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Surgical Instruments’ Sterilization

Probed After 11 Years of Complaints
Physicians reported unclean, missing, and damaged instruments

“It’s a surgeon’s nightmare.” These 
words, spoken by a physician at 
Detroit Medical Center (DMC), 

ran in The Detroit News in a multi-
story investigative series 
about how physicians 
had reported unclean, 
missing, and damaged 
surgical instruments for 
11 years without the issue 
being resolved.

 One surgeon told 
the newspaper he had 
used duct tape more 
than once to repair 
broken instruments 
during surgeries. The 
newspaper also reported 
hair, bone, and dried 
blood in instruments, 
as well as instruments 
covered in blood. When 
sterile technicians’ lockers were searched 
at one hospital that is affiliated with 
DMC, 400 missing brushes were found, 

as well as a large number of supplies and 
instruments that had been missing. (See 
our story, “Are staff stealing your supplies 
and selling them on the Internet?” Same-

Day Surgery, August 2010, at 
http://bit.ly/2daHu8H.) 

A risk manager 
interviewed by SDS had 
a response similar to the 
DMS physician regarding 
the ongoing issues with 
instruments. “I am 
floored by this,” says 
R. Stephen Trosty, JD, 
MHA, CPHRM, ARM, 
risk management and 
patient safety consultant 
in Haslett, MI. He 
described the reports as 
resembling scenes from a 
horror movie.
The result has been 

negative publicity and a complaint-
driven state survey that found multiple 
violations at the hospital system, which 

”CENTRAL STERILE 
FUNCTIONS ARE 

VERY COMPLEX, AND 
ATTENTION TO DETAIL IS 

ESSENTIAL .” .
— MARCIA PATRICK, MSN, 

RN, CIC 
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EDITORIAL QUESTIONS
  

Call Joy Daughtery Dickinson 
(404) 262-5410

EXECUTIVE SUMMARY

Physicians at Detroit Medical Center complained that surgical instruments 

were unclean, missing, and damaged for 11 years without resolution of 

the issue . One surgeon used duct tape more than once to repair broken 

instruments . Hair, bone, and dried blood were found in instruments . Four 

hundred missing brushes were found in a sterile technicians’ locker .

• Complaints regarding instruments should have been documented and 

gone to the medical director, risk management, quality improvement, the 

head of nursing, and the board .

• Having a vendor teach might help improve infection training . File training 

content and materials with the sign-in sheets .

• Trailing the person who oversees a hospital’s central sterile processing 

can be helpful .

previously earned many national 
awards for high-quality care. 

The Central Sterile Processing 
(CSP) Department in the basement 
of Detroit Receiving Hospital’s 
Midtown campus is responsible for 
services at four licensed hospitals 
on the DMC central campus: 
Detroit Receiving Hospital, Harper 
University Hospital, Hutzel Women’s 
Hospital, and DMC Children’s 
Hospital. In reporting on the CSP 
services at these campuses, The 
Detroit News reviewed 200 pages of 
internal documents. Problems with 
surgical instruments compromised 
patient safety, extended or canceled 
surgeries, and complicated other 
cases, the newspaper reported. 
Some surgeries were canceled after 
anesthesia was administered, it 
said. It also said that some patients 
remained under anesthesia for up 
to one hour while instruments were 
replaced. 

The series of articles quoted 
an email from Joseph Lelli Jr., 
MD, chief surgeon at Children’s 
Hospital, that read, “We are putting 
patients at risk frequently and 
now canceling up to 10 cases this 
week.” The email to administrators 
in June 2015 was at least his third 

warning over a six-month period, 
the newspaper reported. Over 17 
months, there were 186 complaints 
about instruments that were dirty, 
missing, or incomplete at Children’s 
Hospital. (See story enclosed in this 
issue about how such complaints should 
be handled.)

Most sterile processing managers 
strive for no more than 3.4 errors 
per million, according to the ECRI 
Institute in Plymouth Meeting, 
PA, which researches best practices 
in devices and medical procedures 
and was quoted in the newspaper 
series. The Detroit News reported that 
95% of instruments were delivered 
without problems in June 2014, 
which equals about 50,000 errors per 
million instruments. 

Trosty says, “If you present 
evidence to a jury, of this lax 
sterilization, the amount of time it 
went on, and knowledge of what 
the ramifications can be in terms 
of infection, I think you have an 
excellent chance of winning the case.”  

The newspaper reported on 
an outpatient who had surgery at 
Harper University Hospital five years 
ago for scar removal. The woman 
developed a postoperative infection 
near the sutures and had to cancel 
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plans for a 40th birthday party. She 
subsequently had nine operations to 
fix the infections and scars.

The woman was quoted as 
saying she is unable to work and is 
constantly in pain. She has hired 
an attorney. DMC declined to 
comment on the case reported by the 
newspaper, due to patient privacy 
laws, but it said it has not identified 
any safety issues or surgical site 
infections related to dirty surgical 
instruments. 

The union leader representing 
DMC employees blames cost-cutting 
for the problem with instruments, 
according to The Detroit News. 
Specifically, the union leader said 
the hospital refused requests to buy 
more instruments and eliminated a 
system that conducted a second check 
of instruments to ensure they were 
clean.

The Detroit News reported that 
DMC was having problems with 
surgical instruments, such as a set of 
instruments not being delivered to 
the OR, even as it was undergoing a 
state inspection in February 2015. At 
Harper University Hospital, surveyors 
found that a wall that separated clean 
and dirty equipment was removed 
during construction, it said. Also, 
staff members entered the sterilization 
area without protective gear, and 
five other deficiencies were found, 
the newspaper reported. All of those 
deficiencies were addressed except 
one, which involved a floor that was 
being replaced, it said. 

After the newspaper articles were 
published, the state administered 
a complaint-driven survey and 
found that DMC, through Detroit 
Receiving Hospital, was in violation 
of state standards. The hospital 
received eight violations for failing 
to ensure adequate training for 
sterilization workers.

The state said training sign-in 

sheets that were maintained by the 
hospital failed to include the content 
or materials. 

“The CSP Department does not 
have a robust, consistent, repeatable, 
comprehensively documented, and 
well-maintained training system for 
new and existing employees and 
management,” the state report said.

A plan of correction must be 
submitted within 60 days. DMC is 
allowed to continue surgeries during 
this time, the newspaper said.

The primary problem at the 
hospital? A failure to employ high-
quality managers for CSP, according 
to DMC’s Chief Administration 
Officer Conrad Mallett. One of the 
former directors of the sterilization 
department described the hospital’s 
situation as “a perfect storm” due to 
the volume, patient acuity, entry-level 
staff, and no “sustained support” from 
administrators. 

