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Battle Lines Drawn: Proposal Says

CRNAs Could Practice Alone at VA
APRNs could work without physician supervision at VA facilities

The West isn’t the only place 
experiencing firestorms. 
A just-published 

proposal from the 
Department of Veterans 
Affairs (VA) to allow 
full practice authority 
for advanced practice 
registered nurses 
(APRNs), including 
certified registered nurse 
anesthetists (CRNAs), 
has ignited a battle with 
the American Society of 
Anesthesiologists over 
whether CRNAs should 
be allowed to practice 
without physician 
supervision at VA 
facilities. The proposed 
change would allow CRNAs to work 
without the collaboration, supervision, 
or other involvement of physicians.

The proposed change would not be 
affected by any state or local laws that 

restrict APRN practice, because VA 
facilities generally are considered 

exempt from state and local 
laws. 

“The purpose of this 
proposed regulation is to 
ensure VA has authority to 
address staffing shortages 
in the future,” said VA 
Under Secretary for Health 
David J. Shulkin, MD, 
in a released statement. 
“Implementation of the 
final rule would be made 
through VHA [Veterans 
Health Administration] 
policy, which would clarify 
whether and which of the 
four APRN roles would 

be granted full practice 
authority.” Shulkin clarified that the 
VA is not seeking a change of CRNAs’ 
role at this point, but he said the VA 
would consider a change in the future 
if conditions require this change. “This 
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EDITORIAL QUESTIONS
Questions or comments?  

Call Joy Daughtery Dickinson 
(404) 262-5410

EXECUTIVE SUMMARY

A proposal from the Department of Veterans Affairs (VA) would allow 

full practice authority for advanced practice registered nurses, including 

certified registered nurse anesthetists (CRNAs) . If enacted, the proposal 

would allow CRNAs to practice without physician supervision at VA 

facilities, regardless of state or local law .

• The proposal would address staffing issues at the VA .

• A just-published study of almost 6 million cases reveals that scope of 

practice restrictions and physician supervision requirements for nurse 

anesthetists have no impact on anesthesia patient safety . The American 

Society of Anesthesiologists says the study was biased .

is good news for our APRNs, who 
will be able to perform functions that 
their colleagues in the private sector 
are already doing,” Shulkin said.

The American Association of 
Nurse Anesthetists (AANA) says 
that underutilization of APRNs, 
including CRNAs, is one reason 
that veterans have long wait times, 
which can have tragic results. 
The proposed rule is consistent 
with recommendations in the 
Future of Nursing: Leading Change, 
Advancing Health report from the 
National Academies of Medicine, 
which formerly was the Institute 
of Medicine, according to AANA. 
(Readers can access the report online 
at http://bit.ly/1Y8VcVD.) Also, 
it is backed by the results of an 
independent assessment of the VHA 
health system that was ordered by 
Congress and published in 2015, the 
AANA said.1

The proposal comes at the 
same time as the release of a 
study on scope of practice (SOP) 
restrictions and physician supervision 
requirements for nurse anesthetists 
and their impact on anesthesia 
patient safety, according to the 
AANA. The study was conducted by 
The Lewin Group in Falls Church, 
VA. It was published online by the 
independent, peer-reviewed journal 

Medical Care. (To access the abstract, 
go to http://bit.ly/1USLk1l.) 

“This study, the first of its 
kind, examined almost 6 million 
cases, reveals that scope of practice 
restrictions and physician supervision 
requirements for nurse anesthetists 
have no impact on anesthesia 
patient safety,” says Juan Quintana, 
DNP, MHS, CRNA, president of 
the AANA and president of Sleepy 
Anesthesia, Winnsboro, TX. The 
study also concluded that state 
SOP restrictions and physician 
supervision do reduce patient access 
to quality care and increase costs of 
healthcare services, the AANA said. 
Quintana says there are multiple 
studies that show “CRNAs are as safe 
as their physician anesthesiologist 
counterparts.” (For a list of those 
studies, go to http://bit.ly/1UEpnk7.) 

The study was funded by the 
foundation of the AANA, and the 
American Society of Anesthesiologists 
(ASA) claims it is biased. “In fact, 
in the acknowledgements at the 
end of the Medical Care study, 
the authors thank members of 
the study’s technical expert panel. 
The first person listed is Juan F. 
Quintana, AANA president,” says 
Daniel J. Cole, MD, president 
of the ASA. The AANA says that 
the study was conducted by an 
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independent research firm and the 
“AANA obviously had no say in 
the study’s outcome or influence 
on the reviewers or journal that 
published the research,” according to 
a spokesperson.

Opposition from ASA

For direction on the role of 
physician anesthesiologists, look to 
the hospitals that are at the top of 
their game, Cole advises.

“This change would abandon a 
proven model of quality healthcare 
where physician anesthesiologists and 
nurse anesthetists work together, work 
together as a team, to ensure that our 
veterans get high quality, veteran-
centered care, which is the standard 
of care in the 100 best hospitals in the 
United States,” Cole said at a press 
briefing. He pointed to the ASA’s 
analysis of the 100 best hospitals as 
recognized by Healthgrades, Truven 
Health Analytics, and U.S. News & 
World Report.

