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T he following recommended practices were 
developed by the AORN Recommended Prac-
tices Committee and have been approved by 

the AORN Board of Directors. They were presented 
as proposed recommended practices for comments by 
members and others. They are effective January 1, 
2006. These recommended practices are intended as 
achievable recommendations representing what is 
believed to be an optimal level of practice. Policies 
and procedures will reflect variations in practice set-
tings and/or clinical situations that determine the 
degree to which the recommended practices can be 
implemented. AORN recognizes the numerous set-
tings in which perioperative nurses practice. These 
recommended practices are intended as guidelines 
adaptable to various practice settings. These practice 
settings include traditional operating rooms, ambula-
tory surgery centers, physicians’ offices, cardiac cath-
eterization suites, endoscopy suites, radiology 
departments, emergency departments, labor and 
delivery units that have OR suites, and all other areas 
where operative and other invasive procedures may 
be performed.

Purpose
These recommended practices provide guidance for 
establishing traffic patterns in perioperative practice 
areas. Traffic control patterns suggest movement into 
and out of the surgical suite as well as movement 
within the suite. Clearly defined and enforced traffic 
control practices protect personnel, patients, sup-
plies, and equipment from potential sources of cross- 
contamination; safeguard the privacy of patients; and 
provide security.

The building design of the surgical suite often pre-
determines traffic patterns. Implementation of all ele-
ments of these recommended practices may not be 
feasible within every facility because of the physical 
limitations of the setting.

Recommendation I

Traffic patterns should be designed to facilitate movement of 
patients and personnel into, through, and out of defined areas 
within the surgical suite. Signs should clearly indicate the 
appropriate environmental controls and surgical attire 
required.

1. The surgical suite should be divided into three 
designated areas that are defined by the physical 
activities performed in each area. Increasing 
environmental controls and surgical attire as 
progression is made from unrestricted to 
restricted areas decreases the potential for 
cross-contamination.

The unrestricted area includes a central con-
trol point that is established to monitor the 
entrance of patients, personnel, and materials. 
Street clothes are permitted in this area, and 
traffic is not limited. The entrance to the surgi-
cal suite should be restricted to authorized per-
sonnel based on organizational policies. 

The semirestricted area includes the periph-
eral support areas of the surgical suite. It has 
storage areas for clean and sterile supplies, work 
areas for storage and processing of instruments, 
scrub sink areas, and corridors leading to the 
restricted areas of the surgical suite. Traffic in 
this area is limited to authorized personnel and 
patients. Personnel are required to wear surgical 
attire and cover all head and facial hair.1 

The restricted area includes ORs, procedure 
rooms, and the clean core area. Surgical attire 
and hair coverings are required. Masks are 
required where open sterile supplies or scrubbed 
persons are located. All persons entering the 
restricted area should follow the AORN “Recom-
mended practices for surgical attire.”1

Persons entering the semirestricted or 
restricted areas of the surgical suite for a brief 
time for a specific purpose (eg, law enforcement 
officers, parents, biomedical engineers) should 
cover all head and facial hair and may don 
either freshly laundered surgical attire or a sin-
gle-use coverall suit (eg, jumpsuit) designed to 
totally cover outside apparel. 

2. Movement of personnel from unrestricted areas 
to either semirestricted or restricted areas 
should be through a transition zone. A transi-
tion zone exists where one can enter the area in 
street clothing and exit into the semirestricted 
or restricted zone in surgical attire. Locker 
rooms serve as transition zones between the out-
side and inside of a surgical suite and may serve 
as a security point to monitor people admitted 
to the suite. 

3. Patients entering the surgical suite should wear 
clean gowns, be covered with clean linens, and 
have their hair covered. Clean gowns, linens, 
and hair coverings are worn by patients to mini-
mize particulate shedding during surgical 
procedures.

Patients are not required to wear masks while 
in the surgical suite unless they are under air-
borne precautions (eg, a patient with active pul-
monary tuberculosis or other airborne respira-
tory disease).2 While in the restricted area, the 
mask could hinder access to the face and airway 
and might increase the patient’s anxiety.