Marcia Patrick, MSN, RN, 
CIC, a Tacoma, WA-based 
consultant, educator, and surveyor 
for the Accreditation Association 
for Ambulatory Health Care, says 
that cleaning and disinfection or 
sterilization often are performed 
by “the lowest paid, most poorly 
educated employees, and they may 
not understand the criticality of their 
jobs.”  

In healthcare facilities, the 
supervision of these employees may 
be inadequate, Patrick says. “Central 
sterile functions are very complex, 
and attention to detail is essential,” 
she says. Minimally invasive surgical 
tools are much more complex and 
difficult to clean, the newspaper 
articles pointed out.

 Some states are starting to 
require central sterile certification 
for employees, “which is a step in 
the right direction,” Patrick says. 
“Too often, one staff member 
trains another, neither having the 

knowledge and background to 
understand all the complexities and 
performance issues.”

Some facilities have partnered with 
local technical colleges for training 
employees for their jobs and the 
certification exam, she says.

In a “Message to the Community” 
from Suzanne White, MD, MBA, 
FACEP, FACMT, DMC’s chief 
medical officer, White said the 
hospital is “deeply committed to 
regaining the community’s confidence 
in this important department.” She 
shared that in June, the hospital 
contracted with United Health Trust 
to manage the CSP department. 
White also said the hospital had 
taken action including improved 
education and training/competency 
documentation. “We will continue 
working with our physicians and 
staff to improve CSP efficiency and 
performance while keeping our 
intense focus on patient safety at the 
heart of it all,” she said. (For tips on 
how to avoid dirty instruments in CSP, 
see the story in this issue.)  n
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Have Systems in Place to Report

Problems with Surgical Instruments

When experiencing repeated 
problems with surgical 

instruments that are broken, missing, 
or dirty, documentation of such 
problems is key to resolving the issue, 
says R. Stephen Trosty, JD, MHA, 
CPHRM, ARM, risk management 
and patient safety consultant in 
Haslett, MI.

Same-Day Surgery interviewed 
Trosty about the recent violations 
at Detroit Medical Center (DMC) 
involving surgical instruments 
handled by central sterile supply 
processing. Physicians complained for 
11 years.

 “Improper counts, instruments 
missing, delayed surgeries because 
of missing instruments, found 
contamination in instruments — 
that should have been documented,” 
Trosty says.

 Facilities offering outpatient 
surgery should have structured 
mechanisms in place, in risk 
management and quality 
improvement (QI), to ensure these 
types of incidents are reported and 

investigated, he says. Regarding 
issues such as the ones with DMC 
instruments, “Every one of these 
should have resulted in an incident 
report, every one of which should be 
investigated by the risk manager, with 
a report going to his or her boss,” 
Trosty says.

 The QI department should 
have conducted a sentinel event 
investigation into the individual 
complaints to determine if there was a 
pattern, Trosty says. 

“If the pattern was ongoing, 
then the quality department should 
have been conducting a thorough 
evaluation of what was going on, and 
why it was going on, and what was 
being done to correct it.”

Every facility should have a quality 
committee with representatives 
including administrators, physicians, 
persons responsible for quality, 
and persons responsible for risk 
management, Trosty says. At 
DMC, “there should have been an 
investigation, and they should have 
been coming up with a whole slew of 

recommendations, and they should 
have been followed up on until there 
was adequate resolution,” he says.

Additionally, physicians’ 
complaints should have been going 
to the medical staff committee, 
through a surgery subcommittee, for 
investigation, Trosty says.

“All of this should have been 
going to the CEO and COO, as well 
as whoever oversaw quality and risk 
management,” he says.

Also, reports should have gone 
to members of the board, Trosty 
says, who “should have had the 
opportunity to hold the appropriate 
people accountable for correcting it.”

Reports also should have gone 
from nursing to the head of nursing, 
who should have looked into it, as 
well as persons overseeing the OR and 
sterilization functions, he says.

“Ultimately, if people did not 
know, they should have known,” 
Trosty says. “It’s astounding to me if 
they did not know, considering all 
the avenues that should have been in 
place.”  n

Take These Steps to Avoid Issues With Instruments

In outpatient surgery, physician 
staff often pressure techs to quickly 

turn around sets and scopes for 
cases, says Marcia Patrick, MSN, 
RN, CIC, a Tacoma, WA-based 
consultant, educator, and surveyor 
for the Accreditation Association for 
Ambulatory Health Care.

“Steps get missed, like adequate 
soak time in an enzymatic or other 
instrument cleaner,” Patrick says. 
“Scrubbing with a brush is done 
quickly, rather than carefully and 

thoroughly, or the soak time in the 
high-level disinfectant or sterilization 
times are shortened, which can lead to 
unsterile or not high-level disinfected 
instruments and/or scopes.”

To avoid issues, consider these 
suggestions:

• Ensure instruments are clean.
Cleanliness of the instruments 

is critical, Patrick says. “Thorough 
physical removal of debris and 
contamination will reduce the 
microbial burden substantially, 

making the high-level disinfection 
and/or sterilization processes 
effective,” she says.

Cleaning also prevents biofilms 
from forming, Patrick says. “These 
are conglomerations of bacteria that 
form colonies: first one bacterium, 
then a few more, and over time, 
they develop into masses that form 
a slime over the colony, and that 
slime prevents disinfectants and 
sterilants from penetrating to kill the 
bacteria,” Patrick says. “They are very 
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hardy, and once on an instrument 
or scope lumen, are difficult to 
impossible to remove. (A graphic 
illustration is available of how biofilm 
forms. Readers can access it at http://
bit.ly/2dMOe8F.) One way to fight 
the formation of biofilm is to keep 
debris off instruments by rinsing 
them in and/or wiping them with 
sterile water, Patrick says. “When the 
procedure is finished, the instruments 
must be quickly rinsed or soaked in 
instrument cleaner to remove as much 
contamination as possible,” she says. 
“If they can’t be cleaned immediately, 
which is often the case, there are spray 
and gel enzymatic products that can 
be applied to keep the soil moist so 
it can be removed easily when there 
is time to process the instruments.” 
Most manufacturers have a time limit 
on how long an instrument can be 
held before it is processed, she adds.

Be warned: Surveyors are looking 
to see if facilities are protecting 
patients from the effects of biofilm by 
immediately treating instruments or 
soaking them in a solution that has 
been labeled for instrument cleaning, 
Patrick says. “Soaking in plain 
water is not as effective,” she says. 
“Whatever product is used, it must be 
used according to the manufacturer’s 
written instructions for use, with 
regard to dilution, if it isn’t a ready-
to-use product.”

If a product requires dilution, 
there are restrictions on how long 
the mixed solution should be used. 
“Often it is a single scope or batch of 
instruments,” Patrick says. “It loses its 
efficacy as the enzymes are used up.”

•  Be certain your staff members 
have the proper tools.

Sometimes facilities don’t purchase 
the proper tools for cleaning, Patrick 
says.