 The VA’s own internal evaluation 
of relevant studies doesn’t support a 
policy change, according to the ASA, 
which says that evaluation states that 
the evidence is insufficient with a 
high likelihood of bias. Cole says the 
VA’s Quality Enhancement Research 
Initiative (QUERI) could not discern 
“whether more complex surgeries 
can be safely managed by nurse 
anesthetists.” 

Penny Kaye Jensen, DNP, APRN, 
FNP-C, FAAN, FAANP, liaison 
for national APRN policy, Office 
of Nursing Services at the VA, says 
that the QUERI Evidence Synthesis 
Program reviewed the quality of care 
provided by advanced practice nurses. 
“Results revealed that in primary 
and urgent care settings, there was 
no difference in health status, quality 
or life, mortality, or hospitalizations 
favoring either APRN or physician 
care,” Jensen said. Readers can access 

the full report online by going to  
http://1.usa.gov/28LddA5.

What Is Standard of Care?

 At the press briefing, Cole said 
the proposal “removes physician 
anesthesiologists from surgical care 
and replaces them with nurses, 
lowering the standard of care for 
veterans and risking their lives.” 

 When asked by Same-Day 
Surgery about the standard of care 
in anesthesia, Cole says the primary 
standard is education and training, 
especially considering the life-and-
death decisions in the OR. “Although 
nurse anesthetists are valued members 
of the anesthesia care team, the 
education and training difference 
between nurse anesthetists and 
physician anesthesiologists is stark,” 
Cole says. “As an example, ASA Past 
President Jane C.K. Fitch, MD, was 
a practicing nurse anesthetist, but 
went on for nine additional years of 
education and training to become a 
physician anesthesiologist.” 

 At the press briefing, Fitch said 
that physician anesthesiologists have 
12-14 years of education, including 
medical school, and spend 12,000 
to 16,000 hours in clinical training. 
She said that CRNAs have about half 
as much education, and only 2,500 
hours of clinical training, “You know, 
some never even went to college,” 
Fitch said. 

According to the AANA, CRNAs 
have a minimum of 7-8 years of 
focused education in nurse anesthesia, 
most CRNAs are masters prepared, 
and by 2025, new CRNAs will be 
required to have a doctorate degree to 
practice. Firing back, the association 
says that 25%, or approximately 
12,000-13,000 anesthesiologists, 
are not board certified. “That’s a big 
number, a scary statistic, and a fact,” 
Quintana says.

The bottom line? “Nurse 

anesthetists are extremely well-
prepared to provide the high-quality 
of care that they do, and as the 
research has shown, they do it as well 
as an anesthesiologist whether or not 
they are supervised by a physician,” 
Quintana says. “Another way to look 
at it is like this: Isn’t it amazing that 
the profession of nurse anesthesia has 
been able to achieve equal outcomes 
in anesthesia educating CRNAs in a 
lesser amount of time?”

Getting Good Outcomes 

When asked whether, if 
the same standards of care are 
followed, all anesthetists should 
have the same outcomes, Cole 
replied, “Anesthesiology is not a 
protocol-driven specialty. There 
are many unforeseen clinical issues 
that commonly occur during 
an anesthetic that require the 
education and training of a physician 
anesthesiologist to diagnose and treat 
to avoid complications and meet the 
standard of care that the American 
public expects.”

 Cole also said that veterans “often 
have multiple medical conditions 
that put them at greater risk for 
unforeseen complications, e.g., brain 
function, injury to the heart.”

 Steven A. Gunderson, DO, CEO 
and medical director at Rockford (IL) 
Ambulatory Surgery Center, says, “I 
believe we all feel CRNAs can provide 
quality anesthesia services to patients 
who do not exhibit significant health 
issues, especially severe cardiac, 
vascular, and respiratory.” Gunderson 
says his group has worked with 
CRNAs for several years, “and we 
have seen firsthand physician rescue 
techniques that will be lost to the 
VA patients if the CRNAs are able 
to achieve independent practice 
privileges. Sad, but everyone wants 
to be a doctor now, but everyone is 
not trained like a physician, including 
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CRNAs.” 
The VA proposal is opposed by 

more than 60 physician organizations, 
including the American Medical 
Association and the American 
Osteopathic Association. Opposition 
is being promoted at safeVAcare.org.

Support for Proposal

CRNAs were among the VHA’s  
specialties that were most difficult 
to recruit — what the report calls 
“occupations of critical need” — 
over four of the past five years, 
according to Jensen. She points 
to the Independent Assessment of 
the Healthcare Delivery Systems 
and Management Processes of the 
Department of Veterans Affairs 
report, which she says “identified 

several areas where anesthesia 
services staffing are short of what 
veterans require.” Specifically, 
these service areas identified as 
having anesthesia services shortages 
include gastrointestinal services 
such as screening colonoscopies, 
anesthesia conducted for orthopedic 
surgery, and cardiothoracic 
surgery. (Access the report online 
at http://1.usa.gov/1SBhQXr.)

The VHA proposal is supported 
by more than 60 organizations, 
including the American Nurses 
Association and AARP. 

Based on comments to the rule 
so far, the AANA is optimistic that 
the proposed rule will stand and will 
be one factor that can help reduce 
wait times for veterans to receive 

healthcare.  “It’s a logical solution to 
a serious problem,” Quintana says. 
“For that reason alone, we believe the 
likelihood is very slim that the VA’s 
proposed rule will be changed.” 

