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Background
 New management came to Braselton Surgery 

Center in January 2025.  During leadership transition, 

conversations were had with surgeons about their 

greatest concerns. Tray contamination was one item 

discussed. 

 Reviewing data for the previous months found 

December to be at a rate of 1.9% which was almost 

double the system acceptable rate of less than 1%.   

Clinical Setting and Team Description
 Braselton surgery center is the first ambulatory 

surgery center (ASC) for Northeast Georgia Health 

Systems (NGHS).  The center has four operating rooms 

and two procedure rooms.  The ASC performs orthopedic, 

podiatry, general, gyn, urology, and endoscopy service 

lines.

 The ASC has 5 sister hospitals with The surgery 

center has 10 OR and 2 SPD employees.  The two 

employees have almost two decades of experience 

between them.

Implementation and Results

  The immediate plan of action included quality 

assurance checks, quality reporting, hair management, 

workstation cleaning, inspection of instruments and 

sterilization containers by SPD staff.  The SPD educator 

developed education and provided oversight to confirm 

plan was being followed. 

 The policy for POUC was reviewed.  Education was 

developed for both staff meeting and daily huddle to bring 

awareness to front line staff and standardize work between 

all staff members.  After an available tool assessment for 

staff during POUC, the use of cidex pans was mandated for 

all orthopedic total joint cases without exception.   Sterile 

brushes were implemented as an experiment to assist staff 

with removing debris from instrumentation.   After brush 

trial was complete, staff gave feedback the brushes were 

not a value add.  Experiment was completed and brush use 

discontinued.

 After all measures were implemented and 

continued leadership support, the rate of contaminated 

trays consistently decreased.  Contaminations were 

discussed both at huddle and staff meetings to make aware 

of occurrences in real time.  As a result of these 

interventions, The end of FY25 and the first quarter of 

FY26 saw a reduction to zero contaminations for 5 

consecutive months.  

 

Assessment and Preparation
  SPM is used for SPD instrument data tracking 

throughout the sterilization process.  Further investigation 

revealed the majority of contaminations were residue, 

cement, bioburden, and foreign debris. These 

contamination reasons were shared with staff who gave 

insight into their individual workflow.  The staff shared 

possible reasons for the occurrences.  

 A meeting with system SPD leaders and educator 

was scheduled.  After discussion of possible contributors to 

the tray contaminations and other SPD leaders to observe 

ASC workflows, three items of focus were chosen based on 

AAMI standards and system best practices.  

 One focus would be the development of an 

immediate plan of correction. The next focus would be on 

OR point of use care (POUC).  And finally, an assessment of 

tools available to staff during point of use care.  
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