“Brushes that are designed for the 
instrument or scope, as recommended 
by the manufacturer, are essential, as 

is proper PPE [personal protective 
equipment] for the level of exposure 
anticipated,” she says. “Usually this 
includes a moisture-proof gown, 
heavy-duty gloves, and eye and face 
protection: either a mask with an 
attached eye shield or a full-length 
face shield to prevent spray and 
spatter.” 

• Organize the central sterile 
(CS) processing area.

Organize the CS area so that 
instruments come into the soiled 
receiving area and then go to the sink, 
Patrick says. It’s preferable for the sink 
to be a double: “one side for washing, 
one for rinsing, then rough-drying, 
at which time the device is inspected 
to ensure it is clean,” she says. If 
the instrument isn’t clean, it should 
go back to the washing sink and be 
rewashed, she says.

“The flow must be unidirectional 
with no crossovers, and everyone 
must understand the step the items 
are in so no steps get missed,” Patrick 
says.

Instruments should be packaged 
in the appropriate peel packs or 
sterilization containers. Ideally, “there 
would be a pass through window to 
the ‘clean’ side where the sterilizer is 
located,” Patrick says.

Next in line are the automated 
endoscope reprocessor or soaking 
containers of high-level disinfectant. 
“A thermometer and timer are 
required,” she says. “The soak time 
begins when the last item is placed 
in solution, and the temp must meet 
the HLD [high-level disinfection] 
manufacturer’s instructions, as well as 
the soak time.” 

The autoclave must have a 
printout with demonstration that the 
load passed the time, temperature, 
and pressure parameters. This 
printout must be initialed by the 
person who is checking it before the 
load is released, Patrick says, and it 

must be filed.
“Manufacturer’s instructions for 

servicing the autoclave and automated 
endoscope reprocessor must be 
followed,” she says. “Surveyors will 
expect the report from the service 
technician to be available during [the] 
survey.”

Also, there must be 
documentation of any required 
user maintenance required by the 
instructions for use (IFU), she says.

• Have training from vendors, or 
learn from a hospital.

Most nurses, including those 
acting as infection preventionists 
(IPs), don’t know if the processing 
is being performed correctly, Patrick 
says. 

“One way to improve this is for 
the IP to have the vendor rep for 
the complex instruments and scopes 
come to the facility and retrain 
everyone,” she advises. “Following 
along with the instrument/scope 
manufacturer instructions for 
processing will ensure the rep is 
teaching all the required steps and 
elements, and not skipping or 
downplaying the importance of each 
and every step in the process.”

  The nurse/IP can review these 
steps and observe the techs doing 
the process to ensure the IFUs are 
followed to the “letter and spirit of 
what’s written,” Patrick says.

Another option for a surgery 
center nurse/IP is to talk with a 
colleague at a hospital to see if 
they would allow the IP and/or CS 
supervisor to observe processing being 
conducted at the hospital. “A good 
CS manager can teach a lot about 
the pitfalls, gaps, and standards that 
are to be followed,” Patrick says. “If 
this [observation] is done, be sure to 
document that it happened.”

• Conduct competency 
evaluations.

Conduct written competency 



126   |   SAME-DAY SURGERY® /November 2016

evaluations based on the 
manufacturer’s instructions on each 
complex instrument and each type 
of scope for each tech, including 
the backup staff, on hire and at 
least annually, “and, of course, if 
there are changes in the processing 
instructions, as has happened recently 
with the cleaning procedures for 
duodenoscopes,” Patrick says.  It’s 
essential to periodically monitor 
performance, she emphasizes. 

• Ensure staff members 
understand quality measures.

CS staff often don’t understand the 
quality measures they are supposed to 
perform to ensure sound processing, 
Patrick says.

 “I’ve seen the log for the high-
level disinfectant minimum effective 
concentration test logged as ‘fail’ 
for several days, and nothing was 
done about it because the tech was 
simply told to log the results daily,” 
she says. “There was no connection 
that a failed test required immediate 
replacement of the high-level 
disinfectant solution, so all the 
patients scoped since the last ‘pass’ 
test were scoped with scopes that were 

inadequately disinfected.”
Such a situation would require a 

report to the local health department 
and CNS, as well as patient 
notification and, perhaps, patient 
testing. “No facility wants to have to 
do that,” Patrick emphasizes.

• Get physicians on board with 
CS processing. 

Getting the providers on board 
is difficult, Patrick acknowledges. 
“Ideally, one would take them to 
the processing area and show them 
the instrument/scope instructions 
for processing, the rules that must 
be followed to produce a properly 
processed instrument set or scope,” 
she says. However, many physicians 
aren’t interested, Patrick says. “And 
it may not work to convince them,” 
she says. “They may feel that it’s 
taking too much time regardless of 
the quality of the product they get to 
use.”

Consider finding a physician 
“champion” who is concerned about 
quality processing and will work 
toward getting other providers in line.

• Ensure oversight.
Ensure that issues with processing 

are included in the minutes of the 
committee that oversees infection 
prevention and control, Patrick says.

“As a last resort, whisper in the ear 
of the surveyor to look at this when 
she/he is doing the tracer through the 
processing area,” she says. “Yes, it will 
be an infection control citation, but 
it’s all about patient safety.”

It’s unacceptable for surgeons’ 
complaints about dirty instruments to 
not be logged and addressed, Patrick 
says. “An instrument or scope with 
contamination on it is not sterile or 
high-level disinfected, respectively, 
and should not be used,” she says. 
Obtain a clean set or scope, Patrick 
advises.

Unfortunately, it can be common 
to see poor cleaning, disinfection, and 
sterilization practices, she says. “The 
good ones do it right each and every 
time,” Patrick says. “This protects 
patients, staff, and the bottom line, 
as it can help avoid the negative 
publicity that ensues when facilities 
are cited for bad practices, especially 
if that breach or breaches result in 
patients being exposed to bacteria or 
viruses.”  n

Facility Has ‘One-Stop’ Process at Patient’s Bedside

P atient satisfaction scores soared 
after bedside registration was 

implemented at Advocate Good 
Shepherd Hospital in Barrington, IL.

“Our scores were below the target 
prior to this process starting and 
rose to numbers within the 90th 
percentile,” reports patient access 
director Wendy M. Roach, RDMS, 
CHAM.

The new process is used in 
day surgery, as well as inpatient 
surgery, cardiac catheterization, and 
interventional radiology. “Patients 
expressed that they were stopping too 
many times prior to the department 

when they had already registered,” 
says Roach. When patients were 
pre-registered over the phone, they 
assumed registration was complete.

Patients love the feeling of a “one-
stop process” and going straight to 
the department with no waiting. “We 
have thought about extending this to 
GI lab outpatient procedures, but we 
are just in the discussion phases,” says 
Roach. These steps occur:

• Registrars pre-register the 
patient and print documents for the 
chart.