The proposed rule ran in the 
May 25 Federal Register and can be 
accessed at http://1.usa.gov/1TXcdyq. 
The 60-day comment period for the 
proposed rule was scheduled to end 
July 25. Comments can be submitted 
at http://1.usa.gov/1V2hdls. At press 
time, more than 44,000 comments 
had been posted.  n
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Can Alarm Fatigue Be Conquered?

The problem of alarm fatigue 
has gained attention in recent 

years, with evidence showing that 
it can threaten patient safety. Now 
healthcare providers are finding ways 
to effectively address the problem by 
minimizing the number of alarms and 
prioritizing the remainder, and they 
also are finding that something as 
simple as a loud trash can lid can play 
a role in alarm fatigue.

Alarm fatigue has risen to the level 
of a recognized safety risk that must 
be addressed. The Joint Commission 
(TJC) found 98 alarm-related 
instances of patient harm, including 

80 deaths and 13 cases of permanent 
disability between January 2009 and 
June 2012.

As of January 2016, TJC’s 
National Patient Safety Goals 
(NPSGs) mandate that hospitals take 
definitive steps to implement policies 
and procedures to safely reduce and 
prioritize the number of primary 
and secondary alarms. The ECRI 
Institute ranked alarm proliferation 
as the second top technology hazard 
in 2016, and an investigation by The 
Boston Globe found more than 200 
deaths nationally related to alarm 
problems. (To access the TJC report, go 

to http://bit.ly/1PI4ilQ. You can access 
the NPSG related to alarm fatigue at 
http://bit.ly/1qYEnL6. Readers can 
access ECRI’s technology hazards at 
http://bit.ly/1WQJIUM. Access the 
report from The Boston Globe online 
at http://bit.ly/1MWEX7Q.)

Several healthcare facilities are 
reporting success with their efforts to 
reduce alarm fatigue. Boston Medical 
Center recently reported that its 
analysis showed the vast majority of 
warning alarms at the hospital don’t 
need an audible signal, so the hospital 
decided it was safe to switch them 
off. At the same time, the hospital 
also upgraded some low-level warning 
alarms to a higher level that signifies 
a crisis. Boston Medical also gave 
nurses the authority to change alarm 
settings to account for the differences 
among patients. As a result, just one 
division of the hospital went from 
90,000 alarms a week to 10,000. (The 
hospital’s experience with addressing 
alarm fatigue is described in the 

EXECUTIVE SUMMARY

Healthcare providers are finding ways to effectively address the problem 

of alarm fatigue by minimizing the number of alarms and prioritizing the 

remainder, and they also are finding that something as simple as a trash can 

lid can play a role in alarm fatigue .

• At least 80 deaths have been tied to the problem .

• One hospital division reduced alarms from 90,000 per week to 10,000 .
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Journal of Cardiovascular Nursing, 
which readers can access online at 
http://bit.ly/1RPVulq.)

Using Multiple Strategies

Texas Children’s Hospital (TCH) 
in Houston addressed alarm fatigue 
with multiple strategies. 

Hospital leaders wanted to create a 
safer patient environment by making 
alarms more meaningful and useful to 
clinicians, explains Jennifer Sanders, 
MSN, RN, NEA-BC, director of 
clinical support operations at the 
hospital. Initial efforts focused on 
gathering data to quantify what 
clinicians knew anecdotally: There 
were too many alarms going off too 
often, and they had a detrimental 
effect on patient care. TCH worked 
with an outside clinical decision 
technology vendor, Medical 
Informatics Corp. in Houston, TX, 
to develop an alarm dashboard that 
provided a patient-level analytics 
platform that the care team could 
use to make decisions about alarm 
settings. 

The hospital also formed a multi-
disciplinary team with membership 
from the medical staff, nursing staff, 
clinical informatics, biomedical 
engineering, information services, 
and the vendor. TCH chose the 
Progressive Care Unit (PCU), a step-
down intensive care unit, as an early 

adopter unit because it was known 
anecdotally to have a high number 
of alarms. The team began collecting 
data from the electronic medical 
record, cardiac monitoring system, 
and nurse staff assignments.

The team made recommendations 
based on a 53-day data analysis, 
which included an onsite 
environmental analysis, multiple 
staff interviews, and a comprehensive 
analysis of the alarm and patient data 
collected. Based on these findings, the 
team decided to use a Plan-Do-Study-
Act approach, a four-stage problem-
solving model used for improving a 
process or carrying out change. The 
hospital started with simple changes 
and progressed to the introduction 
of patient-specific alarm dashboards. 
For example, some of the first changes 
involved simple environmental 
improvements such as changing trash 
and linen bins so that they would not 
make as much noise.

