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Crack down on OR antics as public, 

plaintiffs’ bar learn of poor behavior
(In this first part of a two-part series, 

we tell you about behavior issues in the 
OR. In next month’s issue, we’ll provide 
more details about a report in the Annals 
of Internal Medicine, and we’ll tell you 
about a specific incident involving an 
anesthetized patient who was ridiculed.)

Imagine walking through a healthcare 
facility and seeing doctors and staff 
openly insulting patients, laughing at 

racist and misogynist remarks, and even 
making inappropriate sexual contact. 

Any healthcare manager would react 
with fury and realize that something was 
seriously wrong with the facility culture 
and that it was creating all sorts of 
liability risks. That behavior would never 
happen openly. But is it happening in 

your operating rooms?
Recent cases in the news have put 

a spotlight on disrespectful and even 
abusive behavior during surgery, and 
those cases might lead to closer scrutiny 
by patients, plaintiffs’ attorneys, and 
regulators. That expected scrutiny means 
now is the time for managers to step 
in and put a halt to the antics that are 
common in some ORs.

A recent jury verdict brought 
attention to the issue. A Fairfax, VA, 
jury ordered an anesthesiologist and 
her practice to pay a patient $500,000 
for disparaging remarks made during 
surgery and for entering a false diagnosis 
on his chart. The patient had left his 
smartphone recording when it was 
placed in the bag of patient belongings 

Do you know what’s 
going on inside your 
ORs?   .  .  .  .  .  .  .  . Cover

Pay increases posted 
for 2016 for ASCs and 
HOPDs  .  .  .  .  .  .  .  .  . 124

Discharge planning 
rule is proposed 
for SDS patients at 
hospitals   .  .  .  .  .  .  . 125

4 steps to avoid 
delirium with elderly 
patients  .  .  .  .  .  .  .  . 126

SDS Manager: 
Answers to 2 of 
your most pressing 
questions  .  .  .  .  .  .  . 129

Every other surgery 
has a drug error or 
adverse event   .  .  . 130

Enclosed in this issue:

• SDS Accreditation 
Update

• 2015 index of 
articles
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Our next two issues of Same-Day Surgery will have information to help you 

and your outpatient surgery program thrive. Next month, we’ll have our annual 
Salary Survey results along with career advice. The February issue will have the 
best cost-saving ideas from your peers. Don’t miss these special issues!
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EDITORIAL QUESTIONS
Questions or comments?  

Call Joy Daughtery Dickinson 
(404) 262-5410

EXECUTIVE SUMMARY

A highly publicized lawsuit and public comments by healthcare leaders 

have made the public and the plaintiffs’ bar more aware of the sometimes 

questionable behavior of OR personnel . Managers should prohibit 

unprofessional or disrespectful behavior during surgery .

• Creating the right culture is key to improving OR behavior . 

• Misbehavior should be taken seriously, with appropriate repercussions .

• Don’t assume that you know of all OR misbehavior . 

under the OR table. The case 
received extensive publicity, and it 
informed members of the public 
about what sometimes happens 
when they are unconscious. Soon 
after that secret was revealed, an 
essay in the Annals of Internal 
Medicine also brought attention 
to disrespectful behavior while 
patients were anesthetized, including 
sexual innuendo and inappropriate 
touching. The essay was written 
by a physician, and the journal 
editors convinced him to remain 
anonymous. In an accompanying 
editorial, the editors called the 
incidents in the essay “disgusting and 
scandalous.” They cited misogyny, 
disrespect, racism, and “heavy 
overtones of sexual assault.” (Access to 
the essay is available online at http://
tinyurl.com/oovn85m. The cost is $32.)

Though incidents of misbehavior 
might be rare in the context 
of all surgeries performed, any 
occurrence is “certainly too much 
and completely unprofessional,” 
says R. Stephen Trosty, JD, MHA, 
ARM, CPHRM, president of Risk 
Management Consulting in Haslett, 
MI, and a past president of the 
American Society for Healthcare Risk 
Management (ASHRM) in Chicago. 
Trosty has dealt with serious OR 
misbehavior in the past when he was 
the risk manager at a hospital.

Improper behavior has been 
a problem in ORs for years, but 

Trosty says the issue typically is 
addressed only when a particular 
incident comes to light or possibly 
in educational sessions directed at 
surgeons. The issue also has been 
addressed by various medical boards, 
ethics and quality improvement 
committees at healthcare facilities, 
and medical ethicists, with little 
success.

“Training and the telling of actual 
instances in which there have been 
lawsuits and judgments involving this 
type of behavior do not seem to have 
put a complete stop to it,” Trosty 
says. “This type of behavior cannot 
and must not be tolerated by anyone. 
There usually are many medical 
professionals in an operating room, 
and none of them should accept this 
type of behavior.”

Given the common climate in 
which many see the physician as 
the head of the operating room and 
the leader of the team, it might be 
difficult for staff members to say 
anything without feeling concern 
for their jobs, he says. “The hospital 
or other institution must establish a 
climate that makes it very clear that 
this type of behavior is unacceptable 
and will not be tolerated,” Trosty 
says.

Healthcare facilities must create 
an environment in which people 
don’t feel their jobs are in jeopardy 
if they speak up about this type of 
behavior. That culture can be created 
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and maintained only with the support 
of top administration and medical 
leadership, Trosty says.

It is “unrealistic and naïve” for a 
manager to tackle this issue without 
support from the higher levels of 
authority, he says. The managers have 
“to continue to have sessions about 
this, not only with physicians, but 
with all professionals who are in the 
operating room. They have to stress 
why this is completely unacceptable 
behavior that cannot be accepted or 
tolerated,” Trosty says.

This education must be backed 
up by all levels of authority and 
responsibility within the organization, 
he emphasizes, or there will be a 
lack of compliance by those who 
are inclined to this type of behavior. 
The training and risk management 
sessions should include examples and 
instances of actual occurrences and 
litigation, including the judgments 
against the participating physicians 
and/or other medical professionals, 
Trosty advises. The risk management 
departments of insurance companies 
and medical societies might be 
resources for further educating 
physicians and staff. In addition to 
those groups reinforcing that this 
type of behavior will not be tolerated, 
physicians should be warned that 
their professional liability insurance 
can and usually will be cancelled if 
they are found guilty of this offense, 
Trosty notes.  

“As long as this type of behavior 
is tolerated, if not accepted, within 
society, this type of behavior is likely 
to continue in those rare instances in 
which you have physicians and others 
who feel that they belong to the ‘good 
old boys club’ or that this type of 
behavior makes them appear to be 
part of the club,” Trosty says. “We’ve 
seen that this actually can apply to 
female as well as male physicians.”

The operating room has long 

been the one place in a facility where 
administrators look the other way if 
personnel want to create their own 
atmosphere, whether that is quiet and 
professional or loud and irreverent, 
but that lack of response must 
change, says Leilani Kicklighter, 
RN, ARM, MBA, CPHRM, LHRM, 
a patient safety and risk management 
consultant with The Kicklighter 
Group in Tamarac, FL, and a past 
president of the ASHRM. By its 
nature, the operating room always 
has been a challenge for oversight, she 
notes.

Even if you go to the trouble 
of observing a procedure, the 
team members will be on their 
best behavior when the manager is 
present.

A manager responsible for risk 
management will rarely “personally 
observe the kind of behavior that 
we’re talking about,” Kicklighter 
says. “That means the solution is in 
changing the culture, not trying to 
personally observe and intervene.”

She suggests that managers make 
a concerted effort to be visible to 
the operating room staff by making 
periodic rounds to meet surgeons and 
OR staff members face to face, as well 
as holding inservices for the surgical 
team. That visibility will breed 

familiarity so that the manager doesn’t 
stand out so much during a drop-
in visit, and it also will encourage 
more trust when the manager advises 
members of the OR team on proper 
decorum.

Also, when something improper 
happens in the operating room, the 
staff members will feel comfortable 
in reporting it to the manager, 
Kicklighter says.

Consider these additional steps 
from Mark Mayo, CASC, executive 
director of Golf Surgical Center in 
Des Plaines, IL: 

• Create a culture of profession-
alism during training and orientation.

• Allow any staff to comment.
• Take immediate action to address 

any potential inappropriate behavior 
so that small events don’t lead to a 
major violation.

Some types of inappropriate 
behavior, such as laughing at or 
ridiculing an anesthetized patient’s 
body, are a matter of professionalism 
and respect for patients, and that 
professionalism must flow from the 
facility’s culture, notes John Banja, 
PhD, medical ethicist at the Center 
for Ethics at Emory University in 
Atlanta. 

Angry or frustrated clinicians are 
somewhat different, he says. They 
must be told that while wanting 
to vent about patients and work 
is understandable, it is not the 
professional thing to do, he says.

“They are going to encounter 
patients who hit all their buttons 
and make them defensive or angry, 
and they’re going to want to talk 
about it,” Banja says. “Our job is to 
reassure them that that reaction is 
perfectly normal, but complaining 
about it or insulting the patient while 
he’s lying unconscious in front of 
you is not an option. They will need 
to find other ways to deal with those 
frustrations.”  n

“ . . . COMPLAINING 
 . . . OR INSULTING 

THE PATIENT 
WHILE HE’S LYING 
UNCONSCIOUS IN 

FRONT OF YOU 
IS NOT AN 
OPTION .”  
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Medicare’s 2016 final payment rule

released for hospitals and surgery centers

ASC payment rates will increase 
by 0.3% and hospital outpatient 

departments (HOPDs) will receive 
a -0.3% change in 2016 under the 
final payment rule from the Centers 
for Medicare and Medicaid Services 
(CMS), the Ambulatory Surgery 
Center Association (ASCA) reported. 

The ASC increase is based on 
a projected rate of inflation of 
0.8% minus a 0.5 percentage point 
productivity adjustment required 
by the Affordable Care Act, ASCA 
reported. This payment update is 
significantly lower than the 1.1% 
update in the proposed rule, which 
was based on an inflation rate of 
1.7% minus a 0.6 percentage point 
productivity adjustment.

