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New Research Sheds Light on 
Opioid Problems After Surgery

Investigators are studying the 
problems of surgery centers and 
physicians prescribing opioid 

medication with too little information 
about patients’ history with opioids and 
without adequate patient education on 
using and disposing of leftover drugs.

When two out of five opioid 
overdose deaths can be traced to a 
prescription opioid addiction, healthcare 
researchers are taking note. (More 
statistics on this subject from the CDC 
are available at: http://bit.ly/2N8TJ2k.) 
The epidemic of opioid overdoses now 
exceeds AIDS deaths during the peak 
years in the mid-1990s. The 64,070 
opioid overdose deaths in the United 
States in 2016 is higher than the total 
number of American combat deaths 
sustained during the entirety of the 
Vietnam War. (The full 2017 report from 
the Police Executive Research Forum is 
available at: https://bit.ly/2y6XNfI.)

A national poll of Americans 50-80 
years of age found that 29% said they 
had filled a prescription for opioid pain 
medication in the past two years, says 
Preeti N. Malani, MD, professor of 

internal medicine at the University of 
Michigan Medical School and chief 
health officer at the university’s office of 
the president. “The main reasons for the 
prescriptions were arthritis-related pain, 
back pain, surgery, and injury,” Malani 
explains.

Researchers have highlighted opioid 
problems among preoperative and 
postsurgery patients. It is an issue that 
surgeons and ambulatory surgery center 
(ASC) staff must address with policies 
and procedures that reduce the risk of 
opioid misuse and harm. Some research 
even shows how presurgery opioid use 
can increase adverse outcomes post-
surgery. For example, the authors of 
one recent study found that prolonged, 
preoperative opioid use was associated 
with worse outcomes after joint 
replacement surgery, including hospital 
readmissions and revision surgery.1

“We looked at a large national, 
health market database, looking at all 
patients with knee replacement, over 
300,000 patients,” says Hue H. Luu, 
MD, associate professor, department of 
orthopaedic surgery and rehabilitation 

http://bit.ly/2N8TJ2k
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CORRECTION

A June 2018 article, titled “New Jersey Surgery Centers Face Major Changes 

This Year,” stated an incorrect deadline for licensure under a new state law. 

The article should have said that surgical practices in New Jersey will need to 

apply for licensure as ambulatory care facilities by January 2019, which is one 

year from the law’s enactment. The New Jersey law, P.L. 2017, c. 283 (available 

at: https://bit.ly/2wFCJtw), was signed in January 2018.

medicine, University of Chicago 
Medicine & Biological Sciences. 
“We looked at readmission rates and 
revision surgery for these patients, 
either hip or knee. We looked at 
how many were taking opioids. 
Essentially, we found that patients 
who had been taking opioids before 
surgery, especially if they were taking 
it for more than 60 days, had a much 
higher rate of readmission to the 
hospital and, also, the likelihood of 
having additional revision surgery.”

The study authors concluded 
that preoperative opioid use 
was a significant risk factor for 
surgical complications in total 
knee arthroplasty and total hip 
arthroplasty.1 Preoperative opioid use 
is common, with more than one in 
four patients presenting for surgery 
reporting opioid use.2

 “It’s important we have our 
patients minimize narcotic use prior 
to surgeries, especially if they’ve 
been using opioids for more than 60 
days,” Luu offers. “Cutting down on 
narcotics will make their recovery 
much better and improve our ability 
to manage their pain much better 
after surgery.”

Opioid medication diversion is 
another common problem. Opioids 
prescribed by physicians to treat 
postsurgery pain in older adults 
often are excessive and can end up 
in the hands of people who do not 
need the medication, according to 

the July/August 2018 National Poll 
on Healthy Aging, conducted by 
the University of Michigan. (Read 
much more about the poll online at: 
https://bit.ly/2BYZZbJ.) The authors 
of a new study found that surgical 
patients often are prescribed too 
many opioid pills and receive too 
little education about how to safely 
dispose of leftovers. Implementing 
evidence-based opioid prescribing 
recommendations could reverse this 
trend.3

“Our findings highlight the 
prevalence of opioid medications 
that individuals have in their home,” 
says Jennifer F. Waljee, MD, MPH, 
MS, associate professor of surgery at 
the University of Michigan Medical 
School.