“We realized that every time a 
nurse would wash her hands and 
throw the paper towel away in the 
trash bin, the lid would make a very 
loud noise, and all the patient alarms 
would go off because they were 
startled and their heart rates went 
up,” Sanders explains. “The simple fix 
was putting silent closing lids on the 
trash cans, and that alone produced 
an almost 3% reduction in alarms on 

those units.”
Rather than focusing on 

alarm fatigue as a technology 
problem or a nursing problem, the 
multidisciplinary team considered it 
a patient care issue and sought ways 
to improve the patient experience, 
she says. Assessing the data from 
different perspectives was important, 
Sanders says. The unit level data 
showing the alarms by bed can help 
identify the patients frequently in 
alarm status, and the nurse-level 
information depicts the alarm load 
by nurse, which allows nursing 
leaders to review patient assignments 
for appropriateness of total alarm 
volume by staff nurse. The patient 
view shows the alarms by patient for 
the past 24 hours and provides data 
and recommendations on changes to 
alarm limits to reduce alarm fatigue.

“This was a project that brought 
almost instant gratification,” 
Sanders says. “You could look at the 
data, make a change, and almost 
immediately see a change in the 
alarms and the noise on the unit.”  n

SOURCE
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A List of Recruiting Tools for Attracting Surgeons
By Stephen W. Earnhart, MS 
CEO 
Earnhart & Associates 
Austin, TX

One of the most frequent 
questions we receive from clients 

is how to recruit new surgeons into 
their hospital outpatient department 

or a freestanding ambulatory surgery 
center. My response? It isn’t easy! 

Every opportunity is different. No 
one approach is iron-clad to work for 
you; nor should you ever volunteer to 
take this on.

If your opportunity is to have 
the surgeon become an investor in 

your center, you need to consult legal 
counsel on what you can and cannot 
say to the prospective surgeon/
investor first. Tread carefully here, as I 
know more nurses and staff members 
who have gotten themselves and 
their facilities in hot water by not 
understanding the process.
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Do not accept your owner’s 
recommendation that “it is fine. Just 
let the potential surgeon know what 
the share price will be to invest in our 
surgery center.” It’s not nearly that 
easy! Bottom line: Get legal guidance.

Next, how do you get past 
the landmines to actually reach 
the potential surgeon? It’s almost 
impossible today. Every surgeon who 
draws blood with a scalpel has been 
approached by every surgery center 
and hospital out there. They have 
heard every line and been promised 
everything. They are burned out, and 
many practice administrators have 
told me that they have strict orders 
from their doctors not to forward 
phones calls to them from people like 
us.

Does that mean the surgeons 
don’t have an interest in your facility? 
NO! They are just tired of the same 
old lines and promises from people 
wearing suits and wasting their time. 
They don’t know how to recognize a 
real opportunity, so they dismiss them 
all. 

So, what do you do? Here is an 
approach that typically works for us:

• Carefully assemble your “hit 
list.”

Do not try a “shotgun” approach 
and buy a mailing list of every 
surgeon in town. No matter how you 
try to personalize it, whatever you 
mail out will look like a canned letter 
or email. That’s a big turnoff for the 
surgeons, because they know you are 
just on a fishing expedition and trying 
to meet with anyone.

• Try to have a peer-to-peer 
introduction. 

Most surgeons will take the advice 
from another surgeon, even if it 
comes just from them introducing 
you to the potential new surgeon. 

One surgeon can talk to another 
to convince the surgeon to seriously 
consider joining the facility. This is 
a major “foot-in-the-door” approach 
that sets you up for the meeting. You 
can come in and handle the business 
and legal details. The surgeon using 
your center also can invite the other 
surgeon to tag along for a case at your 
facility. Immediately after the case, 
the surgeons can have a casual meal 
so your surgeon again can debrief the 
other one with information about 
what is great at your center.

• Have a script for what you 
want said when, and if, you meet 
the surgeon.

 Two points here: Make sure 
you choose carefully who will meet 
with the surgeon once you get the 
appointment. No one should wear a 
suit. Suits have become a sign of the 
corporate United States, which some 
view as an “evil empire.” Be different. 
I have traded in my suit for slacks, a 
dress shirt, and an open vest. Women 
are more inclined to be different 
by wearing dresses, because those 
are worn relatively rarely now. This 
type of clothing is “different” and 
makes your sales pitch easier, as the 
surgeons are more relaxed and not on 
guard. Avoid meeting in scrubs unless 
you are a surgeon who has been 
interrupted during surgical hours. It 

gives the impression that the surgeon 
was not worth the effort of dressing 
up. 

Have a script that is your opener 
to get their attention. They know 
they are busy, so avoid saying, “… 
we know how busy you are, so 
we will be brief ” in your opening 
approach. Instead, try to start with 
something like, “This could be the 
most productive part of your day.”

Have a list of questions that could 
be asked of you, and have responses 
available. We use a list of more than 
50 common questions and have a 
response to each. Make your own list, 
and rehearse it!

• Use wining and dining.
One approach that works is 

taking an engraved invitation, with 
a bottle of wine, to the practice 
administrator. The invitation is to a 
dinner at a restaurant of the surgeon’s 
choosing that includes the practice 
administrator and/or spouse. We 
typically do a tour of the facility 
in question just before the dinner 
reservation. Usually this approach will 
get you in front of the surgeon and 
the admin, who will help the process 
going forward. Don’t forget the points 
above as well!