The payment rate for HOPDs is 
based on a 2.4% market basket minus 
a 0.5% adjustment for economy-
wide productivity, a 0.2 percentage 
point adjustment required by 
statute, and a 2.0% reduction to the 
conversion factor. The reduction to 
the conversion factor was to redress 
the inflation in HOPD payment 
rates that resulted from excess 
packaged payment under the OPPS 
for laboratory tests that are excepted 
from the final CY 2014 laboratory 
packaging policy. The 2.0% reduction 
was implemented to correct previous 
overpayments. Without the one-
time reduction, HOPDs would 

have received a 1.7% update, ASCA 
reported.

As in previous years, ASCA 
requested that CMS align the two 
update factors to prevent a continuing 
divergence in payment rates by 
using the hospital market basket to 
determine the update factor for ASCs, 
the association reported.

“We are extremely disappointed 
that the CPI-U [Consumer Price 
Index for All Urban Consumers] 
has once again left us with a meager 
inflationary update,” remarked ASCA 
CEO Bill Prentice. “It is important 
to note that the hospital outpatient 
update, which was determined by 
the hospital market basket that we 
maintain should also be used as our 
inflation factor, would have dwarfed 
the ASC update except for a one-
time deduction to correct a previous 
overpayment.”

Under the rule, there is a net 
decrease in OPPS payments of 0.4%, 
the American Hospital Association 
(AHA) reported. 

The primary reason for this 
net decrease is from the cut to the 
outpatient prospective payment 
system (OPPS) conversion factor 
that was intended to account for 
CMS’s overestimation of the amount 
of packaged laboratory payments 
under the OPPS for laboratory tests 
that were previously paid under the 

Clinical Laboratory Fee Schedule, 
the AHA said. AHA Executive Vice 
President Tom Nickels said, “It is 
unfortunate that hospitals and the 
patients they serve are now left to deal 
with the consequences of CMS’ faulty 
math. We continue to be troubled by 
CMS’ actuaries’ lack of transparency, 
which is untenable.”

CMS also finalized its proposal 
to alter its “two-midnight” policy so 
that certain hospital inpatient services 
that do not cross two midnights 
might be considered appropriate for 
payment under Medicare Part A if a 
physician determines and documents 
in the patient’s medical record that 
the patient required reasonable and 
necessary admission to the hospital. 
CMS makes no changes for stays that 
last at least two midnights.

 “Hospitals appreciate the certainty 
that stays of at least two midnights are 
inpatient, with stays of less than two 
midnights also considered inpatient 
based on physician judgment,” 
Nickels said.

As expected, CMS did not reverse 
the 0.2% payment cut associated with 
the two-midnight policy, the AHA 
said.

To access the final rule, go to 
http://bit.ly/1OhFUMV. (See stories 
on final physician payment rule and 
new procedures added to the ASC list in 
this issue.)   n

CMS releases final 2016 physician payment rule

The Centers for Medicare and 
Medicaid Services (CMS) 

finalized a payment increase of 
0.5% for the physician fee schedule 
for calendar year 2016, as required 
by the Medicare Access and CHIP 

Reauthorization Act of 2015, the 
American Hospital Association 
(AHA) reported. 

The rule also finalizes CMS’s 
proposal to pay for advanced care 
planning services, which include 

explanation and discussion of advance 
directives by a physician or other 
qualified health professional.

“We are pleased that CMS is 
recognizing the important role that 
advanced care planning services 
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play in encouraging Medicare 
providers and beneficiaries to discuss 
and communicate a beneficiary’s 
treatment preferences,” said AHA 
Executive Vice President Tom 
Nickels. 

Other finalized proposals include 
the use of star ratings on Physician 

Compare and the application of 
the value-based payment modifier 
to groups consisting of only non-
physician eligible professionals, such 
as physician assistants, the AHA said. 
CMS did not finalize its proposal to 
require reporting of the Consumer 
Assessment of Healthcare Providers 

and Systems survey by group practices 
of 25-99 eligible professionals (EPs), 
though it will require reporting by 
group practices of 100 or more EPs.

The proposed rule was to be 
published in the Nov. 16 Federal 
Register. To access the final rule, go to 
http://bit.ly/1XFuKDf.  n

New procedures added to ASC list

The Centers for Medicare and 
Medicaid Services (CMS) 

finalized the addition of the following 
codes to the list of procedures payable 
when performed at ambulatory 
surgery centers (ASCs):

• 0171T, Lumbar spine process 
distraction;

• 0172T, Lumbar spine process 
add;

• 37241, Vascular embolize/
occlude venous;

• 37242, Vascular embolize/
occlude artery;

• 37243, Vascular embolize/
occlude organ;

• 49406, Image cath fluid peri/
retro;

• 57120, Closure of vagina;
• 57310, Repair urethrovaginal 

lesion;
• 58260, Vaginal hysterectomy, for 

uterus 250 grams or less;
• 58262, Vaginal hysterectomy, for 

uterus 250 grams or less, including 
tubes/ovaries;

• 58543, Laparoscopic 
supracervical hysterectomy, uterus 
above 250 grams;

• 58544, Laparoscopic 
supracervical hysterectomy uterus 
above 250 grams, with removal of 
tube(s) and/or ovary(s);

• 58553, Laparoscopic-vaginal 
hysterectomy complex;

• 58554, Laparoscopic-vaginal 
hysterectomy with tubes/ovaries 
compl;

• 58573, Total laparoscopic 
hysterectomy with tubes/ovaries, 
uterus over 250 grams;

• 63046, Remove spine lamina, 
one, thoracic;

• 63055, Decompress spinal cord, 
thoracic.

The ASC Association (ASCA) 
advocated for the addition of these 
codes, and leaders said they were 
pleased to see six codes added that 
were not included in the proposed 
rule. 

“ASCA always appreciates any 

additions to the ASC procedure list, 
but we believe that there are hundreds 
of additional procedures that ASCs 
could be safely providing to Medicare 
beneficiaries,” said ASCA CEO Bill 
Prentice. “Allowing ASCs to perform 
more outpatient procedures would 
increase access to care for those served 
by the Medicare program while also 
saving the system billions of dollars 
over time.”

CMS did not finalize its proposal 
to align the reporting deadline for 
all web-based measures in the ASC 
Quality Reporting Program beginning 
next year, ASCA reported. Citing 
concerns raised by the industry, 
the deadline for those measures 
submitted via QualityNet (ASC-6, 
ASC-7, ASC-9, and ASC-10) will 
remain Aug. 15 in 2016. ASCs will be 
required to report on ASC-8 via the 
National Healthcare Safety Network 
by May 15, 2016. CMS did not add 
any new measures to the ASC Quality 
Reporting Program for 2016.  n

SDS discharge planning rule proposed for hospitals

On Oct. 29, the Centers for 
Medicare  and Medicaid 

Services released a proposed 
rule revising discharge planning 
requirements for hospitals, critical 
access hospitals (CAHs), and home 
health agencies that are reimbursed by 
the Medicare and Medicaid programs, 
according to the American Hospital 

Association (AHA).
In the proposed rule, hospitals 

and CAHs would be required to have 
discharge plans for all inpatients and 
some outpatients, including same-
day patients receiving anesthesia or 
moderate sedation, the AHA says. 
Also included are observation patients 
and emergency department patients 

whom a practitioner identifies as 
needing a discharge plan.

“This rule is designed to address 
‘less-than-optimal outcomes’ from the 
current discharge process that lead to 
complications, adverse events, and 
readmissions of patients,” says Mark 
Mayo, CASC, executive director of 
Golf Surgical Center in Des Plaines, 
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IL. The other purpose noted is that 
patients and their caregivers are not 
as involved in the discharge planning 
process as they could be.

Under the proposed rule, the 
discharge planning process would 
be required to consider the patient’s 
goals and preferences, as well as 
specific quality, resource use, and 
other measures, as required by the 
Improving Medicare Post-Acute Care 

Transformation Act of 2014. The 
rule doesn’t propose specific quality 
measures. Additionally, the rule 
proposes that the discharge planning 
process must involve the patient’s 
practitioner.

For at least some patients who 
are discharged to home, hospitals 
and CAHs would need to establish 
a post-discharge follow-up process. 
However, CMS doesn’t specify the 

details of the follow-up programs. 
When patients are being transferred, 
hospitals, CAHs, and home health 
agencies would have to provide 
specific medical information to the 
facility that is receiving the patient.

The proposed rule was published 
in the Nov. 3 Federal Register, and 
there is a 60-day comment period. To 
access the proposed rule, go to http://
bit.ly/1LE4Fiy.  n

New budget won’t let hospitals

acquire ASCs and label them HOPDs

The new budget approved by 
Congress at the end of October 

establishes site-neutral payment for 
provider-based hospital outpatient 
departments that are created after the 
bill’s date of enactment. President 
Obama has said he will sign the bill.

The budget addresses the issue 
of hospitals acquiring ambulatory 
surgery centers (ASCs) and classifying 
them as hospital outpatient 
departments (HOPDs), which 
results in higher reimbursement. 
Based on the approved budget, 
newly acquired, off-campus HOPDs 

will not be able to be reimbursed 
under the hospital outpatient 
prospective payment system. After 
Jan. 1, 2017, these locations would 
be reimbursed at the same rates as 
ASCs or physician offices, depending 
on the procedure. “This untested 
idea may endanger patient access to 
care, especially among patients who 
are sicker, the poor, minorities, and 
seniors who often receive care in 
hospital outpatient departments,” 
says Thomas Nickels, executive vice 
president for government relations 
and public policy at the American 

Hospital Association (AHA). 
“Moreover, rural communities will 
be most adversely impacted, as 
hospitals will no longer be able to 
help physicians in these communities 
continue to provide access to their 
patients.”

 Existing provider-based outpatient 
departments will be grandfathered in.

Richard J. Pollack, president/
CEO of the AHA, said the 
organization would urge Congress to 
change the bill in the coming weeks. 
(Keep up with breaking news on Twitter 
@SameDaySurgery.)  n

4 steps to avoid hospital admissions

that are unanticipated with elderly patients
(Editor’s note: In this second part 

of a two-part series on the elderly, 
we further discuss delirium and 
unanticipated hospitalizations.)

To avoid delirium and 
unanticipated hospital admissions 

with seniors, you must evaluate 
the home situation, say sources 
interviewed by Same-Day Surgery. 