While respondents to the 
National Poll on Healthy Aging said 
they were educated about how to 
take an opioid, when to wean off 
the medication, and which other 
medications were safe to use with 
opioids, there was less education 
around safe disposal of leftover 
opioid drugs, Waljee explains. 
Additionally, the survey revealed that 
nearly half of people who filled an 
opioid prescription within the past 
two years had leftover medication, 
Malani says.

“We also asked, ‘If you did have 
leftovers, what would you do?’” 
Malani notes. Some said they would 
dispose of it at home. Others said 

mailto:customerservice@reliasmedia.com
https://bit.ly/2BYZZbJ
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they would take the leftover opioids 
to an approved disposal facility. 
However, most said they would keep 
the leftovers, Malani adds.

“It is concerning to see the 
number of individuals who are not 
inclined to dispose of opioids after 
being done with them,” Waljee 
laments. “Overall, we encourage 
people to dispose of these medications 
whenever [finished] using them 
because we know misdirected 
medication is a gateway to misuse.”

As more attention is given to 
opioid use and prescribing practices, 
things will change for the better, 
Malani predicts.

“I’m really hopeful because I do 
feel that physicians, surgeons, and 
other health providers will respond 
to the data pretty well,” she says. “It’s 
one of these issues where a generation 
ago, people talked about pain being 
the fifth vital sign and how we need 
to treat pain [aggressively]. Now, 
there’s more thought that people don’t 
need as many opioid pills as we give 
them.”

Adding to the arsenal of recent 
studies concerning opioid use 
among surgical patients, the authors 
of another new investigation 
concluded that 40% of chronic, pre-
operative opioid users still fill opioid 
prescriptions 12 months after major 
orthopedic surgery.4

“It was surprising to us how 
distinct it was. If you were a chronic 
opioid user presurgery, the surgery 
did not seem to correct the need for 
these medications,” says Andrew J. 
Pugely, MD, assistant professor in 
orthopedic surgery, division of spine 
surgery, at the University of Iowa 
Hospitals & Clinics.

Opioid medication is important 
for managing pain, especially for 
surgical care. “For procedural care, 
making sure patients have safe, 
comfortable recovery is critical to 

DISPOSING OF OPIOIDS SAFELY

Research shows that patients often hoard unused opioid medications, 

unwilling or uneducated about how to dispose of them. Jennifer F. Waljee, 

MD, MPH, MS, offers some helpful advice.

• Make proper disposal convenient. Patients need a convenient access 

to opioid disposal, Waljee offers. “We’ve seen pharmacies create methods 

for disposing of medications, whether it’s creating charcoal bags for putting 

medications in for disposal or creating take-back sites within hospitals and 

clinics.” Additionally, post-op patients can return for a visit, bringing unused 

pills with them.

• Improve education. ASC staff should educate both clinicians and patients 

about why it is important to dispose of opioids properly. They also should 

emphasize the risks of keeping leftover opioid pills in the home, Waljee says.

• Reassure patients. “It’s important for us to reassure patients that we’ll 

manage their pain when needed,” Waljee says. “Sometimes, patients are 

concerned about prescribing limits and that people won’t get medications 

when they need them. We want to reassure patients we’ll make certain their 

pain is well managed and that it’s a paramount concern for us.”

helping them return to their activities 
of daily living, families, and work,” 
Waljee says. “Opioids play an 
important role after surgery, but we 
need to make sure we’re prescribing 
according to what patients need.”

Once opioid medication is no 
longer needed, patients should 
dispose of it properly, Waljee advises. 
“We strongly encourage people to 
dispose of them in an FDA-approved 
manner.”