Again, nothing is foolproof, and 
you may try for many months to 
get someone new in your door, or 
you can do it with one dinner. Don’t 
give up, as the rewards can be worth 
it! [Earnhart & Associates in Austin, 
TX, is a consulting firm specializing 
in all aspects of outpatient surgery 
development and management.]  n

Task Force Offers Colorectal Cancer Screening Recs
Virtual colonoscopy coverage will make more widespread screening a reality

F inal colorectal cancer screening 
recommendations from the 

United States Preventive Services 

Task Force (USPSTF) assigned an 
“A” grade to colorectal cancer (CRC) 
screening in those ages 50-75 years 

and provided a list of recognized 
screening exams. The Affordable 
Care Act now would require private 
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insurers that take part in insurance 
exchanges to fully cover, with no co-
pay, all of the CRC screening exams 
recognized by the USPSTF, including 
CT colonography (CTC, or virtual 
colonoscopy). Medicare should now 
recognize this overall “A” grade and 
provide full coverage for CTC.

 An “A” grade means that the 
USPSTF recommends this service 
and that there is “high certainty that 
the net benefit is substantial.” 

 “As the USPSTF agreed, the best 
test is one that patients will actually 
use,” said William T. Thorwarth, 
MD, FACR, chief executive officer of 

the American College of Radiology. 
“One-third of those who should be 
screened for colorectal cancer still 
choose not to be tested. Patients need 
more fully-covered screening options 
if we are going to reduce colorectal 
cancer deaths.”

 Virtual colonoscopy is 
recommended by the American 
Cancer Society and has been shown 
to increase screening rates. Virtual 
colonoscopy has been proven 
comparably accurate to colonoscopy 
in most people of screening age, 
including those ages 65 and older. 

 CIGNA, UnitedHealthcare, 

Anthem Blue Cross Blue Shield, 
and many other insurers cover 
screening virtual colonoscopy. 
More than 20 states already require 
insurers to cover these exams. The 
USPSTF recommendations, under 
the Affordable Care Act, would 
require all private insurers who take 
part in insurance exchanges to cover 
beneficiaries for CTC and the other 
USPSTF-recognized tests.

 Colorectal cancer is the second 
leading cause of cancer death among 
men and women. (The screening 
recommendations can be accessed at 
http://bit.ly/1twvalT.)  n

First Dual-licensed ASC Developed,

Opens the Door for Similar Facilities

T imeshares aren’t just for 
vacationers anymore. Surgeons in 

Colorado now have a legal pathway to 
lease operating rooms in ambulatory 
surgery centers (ASCs) following 
approval of that state’s first dual-
licensed ASC. It is believed to be the 
nation’s first such ASC.

 Based on a little-known 2014 
CMS ruling, Colorado ASCs can 
operate as legal timeshare properties 
if they meet all state licensing 
requirements.

 Functional Neurosurgical ASC 
(FNASC) in Littleton is a joint 
venture between Littleton Adventist 
Hospital and David VanSickle, MD, 
PhD, neurosurgeon/bioengineer. The 
developer of this new ASC class is 
Texas-based SurgeryDirect, founded 
by Beverly Kirchner, BSN, RN, 
CNOR, CASC.

“Before 2014, when ASCs leased 
time and space to surgeons and split 
receipt of technical and surgical 
service fees, the federal Office of the 
Inspector General [OIG] deemed this 

activity to be questionable because it 
appeared to be business inducement, 
otherwise defined as fraud and subject 
to heavy penalties,” Kirchner said. 
“CMS struggled with ASCs that 
allowed surgeons to lease operating 
rooms by the day and bill under the 
host ASC’s license, Medicare number, 
and national provider identifier. Since 
this practice was perceived as fraud, 
CMS released rules governing the 
new dual-licensed model.” 

 Many states have yet to approve 
dual-licensed surgery centers, 
primarily because operational 
requirements are stringent. “Now, 
where permitted by state law, multiple 
ASCs — both those that do and do 
not participate in Medicare — may 
use the same operating rooms as 
long as they do not have concurrent 
or overlapping hours of operation,” 
Kirchner said. 

Among other CMS requirements 
are the following:

• Each licensed center must have 
its own policies and procedures, as 

well as maintain separate, locked 
patient records and storage of its 
own surgical supplies and devices, 
medications, and any other items 
exclusive to that ASC lessee.

• Each lessee may use the same 
nursing and ancillary staff under 
agreement with the staff employer. 
Each lessee must separately comply 
with all staff utilization requirements.

CMS regulations are stringent and 
generally enforced, ASC executives 
report. Several ASCs around the 
country are leasing space to physicians 
in an ad hoc manner, which is risking 
costly CMS penalties for fraud, they 
say. 

  “Physicians who need scalability 
in their practices now have an option 
for ASC access without the need 
for vast investment in real estate, 
equipment, unneeded staffing, and 
lengthy time to market,” Kirchner 
said.

 Additionally, leasing outpatient 
operating rooms is an easier way for 
young surgeons and single-specialty 
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physicians to acquire ASC space, 
she said. “We can develop a single-
specialty, traditional one-OR center 
for approximately $3 million,” 

Kirchner said. “ASCs with up to 
five ORs run about $10 million. 
Acquiring a dual-licensed timeshare 
is far more cost-effective.” The total 

development cost for the Littleton 
facility, which was licensed into 
an existing facility, was less than 
$500,000, she said.   n

Auth in Place, Then Additional Procedure Is Done? 

Take Steps to Avoid ‘No Auth’ Claims Denials

When a physician orders a 
procedure to be performed 

in a surgical setting at Birmingham, 
AL-based UAB Hospital, staff start 
the process of obtaining required 
authorizations.