“The ambulatory surgical setting 

is dangerous for individuals with 
poor health literacy because they are 
expected to engage in self-care rapidly 
despite often brief encounters with 
healthcare providers,” said the Journal 
of the American Geriatrics Society 
study authors, quoting a 2013 study. 
(Access the Society’s study at http://bit.
ly/1McrKur.)

Verify if patients are able to take 
care of themselves at home, and find 

out if they have support. “If not, 
patients should be admitted to the 
hospital after surgery or have some 
type of formal support by a nurse to 
help them at home,” said Gildasio 
De Oliveira Jr., lead author of the 
Journal of the American Geriatrics 
Society report. 

When patients go home on the 
day of surgery, “a lot is required of 
them to take care of themselves, and 



126   |   SAME-DAY SURGERY® /December 2015 SAME-DAY SURGERY® /December 2015   |   127

it’s beyond the capability of a lot of 
older individuals,” De Oliveira said. 
“They have to administer opioids and 
monitor themselves for emergency 
problems such as bleeding or 
infection.” 

Educate caregivers about delirium, 
says Sharon K. Inouye, MD, MPH, 
professor of medicine at Harvard 
Medical School, director of the 
aging brain center at Institute for 
Aging Research, Hebrew SeniorLife, 
Boston. (Access information at http://
www.hospitalelderlifeprogram.org/
for-family-members.) Inouye was an 
author of a study in JAMA Surgery 
which found that among patients 70 
years or older having elective surgery, 
major complications contributed 
significantly to a prolonged length 
of stay. (Access the study at http://bit.
ly/1WtRe7J.)

To avoid unanticipated hospital 
admissions with seniors, consider 
these additional steps:

• Hospital Elder Life Program 
(HELP).

HELP was designed to prevent 
delirium from occurring in high-risk 
patients.

 “It’s been very effective at 
preventing half of the cases of 
delirium, preventing hospital falls, 
reducing length of stay, and it saves 
costs,” Inouye says.

Inouye developed the program in 
1995 as an inpatient program, and it’s 
being offered in 200 U.S. hospitals. 
Providers have told Inouye they were 
adapting the program for outpatients.

The program uses several 
strategies targeting risk factors for 
delirium, Inouye says. Areas targeted 
include early mobility after surgery, 
prevention of dehydration, provision 
of vision and hearing adaptions 
for the impaired, and therapeutic 
activities in postop. The therapeutic 
activities are “fun activities to keep 
them engaged and active so they can 

be socialized, not isolated,” Inouye 
says. Examples include discussion of 
current events, reminiscence, games 
such as crosswords, music therapy, or 
dog therapy.

HELP also includes a non-
pharmacological sleep protocol to 
help patients with relaxation and 
pain, she says. “There’s a reduced 
need for standing orders for sleep 
medication, which is a big cause of 
delirium,” Inouye says.

Discharge planning is an 
important piece of HELP, Inouye 
says. “Discharge instructions should 
be given in large-print written 
format to the patient and reviewed 
verbally with both the patient and 
the caregiver,” she says. “A copy 
should be sent to the primary care 
physician, nursing home agency, or 
rehabilitation facility/nursing home 
as well.”

Verify that follow-up appoint-
ments have been made, Inouye 
advises.

In the American Geriatrics Society 
study, a major factor in unanticipated 
hospital admissions was discharge 
instructions, says Lauren J. Gleason, 
MD, associate physician at Brigham 
and Women’s Hospital and part-time 
instructor of medicine at Harvard 
Medical School, both in Boston. 
Gleason was the lead author of the 
JAMA Surgery study. 

“Like our study, which highlights 
potentially preventable complications 
such as delirium following surgery, 
this study highlights the importance 
of implementing preventive programs 
that meet the multidimensional 
care needs of older adults following 
surgery,” Gleason says.

• Proactive geriatric 
consultation. 

With this program, a patient 
receives geriatric consultation at the 
facility prior to surgery. A geriatric 
assessment is performed in the areas 

that need to be targeted, Inouye says.
“It’s similar to Elder Life, but 

it’s done on an individual basis and 
done by a physician,” she says. One 
limitation is that the facility might 
not have a team that could put the 
recommendations in place, Inouye 
says.

• Co-management services.
Many hospitals have this service, 

in which clinicians with expertise in 
geriatrics co-manage the patients, 
Inouye says. “For example, an 
orthopedic surgeon who is admitting 
a patient to a hospital might ask a 
geriatrician to co-manage a patient 
with him or her,” she says. The 
geriatrician focuses on areas such as 
delirium prevention and preventing 
falls.

Inouye advises outpatient 
managers to be aware of patients 
who have factors that put them at a 
high risk for delirium. Those factors 
include underlying dementia, mild 
cognitive impairment, vision and 
hearing impairment, previous cancer, 
multiple comorbidities, and kidney 
failure/disease, because they’re less 
able to metabolize drugs, she says. “If 
the patient is frail, if you’re concerned 
about cognition at baseline, consider 
getting a geriatric consultation 
involved,” Inouye advises. 

Screening patients to identify 
those at high risk of postoperative 
delirium can help you to implement 
preventive strategies as early in the 
admission as possible, Inouye says. 
Information about risk factors can be 
found in the free American Geriatrics 
Society Guidelines for Postoperative 
Delirium at http://bit.ly/1xLUtgQ.

In referring to HELP, geriatric 
consultations, and co-management 
services, Inouye says, “All these 
programs bring geriatric expertise 
to the patient, through a broad 
hospital-based program or individual 
consultation and management.”  n
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What makes seniors more likely

to have unanticipated admissions?

A ccording to a study in the 
August issue of the Journal 

of the American Geriatrics Society, 
older adults are at greater risk of 
unanticipated hospital admission 
within 30 days of ambulatory 
surgery, even after adjusting for 
comorbidities. Diabetes mellitus, 
current cancer treatment, history 
of amputation or revascularization, 
renal failure, and chronic obstructive 
pulmonary disease also were linked 
with greater likelihood of hospital 
admission. (Access the study at http://
bit.ly/1McrKur.)

The information was obtained for 
2012 from the American College of 
Surgeons (ACS) National Surgical 
Quality Improvement Project 
(NSQIP) database. This database 
extracts information from more 
than 400 community and academic 
hospitals. Data are collected for 
acute care hospitals and freestanding 
surgery centers.

 Data were collected in eight-day 
cycles, and the first 40 procedures in 
the cycle were included in the data 
set. The most commonly performed 
procedures were capped at five within 
each cycle to increase procedure 
heterogeneity.

 The study indicated that medical 
complications included bleeding 
requiring a transfusion, pneumonia, 
unplanned intubation, urinary tract 
infection, pulmonary embolism, 
failure to wean from a ventilator, renal 
insufficiency, progressive renal failure, 
stroke, coma, peripheral neurological 
deficiency, cardiac arrest, myocardial 
infarction, deep venous thrombosis, 
and sepsis or septic shock.

 The most frequently cited causes 
of hospital admission within 30 days 
of ambulatory surgery were wound 
problems (13.1%), followed by 
infections, bleeding, and pain (all 
near 5%). “It is likely that mitigation 
of these reasons will lead to a better 
understanding of warning signs, 
postoperative care instructions, and 
proper use of discharge medications,” 
the study said. 

 The study points out that it’s 
common for older adults to have 
cognitive impairment after surgery. 
“It is possible that poor cognitive 
function leads to poor self-care 
after ambulatory surgery, as higher 
admission rates in individuals with no 
surgical complication but with certain 
medical comorbidities revealed,” the 
study said.

 Seniors are expected to care for 
themselves two to three hours after 
surgery, regardless of their health 
literacy, cognition, or home support, 
the study said.

“The current findings suggest that 
a more careful assessment of older 
adults at discharge after ambulatory 
surgery is warranted,” it says. “Older 
age may be a surrogate for poor 
health literacy and poor cognition, 
and measurement of health literacy 
and cognition at discharge would 
significantly improve the ability to 
detect which older adults are at the 
greatest risk of poor postsurgical 
outcomes.”

The exchange of post-discharge 
care instructions between providers 
and patients needs to be better 
and use more innovative methods, 
including specific targeted teaching, 
the authors suggest.

“Modifications of the current 
ambulatory surgery discharge criteria 
(physiology based) to a new paradigm 
that addresses the specific needs of 
older adults with poor health literacy 
have the potential to improve quality 
of care and safety of older adults 
undergoing ambulatory surgery,” they 
say.  n

Researchers examine revisits

of outpatient surgery patients within 30 days

A    recent research letter in 
The Journal of the American 

Medical Association says that 
quality improvement and pay-
for-performance initiatives in 
ambulatory surgery should use 
cause- or operation-specific outcomes, 

rather than all-cause outcomes. The 
researchers found that less than 15% 
of all-cause revisits by ambulatory 
surgery patients to inpatient or 
ambulatory surgery settings within 
30 days involved clinically significant 
surgical site infections from 

ambulatory surgery. (Access the study 
at http://bit.ly/1Nqk5rl.)

 The study looked at six 
procedures: laparoscopic 
cholecystectomy, incisional/
abdominal hernia repair, anterior 
cruciate ligament repair, spine 
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surgery, transurethral prostatectomy, 
and hysterectomy. 

The ambulatory procedures 
were linked with 30-day postop 
unplanned acute care visits using 
the 2010-2011 Healthcare Cost and 
Utilization Project (HCUP) state 
ambulatory surgery and services 
databases, state inpatient databases, 
and state emergency department 
databases for seven states. The states 
were California, Florida, Georgia, 
Missouri, Nebraska, New York, and 
Tennessee. The data collected, which 
used unique, encrypted patient 
numbers, represented about one-third 
of the U.S. population. 

The procedures were performed 

in hospital-owned settings: inpatient, 
ambulatory surgery, or emergency 
departments. The procedures were 
perofrmed on adults who were having 
one operation, with no infection, 
cancer, or acute care in the previous 
30 days.

There were 482,034 ambulatory 
procedures, and there were 45,760 
all-cause 30-day revisits (about 9.5% 
of all cases). Most revisits were to the 
emergency department, followed by 
inpatient facilities and ambulatory 
surgery settings. Revisit rates to the 
inpatient and emergency department 
settings were highest for transurethral 
prostatectomies and incisional/
abdominal hernia repair. 