This step takes place once patient 
access receives a scheduling request 

from the surgeon’s office for the 
operative procedure. “At this time, 
pre-registration is completed over the 
phone. We are looking into an online 
portal option,” notes Roach.

• The paper chart goes to the 
nursing team to complete the 
preoperative history and physical 
documentation.

“Every patient is given a folder 
called the ‘hard chart,’” explains 
Roach. After members of the nursing 
team complete their clinical notes, 
the hard charts are transported to the 
preoperative area the night before the 
surgery.
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• When the patient arrives, the 
patient relations staff members 
check the patient into the tracking 
system.

• Clinical staff members take 
the patients to their preoperative 
rooms.

• The patient’s nurse completes 
the surgical consents.

“At the same time, she is 
completing any documents or 
consents that are required by patient 
access,” says Roach.

Some nurses didn’t want to do 
a task they viewed as a non-clinical 
function. However, “they now 
understand the importance and value 
of this service for the patient,” says 

Roach.
Sometimes a patient has a question 

about how the procedure is listed on 
the consent form, which might be 
different than the generic explanation 
given to the patient when the case was 
scheduled, sources say.

If there are any unresolved 
issues regarding payments or 
reimbursement, clinicians refer the 
patient to a financial counselor. “A 
laminated card goes onto the hard 
chart with the financial counselor’s 
phone number,” says Roach.

The department has used 
this process for a year and has 
had some occasional challenges. 
Usually, the problem is incomplete 

documentation, such as missing 
signatures or copies of insurance 
cards. “This is generally when we 
have new preoperative clinical 
staff members or when any of our 
paperwork changes,” says Roach.

To address this issue, someone 
from patient access gathers the 
paperwork completed by the clinical 
staff. “At the time of the pickup, our 
patient access staff will fix any items 
that they identify as incomplete prior 
to leaving the unit,” says Roach.  n

SOURCE
• Wendy M . Roach, RDMS, CHAM, 

Advocate Good Shepherd Hospital, 

Barrington, IL. Phone: (847) 842-4186.

Anesthesiology Departments on Average Charge 
More Than 20 Times Their Costs

Hospitals on average charged 
more than 20 times their own 

costs in 2013 in their anesthesiology 
departments, as well as their CT 
scan departments, which suggests 
that hospitals strategically use 
chargemaster markups to maximize 
revenue, according to new research 
from Johns Hopkins University.

Appearing in the September issue 
of Health Affairs, the study notes 
that many hospital executives say the 
chargemaster prices determined by 
individual hospitals for billable items 
are irrelevant to patients. However, 
the relation between chargemaster 
markups and hospital revenue and 
the variation in markups across 
hospitals and departments show 
that hospitals still are using their 
chargemaster markups to enhance 
revenues, say the study’s authors, Ge 
Bai, PhD, assistant professor at the 
Baltimore, MD-based Johns Hopkins 
Carey Business School, and Gerard 
F. Anderson, PhD, professor at the 

Baltimore-based Johns Hopkins 
Bloomberg School of Public Health.

“Hospitals apparently mark up 
higher in the departments with more 
complex services because it is more 
difficult for patients to compare prices 
in these departments,” states lead 
author Bai, a Carey Business School 
assistant professor whose expertise 
is in accounting issues within the 
healthcare industry. Department-level 
payment information was unavailable 
from the database, so the authors 
could not examine payment variation 
across services. However, they found a 
positive correlation between markup 
and payment at the hospital level.  

Average charge-to-cost ratios for 
hospital departments vary from a low 
of 1.8 for inpatient general routine 
care to a high of 28.5 for CT scan, 
with anesthesiology right behind at 
23.5. In comparison, the average 
chart-to-cost ratio for the OR was 
5.1. Charge-to-cost ratio is the dollar 
charge for every $1 of actual patient 

care cost incurred by the hospital. 
For example, a ratio of 7.2 means a 
hospital charge of $7.20 for every 
dollar of actual patient care cost. 
These numbers mean that a hospital 
whose costs in the CT department are 
$100 will charge a patient without 
health insurance and an out-of-
network privately insured patient 
$2,850 for a CT scan.

According to Bai, Medicare pays 
close to $1, privately insured patients 
and their insurers pay higher than 
$1 but much less than the charge, 
and uninsured and out-of-network 
insured patients pay the charge unless 
offered a discount by the hospital.

Anderson, a professor in the 
Bloomberg School’s Department of 
Health Policy and Management, says 
the effect of hospital markups is vast. 
“They affect uninsured and out-of-
network patients, auto insurers, and 
casualty and workers’ compensation 
insurers,” he says. “The high charges 
have led to personal bankruptcy, 



128   |   SAME-DAY SURGERY® /November 2016

 n Final rule on emergency 
preparedness

 n Nurse receives jury award for 
workplace bullying

 n How to avoid wasting OR 
supplies

 n Avoiding adverse events with 
minor procedures

COMING IN FUTURE MONTHS

avoidance of needed medical 
services, and much higher insurance 
premiums.”

Hospitals with strong market 
power, through system affiliations or 
dominance of regional markets, were 
more likely to set high markups, as 
revealed by financial data in 2013 
collected by the authors from all 
Medicare-certified hospitals with 
more than 50 beds. In their paper, 
the authors examine the average 
hospital’s overall charge-to-cost ratio, 
which expresses the ratio of what the 
hospital charged compared to the 
hospital’s actual medical expense. In 
2013, the average hospital with more 
than 50 beds had a charge-to-cost 
ratio of 4.32 — that is, the hospital 
charged $4.32 when the cost was only 
$1. The cost includes all patient care-
related costs, such as direct service 
cost and indirect overhead. The costs 
included items ranging from the 
actual cost of supplies to the overhead 
(gas, electric, sewer, water, personnel, 

etc.) Costs unrelated to patient care, 
such as gift shop, and non-operating 
gain or losses, such as investment 
and charitable contributions, were 
excluded.

In government-run hospitals, the 
ratio was 3.47; in nonprofit hospitals, 
3.79; and in for-profit hospitals, 6.31. 
System-affiliated hospitals had an 
average ratio of 4.76, versus 3.54 for 
independent hospitals, and hospitals 
with regional market power had an 
average ratio of 4.56, versus 4.16 for 
hospitals that lacked such clout. These 
numbers support the researchers’ 
finding that hospitals which can mark 
up prices will do so. The markups 
help their bottom lines. A one-unit 
increase in markup, such as from 
3.0 to 4.0, is linked with $64 higher 
revenue per adjusted discharge.

Besides the setting of a cap on 
the maximum markup hospitals 
can charge, Bai and Anderson 
recommend two other solutions to 
high markups. First, improve the 

transparency of markups by requiring 
hospitals to provide a benchmark rate, 
such as what Medicare would pay 
for the same services, on all medical 
bills so that patients can compare 
the amounts, while also requiring 
hospitals to disclose the total charges 
as a separate line item on their annual 
income statements.