Once the physician begins the 
approved surgical procedure, however, 
there might be changes. “There 
are sometimes instances where the 
expected procedure to be performed 
has to be modified based on findings 
during the actual surgery,” says 
patient access director Lee Patillo, 
CHAM.

Even with an effective upfront 
process, there are situations in which 
a procedure that was not scheduled 
originally is added on after the 
patient arrives for service. Amanda 
Taylor, director of patient access at 
United Regional in Wichita Falls, 
TX, says, “Some examples where 
we see this occur most frequently 
include diagnostic studies, infusion 
medications, and surgical procedures.” 

Although the patient’s surgical 

paperwork usually contains language 
that allows additional and/or related 
procedures to be performed, the 
insurance company still might try 
to deny payment for the additional 
procedure. Many insurance plans 
won’t allow retroactive authorizations.

“This is an area that we have 
placed a lot of focus on,” says 
Taylor. “We successfully obtain 
approximately 99.8% of all 
authorizations required.”

Some payers allow a range of 
authorizations, while others will 
authorize only a single CPT code. “It 
is important to investigate this before 
the service is performed,” says Taylor.

Immediate Effort

As soon as they’re notified 
that additional procedures will be 
performed, staff members begin 
working immediately to obtain 
required authorizations.

“Some insurance carriers allow us 
to contact them directly to update the 
CPT codes on the authorization,” says 

Taylor. “Others require the physician 
to make those changes.”

Staff members can obtain 
authorizations only for services they 
are aware of, Taylor emphasizes.  

Trending Information

For surgical procedures, 
staff members look at trending 
information, Taylor says. 

For example, staff members 
sometimes notice that a particular 
physician frequently performs more 
than one procedure, even if only one 
procedure was scheduled. “In those 
instances, it is best to look at specific 
details, such as the type of procedures 
and how frequently it occurs,” says 
Taylor. 

Next, staff members work with the 
physician’s office to develop a plan. 
“We reach out to the office manager 
and gain a better understanding 
of why we are frequently seeing 
changes,” says Taylor. In some cases, 
the additional CPT codes can be 
included in future authorizations 
upfront. “It takes a multidisciplinary 
approach to effectively manage 
denials due to lack of authorization,” 
Taylor emphasizes.

At UAB Hospital, utilization 
managers work with payers to obtain 
authorizations for any additional 
procedures that are performed.

“Once the updated authorization 
is obtained, the utilization manager 
updates the authorization in the 
hospital billing system,” says Patillo. 
“This prevents a denial.”  n

EXECUTIVE SUMMARY

Payers may deny claims if a different procedure or additional procedure is 

done after the initial authorization was obtained . Patient access leaders at 

United Regional use these strategies:

• obtaining authorization for a range of procedures or medications;

• asking payers to update the CPT codes on the authorization;

• contacting office managers if additional procedures often are done 

with particular physicians, so that those CPT codes are included on future 

authorizations .
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Hospital Readmissions Tied to Mental Health,

Substance Abuse, and Homelessness

An analysis of risk factors for 
hospital readmission following 

general surgery finds that a large 
number of readmissions were not 
caused by suboptimal medical care or 
deterioration of medical conditions, 
but by issues related to mental health, 
substance abuse, or homelessness, 
according to a study published online 
by JAMA Surgery.

Previous studies investigating 
patients at risk for hospital 
readmissions focus on medical 
services and have found chronic 
conditions as contributors. Little is 
known, however, of the characteristics 
of patients readmitted from surgical 
services. Lisa K. McIntyre, MD, of 
the University of Washington Medical 
Center, Seattle, and colleagues 
conducted a study that included 
173 general surgical patients (91 
men) who were identified as being 
unplanned readmissions within 30 
days among 2,100 discharges (8%) at 
a Level I trauma center and safety-
net hospital. Medical records of the 
patients were reviewed to characterize 
index and readmission data. 

The researchers found that the 
most common reason for readmission 
included 29 patients who initially 
were admitted with soft tissue 
infections from injection drug use 
requiring operative drainage and who 

then were readmitted with new soft 
tissue infections at other sites (17% 
of readmitted patients). Twenty-five 
readmitted patients (14.5%) were 

found to have lack of adequate social 
support leading to issues surrounding 
the discharge and follow-up process 
(for example, lack of home for 
postdischarge telephone calls, follow-
up appointments not scheduled or 
not attended, and postdischarge care 
needs underestimated). These two 
groups made up almost one-third of 
the readmissions (n = 54, 31%).

There were other reasons for 
readmission, including 23 patients 

with infections not detectable during 
index admission (13%) and 16 
with illness related to their injury 
or condition (9%). Sixteen patients 
had a likely preventable complication 
of care (9%). Two patients were 
readmitted for deterioration of 
medical conditions (1%).

Female sex, presence of diabetes, 
sepsis on admission, or  ICU stay 
during index admission, as well as 
discharge to respite care and payer 
status (Medicaid/Medicare compared 
with commercial) were identified as 
risk factors for readmission.