For all operations and settings, up 
to one-third of all revisits were for 
unrelated conditions. Most inpatient 
and emergency department revisits 
were for complications related to the 
index operation. This pattern was 
seen across all six procedures.

“Considering the burden of 
revisits to patients and hospitals 
following ambulatory operations, our 
study highlights the importance of 
expanding health policy and clinical 
interventions to include ambulatory 
surgery and complications assessed 
in the ED,” the authors said. “Future 
work should determine associated risk 
factors and which complications are 
potentially preventable.”  n

Your questions and my answers: 

HIPAA compliance and profitability 
By Stephen W. Earnhart, MS 
CEO 
Earnhart & Associates 
Austin, TX

I receive a considerable amount of 
email after each column. Some 

is good, some is bad. Some is cute, 
some is nasty. However, most of 
the comments I get ask for more 
“Questions & Answers” from readers. 
So, here you go!

 Question: Our web site was 
hacked recently, and it took a lot of 
time to fix it and make it secure (we 
hope) again. Are there companies out 
there that cater to healthcare facilities 
and understand HIPPA compliance?

 Answer: There are several actually 
that we use: TechMD.systems, 
Definitive Healthcare, and Your 
Tech Guys, to name a few. Web site 
and data protection is becoming a 
big issue in the industry, as hacking 

becomes more and more prominent 
in our industry.   

 Question: Our surgery center 
doesn’t make a profit at all. I just 
started working here about a month 
ago, and I was shocked to learn from 
the administrator that we just break 
even financially. I always assumed 
that freestanding surgery centers were 
really profitable, and that is why I 
wanted to get out of the not-for-profit 
hospital and into one. Is this place an 
outlier? Did I pick the wrong surgery 
center to leave my job at the hospital 
for? I am amazed that no one here is 
freaking out about it and afraid that it 
might be closing because of it. Have 
you heard of places like this?

 Answer: First, welcome to 
the “private sector” of healthcare. 
There are hundreds, and I do mean, 
hundreds, of surgery centers in the 
some 6,700 odd number of surgery 
centers out there that make absolutely 

no profit whatsoever. 
Guess what? They were never 

intended to! While many have 
forgotten, the reason most surgery 
centers were started some 30 years 
ago was not for money, but rather for 
productivity. Now, with that being 
said, “profitability” does not always 
relate to dollars. Many of these “not-
making-a-profit” surgery centers have 
tax-free profits in the form of “time.”

Your surgeons can reap a great 
deal of “time profit” by being much 
more productive in case schedules, 
faster room turnover, on-time starts, 
and hand-picked staff. That “time 
profit” means the surgeons can spend 
less time in the operating room or 
hospital, and more time in the office 
seeing new patients, having more 
free time, or just not worrying about 
being bumped by other cases or 
late starts that interfere with their 
practices. By owning their own 
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 nAn unexpected source of 
post-surgical infections

 nShould you have a navigator 
in outpatient surgery?

 nAn innovative way to improve 
staff morale

 nNew surgery options for 
treating pelvic pain

COMING IN FUTURE MONTHS

surgery center, they can control much 
more of their practice efficiency. That 
efficiency often is worth much more 
than taxable distributions from a 
surgery center. 

So, did you pick the wrong place 
to work? No. In fact, you probably are 

better off where you are than a place 
that relies on “dollar profits” to stay 
open. That statement doesn’t mean 
that the bottom line isn’t important. 
It is. Just as the chain facilities live 
and die by the bottom line, not losing 
money is critical to your facility to 

stay in business. 
Have a question, and want an 

unbiased answer? Send it to me. Your 
privacy is always secure! [Earnhart can 
be reached at phone (512) 297-7575. 
E-mail: searnhart@earnhart.com. Web: 
www.earnhart.com.]  n

Medication errors found in one-half of surgeries

and other news from annual Anesthesia meeting

The first study to measure the 
incidence of medication errors 

and adverse drug events during the 
perioperative period has found that 
some sort of mistake or adverse 
event occurred in every second 
operation and in 5% of observed drug 
administrations.

The study of more than 275 
operations at Massachusetts General 
Hospital (MGH), which will appear 
in Anesthesiology, also found that one-
third of the errors resulted in adverse 
drug events or harm to patients. 
The report was published online to 
coincide with a presentation at the 
Anesthesiology 2015 annual meeting. 

“We found that just over 1 
in 20 perioperative medication 
administrations resulted in a 
medication error or an adverse drug 
event,” says Karen C. Nanji, MD, 
MPH, lead author of the report, 
anesthesiologist in the MGH 
Department of Anesthesia, Critical 
Care and Pain Medicine, and assistant 
professor of anesthesia at Harvard 
Medical School, both in Boston. 

The most frequently observed 
errors were mistakes in labeling, 
incorrect dosage, neglect in treating 
a problem indicated by the patient’s 
vital signs, and documentation errors. 
Of all the observed adverse drug 
events and the medication errors that 
could have resulted in patient harm,  
four of which were intercepted by 
OR staff before affecting the patient,  
30% were considered significant, 
69% were serious, and less than 2% 
were life-threatening. The overall 
medication error rate of about 5% 
was the same among anesthesiologists, 
nurse anesthetists, and residents.

Other news presented at the 
annual meeting included:

• Amount of anesthetic required 
for general anesthesia during 
surgery varies widely from patient 
to patient.

Some patients might be able to 
receive a lower dose than typically 
administered, suggests a study. 

“Providing general anesthesia is a 
delicate balance, ensuring the patient 
receives enough, but not more than 

needed,” said Ana Ferreira, MD, lead 
author of the study and a medical 
researcher in the Anesthesiology 
Department at Centro Hospitalar do 
Porto, Portugal. “Our research shows 
that there is no way to predict how 
much a patient will need.” 

Researchers determined that 
the amount of propofol required 
to produce unconsciousness varied 
widely between patients and was 
independent of age, gender, weight, 
or height. Close monitoring of the 
neurological signs and brainwaves was 
used to determine when the correct 
dosage was achieved. Patients were 
given propofol in a constant slow rate 
of infusion, which enabled researchers 
to continuously monitor patient 
response and precisely determine 
when loss of consciousness occurred,  
as well as identify the exact amount of 
propofol required. 

• Pediatric patients are 
prescribed more opioids than 
needed for pain after surgery.

Research suggests that pediatric 
patients having moderate to severe 
pain might be prescribed more 
opioids than necessary following 
surgery. A study found nearly 60% 
of opioids dispensed to pediatric 
patients following surgery remained 
unused, which could lead to the 
unused medication being abused by 
adolescents in the household.
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CNE/CME OBJECTIVES

After reading Same-Day Surgery, the participant will be able to:  

• identify clinical, managerial, regulatory, or social issues relating to ambulatory 
surgery care;

• identifiy how current issues in ambulatory surgery affect clinical and 
management practices;

• incorporate practical solutions to ambulatory surgery issues and concerns into 
daily practices.

Most parents (82%) were given 
no instruction about what to do 
or how to properly discard leftover 
medication, which resulted in only 
6% of patients’ parents disposing of 
opioids at the conclusion of therapy. 
Forty-six percent of patients had 
adolescent siblings, age 12 or older, 
who could be at risk for misusing the 
leftover prescription opioids. 

• Maintaining blood pressure 
levels measured before entering OR 
might improve outcomes.

When a patient arrives in the OR, 
one of the first things a physician will 
do is to take his or her blood pressure. 
However, a new study found blood 
pressure taken before the patient 
enters the OR might produce more 
accurate measurements and should 
be used to determine baseline blood 
pressure.

“We found that blood pressure 

measured in the OR was significantly 
higher than readings taken during 
pre-surgical testing before the 
day of surgery or in the holding 
area on the day of surgery,” said 
John L. Ard Jr., MD, clinical 
associate professor, Department 
of Anesthesiology, Perioperative 
Care, and Pain Medicine at NYU 
School of Medicine and physician 
at NYC Langone Medical Center, 
both in New York City. “The OR 
environment seems to provoke 
anxiety in some patients that may 
not be present in other areas prior 
to surgery. This research could help 
physicians make better decisions 
regarding blood pressure management 
in the OR, which could lead to fewer 
perioperative complications such as 
stroke or heart attack.”

• Surgical patients should stay 
on cholesterol medications to 

reduce risk of death.
Patients who stop taking 

cholesterol medications before 
surgery are following outdated 
recommendations and significantly 
increasing their risk of death if they 
don’t resume the medications within 
two days after surgery, according to a 
study of more than 300,000 patients.

A 2002 clinical advisory 
recommended temporarily 
discontinuing statins for surgery, 
which is still reflected in the drug 
package insert. However, in 2007 
the American College of Cardiology 
and American Heart Association 
recommended uninterrupted use of 
statins around the time of surgery 
and noted they reduce inflammation 
and promote blood flow. The 
new study suggests that these 
recommendations haven’t been fully 
heeded.  n

Updated consensus statement: Research on 
anesthesia for babies and children

An updated consensus statement 
from SmartTots urges healthcare 

providers and parents to discuss the 
risks, benefits, and timing of any 
treatment that involves anesthetics 
or sedatives for infants or children 
younger than age 4. Specifically, it 
advises weighing the benefits of any 
elective procedure against a potential 
risk.

 SmartTots, which is a public-
private collaboration between the 
International Anesthesia Research 
Society and the FDA, has updated a 
consensus statement that emphasizes 
more research is needed on the 
impact of anesthetics and sedation 
on infants and young children. The 
statement was endorsed by 19 health 
organizations, including the American 
Society of Anesthesiologists and the 
Society for Pediatric Anesthesia. 

 Experts also suggest exploring 

alternatives to anesthesia or sedation 
when pain management is not an 
issue, such as with diagnostic tests.

Recent evidence seems to indicate 
that when very young animals are 
exposed to anesthetics or sedatives, 
it impairs their ability to learn and 
memorize, as well as impacts their 
behavior. Human research has been 
inconclusive.