Recommended Practices for Traffic Patterns 
in the Perioperative Practice Setting
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Personal undergarments may be worn when 

they will not interfere with the surgical site. Con-
sideration should be given for management of 
potential incontinence. Many health care organi-
zations now allow specific patients to wear clean 
personal clothing, including socks and under-
wear, into the surgical suite to promote the 
patient’s comfort and sense of dignity. The most 
common surgical procedures that incorporate this 
new patient care practice are cataract extractions 
and carpal tunnel releases. Access to patients 
below the waist usually is not necessary for these 
surgical procedures. In addition, sterile fields can 
be maintained easily without the risk of contami-
nation from patient clothing.

Recommendation II

Operating room suites should be secure.

1. The design of perioperative areas and traffic pat-
terns should include the following:
• Patient privacy must be provided for as 

required by the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA).3

• Patient, personnel, and visitor safety should be 
ensured.

• Supplies and equipment should be protected 
from tampering and theft.

2. Identification badges should be worn at all times 
according to organizational policy.

Recommendation III

Movement of personnel should be kept to a minimum while 
invasive and noninvasive procedures are in progress.

1. Careful assessment of the patient and planning for 
patient care needs should reduce the need for 
excessive movement and activity during the pro-
cedure. Air is a potential source of microorgan-
isms that can contaminate surgical wounds. 
Because microbial shedding increases with activ-
ity, greater amounts of airborne contamination 
can be expected with increased movement of sur-
gical team members.4

2. Doors to the operating or procedure rooms should 
be closed except during movement of patients, 
personnel, supplies, and equipment. The air pres-
sure within each operating or procedure room 
should be greater than in the semirestricted area. 
The air in the OR should be maintained under 
positive pressure with a minimum of 15 total 
room air exchanges per hour.5 When the doors are 
left open, the heating, ventilation, and air condi-
tioning system is unable to maintain these critical 
environmental parameters. Leaving the door open 
can disrupt pressurization and cause turbulent air-
flow that could increase airborne contamination. 
Traffic in and out of the OR should be minimized 
by preplanning so that turbulence from this activ-

ity is minimized during the procedure or when 
sterile supplies are opened.

3. Talking and the number of people present should 
be minimized during procedures. An increase in 
airborne microorganisms can occur with an 
increased number of people present. Movement, 
talking, and uncovered skin areas can contribute 
to airborne contamination.4

Recommendation IV

The movement of clean and sterile supplies and equipment 
should be separated from contaminated supplies, equipment, 
and waste by space, time, or traffic patterns.

1. Surgical supplies prepared for surgical proce-
dures outside the surgical suite (eg, in central pro-
cessing) should be transported to the surgical 
suite to maintain cleanliness and sterility and to 
prevent physical damage. Protecting items from 
contamination, physical damage, and loss during 
transportation facilitates their safe use. Use of cor-
rect procedures for transporting items preserves 
the  qual i t ies  of  the  s ter i le  and clean 
environment.6

2. Supplies and equipment should be removed from 
external shipping containers and web-edged or 
corrugated cardboard boxes in the unrestricted 
area before transfer into the surgical suite. Exter-
nal shipping containers and web-edged cardboard 
boxes may collect dust, debris, and insects during 
shipment and may carry contaminants into the 
surgical suite.6

3. When there is a clean core, the movement of sup-
plies should be from the clean core through the 
operating or procedure room to the peripheral 
corridor.
• Soiled supplies, instruments, and equipment 

should not re-enter the clean core area. They 
should be contained in closed or covered carts 
or containers for transport to a designated 
decontamination area. 

• The decontamination area and soiled linen 
and trash collection areas should be separated 
from personnel and patient traffic areas. Sepa-
ration of clean and sterile supplies and equip-
ment from soiled materials by space, time, and 
traffic patterns decreases the risk of infection.6

Recommendation V

During construction and renovation, specific traffic patterns 
should be established and maintained in accordance with 
applicable state regulations.  