“Many cases of readmissions may 
truly be unavoidable in our current 
paradigms of care because we found 
socially fragile populations to be at as 
high risk as those that are medically 
fragile,” the authors write. “Because 
interventions to reduce the risk of 
readmission for any group of patients 
can be costly and labor intensive, 
identification of the highest risk 
cohort for readmission can allow 
more targeted intervention for this 
population of socially vulnerable 
patients.” (To access the study, go 
to http://bit.ly/28JkIzI. For more 
on substance abuse, see “The Joint 
Commission Defends Standards Under 
Fire as Opioid Abuse Grows,” Same-
Day Surgery, July 2016, online at 
http://bit.ly/28Jz2b1.)  n

“ . . . WE FOUND 
SOCIALLY 
FRAGILE 

POPULATIONS 
TO BE AT AS 
HIGH RISK AS 
THOSE THAT 

ARE MEDICALLY 
FRAGILE .”

Some Solid Foods May Boost Colonoscopy Prep
‘Low-residue’ diet yields better bowel preparation and higher patient satisfaction

There’s good news for your patients 
who dread the clear-liquid 

diet before a colonoscopy. A new 
study finds that patients who ate 

certain solid foods, considered “low 
residue,” were better prepared for 
their colonoscopies than individuals 
who followed the conventional liquid 

diet. Also, researchers saw that these 
patients who ate foods such as eggs, 
white bread, cheese, white rice, and 
chicken breast the day before their 
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COMING IN FUTURE MONTHS

screening were more comfortable 
during the 24 hours leading up to 
the test than individuals who could 
have only apple juice, chicken broth, 
coffee, and similar clear liquids.

“Colon cancer deaths can be 
prevented by colonoscopy, yet tens 
of millions of patients avoid this 
life-saving screening,” said Jason 
Samarasena, MD, lead study author 
and associate clinical professor 
of medicine in the division of 
gastroenterology and hepatology at 
the University of California, Irvine. 
“Many people often cite the dietary 
restrictions the day before the 
colonoscopy as a deterrent for having 
this screening done.”

In this study, the clear-liquid diet 
(CLD) group could drink only broth, 
black coffee, tea, and other clear 
liquids. The low-residue diet (LRD) 
group was allowed small portions of 
protein, carbohydrate, and fat at three 
meals. For their day-before diet, LRD 
patients could choose from foods 
such as eggs, yogurt, certain cheeses, 
breads, butter, rice, lunch meat, 
chicken breast, and ice cream. Both 
groups then drank standard bowel-
cleansing liquid on the night before 
and the morning of the procedure.

The study tracked 83 patients who 
underwent colonoscopies at a VA 
hospital and a tertiary care facility 
over one year. It compared results of 
those who consumed only a CLD 
on the day before the colonoscopy 
with those patients who ate a planned 
LRD that included limited portions 
of select solid foods.

With the LRD group, researchers 
found a “significantly higher” number 
of adequate bowel preparations. This 
group also expressed a considerably 
higher satisfaction level for the diet, 

97%, compared to the CLD group’s 
46%. Also, the individuals on the 
LRD reported “significantly lower” 
hunger scores on the evening of the 
prep process, as well as lower fatigue 
scores on the morning after.

Samarasena said the LRD contains 
foods that easily liquefy and don’t 
interfere with the colonoscopy. 
Researchers also hypothesize that solid 
foods stimulate bowel movements 
before the purgative and make the 
final cleansing easier. Researchers 
think the solid foods in the LRD gave 
patients a higher energy level, which 

possibly made them more tolerant 
of the entire process, Samarasena 
said. Patients on a CLD often miss a 
day of work because of the “fasting” 
requirement, while the LRD may 
enable patients to carry on more 
normal activities, because their diets 
the day before the colonoscopy are 
less drastic, he added.

Samarasena indicated that some 
gastroenterologists are reluctant to 
try an LRD. He said that this study 
included such patients from the VA 
hospital, and they benefited from the 
LRD approach. 

“We hope this will change the 
way practitioners actually operate 
and, in turn, help increase patients’ 
willingness to participate in this vital 
screening process,” he said.

Mark Mayo, CASC, executive 
director at the ASC Association of 
Illinois, said, “It is not just patient 
tolerance with a diet or prep, but 
it is really an issue of improved 
compliance and successful bowel 
prep/visualization during the 
procedure and fewer cases cancelled 
because of patient non-compliance, 
patient failure to prep, patient 
changing his/her mind because of 
dissatisfaction with the prep process, 
or inadequate prep.”

The findings were presented at 
Digestive Disease Week 2016 in a 
study titled “Single day low residue 
diet prior to colonoscopy shows 
improved tolerance and bowel 
preparation quality over clear liquid 
diet: Interim results from a U.S. 
multicenter randomized controlled 
trial.” 

The meeting is sponsored by 
the American Gastroenterological 
Association Institute, the American 
Society for Gastrointestinal 
Endoscopy, the Society for Surgery 
of the Alimentary Tract, and the 
American Association for the Study of 
Liver Diseases.   n

“MANY PEOPLE 
OFTEN CITE 
THE DIETARY 

RESTRICTIONS 
THE DAY 

BEFORE THE 
COLONOSCOPY 

AS A DETERRENT 
FOR HAVING 

THIS SCREENING 
DONE .”
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CE/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;

• identify how current issues in ambulatory surgery affect clinical and manage-
ment practices;

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

TJC Delays End of the Ban on Text Orders

The Joint Commission (TJC) is 
delaying the removal of the ban 

on texting orders, which updates an 
article in the May 11, 2016, issue of 
Joint Commission Online. The updated 
release date for guidance is late 
September 2016.