Overprescribing occurs because 
there are too few guidelines on how 
to prescribe opioids after surgery. 
“For years, we have prescribed 
without evidence-based guidelines 
around that. It’s also coupled with 
the fact that these medications 
were thought to not be addictive, if 
given in the context of acute pain,” 
Waljee explains. “We now know 
that’s different. There still is a lot 
of information and evidence to be 
learned about why physicians tended 
to overprescribe.”

A recent analysis revealed that 
prescribing limits are effective in 

reducing opioid misuse and that 
opioid-naïve patients might need 
far fewer pills than doctors typically 
prescribe, Waljee says. For instance, 
future investigations could help 
identify patients who go from using 
opioids for acute pain to persistent 
use and how to find pathways to deal 
with those patients, she adds.

“With better research, we’ll better 
tailor our prescribing to patients’ 
needs based on risk factors, and we’ll 
have less excess of opioid pills after 
surgery,” Waljee says. “It will make 
a dent in the opioid epidemic by 
preventing those pills from going on 
to unintended use by getting them 
out of communities.”  n
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Investigation Reveals Stark Difference in Opioid 
Use Among Spine Patients

The authors of a recent study 
found that spine surgery patients 

who were on opioids prior to their 
surgery were most likely to use 
opioids for a year or longer after 
surgery.1

About 42% of preoperative opioid 
users were filling opioid prescriptions 
at one year postsurgery. This 
compares with 9% of opioid-naïve 
patients presurgery still taking opioids 
12 months after their spine surgery. 
The authors used a patient sample 
of more than 17,000 people who 
underwent anterior cervical fusion 
or posterior cervical fusion between 
2007 and 2015.

“Anyone with a spine fusion was 
included in the cohort,” says Andrew 
J. Pugely, MD, a co-author of the 
report. “Some patient comorbidities 
that could be associated with preop 
use of opioids, and continued 
use afterward, were a history of 

drug dependence, alcohol abuse, 
depression, fibromyalgia, and 
anxiety.”

The research findings suggest 
that surgeons should amend their 
prescribing practices. Surgeons 
should reduce the number of opioid 
pills prescribed. “Instead of giving 
everyone 80 pills of Percocet, tailor 
the subscription to the individual 
surgery,” Pugely advises.

A simple neck procedure would 
require fewer days on opioid 
medication than a spinal surgery. 
Some patients have medical 
conditions that might require more 
weeks on the painkiller after surgery. 
The next step is to require patients to 
wean off opioids prior to surgery.

“The big thing I do is use surgery 
itself as a time point to have patients 
wean off narcotics,” Pugely says. 
“I use the surgery as a reward for 
them, the same as with having 

them quit cigarettes.” Patients who 
are on opioids or who are smokers 
prior to surgery experience worse 
postoperative outcomes. Surgeons can 
reasonably ask patients to quit before 
the operation. Of course, there might 
be individual exceptions, such as the 
man who had a fused spine, broken 
rods, and was in horrific pain, Pugely 
says. “It’s not realistic for him to wean 
off opioids beforehand.”

Just as smokers might need a 
smoking cessation program, opioid 
users might need pain management 
help to quit. Pugely refers patients 
on opioids presurgery to a pain clinic 
that employs a pain psychologist with 
experience helping people handle 
pain as they wean off opioids.

“We have a woman who is a 
pharmacist and can look through 
patients’ medical records, discussing 
studies and outcomes, and come up 
with a weaning plan,” Pugely says. 
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“I go much further than just telling 
people to go off opioids. I send them 
to people to help them develop 
coping mechanisms to get off the 
drug.” 

Additionally, surgeons should 
examine opioid risk factors. Surgery 
centers can use an app that analyzes 
patients’ demographics, health, and 
other factors, or surgeons can go by 
their own experience. 

For instance, Pugely has found 
that patients who are obese, present 

with chronic illnesses, and have a 
history of drug dependency and 
psychosocial issues are more likely to 
struggle ending their opioid habit. 
For some of these patients, it might 
be appropriate to find an alternative 
and nonaddictive pain medication. 
Surgeons should help patients develop 
realistic expectations for their pain 
after surgery, Pugely offers.