1. Specific traffic plans for construction personnel 
and movement of supplies, equipment, and 
debris should be developed and implemented fol-
lowing applicable guidelines for construction in 
health care facilities, with infection control per-
sonnel monitoring the process.7,8 Infections have 
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been transmitted through the dissemination of 
microorganisms from disruptions of environmen-
tal reservoirs (eg, drywall, ceiling tiles, flooring, 
casework).9

2. Surgical personnel should be able to move from 
place to place without contaminating their surgical 
scrubs. Clean or sterile supplies and equipment 
must be transported to storage areas by a route that 
minimizes contamination from the construction site 
and prevents contact with soiled or contaminated 
trash and linen. Because traffic patterns may not be 
easily altered to meet these requirements, the con-
struction personnel may need to work during off 
hours. If infection control requirements still cannot 
be met, some areas may need to be relocated or 
closed temporarily.9

3. A multidisciplinary assessment should be com-
pleted to determine the infection control and 
safety risks involved in a construction, renova-
tion, or maintenance project. A multidisciplinary 
team performing the assessment should include 
infection control, safety, and project personnel. 
An infection control risk assessment (ICRA) 
matrix may facilitate the process. The ICRA 
matrix helps the team identify important preven-
tive strategies that may include, but are not lim-
ited to,
• types of barriers necessary, 
• maintenance of barrier integrity,
• attire for workers, 
• special entrances and exits,
• negative pressure and high-efficiency particu-

late air filters, and 
• other infection control prevention and surveil-

lance measures (eg, particulate counts).9

Thorough planning and coordination are nec-
essary to minimize the risk for airborne infection 
both during projects and after their completion.10 

4. Compliance with barrier precautions and traffic 
patterns should be monitored on an ongoing basis 
throughout and until the completion of the con-
struction, renovation, or repair project. Monitor-
ing provides an opportunity to rapidly correct 
any barrier or traffic restriction breach.

Recommendation VI

Policies and procedures for traffic patterns for patients, person-
nel, supplies, and equipment should be developed, reviewed 
periodically, revised as necessary, and kept readily available in 
the practice setting.

1. These recommendations should be used as guide-
lines for developing written policies and proce-
dures in the practice setting. Policies and proce-
dures establish authority, responsibility, and 
accountability and serve as operational guidelines. 
Policies and procedures establish guidelines for 
performance improvement  activities to be used 
when monitoring and evaluating traffic patterns in 
the surgical practice setting.

2. Information on traffic patterns and methods of han-
dling supplies and equipment should be included 
in the orientation and continuing education of per-
sonnel to assist in the development of knowledge, 
skills, and attitudes that affect surgical patient out-
comes. This education should include ancillary 
support or delivery personnel whose work activi-
ties require them to be within the semirestricted or 
restricted areas. 

3. Policies and procedures should assist in the 
development of patient safety and quality assess-
ment and improvement activities.

4. The uniform perioperative nursing vocabulary 
should be used in the development of policies 
and procedures related to traffic patterns. The 
perioperative nursing vocabulary is a clinically 
relevant and empirically validated standardized 
language. This standardized language consists of 
the Perioperative Nursing Data Set (PNDS) and 
includes perioperative nursing diagnoses, inter-
ventions, and outcomes. The expected outcome of 
primary importance to these recommended prac-
tices is “The patient is free from signs and symp-
toms of infection.” This outcome falls within the 
domain of Physiological Responses. The associ-
ated nursing diagnosis is “Risk for infection.” The 
associated interventions that may lead to the 
desired outcome may be “Initiates traffic control”; 
“Protects from cross-contamination”; “Maintains 
continuous surveillance”; and  “Minimizes the 
length of invasive procedure by planning care.”11

Glossary

Corrugated cardboard box: Web-edged box used for 
the purpose of containing items to be shipped for use 
in the OR. 

Jumpsuit: One-piece suit that completely covers street 
clothes and can be worn in the semirestricted areas of 
the OR. Synonyms: coveralls, bunnysuit.
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