unique opportunities 
it affords health care professionals. Join the leaders in health care in these nursing opportunities.

We currently have openings in the following positions:

•  NURSE MANAGER OF THE CARDIAC 
OPERATING ROOM 
High-Tech Hybrid Cardiac Operating Room.  
Six new rooms equipped with the latest 
technology and new Post Anesthesia Care 
Unit. 

•  NURSE MANAGER OF THE GENERAL 
OPERATING ROOM 
Expanding our Oncology, Bariatric and 
Orthopedic Service Line. 

•  CERTIFIED OPERATING ROOM 
TECHNOLOGIST 
Ensures a safe, effective environment for 
the perioperative, geriatric, adult, and 
adolescent patients. 

•  CLINICAL NURSE CARDIAC 
OPERATING ROOM 
Full time/Part time. BSN and  
experience required. 

•  CLINICAL NURSE FOR THE GENERAL 
OPERATING ROOM 
Full time/Part time. BSN and  
experience required.

We offer competitive salaries and comprehensive benefits. For immediate consideration, please 
send a resume to JaimeL.Weitz@chsli.org or fax it to (516)562-6894.

stfrancisheartcenter.com

Equal Opportunity Employer



Nurse turnover is a problem 
that affects the performance 
and profitability of every 

health care organization. The 
cost of a nurse leaving a facility 
is roughly twice that nurse’s an-
nual salary while a replacement 
is sought and orientation is com-
pleted. In addition, patient care 
may be compromised because the 
temporary staff who fill in the gaps 
lack the continuity and knowledge 
of the experienced nurse.

Studies have shown that a 
fairly high percentage of RNs 
change jobs early in their careers; 
in one study, 30% of new RNs 
left their positions in the first year 
after graduation and 57% left in 
their second year of practice. 

During the mid- to late 2000s, 
employee turnover rates at IU [In-
diana University] Health Univer-
sity Hospital were very high. This 
trend not only was costly but also 
affected staff performance and 
morale. Why were they leaving, 
and how could the problem be 
fixed? 

It took time and effort, but an 
overhaul of the existing training 
model led to adoption of the Pa-
tient Care Intern (PCI) program 
in the perioperative setting. IU 
Health University Hospital has 
23 operating rooms. The day sur-
gery area, the OR, the postanes-
thesia care unit (PACU), and the 
interventional radiology area all 
participate in the PCI program. 
Since program implementation, 
turnover has dropped to less than 
4%—far less than the national av-
erage of about 10%. 

The old model
The high vacancy rate at IU 
Health University Hospital coin-
cided with the use of a 9-month, 
time-based training program that 

served as an internship in the OR. 
New nurses were trained in each 
surgical service line and were 
considered trained upon comple-
tion of the program. 

Nurses coming into the pro-
gram with a fairly high level of 
competency found the orientation 
period too long, and those with a 
lower level of competency felt in-
secure after just 9 months of train-
ing. Morale on the unit was poor, 
and it was hard to retain staff. The 
turnover rate added to the already 
high cost of training.

When the program was re-
viewed, other flaws were re-
vealed:
•	�There were too many variations 

among preceptors, many of 
whom were not trained and did 
not understand their role.

•	�The time-based program did 
not allow participants to move 
on to the next stage based on 
demonstrated competencies.

•	�Candidates selected for train-
ing were mostly new graduates 
from nursing programs with 
little to no prior exposure to the 
OR. 
Nursing interns often left the 

hospital during or immediately 
after their training to take posi-
tions in ORs with other hospitals. 
Exit interviews with a nurse re-
tention specialist revealed that 
some nurses lacked a sense of be-
longing to the unit; they felt ex-
cluded by existing cliques. And 
there was no program in place 
to help new nurses assimilate 
into the unit culture or to men-
tor them through the onboarding 
process.

Recommendations
After the program review was 
completed, recommendations 
were developed:
•	�Conduct behavioral interviews 

and select applicants based on 
attitudes.

•	�Select students pursuing a bach-
elor’s degree. 