Established science has shown 
that the human brain is still growing 

in the first few years of life and is 
more susceptible to harm when 
exposed to certain chemicals. (To 
access the consensus statement, go to 
http://smarttots.org/about/consensus-
statement.) SmartTots has created 
FAQ sheets for providers (http://
smarttots.org/faq-for-health-care-
professionals) and for parents (http://
smarttots.org/faq-for-parents) to 
guide anesthetic/sedative use in 
infants and toddlers.  n
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CNE/CME INSTRUCTIONS

CNE/CME QUESTIONS

1. According to R. Stephen 

Trosty, JD, MHA, ARM, 

CPHRM, of Risk Management 

Consulting, what should be 

included in the training and 

risk management sessions 

by the managers regarding 

proper OR behavior?

A. Examples and instances of 

actual occurrences and litigation, 

including the judgments against 

the participating physicians and/

or other medical professionals

B. Only the standards and 

guidelines established by 

professional organizations

C. The facility’s expectations, 

but no descriptions of actual 

incidents

2. What does Leilani Kicklighter, 

RN, ARM, MBA, CPHRM, 

LHRM, of The Kicklighter 

Group, recommend as a way to 

improve OR behavior?

A. Appoint one nurse in 

the department to report 

observations directly to 

management.

B. The manager should visit 

the department often and 

become better acquainted with 

physicians and staff.

3. According to Sharon K. Inouye, 

MD, MPH, of Harvard Medical 

School and Institute for Aging 

Research, Hebrew SeniorLife, 

which factors put patients at 

high risk for delirium?

A. Vision and hearing 

impairment

B. Previous cancer

C. Kidney failure/disease, 

because they’re less able to 

metabolize drugs

D. All of the above 

4. According to a study in the 

August issue of the Journal 

of the American Geriatrics 

Society, which of the 

following indicate a greater 

risk of unanticipated hospital 

admission within 30 days of 

ambulatory surgery?

A. Older adults, even after 

adjusting for comorbidities 

B. Diabetes mellitus and current 

cancer treatment

C. History of amputation or 

revascularization

D. Renal failure and chronic 

obstructive pulmonary disease 

E. All of the above



DECEMBER 2015 / Supplement to SAME-DAY SURGERY ® 1

sometime in the future,” Kratz says. “But it is important 
to remember that it is not necessary for a patient to have 
been harmed already.”

Failures with infection control also are a common 
prompt for an immediate jeopardy finding. Even 
something such as poor compliance with handwashing 
protocols could result in that finding, Kratz explains.

“It can be as simple as failure to follow a policy, 
or it could be that you’re not protecting patients 
from physical abuse or harm from staff or from other 

patients,” she says.

Always a shock

There is no guaranteed way to avoid 
a finding of immediate jeopardy, Kratz 
says.

Immediate jeopardy findings almost 
always are a shock to the facility, she 
says. Facilities might have passed recent 
surveys by accreditation agencies with 
no problem and still find themselves 
facing the worst result from CMS, Kratz 
says. The “highest-quality and best-run 
facilities” still can be hit with immediate 

jeopardy findings, she says.
“Usually it’s for things you wouldn’t expect. It’s 

not a problem that you’ve identified and have been 
monitoring and working to improve,” Kratz says. “This 
absolutely happens to hospitals that have never had a 
deficiency and think that things are running great, and 

“Immediate jeopardy” are words you never want 
to see on a CMS survey report for your facility 

because it means you are on the brink of losing your 
accreditation for Medicare in a very short time, and 
that is only the worst of the ramifications. Immediate 
jeopardy also means higher fines, less time to correct 
problems, and extremely bad publicity.

But this situation happens only to facilities that are 
in bad shape overall, where the administrators know 
that there are serious deficiencies that could lead to 
immediate jeopardy, right? Surely it 
can’t happen to facilities that are high 
quality and well-run.

It can happen to those top-notch 
facilities, experts say. It's possible for 
a serious deficiency to go unnoticed 
until a CMS surveyor makes a fateful 
note in the records.

Surveyors will declare immediate 
jeopardy when the facility is in 
noncompliance with at least one 
condition of participation (CoP) or 
condition for coverage (CfC) in a way 
that has caused or is likely to cause 
serious injury, harm, impairment, or 
death to a patient.

A wide range of situations can result in immediate 
jeopardy, but examples include failure to count 
instruments and supplies in surgery, medication safety 
failures, and patient-to-patient violence or sexual assault, 
says Susan G. Kratz, JD, shareholder and chair of the 
Healthcare Practice Group with the law firm Nilan 
Johnson Lewis in Minneapolis. CMS surveyors, or state 
surveyors acting on behalf of CMS, see the immediate 
jeopardy finding as a way to intervene in especially 
dangerous situations, she says.

“They’re looking for a problem in which a patient 
could come to immediate harm, not just a possibility 
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‘Immediate jeopardy’ can happen to any facility
Problems can slip through and result in CMS’ worst finding



2 Supplement to SAME-DAY SURGERY ® / DECEMBER 2015

they’re running all these quality metrics that are reassuring. 
Then CMS comes in and finds something that shocks the 
hospital.”

The threat to patient safety and health is not always 
physical, notes Ruth Ragusa, RN, vice president of 
organizational effectiveness at South Nassau Communities 
Hospital in Oceanside, NY. Patients who feel threatened 
or neglected could prompt an immediate jeopardy finding, 
she says.

Current concerns can be targeted by surveyors, Ragusa 
says, and it's possible for a facility that, otherwise, is 
performing well to slip up on a recent development or 
recommendation. “Last year the hot topic they were 
looking at was glucometer testing because the CDC 
had put out some precautionary notes about how if staff 
don’t follow proper procedures, there is a risk of exposing 
patients to bloodborne pathogens,” Ragusa says. “A lot of 
organizations were reviewed closely for compliance with 
that.”

Surveyors watched the staff work with glucometers 
to assess whether they were following the most recent 
guidelines, and they cited safety risks if any step was not 
done correctly, Ragusa says. New policies and procedures, 
combined with the differences in individual staff 
performance and a surveyor’s subjective assessment, easily 
can lead to a serious citation, she says.

Ragusa points out that surveyors can find immediate 
jeopardy even if few patients are exposed to the hazard, and 
even if no harm has been done yet. “They feel that if one 
patient is exposed, then there is a danger to other patients,” 
she says. “The definitions are very broad and left up to the 
surveyor, so even a hazard that has not affected any patient 
can still get you in trouble. As long as the hazard exists, 
they can say it puts patients at risk.”

Because an immediate jeopardy finding is the result 
of a surveyor’s subjective assessment, it is not uncommon 

for the facility leaders to be frustrated and angry with 
the citation. With a citation for not counting surgical 
instruments, for example, the surgery department leaders 
might be confident that other policies and procedures 
ensure items are not left behind in the patient. And if there 
has been no report of patient harm, immediate jeopardy 
might seem like a gross overreaction.

Can we talk about it?

If you know that the surveyors are considering 
immediate jeopardy, it is possible to discuss the issue with 
them and convince them that even if there is a problem, 
it is not serious enough to justify immediate jeopardy. But 
you usually don’t have that opportunity.

“It is typical that the surveyors just announce to the 
hospital staff that they are issuing an immediate jeopardy 
finding,” Kratz says. “Once that announcement has been 
made, the hospital has to correct the problem, or they will 
be terminated from Medicare in 23 days.”

The notification of immediate jeopardy usually is 
only oral, Kratz notes. Don’t wait for or demand written 
notification, because that will take up valuable time. Speed 
is paramount, Kratz advises. If a surveyor cites immediate 
jeopardy, your number one priority should be correcting 
that problem as quickly as possible. CMS will require a 
written report that the jeopardy has been abated, but it is 
possible to do so even before the surveyors leave the facility 
that day. Remember that this response does not require 
correcting all of the deficiencies related to the citation; 
you have to eliminate only the immediate threat to patient 
safety and health.

This step might mean writing a new policy, having it 
approved through the required process at the facility, and 
training people on it immediately. If necessary, enlist the 
aid of the top leader to have people and resources directed 
to this emergency effort. In other cases, the facility might 
have to stop doing a particular procedure because a fix 
is not possible immediately. In that scenario, the aim 
is to show the surveyors that patients are no longer at 
risk because you are simply not doing the procedure in 
question.

If you cannot abate the immediate jeopardy before 
the surveyors leave, CMS must visit again to confirm 
the improvement on site. This visit will count as one of 
your two allowed revisits, and it might be wasted on just 
confirming the immediate jeopardy abatement if you have 
other deficiencies to address from the survey.

“Immediate jeopardy used to be rare, but it’s becoming 
more common,” Kratz says. “There is a lot of discretion 
that is given to the surveyors about what constitutes 
immediate jeopardy, so it is hard to know when this is 
going to happen to you.”  n

EXECUTIVE SUMMARY

An “immediate jeopardy” finding from a CMS 
survey can happen even to high-quality, well-
run facilities.
• Situations that can bring this finding include 
failure to count instruments and supplies in 
surgery and failures with infection control, 
including poor compliance with handwashing 
protocols.
• Don’t wait for or demand written notification.
• Your number one priority should be 
correcting that immediate threat to patient 
safety and health as quickly as possible. 



DECEMBER 2015 / Supplement to SAME-DAY SURGERY ® 3

The Joint Commission puts spotlight on falls

— Are you doing all you can for patient safety?

How many patients fall in healthcare facilities each 
year? Hundreds of thousands, and up to 50% of 

the patients who fall are injured, according to The Joint 
Commission (TJC).1

Such events add to the length of stay, as well as the cost, 
which averages about $14,000, according to the TJC.1

Consistently, falls accompanied by serious injury are 
in the top 10 sentinel events reported to TJC. Now The 
Joint Commission has released a Sentinel Event Alert on 
falls, with tips and tools for reducing these incidents.1 The 
Accreditation Association for Ambulatory Health Care 
(AAAHC) also has a toolkit that targets falls.2

According to the TJC’s analysis, most falls are related to 
the following:

• inadequate assessment; 
• communication failures; 
• lack of adherence to protocols and safety practices;
• inadequate staff orientation, supervision, staffing 

levels, or skill mix; 
• deficiencies in the physical environment; 
• lack of leadership.1

Accrediting groups aren’t the only ones looking at 
patient falls. The Centers for Medicare and Medicaid 
Services (CMS) is requiring ambulatory surgery centers 
(ASCs) to report on ASC-2: Patient Fall, as well as other 
quality measures to avoid future Medicare payment 
reductions.  In addition, CMS has labeled falls as a “never 
event” and doesn’t reimburse for the costs associated with 
treating a patient who has fallen in a healthcare facility.