Second, improve the consistency 
of the charge-to-cost ratios across all 
departments and services within each 
hospital.

Bai says, “Mandatory disclosure on 
medical bills and financial statements 
will be an important step toward 
markup transparency.”

Anderson says, “We realize that 
any policy proposal to limit hospital 
markups would face a very strong 
challenge from the hospital lobby, but 
we believe the markup should be held 
to a point that’s fair to all concerned: 
hospitals, insurers, and patients alike.” 
To access the abstract, readers can go 
to http://bit.ly/2beNytc.  n

Is Technology Working for Your Surgery Program?
By Stephen W. Earnhart, MS 
CEO 
Earnhart & Associates 
Austin, TX

W e are living in a time when, for 
just about anything we need, 

there is an app associated with it. 
Our mobile phones have replaced our 
cameras, fax machines, video cameras, 

alarm clocks, maps, newspapers, 
magazines, address books, yellow 
pages, and many other devices and 
items that we just thought we could 
not do without. 

Just about anything you can 
do on a computer you can do on a 
mobile device. You can make airline 
reservations, book hotels, buy movie 
tickets, order food, get food delivered, 

get a cab, but you cannot pre-register 
your patients for surgery. Does your 
facility have an app? Why not? 

How do you let your patients 
know you are ready for them and to 
come to the reception desk? Do you 
call out their names? Go look for 
them in the waiting room? Or text 
them?

You can change your doctors’ 
appointments, be notified by a 
pharmacy that your prescription is 
ready for pickup, notify daycare that 
you will be late, lock and unlock 
your car, start your car, close your 
garage doors, and view your pets 
while you are gone. However, you 
can’t watch the surgery on your loved 
one from your phone. 
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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.

Think about what you do every 
day with your mobile devices. Now 
think about what we, in healthcare, 
do and how far behind we are with 
the rest of technology.

Does my company have an app? 
No. I don’t know how to do one, but 
I am sure there is an app that can 
teach me. 

We can invite 50 friends to a party 
and manage a “what-to-bring” list 
for each, but we have to wait for lab 
work before we can clear our patients. 
We make repeated preop and postop 
phone calls to patients as we try to get 
them “live” so we can talk to them. 
We print directions that show where 
we are located, but we don’t have an 
app that can GPS them to us, which 
would save late arrivals, or “Waze” 
them around traffic to get them here 
on time.

We all have outdated brochures 

that should be updated continuously 
and sent to patients when we collect 
their email addresses. We have staff 
bios and new surgeons and list their 
education and reviews, which patients 
would love to receive from us. We 
can send them birthday wishes, 
reminders, updated online check-in 
info, missing health data, and copies 
of their physicals and lab work. We 
can do all this, but alas, most of us 
don’t, including me. We should. 

Yes, it might be intrusive to some, 
but they can “unsubscribe” if they 
wish. There could be some weird 
HIPAA issue that some attorney will 
scorn that you might need to check 
out, but anything and everything 
we can do to stay in touch with 
our patients and staff is worth the 
effort. We really need to get back out 
in the mainstream of social media 
and have apps, Facebook accounts, 

Twitter, and other relevant ways to 
communicate. (Editor’s note: Follow 
Same-Day Surgery and its publisher 
@SameDaySurgery on Twitter and on 
facebook @AHCMedia.) 

 I would love to hear from some of 
you who are going all out with this 
approach. What are you doing that 
you can share with others? I routinely 
hear from about 150 of you each 
month about something. Let’s try to 
break that number with your ideas 
next month. Show me your apps, and 
teach me how to do one! (Earnhart 
& Associates is a consulting firm 
specializing in all aspects of outpatient 
surgery development and management. 
Earnhart & Associates can be reached at 
5114 Balcones Woods Drive, Suite 307-
203, Austin, TX 78759. Phone: (512) 
297-7575. Fax: (512) 233-2979. 
Email: searnhart@earnhart.com. Web: 
www.earnhart.com.)  n

Pediatric Surgical Risk Calculator Released
Web-based tool helps educate parents about possible risks of operations 

For many of the most common 
U.S. pediatric operations, 

the new Pediatric Surgical Risk 
Calculator provides an individualized 
estimate of the chance of a young 
patient experiencing postoperative 
complications, according to 
research findings appearing online 
in the Journal of the American 
College of Surgeons. The calculator 
is from the American College of 
Surgeons National Surgical Quality 
Improvement Program (ACS 
NSQIP).

“The NSQIP Pediatric Surgical 
Risk Calculator is the first web-based 
tool to help surgeons estimate the 
surgical risk for a pediatric patient 
across multiple surgical specialties,” 
said study coauthor Clifford Y. Ko, 

MD, MS, MSHS, FACS, director 
of the ACS Division of Research 
and Optimal Patient Care, which 
administers ACS NSQIP.

Although ACS NSQIP has offered 
its popular multispecialty Surgical 
Risk Calculator for adults since 
2013, this new risk assessment tool is 
designed to give customized surgical 
risk estimates for patients younger 

than 18 years of age. It is available to 
the public. 

 The NSQIP Pediatric Surgical 
Risk Calculator can, as part of a 
discussion with the surgeon, help 
a young patient’s family make an 
informed decision about whether to 
go forward with a planned elective 
operation or even an emergency 
procedure, said Ko, who also is a 
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professor of surgery at the University 
of California–Los Angeles David 
Geffen School of Medicine. 

A pediatric-specific risk calculator 
is needed because infants and children 
have different risk factors; may 
undergo similar procedures as adults 
do, such as colon operations, for 
entirely different reasons; and may 
undergo operations that are unique 
to the pediatric population, according 
to co-author Shawn J. Rangel, MD, 
MSCE, FACS, a pediatric surgeon 
at Boston Children’s Hospital who 
chairs the ACS Children’s Surgery 
Data Committee. Children typically 
don’t have cardiovascular disease and 
other chronic medical conditions 
often associated with adult patients 
undergoing surgery. However, they 
may have other serious conditions 
that are unique to the pediatric 
population, including prematurity, 
birth defects, and other conditions 
that may affect their immune system 
and ability to heal, he explained. 

“Currently pediatric surgeons 
often must quote surgical risk 
estimates from data that have been 
published in the literature, and often 
this information is markedly outdated 
and [comes] from single hospitals 
that are not their own,” Rangel 
said. “Development of the NSQIP 
Pediatric Surgical Risk Calculator is 
an important milestone because it 
gives pediatric surgeons a tool to be 
much more precise in estimating a 
child’s risk of complications.” 

Until recently, there were 
insufficient pediatric data to support 
a risk calculator for a broad selection 
of procedures and potentially 
unfavorable outcomes for children’s 
surgery, according to Ko. In 2008, 
the ACS, in collaboration with 
the American Pediatric Surgical 
Association, developed a new 
database, ACS NSQIP Pediatric, so 
that participating hospitals could 

collect and share reliable outcomes 
data specifically for pediatric surgical 
specialties. Data collection began in 
2011.