•	�Change training and orientation 
to a competency-based model. 

•	�Create written goals for interns 
and review weekly.

•	�Conduct preceptorship work-
shops with identified precep-
tors. 

•	�Orient new staff in the patient 
care advocate role.

•	�Rotate interns through other 
perioperative areas to enhance 
their training.

•	�Establish a unit-based mentor-
ing program to pair new, novice 
staff with volunteer expert staff.

PCI implementation
Students from area nursing 
schools who apply for the PCI 
program are first peer reviewed, 
and then they shadow an RN and 
a student nurse. During this time, 
candidates are assessed in terms 
of whether they seem compas-
sionate and committed enough 
to go through the program. Can-
didates are not required to be li-
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censed, but they must have com-
pleted 1 semester of clinical work 
before entering the program.

Once selected, the PCIs receive 
a modest salary and are matched 
with a preceptor who monitors 
their performance. PCIs learn the 
duties of scrub and circulating 
nurses, although their exposure to 
the scrub role is not as extensive as 
their training in the circulator role.  

Staff interested in precepting the 
PCIs are trained on adult learning 
principles, delivering appropriate 
feedback, and other teaching prin-
ciples. They are then assessed as 
preceptors and selected by man-
agement. Assessment of the pre-
ceptors is ongoing, and the PCIs 
are required to complete written 
preceptor evaluations.

To ensure that they remain fo-
cused on school, most PCIs work 
just 1 or 2 full days per week 
while school is in session and 
usually 3 days per week during 
the summer. The PCI is a supple-
mental position rather than a full-
time position, but because PCIs 
are hired as much as 2 years be-
fore graduation, by the time they 
are licensed, they have a nearly 
complete orientation to the role of 
the OR nurse. 

Program benefits
Competency-based models have 
proven to be the most effective for 
evaluating knowledge, skill, abil-
ity, and behavior in the clinical 
setting. Each PCI receives indi-
vidual training, with more or less 
time spent as needed on a given 
skill or knowledge area. 

The PCI program costs about 
half of what it would cost to train 
a licensed nurse. The focus on in-
dividual progression makes stu-
dents and preceptors more en-
gaged and less frustrated com-
pared with the time-based train-
ing model. 

Being employed as nursing 
students gives the PCIs exposure 

to the OR, the unit staff, and the 
culture. PCIs and their leaders en-
gage in a trial run to assess the 
potential for a good long-term fit. 
PCIs who want to stay in the OR 
after graduation and seem to be 
a good fit are interviewed and of-
fered nursing positions. For PCIs 
not retained by the OR, efforts are 
made to place them elsewhere in 
the organization. 

Thirty-four percent of IU Health 
University Hospital OR’s current 
staff nurses have come through 
the PCI program, and about 70% 
of the PCIs brought in over the 
past 2 years have accepted nurs-
ing positions on the unit. Staff mo-
rale and the work environment of 
the unit have steadily improved, 
based on employee survey scores, 
and the costs associated with 
training and turnover have been 
dramatically reduced.

The hospital’s OR has em-
ployed 16 PCIs scheduled to grad-
uate between May 2013 and May 
2014. The goal is to employ and 
train 4 to 6 PCIs for each gradua-
tion date (May, August, and De-
cember) annually. 

In addition, a relatively new 
nurse created a mentoring pro-
gram that pairs each new nurse 
with an experienced expert nurse 
of their choice. Mentees and men-
tors have lunch together and par-
ticipate in committees and events. 
The program has helped to im-
prove new nurse assimilation into 
the unit culture. 

Opportunity to expand
This success of the PCI program 
in the perioperative setting—in-
cluding the preprocedure area, 
ORs, PACU, and interventional 
radiology areas—suggests it could 
be applied to other areas in the IU 
Health system. Success would be 
measured by the ability of other 
IU Health hospitals’ periopera-
tive services to hire and train the 
PCIs to assume vacant positions 

in their departments and to have 
a pipeline for replacing nurses as 
positions are vacated. 