Keep in mind, every patient who has had sedatives, 
anesthetics, or pain medicine is at risk for falls, says 
Jan Davidson, MSN, RN, CNOR, CASC, director of 
the Ambulatory Surgery Division at the Association of 
periOperative Registered Nurses. “Given that all patients 
have gone through some kind of invasive procedure, it 
puts them all at risk for falls,” Davidson says. “Everyone 
who works there needs to have heightened awareness that 
patients they’re taking care of have that risk.”

Another concern is that many elderly patients are 
undergoing ambulatory surgery. According to AAAHC, 
patients who are 65 years and older are at increased risk 
of falls.2 Elderly patients might have poor vision, an 
unsteady gait, confusion, and/or decreased reflex responses, 
Davidson says. Additionally, they might have difficulty 
hearing, which might interfere with their understanding 
instructions and directions. “All of those already put them 
at risk for falls,” Davidson says.

The concerns increase as ambulatory surgery programs 
take on older and sicker patients for major surgical 

procedures, including total hips and knees, says Girish P. 
Joshi, MBBS, MD, FFARCSI, professor of anesthesiology 
and pain management, University of Texas Southwestern 
Medical Center, Dallas. Joshi is a board member with The 
Accreditation Association, the parent company of AAAHC, 
and Acreditas Global, which is AAAHC’s international 
program.

“The same emphasis given to inpatients now needs to be 
given to outpatient populations,” Joshi says. AAAHC says 
that anesthesia/surgical factors in patient falls include lower 
extremity surgery and lower extremity nerve blocks.2

Take a look around

Some fall prevention efforts should begin before patient 
contact, says Michelle Feil, MSN, RN, senior patient 
safety analyst at the Pennsylvania Patient Safety Authority. 
The Authority is planning to develop a falls risk assessment 
tool for ambulatory facilities.

Look at how patients arrive at your facility and move 
into the building, Feil advises. Do you need a handicapped 
ramp? Also look at your doors and chairs to determine how 
easily they can be maneuvered, she suggests. 

Consider these additional suggestions:
• Identify patients at risk.
Begin the fall prevention efforts with the preoperative 

telephone calls, sources suggest.
 TJC says to use a standardized assessment tool to 

identify risk factors for falls and injuries. The examples 
listed in the Sentinel Event Alert are Morse Fall Scale or 
Hendrich II Fall Risk Model. TJC prefers that these tools 
are integrated into the electronic medical record (EMR).

“In addition to the tool, a comprehensive, 
individualized assessment for falls and injury risk should 
be performed,” TJC says. “Ensure that the patient’s 
age, gender, cognitive status, and level of function are 

EXECUTIVE SUMMARY
Patient falls are a focus of a new Sentinel Event Alert 
from The Joint Commission. 
•  Assess patients for fall risk beginning at the preop-
erative telephone calls.
•  Educate patients about avoiding falls when they 
return home.  
•  Communicate which patients are at risk using 
wrist bands, white boards, and/or electronic medi-
cal records.
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included in the assessment.”1 (Editor’s note: The Morse Fall 
Scale is available in the AAAHC falls toolkit at http://bit.
ly/1MiqjpH.)

According to AAAHC, risk factors for falls, in addition 
to age, are history of a recent fall; co-morbidities including 
dementia, hip fracture, type 2 diabetes, Parkinson’s 
disease, arthritis, depression, or poor cardiovascular health; 
functional disability that requires use of assistive devices; 
fear of falls; poor vision; pain; cognitive impairment; 
gait, balance, or visual impairment; use of high-risk 
medications, such as tranquilizers, sedative-hypnotic, or 
antihypertensive drugs; urge urinary incontinence; bare 
feet or inappropriate footwear; use of anticoagulants; and 
osteoporosis.2

 Also remind patients that their risk of falls continues 
after they are discharged home, Davidson says. Tell them 
to remove rugs and cords that could be tripped over, she 
says. 

• Take steps in the facility before surgery.
Providers need a standardized communication process 

to communicate which patients are at risk for falls, the 
TJC says.1 They can use white boards or prompts in the 
EMR, it says.

Receptionists who see patients come into the facilities 
can alert staff if they notice patients have an unsteady 
gait, difficulty with balance, are using assistive devices, or 
have difficulty getting in and out of chairs, Feil says. Some 
facilities that care for many frail elderly patients arrange 
for staff members to meet patients at their cars and escort 
them into the facilities, she says.

However, even young, healthy patients can be at risk of 
falls if they’re left alone after a procedure, she points out. 
“They don’t realize the risk of anesthesia they just had,” 
Feil says. Explain to them that they will be experiencing 
the effects of anesthesia and that their blood pressure will 
be lower than normal. Also tell the patient’s family and 
friends what to expect, Feil says.

 Determine how you will identify patients who are at 
risk for falls. AAAHC recommends colored bracelets,2 but 
any creative method can be used, Joshi says.

• Take steps in the facility postoperatively.
Once patients are in your facility and have been 

identified as fall risks, there are steps you can take to 
reduce risks, Davidson says. One step is to put those 
patients closer to the nurses so they can be watched, she 
says.

Also, allow family members to come to the recovery 
areas as soon as possible, Davidson suggests. “It will 
comfort patients and make them less confused and 
agitated,” she says.

Guard rails and a call light within reach of the patient 
also are useful, Davidson adds. “Make sure they know to 
call before they try to get up,” she says.

At discharge, provide detailed written instructions, 
Joshi emphasizes. (See story in this issue about what to do 
after a fall. For more information, see “11 ways to reduce rates 
of falls with injuries,” Same-Day Surgery, March 2014.)

REFERENCES

1. The Joint Commission. Preventing falls and fall-related 
injuries in health care facilities. Sentinel Event Alert 2015; 55. 
Accessed at http://www.jointcommission.org/assets/1/18/
SEA_55.pdf.
2. AAAHC. Patient Safety Toolkit: Ambulatory Surgery and Preventing 
Falls. 2013. Web: http://bit.ly/1MiqjpH.

RESOURCE

• From AHC Media, publisher of Same-Day Surgery:  
“On-Demand Webinar: Give Falls the Slip: TJC & CMS 
Hospital CoPs & Standards.” This webinar offers two hours 
of CME and CNE credit until Aug. 18th, 2016. Product 
code: T150818. Telephone: (800) 688-2421. Web: http://bit.
ly/1RBArOE.  n

Steps to take when a patient falls at your facility

When a patient falls, your post-fall management 
should include a post-fall huddle and reassessment of 

the patient, according to a Sentinel Event Alert just released 
by The Joint Commission (TJC).1

 Hold the huddle as soon after the fall as possible, TJC 
suggests, and involve staff at all levels. Also, if possible, 
discuss the fall with the patient, including what happened, 
how it happened, and why. For example, were there factors 
such as medication or a medical condition?

 Also, TJC says the huddle should include the following: 
whether you had appropriate interventions in place, 
specific reasons why the fall might have happened, how 

you can avoid such falls, and how you will change the care 
plan. The huddle also should incorporate a standard post-
fall huddle tool, the TJC says. 

Ensure you have trending and analysis of falls for your 
QI efforts, the TJC says.

REFERENCE

1. The Joint Commission. Preventing falls and fall-related 
injuries in health care facilities. Sentinel Event Alert 
2015; 55. Accessed at http://www.jointcommission.org/
assets/1/18/SEA_55.pdf.  n



December 2015 / Supplement to SAME DAY SURGERY ® Index

2015 Index
When looking for information on a specific topic, back issues of Same Day Surgery may be useful. If you haven’t already 
activated your online subscription so that you can access the newsletter archives through the company web site, go to www.
AHCMedia.com and click on “Register” at the top of the page. Or contact our customer service department at (800) 688-
2421. E-mail: customer.service@AHCMedia.com.

Accreditation
AAAHC Institute for QI offers 

patient safety toolkits, JUN 
Supplement:4

AAAHC’s hospital/health 
system group accredits its 
first hospital, MAR:35

Accreditation organizations 
point to safety issues with 
high-alert medications, MAR 
Supplement:1

Are you using health IT safely? 
If not, it could lead to 
sentinel events, TJC warns, 
JUN Supplement:1

CMS addresses false fingernails 
and immediate-use 
sterilization, SEP 
Supplement:4

Credentialing problems can 
leave your facility holding 
the liability bag, JUL:73

Follow these standards [for 
multi-dose vials], director 
recommends for outpatient 
surgery programs, SEP 
Supplement:3

Guidance for ambulatory 
surgery on obese patients – 
AAHC Institute offers 
toolkit with flowchart to 

prevent surgical 
complications, JUN 
Supplement:3

‘Immediate jeopardy’ can 
happen to any facility – 
Problems can slip through 
and result in CMS’ worst 
finding, DEC Supplement:1

Joint Commission revises pain 
management standard, 
FEB:23 

Life Safety Code surveyor 
added, JAN:11

Non-compliance with infection 
control standards crosses 
settings for outpatient 
surgery, MAR Supplement:3 

Outpatient surgery managers 
are in a tough place 
regarding how to handle 
multiple-dose vials, SEP 
Supplement:1

Portal addresses environmental 
challenges, SEP 
Supplement:4

Self-register to access Joint 
Commission Connect, JUN 
Supplement:4

Steps to take when a patient 
falls at your facility, DEC 
Supplement:4

Take these steps with your staff 
[for high-alert medications], 
MAR Supplement:3

The Joint Commission posts 
changes for 2016, alters 
office-based requirements, 
NOV:117

The Joint Commission puts 
spotlight on falls — Are you 
doing all you can for patient 
safety? DEC Supplement:3

Video educates patients on 
preparing for surgery, JUN 
Supplement:4

What do you do about multi-
dose vials when you have a 
drug shortage? SEP 
Supplement:3

Anesthesia/Pain Management
Administering lorazepam for 

patients receiving general 
anesthesia questioned, 
MAY:56

Anesthesia info management 
system alerts can boost 
patient care, but raise 
implementation challenges, 
OCT:106

Anesthesia staff key to 
identifying children at risk 



Index Supplement to SAME DAY SURGERY ® / December 2015

for sleep-disordered 
breathing prior to surgery, 
OCT:104

Anesthesiologist ordered to 
pay $500,000 after patient’s 
smartphone records insults, 
SEP:94