To create the new risk prediction 
tool, the investigators used 
standardized NSQIP Pediatric data 
between 2012 and 2014, which 
included 181,353 patient cases 
from 67 hospitals and 382 standard 
Current Procedural Terminology 
codes identifying procedures 
performed in the United States. 
Among the procedure codes that 
NSQIP Pediatric collects, only those 
that occurred at least 25 times in 
the dataset were used for this study. 

Specialties included general surgery, 
cardiothoracic surgery, neurosurgery, 
orthopedic surgery, otolaryngology, 
gynecology, urology, and plastic 
surgery. The research team reported 
that each surgical case had a 30-day 
follow-up for complications.

“NSQIP Pediatric has among the 
best, if not the best, data available for 
children’s surgery,” Ko said. 

The NSQIP Pediatric Surgical 
Risk Calculator is available online at 
http://bit.ly/2dxr8Ci. At press time, 
the study was to be published in a 
print edition of the Journal later this 
year. To access the abstract, go to 
http://bit.ly/2cRgUyD.  n 
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Want to Keep Pediatric Patients Happy?

Let Them Draw on the Sheets
Activity distracts them from their hunger and reduces anxiety, staff say

While children usually are told 
not to color on anything but 

paper, one Montana hospital has 
found that allowing children to draw 
on their hospital sheets before surgery 
reduces their anxiety.

 It also distracts the children from 
thinking about going without food 
and water, says Jaimee Dorvall, RN, 
Ambulatory Care Coordinator at 
North Valley Hospital in Whitefish.

“They literally love this,” Dorvall 
says. “The parents do too.”

The staff members try to draw 
something on the child’s pillow when 
the child arrives to make the facility 
seem more welcoming, Dorvall says. 
“After we do our admission, we tell 
them we need them to do something 
for us, which they love,” she says.

The staff member then takes a 
marker and draws a silly face or the 

child’s name on the sheets.
“Their little eyes brighten up, 

and they get a huge smile across 
their face,” Dorvall says. “Then we 
tell them the OR likes to see their 
pictures when they go back.”

Staff members emphasize to the 
children that they are allowed to draw 
on the sheets only at the hospital. 
“We wouldn’t want mom or dad to 
get upset at them for drawing on their 
beds at home,” Dorvall says.

The hospital uses washable, non-
toxic markers, which are purchased in 
bulk for about 20 cents per marker. 
Each child receives two markers, 
which they take home. The sheets 
are commercially washed between 
surgeries.

“The staff did a test run with our 
laundry department whereby they 
colored all over some sheets, sent 
them off to laundry, and the sheets 
came back with no marker evidence,” 
Dorvall says. 

Each child also is given a stuffed 
animal, which comes from donations 
to the hospital’s foundation. 

Children also are allowed to select 
a boxed lunch from the hospital café’s 
menu to take home after surgery. 

“We started this for our adult 
outpatients and made special kid-
friendly menu items for our pediatric 
patients,” Dorvall says. “Our patients 
and their caregivers love having a 
boxed lunch to take home so that no 
one has to think about food when 
returning home.” (Do you have an 
idea that has worked well in your 
facility? Share it by contacting Joy 
Dickinson, Executive Editor, at Joy.
Dickinson@AHCMedia.com.)  n
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CE/CME INSTRUCTIONS

CE/CME QUESTIONS

1. In terms of errors, most sterile 

processing managers strive 

to keep errors at what level, 

according to the ECRI Institute 

in Plymouth Meeting, PA?

a. No more than 3.4 errors per 

million

b. No more than 4.7 errors per 

million

c. No more than 6.9 errors per 

million

d. No more than 11.2 errors per 

million

2.  Which of the following are 

true of an autoclave printout, 

according to Marcia Patrick, 

MSN, RN, CIC, a Tacoma, 

WA-based consultant, 

educator, and surveyor for the 

Accreditation Association for 

Ambulatory Health Care?

a. The printout must include 

a demonstration that the load 

passed the time, temperature, 

and pressure parameters. 

b. The printout must be initialed 

by the person who is checking it 

before the load is released.

c. The printout must be 

filed. 

d. All of the above

3. Which of the following is 

true of the NSQIP Pediatric 

Surgical Risk Calculator, 

according to the American 

College of Surgeons?

a. It gives customized surgical 

risk estimates.

b. It is for patients younger than 

18 years of age.

c. It is available to the public.

d. All of the above

4.  Which of the following 

benefits have been realized 

by allowing pediatric surgery 

patients to use washable, 

non-toxic markers to draw on 

their hospital sheets at North 

Valley Hospital in Whitefish, 

MT, according to members of 

the staff?

a. It reduces children’s anxiety 

before surgery.

b. It distracts children from 

thinking about going without 

food and water.

c. a and b

d. Neither a nor b
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Common Infection Control Citations
Surprise inspections from CMS begin with a ‘walk-through’

By Gary Evans, Editor, Hospital Infection Control, AHC Media

Even as CMS makes bold pushes in infection control,  
the agency is inspecting healthcare facilities and 
finding common, recurrent problems.

In particular, facilities are not always following the 
manufacturer’s instructions for the use and cleaning 
of devices, and they often are not in 
compliance with their own written 
policies, says Karen Hoffmann, RN, 
MS, CIC, FSHEA, infection prevention 
consultant at CMS.

Hoffmann updated the inspection 
findings at the annual meeting of 
the Association for Professionals in 
Infection Control and Epidemiology 
(APIC). “Again, all of the 
manufacturer’s instructions have to be 
followed,” she says. “No matter what you 
say, [unless] you have something from the manufacturer 
that gives you a personal waiver from following the 
instructions.”

CMS and its state inspectors first will verify if you have 
an active and effective surveillance program in place, and 
then they will evaluate whether the program is meeting 
the needs of patients and staff throughout the complex 
process. 

“That should be a question they are asking,” she says. 
“How are you doing that? 

State agencies and other deemed authorities inspecting 
for CMS typically arrive unannounced and immediately 
begin an impromptu tour with a critical eye.

“State agencies will often do a walkthrough 

immediately upon arrival, and what they are looking for 
is a sanitary environment,” Hoffmann says. “That’s just 
the way they do their survey process. They are looking 
for those ‘oops’ things going on before you can put out a 
warning that a state agency is in your facility. If they see 

some practice that looks out of whack, that’s 
when they will want to see your policy. 
They will interview the staff, and they 
might interview patients or residents. 
They will really look hard at issues of 
isolation precautions, injection safety, 
and the cleaning [of the] environment.”