Expanding this program could 
improve the quality of patient 
care while decreasing staff turn-
over and vacancy rates.

 
Patricia Vassell, MBA, RN, CCRN, 
CNOR, was administrative direc-
tor of perioperative services at IU 
Health University Hospital, India-
napolis, when PCI was developed. 
Kristen Robertson, MSN, RN, was 
her coauthor.
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Careful screening and scrutiny needed to select 
ambulatory surgery patients

The patient ,  an elderly 
woman, arrived at Red 
Rocks Surgery Center in 

Golden, Colorado, for an ophthal-
mology procedure. A paraplegic, 
she was using a scooter chair. Ad-
ministrator Jane Klinglesmith, BS, 
RN, CNOR, watched her checking 
in at the admissions desk and no-
ticed she was on dialysis. As she 
approached, Klinglesmith became 
aware that the patient was mor-
bidly obese as well.

The patient was not happy to 
learn that she would have to have 
the procedure at a later date, in a 
hospital. 

How could this happen?
Klinglesmith believes the refer-

ring physician may not have been 
aware of the patient’s weight be-
cause of her chair; her other con-
ditions would not have automati-
cally disqualified her for the pro-
cedure at the surgery center. As it 
happened, this particular patient 
had been added to the schedule 
late in the afternoon of the day 
before the procedure.

The incident illustrates how 
critical, yet difficult, it is to ensure 

that ambulatory surgery centers 
(ASCs) serve all eligible patients 
but none who are not eligible.

As a multispecialty ASC owned 
by Hospital Corporation of Amer-
ican (HCA), Red Rocks is bound 
by the hospital company’s policy 
“to create an overall culture that 
makes patient safety paramount,” 
and that includes following clini-
cal and regulatory standards for 
patient selection.

The anesthesia factor
“Most ASC tragedies occur not 
from error, but from faulty patient 
selection,” according to anesthesi-
ologist David Shapiro, MD, man-
ager of the Ambulatory Surgery 

Company in Tallahassee, Florida. 
Good patient selection generally 
starts with the anesthesiologist, 
Dr Shapiro notes, because “in 
most surgery centers, almost any-
thing you do includes anesthesia 
care.” He advises that when ASCs 
contract with anesthesiologists, 
as many do, they should be sure 
candidates are skilled in work-
ing with outpatients. “There’s a 
huge difference in what they do,” 
he says, “so don’t just hire them 
from hospitals. They need ASC-
appropriate skills.”

The American Society of Anes-
thesiologists (ASA) has developed 
a 6-level scale to assess the physi-
cal status of a patient:
1.	�a normal, healthy patient
2.	�a patient with mild systemic 

disease
3.	�a patient with severe systemic 

disease
4.	�a patient with severe systemic 

disease that is a constant threat 
to life

5.	�a moribund patient who is not 
expected to survive without the 
operation

6.	�a declared brain-dead patient 
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Lee Anne Blackwell, EMBA, BSN,  

RN, CNOR 
Vice president, clinical services,  
Practice Partners in Healthcare, Inc,  
Birmingham, Alabama

Nancy Burden, MS, RN, CAPA, CPAN 
Director, Ambulatory Surgery, BayCare 
Health System, Clearwater, Florida

Rebecca Craig, BA, RN, CNOR, CASC 
CEO, Harmony Surgery Center, Fort 
Collins, Colorado

Stephanie Ellis, RN, CPC 
Ellis Medical Consulting, Inc 
Brentwood, Tennessee

Rikki Knight, MHA, BS, RN 
Clinical director, Lakeview Surgery  
Center, West Des Moines, Iowa

Donna DeFazio Quinn, MBA, BSN, RN, 
CPAN, CAPA 
Director, Orthopaedic Surgery Center 
Concord, New Hampshire

Mary Stewart, BSN, RN 
Chief Clinical Officer, Springfield Clinic, 
Springfield, Illinois

Debra Stinchcomb, BSN, RN, CASC 
Consultant, Progressive Surgical Solu-
tions, LLC, Fayetteville, Arkansas

“

“
Compliance is 

key for successful 
outcomes.
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whose organs are being re-
moved for donor purposes.
The list appears annually in 

the ASA Relative Value Guide 
but does not include specific cri-
teria for each category. While it 
is a useful guideline, the ASA 
does not consider the physical 
status classification to be a mea-
sure of an individual patient’s 
risk of undergoing a particular 
surgical procedure. There are no 
studies to show any correlation 
between ASA physical status and 
surgical risk.

