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Quality Leads:  Updating the 
Universal Protocol
By HF Chief Quality Officer Jim Palermo, MD

Health First’s Universal Protocol that’s 
in place to prevent wrong-site, wrong-
procedure, wrong-patient surgery, 
has been revised to reflect important 

changes mandated by The Joint Commission for ongoing 
accreditation in 2009.          	  Read complete article

e-Physician:  ED Manager:  A 
building block  of the integrated 
electronic health record
By HF Medical Director of Clinical Informatics
David P. Hurwitz, MD

In the near future, the Emergency 
Departments (EDs) at CCH, HRMC, and 

PBH, will migrate from EMSTAT to its SCM counterpart—
ED Manager.  Moving to a centralized electronic health 
record (EHR), with SCM as its core, is a key part of HF’s 
overall clinical IT strategy.	      Read complete article

Hand hygiene:  Physicians as role 
models
By HF Medical Director of Infection Control 
Anthony Barile, MD

 Are you leading by example?  The answer 
to that question is a vital component of our 
efforts to prevent nosocomial infections 

through the diligent observance of proven hand hygiene 
guidelines.		  Read complete article

Calendar Checkup:  
February/March 2009 CME offerings and Medical Staff 
meetings, and special events to celebrate National Doctor’s 
Day on March 30th!  Read complete article
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Quality Leads:

Updating the 
Universal Protocol 

By HF Chief Quality Officer Jim Palermo, MD

Health First’s Universal Protocol that’s in place to prevent 
wrong-site, wrong-procedure, wrong-patient surgery, has 
been revised to reflect important changes mandated by The 
Joint Commission for ongoing accreditation in 2009.  Before 
summarizing the 2009 Universal Protocol and its impact 
on clinicians, here’s the background on what led us to this 
point.

What led up to the most current NPSG and  
Universal Protocol updates
Last July, The Joint Commission announced the 2009 
National Patient Safety Goals (NPSGs) and related patient 
safety practice requirements. The development, annual 
review, and modification of the NPSGs, first introduced in 
2003, is overseen by the Sentinel Event Advisory Group, a 
panel that includes widely recognized patient safety experts, 
nurses, physicians, pharmacists, risk managers, and other 
professionals with hands-on experience in addressing patient 
safety issues in hospitals and other healthcare settings. 
Each year, this panel works with The Joint Commission to 
undertake a systematic review of the literature and available 
databases to identify potential new Goals and requirements. 
The Joint Commission’s Board of Commissioners approves 
the Goals and requirements each year and compliance with 
those standards is a condition of continuing accreditation or 
certification for Joint Commission-accredited and -certified 
organizations.

Wrong-site, wrong-procedure, and wrong-patient surgeries 
are considered Sentinel Events—unexpected occurrences 
involving death or serious physical or psychological injury—
which The Joint Commission tracks through its voluntarily-
reported Sentinel Event Database. In 2004, The Joint 
Commission launched the Universal Protocol—a system 
of approved processes and double-checks, to help prevent 
wrong-site surgery.  Unfortunately, the problem persists 
at the current rate of eight to ten new cases of wrong-site 
surgery reported to the Sentinel Event Database per month. 
Wrong-site surgery is the most frequently reported Sentinel 
Event in the database, and also persists in those individual 
states with mandatory reporting systems for medical errors, 
including Florida. 
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With that history in mind, The Joint Commission convened 
a second Wrong-Site Surgery Summit in February 2007 
with participation by more than 50 providers, and specialty, 
patient safety, and healthcare quality organizations, 
including the American College of Surgery and the 
American Academy of Orthopedic Surgeons.  This follow-
up Summit objectively reviewed experience to date with 
the Universal Protocol, examined the barriers to achieving 
consistent Protocol compliance, explored other potential 
strategies for eliminating wrong-site surgery, and ultimately 
revised the Universal Protocol.  Changes focused on 
enhancing the effectiveness of procedure verification; 
marking the procedure site; and conducting a “time-
out.”  Revisions to the Universal Protocol were developed, 
vetted, and approved utilizing the same processes as for the 
NPSG program before being released in the field in June 
2008. 