It wasn’t always this way. CMS is 
continuing a startling transformation 
from benign payer to infection 
prevention enforcer. The flashpoint for 

this metamorphosis came in 2008 when 
CMS inspectors visited a Las Vegas endoscopy clinic but 
failed to notice the flagrant reuse of single-dose vials and 
other needle safety violations. After tens of thousands of 
patients had to be tested for bloodborne pathogens, and 
lawsuits and criminal proceedings made the national news, 
CMS made a fateful culture change that continues today.

“They really have a mandate to provide good care,” 
Hoffmann told APIC attendees. (For more information on 
this topic, see “Ex-doc Gets Life Sentence for HCV Outbreak,” 
Same-Day Surgery, January 2014 at http://bit.ly/2cy7z0a.) 

A former infection preventionist (IP) working in 
hospitals and public health, Hoffmann says CMS has 
undergone a culture change that aligns its mission more 
directly with those responsible for infection prevention, in 
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terms of patient safety. “One of the things I’ve been very 
impressed with is that [many employees] came from the 
provider side before they started at CMS, so they do — 
believe it or not — have a sensitivity to this,” she says. “It’s 
just getting everybody [together] on the latest evidence-
based guidance. That is really what we have been trying 
to do there the last five years. What I hear them say when 
there is a decision to be made is, ‘Are the [CMS] recipients 
at risk of care?’ They are really focused on that, and it is 
really a quality and safety direction they have gone in.”

In doing so, CMS is bound by regulation to enforce its 
Conditions of Participation and Conditions for Coverage, 
meaning inspections that are being conducted to oversee 
basic aspects of infection control soon will be established 
for antibiotic stewardship in hospitals.

Among the most frequent citations currently are some 
aspect of a “dirty environment,” she says. 

"It doesn’t say in the interpretative guidance if you 
have layers of dust, tape, and mold you 
will get a citation, but I guarantee 
you that is considered an unsanitary 
environment,” Hoffmann says.

Also commonly cited are leaking 
washers and sinks, holes in walls, and 
missing floor or ceiling tiles. “These are 
not new, but they keep citing them, so 
they must be out there,” she says. “So 
you need to [look for] those places.”

Reflecting lapses in clinical areas, 
facilities are being cited for placing 
clean endoscopes in dirty bins or 
hanging them in a way that invites 
contamination. “Not within a cabinet 
— they are actually touching the floor,” she 
says. “I’ve actually seen that.”

Another frequent citation is untrained staff, 
and inspectors still report healthcare workers using 
unsafe injection practices or using cleaning products 
inappropriately. “They will grab the bottle and ask a 
housekeeper, ‘What is the contact time for this? How 
much of an area do you cover using that wipe?' Those kind 
of ‘in-use’ questions are practical,” Hoffmann says. 

Other common violations include patient care staff not 
abiding by basic infection control practices, “everything 
from hand hygiene to isolation,” she says.

Healthcare workers so frequently misuse patient exam 
gloves, it is one of the most commonly cited deficiencies 
in inspections. According to Hoffmann, some of the 
most frequent CMS citations involving gloves include the 
following:

• thinking double-gloving protects against puncture 
injury;

• not having gloves accessible in locations where they 

are needed/used;
• failure to clean hands after removing gloves;
• moving from patient to patient without cleaning 

hands and changing gloves;
• using alcohol hand rubs to “wash” gloves rather than 

changing them.
When that last one drew a surprised reaction from 

the APIC audience, Hoffmann said, “It still happens.” 
In other citation trends, if your records show evidence 
of a “cluster investigation” or something suggestive of an 
outbreak, CMS inspectors will want to know how the issue 
was resolved. “If you recognize a problem but can’t show 
documentation of a conclusion to that [discovery], that can 
be problematic,” Hoffmann says.

Know What Is Expected

With CMS and its deemed authority accreditors 
such as The Joint Commission being 
more transparent about citations and 
deficiencies, those who are responsible 
for infection prevention should be well 
aware of the expectations, says Susan 
Dolan, RN, MS, CIC, president of 
APIC.

 “I think as IPs, we are fairly aware 
of the issues they are seeing in other 
hospitals; it gives us a heads-up,” she 
tells AHC Media, publisher of Same-
Day Surgery. “I think the one area that is 
a common problem is disinfection and 
cleaning of equipment. Every individual 

facility should be following the 
manufacturer’s recommendations and your 

own written policies and procedures. Make sure they are 
evidence-based and you are following national guidelines.”

Managers can help by doing observational rounds and 
meeting with staff who are cleaning and disinfecting. “Our 
challenge is to make sure we have the correct policies and 
procedures in place, the proper training, and the proper 
auditing and inspections,” Dolan says.

There continues to be confusion about “immediate use” 
steam sterilization, formerly called “flash sterilization,” 
Hoffmann notes. “The bottom line is that you only can use 
immediate-use steam sterilization for urgent needs — [for 
example], you drop an instrument and you don’t have a 
replacement,” she says. “It can’t be done routinely.” (For 
more information, see “CMS addresses false fingernails and 
immediate-use sterilization,” SDS, September 2015, online at 
http://bit.ly/2dl3ahS.)

 Other common problems are not verifying the efficacy 
of a high-level disinfection solution before use and not 
following the manufacturer’s instruction for pre-cleaning of 

“IT'S JUST 
GETTING 

EVERYBODY 
[TOGETHER] 

ON THE LATEST 
EVIDENCE-BASED 

GUIDANCE."
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scopes. 
CMS surveyors particularly are focusing on proper 

cleaning and disinfection of duodenoscopes, which 
have been linked to outbreaks of carbapenem-resistant 
Enterobacteriaceae (CRE).  “[Inspectors] will ask for the 
manufacturer’s instructions as well those for the automated 
endoscopy reprocessors,” Hoffmann says. “Then they will 
observe the duodenoscopes being reprocessed and ask the 
responsible staff to demonstrate how they are adhering to 
manufacturer’s instructions and any new guidance.” (For 
more on duodenoscopes, see the story “Healthcare Facilities 

Could Face Liability From Recall of Duodenoscope,” SDS, at 
http://bit.ly/2cFta53.) 

State agencies also might share or publish their findings 
from routine, unannounced surveys, as well as revalidation 
surveys, say sources interviewed by SDS.  n

RESOURCE
The Agency for Healthcare Research and Quality Safety Program for 
Ambulatory Surgery has developed an infographic “It Takes a Team,” which 
covers important infection prevention and control areas of focus within 
ambulatory surgery centers. To access the infographic, readers can go to 
http://bit.ly/2cNO0zs.

The Joint Commission Releases
Top Challenging Requirements for First Six Months
Problem areas identified for hospitals, ambulatory surgery care,  and offices

The Joint Commission has identified the top areas for 
noncompliance among standards; National Patient 

Safety Goals; the Universal Protocol for Preventing 
Wrong Site, Wrong Procedure, Wrong Person Surgery; 
and Accreditation and Certification Participation 
Requirements.