FDA launches drug shortages 
mobile app, JUL:79

Follow these standards [for 
multi-dose vials], director 
recommends for outpatient 
surgery programs, SEP 
Supplement:3

Joint Commission revises pain 
management standard, 
FEB:23 

Medication errors found in 
one-half of surgeries and 
other news from annual 
Anesthesia meeting, 
DEC:130

Morphine following common 
surgery may be life-
threatening, but ibuprofen is 
safe alternative, MAR:27

Newly released research 
identifies cause of 
postoperative delirium in 
older patients, OCT:105

Outpatient surgery managers 
are in a tough place 
regarding how to handle 
multiple-dose vials, SEP 
Supplement:1

Study determines best 
anesthesia options for 
infants, JUL:80

Telephone counseling reduces 
pain and disability in 
patients after spinal surgery, 
JUN:70

The key to reducing pain in 
surgery might already be in 
your hand, AUG:79

Updated consensus statement: 
Research on anesthesia for 
babies and children, 
DEC:131

What do you do about multi-

dose vials when you have a 
drug shortage? SEP 
Supplement:3

Cost Containment (Also see 
Finances and Medicare/
Federal regulatory activity)

How your facility can save 
with reprocessing of devices 
labeled for single use, 
FEB:17

Keep vendors and their 
surprises out of your ORs 
and your contracts, FEB:13

Paper, storage costs plummet 
with e-signatures, AUG:82

Savings on infection control 
and Medicare resources, 
FEB:21

SDS Manager: Make money by 
reducing expenses and 
increasing your facility’s 
efficiency, FEB:16

This month: Best cost-saving 
ideas, FEB:13

Tips for cutting inventory and 
cancelled cases, FEB:15

Disaster/crisis preparedness
Bank robber lockdown holds 

lessons, SEP:87
Shootings, other violence on 

the rise and pose major 
liability risks, SEP:85

Employee health (Also see 
Infection control) 

No viral load means no HCV 
restrictions — Hospitals 
follow SHEA guideline for 
healthcare workers, 
MAR:30

Endoscopy/Bronchoscopy/
Colonoscopy/
Duodenoscopes/
Laparoscopy

Culturing protocols devised for 
duodenoscopes to prevent 
CRE, MAY:49

E. coli outbreak at Illinois 
hospital tied to 
contaminated specialized GI 
scopes, JAN:5

ECRI Institute’s top patient 
safety concerns include 
scope reprocessing, JUN:69

FDA issues guidance on 
duodenoscope reprocessing, 
OCT:100

FDA says to inform patients 
about risk of endoscopy 
linked to CRE infections, 
APR:45

Guidance on role of industry 
reps in endoscopy unit, 
JUL:83

If they’re so difficult to 
reprocess, why are 
duodenoscopes approved for 
surgery? MAY:51

Recommendations for 
bronchoscope reprocessing, 
NOV:113

SAGES launches program to 
reduce bile duct injury, 
OCT:107

Scopes still contaminated after 
cleaning, study shows, 
OCT:101

Study: Minimally invasive 
surgery could lower 
healthcare costs by hundreds 
of millions a year, MAY:58

Finances (Also see Cost 
containment, Medicare/
Federal regulatory action, 
and Reimbursement)

ASC Association takes issue 
with new PA report, JAN:11

Guide offers information 
about outpatient providers 
and charges, JUN:64

Price transparency is growing, 
but hear lessons from 
frontrunners first, JUN:61

Study: Minimally invasive 
surgery could lower 
healthcare costs by hundreds 



December 2015 / Supplement to SAME DAY SURGERY ® Index

of millions a year, MAY:58
Tools allow for accurate 

estimates: Patients get the 
‘whole story,’ FEB:20

Freestanding Centers
$9.5M settlement in lawsuit over 

out-of-network centers, 
NOV:119

11 new procedures proposed for 
ASCs in 2016, SEP:92

ASCA: New quality measures are 
likely, APR:47

ASC Association takes issue with 
new PA report, JAN:11

Outpatient programs expand and 
provide more than just surgery, 
MAR:25

Medicare’s 2016 final payment 
rule released for hospitals and 
surgery centers, DEC:124

New procedures added to ASC 
list, DEC:125

Participants in ASC pilot study 
share safety changes, SEP:89

Retirement system saves $7 
million: Coverage adjusted for 
hospital colonoscopies, 
NOV:116

SDS Manager: Primary care 
physicians are investing in 
ambulatory surgery centers, 
JUN:68

Smaller outpatient facilities 
struggle to achieve regulatory 
compliance with HIPAA, 
APR:44

Until Nov. 16, ASCs can suppress 
certain public data, NOV:117

Geriatric patients
4 steps to avoid hospital 

admissions that are 
unanticipated with elderly 
patients, DEC:126

Growing number of elderly 
brings issues with LOS, 
readmissions, NOV:109

Guideline developed for 
prevention and treatment of 

postoperative delirium in older 
patients, FEB:22

Newly released research 
identifies cause of 
postoperative delirium in older 
patients, OCT:105

Program aims to improve 
geriatric surgical care, SEP:95

What makes seniors more likely 
to have unanticipated 
admission? DEC:128

Hospital-based programs
AAAHC’s hospital/health system 

group accredits its first 
hospital, MAR:35

Double jeopardy: Hospitals, 
surgeons dinged twice by CMS 
for surgical infections, 
readmissions, JUN:65

E. coli outbreak at Illinois 
hospital tied to contaminated 
specialized GI scopes, JAN:5

Medicare’s 2016 final payment 
rule released for hospitals and 
surgery centers, DEC:124

New budget won’t let hospitals 
acquire ASCs and label them 
HOPDs, DEC:126

No viral load means no HCV 
restrictions — Hospitals follow 
SHEA guideline for healthcare 
workers, MAR:30

Program aims to improve 
geriatric surgical care, SEP:95

Retirement system saves $7 
million: Coverage adjusted for 
hospital colonoscopies, 
NOV:116

SDS discharge planning rule 
proposed for hospitals, 
DEC:125

SDS Manager: A blurred line 
between hospitals and surgery 
centers, NOV:115

Infection control
Alarm sounded: Recurrent 

problems in reprocessing, 
NOV:111

CMS addresses false fingernails 
and immediate-use 
sterilization, SEP Supplement:4

Double jeopardy: Hospitals, 
surgeons dinged twice by CMS 
for surgical infections, 
readmissions, JUN:65

E. coli outbreak at Illinois 
hospital tied to contaminated 
specialized GI scopes, JAN:5

Evidence for a preadmit 
showering regimen, NOV:117

FDA issues guidance on 
duodenoscope reprocessing, 
OCT:100

FDA says to inform patients 
about risk of endoscopy linked 
to CRE infections, APR:45

Follow these standards [for 
multi-dose vials], director 
recommends for outpatient 
surgery programs, SEP 
Supplement:3

Golf Surgical Center – Infection 
Control Breach Reporting 
Policy and Procedures, 
JAN:Online Supplement

How your facility can save with 
reprocessing of devices labeled 
for single use, FEB:17

Multifaceted intervention 
associated with modest 
decrease in surgical site 
infections, AUG:76

Nationwide focus is growing on 
issues surrounding injection 
safety, APR:41

New video helps providers check 
injection practices, JUL:81

Option B – Subject: Multiple 
Dose Vials Policy: SEP:Online 
Supplement

Outpatient surgery managers are 
in a tough place regarding how 
to handle multiple-dose vials, 
SEP Supplement:1

Recommendations for 
bronchoscope reprocessing, 
NOV:113

Savings on infection control and 



Index Supplement to SAME DAY SURGERY® / December 2015

Medicare resources, FEB:21
Scopes still contaminated after 

cleaning, study shows, 
OCT:101

Serratia outbreak linked to drug 
diversion, APR:42

Stuffed animals bring bacteria to 
OR, AUG:83

What do you do about multi-
dose vials when you have a 
drug shortage? SEP 
Supplement:3

Management
ASC worker, about to be fired, 

moves patient files to personal 
email, OCT:97

CMS addresses lower relative 
humidity in ORs, APR:47

Council endorses periop noise 
reduction resource – Study 
finds distractions impact 
teamwork, team performance, 
stress, and workload, JUL:76

Disruptive behavior isn’t always 
addressed, either in policy or in 
practice, JUN:66

Good computer logs critical to 
detecting breach, OCT:100

HVAC task force gives guidance 
[on temperatures and humidity 
control in ORs], NOV:119

Joint communication addresses 
challenge of humidity levels, 
medical equipment in the OR, 
MAR:34

SDS Manager: A blurred line 
between hospitals and surgery 
centers, NOV:115

SDS Manager: Adding a surgery 
facility that is out of network, 
JAN:10

SDS Manager: Answers to some 
of your most pressing 
questions, MAR:31

SDS Manager: Freestanding EDs 
and urgent care centers as new 
sources of surgical referrals, 
APR:43

SDS Manager: How to address 

management company 
complaints, SEP:92

SDS Manager: Management woes 
in the outpatient surgery field, 
AUG:81

SDS Manager: Primary care 
physicians are investing in 
ambulatory surgery centers, 
JUN:68

SDS Manager: We’re becoming 
more bureaucratic, OCT:102

SDS Manager: Wrong-site 
markings, sloppy timeouts, and 
RNs only, JUL:78

SDS Manager: Your questions, 
my answers: HIPAA 
compliance and profitability, 
DEC:129 

Medicare/Federal regulatory 
activity (Also see 
Accreditation, Employee 
health, Quality improvement/
Benchmarking and 
Reimbursement)

ASC worker, about to be fired, 
moves patient files to personal 
email, OCT:97

CMS memo to surveyors leads to 
ASC policy — Surveys 
targeting infection control 
breaches, JAN:6

CMS releases final 2016 
physician payment rule, 
DEC:124

Data breach at spine center raises 
question: How do you prevent 
it? JAN:1

Double jeopardy: Hospitals, 
surgeons dinged twice by CMS 
for surgical infections, 
readmissions, JUN:65

FBI warns healthcare companies 
of hacker threat, JAN:4

FDA issues guidance on 
duodenoscope reprocessing, 
OCT:100

FDA says to inform patients 
about risk of endoscopy linked 
to CRE infections, APR:45