Consider the procedure
The type of procedure is the sec-
ond major criterion for proper pa-
tient selection; not all patients, re-
gardless of ASA status, can safely 
undergo a given procedure. As 
technology advances, more com-
plex procedures such as orthope-
dic implants are being approved 
for ASCs, but only for the most 
qualified patients. Such patients 
not only are in good general 
health but also have adequate care 
available at home after discharge.

Various agencies and profes-
sional organizations have issued 
guidelines for the assessment of 
risk factors for ambulatory sur-
gery, and the Centers for Medi-
care and Medicaid Services (CMS) 
has published detailed rules for 
determining a patient’s status.

The Agency for Healthcare Re-
search and Quality (AHRQ), part 
of the US Department of Health 
and Human Services, has issued 
patient selection guidelines for 
ambulatory surgery (visit www.
ahrq.gov). 

Before accepting a patient, the 
ASC staff or referring physician 
should obtain a medical history 
and conduct a physical examina-
tion that covers at least the fol-
lowing areas:

•	�ASA status
•	�body mass index
•	�respiratory status
•	�risk of thrombosis or embolism
•	�cardiovascular status via elec-

trocardiogram, if clinically indi-
cated

•	�complete blood count and blood 
chemistry, if clinically indi-
cated.
The AHRQ recommendations 

state that patients with ASA sta-
tus 1-3 may be considered for am-
bulatory surgery, depending on 
the type of procedure and type of 
anesthesia.

Age is another consideration. 
The AHRQ recommendations 
note that persons over age 60 are 
at increased risk of cardiovascu-
lar disease. Patients with a body 
mass index up to 34.9 kg/m2 can 
be considered, but others gener-
ally should be treated in a hos-
pital. Obese patients should be 
screened for obstructive sleep 
apnea. The more risk factors there 
are, the more likely it is that a par-
ticular patient should not have the 
procedure as an outpatient.

Section 416.52 of the CMS Con-
ditions for Coverage, Standard: 
Admission and Pre-surgical As-
sessment, contains standards for 
preadmission procedures. First, 
the medical history and physical 
assessment (H&P) must be com-
pleted within 30 days of the sched-
uled procedure. The H&P may be 
performed the day of surgery but 
must be completed before the pa-
tient enters the OR because the in-
formation obtained (allergies, for 
example) could lead to modifying 
or even canceling the procedure. 
CMS specifically allows for a sin-
gle H&P to cover more than 1 sur-
gery as long as all are performed 
within the 30-day limit.

Regardless of the result of the 
H&P, Section 416.42(a)(1), Stan-

dard: Anesthetic Risk and Evalua-
tion requires that a physician sep-
arately examine the patient imme-
diately before surgery. “Patients 
may have had a change in health 
status after the H&P but may not 
recognize the significance for their 
planned surgery,” the CMS guid-
ance explains.

The number and types of tests 
included in the physical assess-
ment may vary by patient, ASC, 
and requirements of state regu-
lators. At Red Rocks, an online 
questionnaire allows patients 
to provide history and medica-
tion information at their conve-
nience. They are asked to describe 
chronic conditions (comorbidi-
ties), allergies, medications they 
are currently taking, and past re-
actions to anesthetic drugs. Those 
without computer skills or access 
receive a phone call. “We do the 
best we can to get in touch with 
the patient ahead of the scheduled 
procedure,” Klinglesmith says. 