The top five Joint Commission requirements identified 
most frequently as “not compliant” during surveys and 
reviews from Jan. 1 through June 30 follow. 

Ambulatory Care:
• Infection Prevention and Control standard 02.02.01, 

which says that the accredited facility reduces infection 
risks that are tied to devices, medical equipment, and 
supplies; 49% were noncompliant.

Human Resources standard 02.01.03, which says that 
the accredited facility grants clinical privileges — initial, 
renewed, and revised —  to individuals who are permitted 
by the organization and by law to practice independently; 
48% were noncompliant.

• Medication Management standard 03.01.01, which 
says that the accredited facility safely stores its medications; 
39% were noncompliant.

• Environment of Care standard 02.04.03, which says 
that the accredited facility inspects its medical equipment, 
tests it, and maintains it; 35% were noncompliant.

• Environment of Care standard 02.03.05, which 
says that the accredited facility maintains fire safety in 
terms of the equipment and building features; 34% were 
noncompliant.

Hospitals:
• Environment of Care standard 02.06.01, which says 

that the accredited hospital establishes and maintains 
an environment that is safe and functional; 66% were 
noncompliant. 

• Infection Prevention and Control standard 02.02.01, 
which says that the accredited hospital reduces the risk of 
infections that are tied to devices, medical equipment, and 
supplies; 59% were noncompliant. 

• Environment of Care standard 02.05.01, which says 
that the accredited hospital manages risks associated with 
its utility systems; 56% were noncompliant. 

• Life Safety standard 02.01.20, which says that the 
accredited hospital maintains the integrity of the means of 
egress; 50% were noncompliant. 

• Life Safety standard 02.01.35, which says that the 
accredited hospital provides and maintains systems for 
extinguishing fires; 47% were noncompliant.

 Office-Based Surgery Practices:
• Human Resources standard 02.01.03, which says that 

the accredited practice grants clinical privileges — initial, 
renewed, and revised — to individuals who are permitted 
by law and permitted by the organization to practice 
independently; 71% were noncompliant.

• Infection Control and Prevention standard 02.02.01, 
which says that the accredited practice reduces the risk of 
infections that are tied to devices, medical equipment, and 
supplies; 53% were noncompliant. 

• Environment of Care standard 02.04.03, which says 
that the accredited practice inspects medical equipment, 
tests it, and maintains it; 41% were noncompliant.

• Infection Control and Prevention standard 01.03.01, 
which says that the accredited practice identifies the risks 
for acquiring infections and transmitting them; 27% were 
noncompliant. 

• National Patient Safety Goal 07.01.01, which says 
the accredited practice complies with the hand hygiene 
guidelines for the CDC or the World Health Organization; 
25% were noncompliant.  n
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The Joint Commission Revises Its Policy
On Notification of Organization Changes

The Joint Commission has updated its policy regarding 
notification of changes within accredited organization. 

The updated policy took effect Oct. 1.
The “Notifying The Joint Commission About 

Organization Changes” policy appears in the Accreditation 
Process (ACC) chapter of the Comprehensive 
Accreditation Manuals.

Previously, organizations needed to notify The Joint 
Commission within 30 days after a significant change. 
Because some changes might result in the need for on-
site survey activity, the policy now requires organizations 
to provide written notification to The Joint Commission 
when the change initially is contemplated. In other 
words, organizations now are required to notify The Joint 

Commission when leaders approve moving forward with 
the change and they identify a timeframe for implementing 
the change. 

This new schedule allows the agency time to consider if 
there will be any effect on accreditation, such as the need 
for an on-site survey and the timing of the survey. Once 
the change is official, the organization should update its 
electronic application for accreditation, referred to as the 
E-App, within 30 days.

 “Notifying The Joint Commission About Staffing Firm 
Changes” in the Health Care Staffing Services Certification 
Manual also will be updated. The changes will be included 
in the full manual update and the 2017 manuals. To see 
the wording, go to http://bit.ly/2cRw5I2.  n

Resources Available to Help With Survey Process

A ccreditation organizations and AHC Media, publisher 
of Same-Day Surgery, have resources available to help 

with the survey process. 
Consider the following:
Accreditation Association for Ambulatory 

Healthcare (AAAHC):
• AAAHC Institute for Quality Improvement (IQI) 

toolkits. Web: http://bit.ly/2d26VUR.
• Quarterly Achieving Accreditation conferences. Web: 

http://bit.ly/Rt91Sw.
• IQI benchmark studies. Web: http://bit.

ly/2dC9XDU.
• Facebook. Web: http://bit.ly/2dNOGqc.
• Twitter. Web: https://twitter.com/AAAHC_

QUALITY.
• Accreditation handbooks. Samples are in the 

handbook under “Tools.”
The Joint Commission’s ambulatory care tools:
• AmBuzz blog. Web: http://bit.ly/28JQXSm. 
• Website alerts. Web: http://bit.ly/2dhDctK.
• LinkedIn. Web: http://bit.ly/1nAC5VA.
• Twitter. Web: https://twitter.com/Mkulcz.
• Frequently asked questions on standards and a form 

for your questions. Web: http://bit.ly/2d3vGji.
• Survey Activity Guide, which details the components 

of an on-site visit with tools, such as a sample survey 
agenda and document list. Web: http://bit.ly/2dz08H7.

• Portals on various topics, such as ambulatory 
healthcare-associated infections (web: http://bit.
ly/2dNKjvl), environment of care (web: http://bit.

ly/2dHqi6D), and physical environment (web: http://bit.
ly/2aoL2mp). 

• Credentialing and privileging tips. Web: http://bit.
ly/2djONaa.

• Monographs and papers. Web: http://bit.
ly/1WB1wbo.

• For customers, access the Leading Practice Library 
(web: http://bit.ly/2dyZHZd), Targeted Solutions 
Tools (TST, web: http://bit.ly/1d16R0E) and standards 
BoosterPaks (web: http://bit.ly/2cIbzLF). TSTs are 
applications that guide organizations through a step-by-
step process to measure their performance, identify barriers 
to excellent performance, and access solutions that are 
customized for particular barriers. TSTs are available for 
safe surgery, preventing falls, hand hygiene, and hand-off 
communications. BoosterPaks are searchable documents 
with detailed information about a single standard or topic 
area that has been linked to a high volume of inquiries or 
non-compliance scores.  

• Annual Ambulatory Care Conference and ambulatory 
care seminars (web: http://bit.ly/2cSSt3U).

AHC Media:
• Web: AHCMedia.com.
• Twitter, @HospitalReport (https://twitter.com/

HospitalReport), @SameDaySurgery (https://twitter.com/
SameDaySurgery), and @AHC_Media (https://twitter.
com/AHC_Media).

• Facebook. Web: @AHCMedia.
• LinkedIn. Web: http://bit.ly/2djT7X9.
• Webinars: http://bit.ly/2dz2FRK. n
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