Good computer logs critical to 
detecting breach, OCT:100

If they’re so difficult to reprocess, 
why are duodenoscopes 
approved for surgery? MAY:51

Medicare patients undergo 
unnecessary tests before 
cataract surgery, study finds, 
JUN:71

Medicare’s 2016 final payment 
rule released for hospitals and 
surgery centers, DEC:124

MedPAC finalizes 2016 payment 
recommendations, MAR:35

New budget won’t let hospitals 
acquire ASCs and label them 
HOPDs, DEC:126

New procedures added to ASC 
list, DEC:125

Proposed Medicare payment 
rates released, SEP:90

Savings on infection control and 
Medicare resources, FEB:21

SDS discharge planning rule 
proposed for hospitals, 
DEC:125

SDS Manager: Your questions, 
my answers: HIPAA 
compliance and profitability, 
DEC:129 

Smaller outpatient facilities 
struggle to achieve regulatory 
compliance with HIPAA, 
APR:44

New procedures and techniques
11 new procedures proposed for 

ASCs in 2016, SEP:92
Comments solicited on office-

based cataract surgery, SEP:92
New procedures added to ASC 

list, DEC:125
SDS Manager: Can you offer 

total hips and knees in 23 
hours? Yes! MAY:55

Nursing
Nurses text, send images from 

the OR with new app, MAY:59
SDS Manager: Wrong-site 



December 2015 / Supplement to SAME DAY SURGERY ® Index

markings, sloppy timeouts, and 
RNs only, JUL:78

Patient education
FDA says to inform patients 

about risk of endoscopy linked 
to CRE infections, APR:45

Telephone counseling reduces 
pain and disability in patients 
after spinal surgery, JUN:70

Tools allow for accurate 
estimates: Patients get the 
‘whole story,’ FEB:20

Video educates patients on 
preparing for surgery, JUN 
Supplement:4

Patient/family satisfaction
Administering lorazepam for 

patients receiving general 
anesthesia questioned, MAY:56

Evidence of economic burden of 
disparate care for minorities 
continues to grow, MAY:53

Telephone counseling reduces 
pain and disability in patients 
after spinal surgery, JUN:70

Patient/staff safety (Also see 
Accreditation, Anesthesia, 
Infection control, and Risk 
management)

3 apps that could help improve 
patient safety, JUL:79

Adverse events can happen when 
staff try to maintain 
equipment, APR:37

Anesthesia staff key to identifying 
children at risk for sleep-
disordered breathing prior to 
surgery, OCT:104

Defective instrument probe and 
safety checklist lead to award, 
JUL:77

ECRI Institute’s top patient safety 
concerns include scope 
reprocessing, JUN:69

EHR failures can be dangerous 
without having a contingency 
plan, MAR:32

Framework for Root Cause 
Analysis and Action Plan, 
JUL:Online Supplement

Heart patients can stop blood 
thinners when undergoing 
elective surgery, AUG:81

How does human behavior lead 
to surgical errors? Mayo Clinic 
researchers count the ways, 
AUG:78

New video helps providers check 
injection practices, JUL:81

Northbank Surgical Center — 
Safe Surgical Checklist, 
JUL:Online Supplement

Participants in ASC pilot study 
share safety changes, SEP:89

Presurgery beta blockers, risk of 
death examined, JUL:79

Problem of surgery on the wrong 
site and retained objects won’t 
go away, NOV:114

Simulated IV fluids were shipped 
to surgery centers, MAR:33

Sponges retained in patients 
during surgery are reduced by 
93% in study, FEB:20

This month: How to increase 
safety, avoid lawsuits, JUL:73

Trail of tears: Fired drug-
diverting workers free to find 
another healthcare facility, 
APR:40

Pediatrics
Anesthesia staff key to identifying 

children at risk for sleep-
disordered breathing prior to 
surgery, OCT:104

Stuffed animals bring bacteria to 
OR, AUG:83

Updated consensus statement: 
Research on anesthesia for 
babies and children, DEC:131

Postoperative care
Telephone counseling reduces 

pain and disability in patients 
after spinal surgery, JUN:70

Preoperative care
Administering lorazepam for 

patients receiving general 
anesthesia questions, MAY:56

Day surgery patients registered at 
the bedside, MAY:54

Evidence for a preadmit 
showering regimen, NOV:117

Heart patients can stop blood 
thinners when undergoing 
elective surgery, AUG:81

Medicare patients undergo 
unnecessary tests before 
cataract surgery, study finds, 
JUN:71

One year after surgery, 
preoperative program to quit 
smoking still shows benefits, 
MAY:57

Preoperative Testing In Adults 
Undergoing Elective Surgery, 
AUG:Online Supplement

Presurgery beta blockers, risk of 
death examined, JUL:79

Video educates patients on 
preparing for surgery, JUN 
Supplement:4

When will physicians stop 
ordering unnecessary preop 
tests? AUG:73

Quality improvement/
Benchmarking

AAAHC Institute for QI offers 
patient safety toolkits, JUN 
Supplement:4

ASC-8 reporting deadline moved, 
AUG:83

ASCA: New quality measures are 
likely, APR:47

Researchers examine revisits of 
outpatient surgery patients 
within 30 days, DEC:128

Until Nov. 16, ASCs can suppress 
certain public data, NOV:117

Reimbursement (Also see 
Finances and Medicare/
Federal regulatory activity)

Are you prepared to convert to 
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ICD-10? AUG:78
Give your facility a ‘leg up’ on 

competition: Revamp outdated 
price estimate processes, 
JUL:81

Incorrect CP codes lead to 
incorrect estimates and 
sometimes write-offs, AUG:77

Patient has high out-of-pocket 
costs? Find out earlier! Move 
financial talk to front end, 
FEB:19

Retirement system saves $7 
million: Coverage adjusted for 
hospital colonoscopies, 
NOV:116

System made changes to stop ‘no 
authorizations,’ MAY:52

Resources
AAAHC Institute for QI offers 

patient safety toolkits, JUN 
Supplement:4

Framework for Root Cause 
Analysis and Action Plan, 
JUL:Online Supplement

Free infographic on robotics, 
OCT:107

Golf Surgical Center – Infection 
Control Breach Reporting 
Policy and Procedures, 
JAN:Online Supplement

Guide offers information about 
outpatient providers and 
charges, JUN:64

New video helps providers check 
injection practices, JUL:81

Northbank Surgical Center – Safe 
Surgical Checklist, JUL:Online 
Supplement

Option B – Subject: Multiple 
Dose Vials Policy: SEP:Online 
Supplement

Passwords Are Like Underwear, 
JAN:3

Preoperative Testing In Adults 
Undergoing Elective Surgery, 
AUG:Online Supplement

SAGES launches program to 
reduce bile duct injury, 

OCT:107
Savings on infection control and 

Medicare resources, FEB:21

Risk management/Medical errors 
(Also see Infection control and 
Patient/staff safety)

$9.5M settlement in lawsuit over 
out-of-network centers, 
NOV:119

Anesthesiologist ordered to pay 
$500,000 after patient’s 
smartphone records insults, 
SEP:94

Bank robber lockdown holds 
lessons, SEP:87

Botched cataract surgery yield 
$1.5M verdict, MAR:28

Corporate negligence can 
complicate med mal, JAN:4

Crack down on OR antics as 
public, plaintiffs’ bar learn of 
poor behavior, DEC:121

Credentialing problems can leave 
your facility holding the 
liability bag, JUL:73

Data breach at spine center raises 
question: How do you prevent 
it? JAN:1

Evidence of economic burden of 
disparate care for minorities 
continues to grow, MAY:53

FBI warns healthcare companies 
of hacker threat, JAN:4

Malpractice caused Joan Rivers’ 
death, critics say, FEB:21

Medical malpractice payout 
amounts increase, JUL:81

Shootings, other violence on the 
rise and pose major liability 
risks, SEP:85

Sleep apnea can pose malpractice 
risk, OCT:103

State supreme court affirms $4.4 
million verdict based on lack of 
informed consent, JAN:7

System settles false claim charge 
for $37 million, MAR:34

This month: How to increase 
safety, avoid lawsuits, JUL:73

Warning! Smartphone recordings 
could be a liability risk for 
your facility, SEP:93

Salaries/careers
How do you successfully manage 

employees ranging from 
Millennials to Baby Boomers?  
JAN Supplement:1

Staff satisfaction
Council endorses periop noise 

reduction resource – Study 
finds distractions impact 
teamwork, team performance, 
stress, and workload, JUL:76

Supplies and equipment (Also 
see Endoscopy/Bronchoscopy/
Colonoscopy/Duodenoscopes/
Laparoscopy)

Adverse events can happen when 
staff try to maintain 
equipment, APR:37

Defective instrument probe and 
safety checklist lead to award, 
JUL:77

Millions wasted in unused 
medical supplies and 
documented in U.S. ORs each 
year, JAN:9

Surgeons
CMS releases final 2016 

physician payment rule, 
DEC:124

Comments solicited on office-
based cataract surgery, SEP:92

Credentialing problems can leave 
your facility holding the 
liability bag, JUL:73

Double jeopardy: Hospitals, 
surgeons dinged twice by CMS 
for surgical infections, 
readmissions, JUN:65

SAGES launches program to 
reduce bile duct injury, 
OCT:107

The Joint Commission posts 
changes for 2016, alters office-
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based requirements, NOV:117
When will physicians stop 

ordering unnecessary preop 
tests? AUG:73

Technology 
3 apps that could help improve 

patient safety, JUL:79
Anesthesia info management 

system alerts can boost patient 
care, but raise implementation 
challenges, OCT:106

Are you using health IT safely? If 
not, it could lead to sentinel 
events, TJC warns, JUN 
Supplement:1

EHR failures can be dangerous 
without having a contingency 
plan, MAR:32

Electronic Health Fairness Act 
passes Senate, OCT:107

FDA launches drug shortages 
mobile app, JUL:79

Free infographic on robotics, 
OCT:107

Nurses text, send images from 
the OR with new app, MAY:59

Video educates patients on 
preparing for surgery, JUN 
Supplement:4

Warning! Smartphone recordings 
could be a liability risk for 
your facility, SEP:93
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