What tests, when?
In the early days of outpatient 
surgery, many patients were ad-
mitted to the hospital the evening 
before the procedure so that cli-
nicians could administer blood 
tests, a chest x-ray, an electrocar-
diogram (ECG), and a history and 
physical. They also would pre-
pare the patients for anesthesia, 
instructing them about fluid and 
diet restrictions and medication 
changes as appropriate. A patient 
in good health might then be sent 
home and return the following 
day for the actual procedure. 

“Now we have better technol-
ogy,” Klinglesmith says, “and the 
referring physician can do some 
of those tests.” Other tests, such 
as ECGs, can be referred to clini-

Ambulatory
Surgery Centers

Continued on page 34



Supporters of the bariatric 
surgery facility certification 
established in 2006 by the 

Centers for Medicare and Medic-
aid Services (CMS) are anxiously 
awaiting the agency’s final ruling 
on whether to reverse that deci-
sion. CMS issued a proposed de-
cision memo in June and is ex-
pected to make its final ruling by 
the end of September.

In a joint letter to CMS, the 
American Society for Metabolic 
and Bariatric Surgery (ASBMS) 
and the American College of Sur-
geons (ACS) opposed overturn-
ing the current policy of requiring 
certification. 

Since February 2006, CMS has 
covered only bariatric procedures 
performed at facilities certified by 
the ACS as a Level 1 Bariatric Sur-
gery Center or by the ASMBS as a 
Bariatric Surgery Center of Excel-
lence. But researchers led by John 
D. Birkmeyer, MD, FACS, pro-
fessor of surgery and director of 

the University of Michigan’s Cen-
ter for Healthcare Outcomes and 
Policy, Ann Arbor, have urged 
CMS to drop certification require-
ments because of a study showing 
that the policy hasn’t led to bet-
ter outcomes for patients (JAMA 
2013;309;792-797). 

Dr Birkmeyer, a study coauthor, 
believes the policy change could 
improve access for some patients, 
and to ensure quality, bariatric sur-
geons should participate in regis-
try programs through professional 
societies or payer-supported col-
laborative improvement programs. 

ASBMS and ACS leaders 
strongly disagree. “This proposed 
decision by CMS could be a set-
back, particularly for Medicare 
beneficiaries, who have a higher 
risk of morbidity and mortality 
than the general surgery popula-
tion,” said David B. Hoyt, MD, 
FACS, executive director of ACS.

Jaime Ponce, MD, president of 
ASBMS and a bariatric surgeon in 

Chattanooga, Tennessee, echoed 
those concerns: “We do believe 
that this [reversal] could be very 
harmful for Medicare patients.”  

Dr Ponce cited a study of bar-
iatric surgery patients showing 
declines in mortality, readmis-
sion, and reoperation rates after 
the coverage decision was imple-
mented (Ann Surg. 2011;254;860-
865). Another study found in-hos-
pital mortality rates at nonaccred-
ited bariatric surgery centers were 
more than 3 times higher than the 
rate at accredited centers  (Surg 
Endosc, in press).
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Medicare may drop bariatric surgery center 
certification requirement

Standards & regulations

cal laboratories.
A federal law provides addi-

tional flexibility. The 1988 Clinical 
Laboratory Improvement Amend-
ments (CLIA) established qual-
ity standards for laboratory test-
ing that apply regardless of the 
type of facility where the tests are 
conducted. In 1992, the Food and 
Drug Administration published 
regulations under 42 CFR part 
493 that permit waivers for facili-
ties conducting tests that are easy 
to perform and without risk to 
patients. Many states have CLIA 
certification programs that allow 
Medicare-certified ASCs to pro-
vide onsite testing.

Such a policy keeps preadmis-
sion tests to a minimum but does 
not eliminate them completely. 
Among tests Red Rocks performs 
are those that could reveal very 
recent changes in a patient’s con-
dition. For example, if a woman is 
of child-bearing age, she receives 
a pregnancy test. Diabetic patients 
are tested for blood glucose. Those 
receiving diuretic medications are 
tested for potassium levels.