HF 2009 Universal Protocol Updates
The primary changes in HF’s 2009 Universal Protocol  
requirements that will affect surgery and interventional 
procedures are:

• 	The procedure site must be marked by a licensed 
independent practitioner or other provider who’s 
privileged or permitted by the hospital to perform 
the intended surgical or non-surgical invasive 
procedure.  This individual must be involved directly 
in the procedure and present at the time the procedure 
is performed.  This change prohibits allied health 
professionals, such as physician-assistants, or nurses from 
marking surgical sites.

• 	More elements have been added to the “time-out” 
requirement, which now must include active engagement 
and participation from the entire operating team.  Time-
outs must include the following (new elements are 
underlined):

	 3	 Correct patient identity verification
	 3 	 Confirmation that the correct side and correct 

site are marked
	 3 	An accurate procedure consent form
	 3 	Agreement on the procedure to be done

(Continued on page 3)
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(Quality Leads - continued from page 2)

	 3 	Correct patient position
	 3 	Relevant images and results are properly labeled 

and appropriately displayed
	 3 	Availability of correct implants and any special 

equipment or special requirement
	 3 	The need to administer antibiotics or fluids for 

irrigation purposes
	 3 	Safety precautions based on patient history or 

medication use 
•	 Alternative methods of identifying the operative site 

or target organ other than site marking will be used 
in those cases where site marking cannot easily or 
practically be done, or if the patient refuses site 
marking.  As in marking, the physician doing the 
procedure must be directly involved in the alternative 
process. 

•	 Because Health First’s number one priority is 
uncompromised safety, patients who refuse appropriate 
identification of the surgery site, whether by direct 
marking or an alternative method, will be informed that 
their procedure will not be done without preoperative site 
identification.

Patient safety our #1 priority
These updates to our internal Universal Protocol process 
have been vetted through the appropriate review process and 
place the safety of our patients at the forefront.  I appreciate 
your compliance with these requirements and your ongoing 
commitment to providing the highest quality of care for our 
patients.

Return to main menu



An integrated EHR makes data capture, access, and display 
more efficient for physicians, nurses, and other end-users 
across the continuum of care.  Information-sharing reduces 
the need for redundant documentation, for example with 
immunizations, and brings a more complete record of 
medical information more rapidly to physicians.  Rapid 
access to a large variety and quantity of clinical data is 
critical for effective clinical decision-making for the typical 
complex, acutely ill hospitalized patient. 

Below is a partial list of expected advantages of ED Manager 
for both the ED and in downstream processes of care. 

Advantages of ED Manager
For the ED:
•	 Seamless access to a comprehensive medical 

record available within SCM, including access 
to the scanned medical record

•	 Highly efficient Computerized Physician Order 
Management

•	 Highly customizable tracking board
•	 Integrated access to PACS Radiology images
•	 Computerized Clinical Decision Support 

(e.g., drug-allergy interaction, drug-drug 
interaction checking, as well as the ability to 
create customized alerts)

•	 ePrescribing capability
•	 Remote accessibility
•	 Over the long term, reduced documentation 

time for ED staff — anticipated with 
implementation of a persistent care record 

as data is added by 
various end-users such as 
physicians and Nursing 
staff in both the ED 
and inpatient areas, so 
the record becomes a 
repository of basic medical 
information, such as a 
problem list, procedure 
history, immunization 
record, etc. that persist 
from one hospitalization 
to the next.

 (continued on page 5)
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ED Manager:  
A building block 
of the integrated 
electronic health 
record
By HF Medical Director of Clinical Informatics
David P. Hurwitz, MD

In the near future, the Emergency Departments (EDs) at 
CCH, HRMC, and PBH, will migrate from EMSTAT to its 
SCM counterpart—ED Manager.  Moving to a centralized 
electronic health record (EHR), with SCM as its core, is a 
key part of HF’s overall clinical IT strategy.  As depicted 
below, each puzzle piece represents a distinct clinical IT 
application.  In the past, there were many, independent 
software applications that did not communicate with each 
other.  Currently fewer such applications exist and they are 
more tightly integrated and interfaced.  The transition to 
ED Manager, as well as the move to an integrated Pharmacy 
system and electronic Medication Administration Record 
(eMAR) this summer and Computerized Physician Order 
Management (CPOM) in early 2010, will continue moving 
this strategy forward. 