 The TJC determined that more 
guidance is required to safely 
implement secure texting of orders, it 
announced.

CMS will collaborate with the 
TJC on more guidance for text 
orders to ensure congruency with the 
Medicare Conditions of Participation. 
The TJC and CMS will develop a 

series of documents with Frequently 
Asked Questions documents to 
assist healthcare organizations 
with incorporating text orders 
into their policies and procedures. 

This guidance information will 
supplement the recommendations 
in the May 2016 Perspectives article 
permitting the use of secure text 
messaging to transmit orders.  n

Visual Triggers Increase Hand Hygiene Compliance

C an you use the “ick factor” to get 
healthcare workers to clean their 

hands more often? Yes, according to 
a new study presented at the annual 
conference of the Association for 
Professionals in Infection Control and 
Epidemiology (APIC).

The infection control team at 
Henry Ford Health System in Detroit 
used images of bacterial growth 
to provoke feelings of disgust and 
motivate hospital staff members 
to comply with hand hygiene 
guidelines. The team developed a 
book of images containing bacterial 
cultures of different types and levels 
of contamination, as measured by 
adenosine triphosphate (ATP) meter 
readings.

They tested the images on units 
of the hospital that had low hand 
hygiene compliance rates, and 
over a period of two months, they 
visited those units 10 times, sampled 
workers’ hands for bacteria, and then 
showed them pictures of cultures 
similar to the contamination on their 
hands. Compliance increased by 
between 11 and 46 percentage points 

in units where the study had been 
conducted.

“Hospital staff wanted to wash 
their hands after looking at the book 
and picturing similar contamination 
on their own skin,” said Ashley 
Gregory, MSL, an infection 
prevention specialist who co-led 
the project. “Using this example, 
other institutions may be able to 
change behavior and improve their 
hand hygiene compliance rates by 
influencing staff to connect the 
images of microbial contamination 
with non-adherence to hand hygiene 
guidelines.” The program also 
motivated healthcare staff members to 
take ownership of the environmental 
cleaning of their workspaces. 

Susan Dolan, RN, MS, CIC, 
hospital epidemiologist, Children’s 
Hospital Colorado in Aurora and 
2016 pesident of the APIC, said, 
“Hand hygiene is one of the most 
important ways to prevent the spread 
of infection, and yet it can be one 
of the most difficult benchmarks to 
improve. The visual nature of this 
approach proved successful for the 

team at Henry Ford Health System, 
and it may offer an effective strategy 
for other healthcare facilities that 
are looking for ways to change 
behavior and improve hand hygiene 
compliance.”

Henry Ford’s infection control 
team was inspired by new research 
from St. John’s Research Institute in 
the United Kingdom. Researchers 
found that leveraging emotional 
motivators in Indian villages 
was more effective at promoting 
behavioral changes in hand hygiene 
than traditional messaging. (For more 
infomation on that study, go online to 
http://bit.ly/28KIUyV.)

According to the CDC, more 
than 700,000 healthcare-associated 
infections occur in U.S. acute care 
hospitals every year. It is well-
documented that effective hand 
hygiene helps reduce the spread of 
infections. Despite this evidence, 
healthcare staff members practice 
hand hygiene less than half of the 
times they should, APIC said. (For 
more on hand hygiene from the CDC, 
go to http://1.usa.gov/28LfiGk.)  n
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CE/CME INSTRUCTIONS

CE/CME QUESTIONS

1.  At Texas Children’s Hospital, 

how did the trash bins used on 

units contribute to excessive 

alarms? 

A. Closing the lid made a loud 

noise that startled patients and 

triggered alarms because their 

heart rates went up.

 B. The metal bins amplified the 

sound of the alarms.

2. What will be the result 

of final colorectal cancer 

screening recommendations 

that assigned an “A” grade 

to colorectal cancer (CRC) 

screening in those ages 50-75 

years and provided a list of 

recognized screening exams?

A. The Affordable Care Act 

would require private insurers 

to fully cover, with no co-pay, 

all of the CRC screening exams 

recognized by the USPSTF, such 

as CT colonography (CTC). 

B. Medicare should recognize 

this overall “A” grade and 

provide full coverage for CTC.

C. A and B

3. Where permitted by state 

law, multiple ASCs may use 

the same ORs as long as 

they don’t have concurrent 

or overlapping hours of 

operation. What does CMS 

require?

A. Each licensed center must 

have its own policies and 

procedures and maintain 

separate, locked patient 

records and storage of its own 

surgical supplies, devices, and 

medications.

B. Each lessee may use the 

same nursing and ancillary staff 

under agreement with the staff 

employer. 

C. Each lessee must separately 

comply with all staff utilization 

requirements.

D. All of the above

4. According to a JAMA 

Surgery study, an analysis of 

risk factors for readmission 

following general surgery 

finds that a large number of 

readmissions were caused by 

what?

A. Issues related to mental 

health

B. Issues related to substance 

abuse

C. Issues related to homeless- 

ness 

D.  All of the above