Any adverse results could force 
cancellation at the last minute, 
Klinglesmith agrees, “but that is 
rare.”

In the final reckoning, no 
amount of testing or screening 
can outweigh the patient’s role in 
making ambulatory surgery suc-
cessful. The very nature of outpa-

tient surgery requires the patient’s 
understanding and cooperation. 
According to Klinglesmith, the 
most common reason for cancel-
ing a procedure is a patient’s lack 
of compliance with preparation 
instructions, such as failure to 
fast, take or halt medications, or 
arrange for an escort. ❖

—Paula DeJohn
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Costs compared for inpa-
tient vs observation stays
Medicare paid nearly 3 times as 
much on average for short inpa-
tient stays as it did for observation 
stays in 2012, and beneficiaries 
paid almost 2 times more, accord-
ing to a report from the Depart-
ment of Health and Human Ser-
vices Office of Inspector General.

The report is a result of con-
cerns by CMS that services pro-
vided during short inpatient stays 
should have been provided in the 
outpatient setting, according to the 
July 30 Physician’s Money Digest.

Last year, Medicare patients 
had 1.1 million short inpatient 
stays. The the top 3 reasons were 
chest pain, coronary stent inser-
tion, and irregular heartbeat.

—http://www.hcplive.com/
physicians-money-digest/practice-

management/Short-Inpatient-Stays-
Cost-LBJ; https://oig.hhs.gov/oei/

reports/oei-02-12-00040.asp

Lower mortality seen at 
ACS NSQIP hospitals 
Surgical patients at California hos-
pitals enrolled in the American 
College of Surgeons National Sur-
gical Quality Improvement Pro-
gram had significantly lower mor-
tality rates compared with non-
ACS NSQIP hospitals in a study 

presented at the ACS NSQIP na-
tional conference in San Diego.

Analyzing outcomes of 7 com-
plex surgical procedures in more 
than 1 million patients at 227 hos-
pitals from 1995 to 2009, research-
ers found 30-day and 1-year mor-
tality rates were 0.73 and 0.84 in 
ACS NSQIP hospitals and 0.81 and 
0.90 in non-ACS NSQIP hospitals.

ACS NSQIP hospitals also had 
decreased 30-day readmission 
and in-hospital mortality rates, 
but the difference did not reach 
statistical significance.

—http://site.acsnsqip.org/news/
surgical-patients-mortality-rates-drop-

at-acs-nsqip-hospitals-in-california/

Forced-air warming may 
affect OR ventilation
Excessive heat from forced-air 
warming systems may disrupt 
ventilation airflow over the surgi-
cal site, potentially increasing ex-
posure to airborne contaminants, 
a study finds.

In an experimental study using 
neutrally buoyant detergent 
bubbles, researchers found that 
forced-air warming generated hot 
air convection currents that mobi-
lized detergent bubbles over the 
anesthesia site and into the surgi-
cal site. Conductive warming de-
vices had no noticeable effect on 

ventilation airflows.
An accompanying editorial 

says the findings provide only in-
direct evidence of potential infec-
tion risk in a simulated setting. 
Pending further research, the pru-
dent course would be to continue 
with proven successful warming 
therapies but keep an open mind 
about the possible need to change 
practice, the authors note. 

—Belani K G, Albrecht M, 
McGovern P D, Anesth Analg. Au-

gust 2013; 117:406-411

Using telemedicine for 
postop follow-up 
Telemedicine can be safely used 
as an alternative to the standard 
postoperative clinic visit in pa-
tients who have undergone low-
risk ambulatory surgical proce-
dures, a study finds.

Patients were assessed 2 weeks 
after surgery by a physician assis-
tant, who used a scripted template.

Nearly all of 115 patients who 
had open hernia repairs and 26 who 
had laparoscopic cholecystectomies 
expressed great satisfaction with 
the telephone follow-up method.

Travel and time expenses were 
reduced, and clinic time was freed 
up to schedule new patients.

—http://archsurg.jamanetwork.
com/article.aspx?articleid=1710512