Timeline for new physician electronic 
applications at Health First hospitals:  
ED Manager, Pharmacy eMAR, and CPOM
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(e-Physician - continued from page 4)

Advantages of ED Manager 
for non-ED areas of hospital and 
remote users:
•	 Seamless access to the ED electronic health 

record
•	 ED documentation can be utilized for inpatient 

care:
—	 Present-on-admission documentation 

(e.g., pressure ulcer, Foley catheter—
critical in the era of “Never Events”)

— 	 Date/time data entry of Foley catheters 
placed in the ED (Note: this simple data 
point will be enormously helpful for 
calculation of catheter days, catheter 
infection rates, as well as for use in 
computerized clinical decision support 
(e.g., SCM alerts to end-users to 
reassess continued need for catheter 
during hospitalization), which will be a 
key part of an overall strategy to help 
reduce risk for healthcare-associated 
urinary tract infections. 

— 	 Home medication list
— 	 Access to an updated persistent care 

record, which will reduce Nursing staff 
documentation time

•	 Access to ED record in SCM by office 
physicians who are seeing patients in

	 follow up to a patient’s ED visit

It should be noted that there has been close collaboration 
with the two physician ED groups staffing the three HF 
hospitals.  Their participation has and continues to be 
invaluable and includes:   helping to design order entry 
screens, providing order set content that is peer-reviewed, 
determining optimal configuration of the tracking board, 
and in general providing feedback about a number of ED 
Manager features to the HIT Department, which ultimately 
will help to optimize ED Manager for use by ED physicians.  
Additionally, Nursing and ancillary staff have participated 
in this project, providing other important feedback.  The 
tentative implementation dates for ED Manager at each of 
the HF hospitals are scheduled as follows:

ED Manager tentative 
implementation dates at HF hospitals

CCH         April 21, 2009
PBH          May 19, 2009
HRMC      June 16, 2009

Anticipated benefits of ED Manager
ED Manager is a major step forward toward creating an 
integrated electronic health record at Health First and will 
bring many advantages to us as we continually strive to 
deliver the highest quality care to our patients.

Return to main menu



Hand hygiene: 
Physicians as 
role models 
By HF Medical Director of Infection 
Control Anthony Barile, MD 

Are you leading by example?  The answer to that question 
is a vital component of our efforts to prevent nosocomial 
infections through the diligent observance of proven hand 
hygiene guidelines.  As physicians, we simply must lead by 
example and demand proper hand hygiene practices from 
our fellow caregivers.

It’s important to be aware of the specific hand hygiene 
requirements and how our compliance is measured and 
reported. The Joint Commission, US Centers for Disease 
Control and Prevention (CDC), and other federal agencies 
have created rules and reporting requirements regarding 
hand hygiene.  In addition to publishing infection rates, 
measures such as our patients’ perception of how well we 
do with hand hygiene are now publicly reported.  The 
government’s Pay-for-Performance initiatives related to 
infectious diseases have already begun and are anticipated to 
expand quickly over the next year.

Educational initiatives now underway at 
Health First 
Information that targets physicians, who have been shown in 
national research and our own internal observation studies to 
often have some of the lowest rates of proper hand hygiene, 
is now in place in all HF hospitals and facilities.  Here are 
several components of our efforts:
•	 Hand hygiene “Leader Boards” have been placed in 

public areas of each hospital, such as in the cafeterias. 
The Leader Boards display the most recent hand 
hygiene compliance results for staff in each patient care 
area, physicians, and direct care departments such as 
Respiratory Therapy, Phlebotomy, and Environmental 
Services.  This very public commitment to hand hygiene 
is intended to inspire friendly competition among 
departments while improving compliance and patient 
satisfaction.

•	 The placement of hand gel dispensers in locations more 
visible to patients.

•	 We’re also asking physicians to communicate with 
patients about hand hygiene.  In post-stay surveys, 
patients are asked about their observance of caregivers 
washing their hands.  If handwashing or the use of 
alcohol-based gel takes place out of the patient’s sight, 
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the patient may not know if you complied with the safety 
guidelines.  Verbalize that you are practicing proper 
hand hygiene by saying something like, “I just washed 
(or sanitized) my hands for your safety and mine” or “Just 
a moment, I need to wash (or sanitize) my hands before I 
examine you.”

•	 Please review the CDC hand hygiene guidelines that 
we follow at Health First, requiring the use of alcohol-
based gel (rub until hands are dry) or washing your 
hands with soap and water for at least 15 seconds:
- 	Immediately before touching a patient, performing an 

invasive procedure, or handling an invasive device.
- 	Immediately after touching a patient, contaminated 

items, or surfaces.
- 	Before donning and after removing gloves.
- 	After touching items or surfaces in the immediate 

patient care environment, even if you did not touch 
the patient.

- 	Best practice is to wash or use alcohol-based gel 
upon entering and leaving a patient’s room.

- 	The preferred hand hygiene method at HF facilities is 
the use of alcohol-based gel, except when encountering 
patients with C. difficile, in which case handwashing 
with soap and water is preferred. 

Studies clearly indicate that hand hygiene can protect both 
patients and clinicians from healthcare-associated infections 
and yet handwashing has not become an engrained cultural 
expectation, such as automatically putting on your seat belt 
each time you get in a car.  It’s time for that critical next 
step of changing our culture.  All of us have to take personal 
responsibility for ensuring that hand hygiene becomes 
second nature with every patient, every time.

Return to main menu
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Calendar
Do a checkup on 
your calendar!

March 2009

6	 	 CME — Smoking Cessation:  An Ongoing 
Performance Improvement Challenge, Israel 
Rubinstein, MD, University of Illinois at Chicago 
(11:30 am to 1:30 pm, HRMC Auditorium)*

13		 CME — Preventing and Managing Secondary 
Stroke:  An Evidence-based Update, Cathy A. Sila, 
MD, Cleveland Clinic, Ohio (11:30 am to 1:30 pm, 
HRMC Auditorium)*

20 	 CME — The Impaired Physician, Raymond M. 
Pomm, MD, Professionals Resource Network, Inc. 
(11:30 am to 1:30 pm, HRMC Auditorium)*

24 	 HRMC General Medical Staff Meeting, 5:30 pm 
(dinner served at 5 pm); department meetings begin 
at 6:30 pm, Melbourne Hilton Rialto

27		 CME — Choosing Pathways in UA/NSTEMI:  
		  An Evidence-based Approach for 2009, 
		  Jose C. Martin, MD, FACC, University of Miami 
		  (11:30 am to 1:30 pm, HRMC Auditorium)*

30		 Doctors’ Day celebrations — Each HF hospital 
will celebrate this special day in a unique way, so stay 
tuned for more information from your Medical Staff 
Office! *

 

		  * Look for special ads recognizing medical staff 
physicians at HF’s three hospitals in the March issue 

		  of  Space Coast Medicine & Healthy Living (full-
page ad) and to air on local radio stations during the 
last week of March.

February 2009

27 	 CME — New Biology and Physics in Cancer, 
Joseph McClure, MD, HRMC (11:30 am to 1:30 
pm, HRMC Auditorium)*

* 	For all CME sessions, lunch is from 11:30 am to 12:30 
pm, and the presentation is from 12:30 to 1:30 pm.  

	 For information and CME records, call  Dee Rogers 
	 at 434-1966.

	 Please note: CMEs and mandatories at the 
	 HRMC Auditorium are video-conferenced into both 
	 the PBH Community Room and Medical Plaza 

Conference Room B at CCH.

	 Category 1 CME Credit will now be provided for
	 Medical Staff members who attend Tumor Board 

Meetings at CCH, HRMC, and at Melbourne Internal 
Medicine Associates.
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