“Lay out expectations up front and 
pair it with educational material,” he 
suggests. “Some spine surgeries are 

not going to cure back pain, but they 
will help.”  n
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EXECUTIVE SUMMARY

The Centers for Medicare & Medicaid Services (CMS) has proposed a big 

change to its ASC payment system for 2019. This could be good news for 

surgery centers.

• The change would move the ASC payment system to hospital market basket 

updates instead of CPI-U updates.

• The ASC community has been asking CMS to use the same annual payment 

update factor for ASCs that it uses for hospital outpatient departments for 

nearly a decade.

• CMS also proposes reducing the threshold definition of device-intensive 

procedures in ASCs from 40% to 30%, which would be another positive 

change.

CMS Proposes ASC Reimbursement Change

In late July, the Centers for 
Medicare & Medicaid Services 

(CMS) proposed to change its 
Medicare ASC payment system for 
2019 to the hospital market basket 
update instead of the CPI-U.

CMS received comments on the 
proposal through Sept. 24, and is 
expected to produce the final rule 
in November. Same-Day Surgery 
asked William Prentice, CEO of 
the Ambulatory Surgery Center 
Association (ASCA), to answer some 
questions about this proposed change.

SDS: Is this the change ASCA and 
others have been asking for over the 
years? If so, how might this affect the 
ASC industry? What would be the next 
step?

Prentice: The ASC community 
has been asking CMS to use the 
same annual payment update factor 
for ASCs that it uses for hospital 
outpatient departments (HOPDs) 
for nearly a decade. We are pleased 
to see this provision included in the 
proposed rule. 

Updating ASC payments each year 
based on the hospital market basket, 
a measure of the costs involved in 
delivering healthcare like medical 
instruments, pharmaceuticals, and 

labor, makes far more sense than 
basing those updates on the CPI-U, 
a measure of the cost of consumer 
goods like food, fuel, and clothing.

If this proposal is adopted in the 
final rule, we expect the Medicare 
program and its beneficiaries to 
experience increased savings as [more] 
procedures migrate to the lower-cost 
ASC setting ... We see this proposal 
as a strong step toward recognizing 
the value that ASCs provide to the 
Medicare program and halting the 
growth in the disparity that exists 
in the rates Medicare pays HOPDs 
and ASCs to perform the same 
procedures.

Our next step will be to ask CMS, 
as we have in the past, to either 
eliminate or retool the secondary 
rescaling system it currently applies to 
ASC payments. That system, enacted 
to promote budget neutrality, does 
not apply to HOPDs and continues 
to support growing payment 
disparities between the two entities.

SDS: How might this proposed rule 
expand each ASC’s business? Do you 
think surgery centers will be able to 
prepare for expected expansion?

Prentice: At the same time CMS 
is proposing to update ASC payments 
each year based on the hospital 
market basket, it is proposing to 
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reduce the threshold definition of 
device-intensive procedures in ASCs 
from 40% to 30%. [This is] another 
policy change that ASCs have been 
asking for over several years. If that 
portion of the rule is adopted as 
proposed, we expect to see a net 
increase of 131 new device-intensive 
procedures for ASCs, growing the 
approved list from 154 to 285 
procedures in 2019 and beyond.

If both these proposals are 
finalized, we expect more Medicare 
patients to be able to receive the 
care they need in ASCs. Time will 
tell exactly how many more. CMS 
and the ASC community will be 
monitoring those numbers carefully. 
Many ASCs already have the capacity 
they need to treat more patients. 

As the number of procedures 
that can be performed safely in 
the outpatient setting continues 
to grow, for the first time in many 
years, we are seeing a small uptick 
in the number of new ASCs being 
developed.

SDS: What else in the proposed rule 
will most affect ASCs in their day-to-
day operations?

Prentice: The proposed rule ... 
suggests revising the definition of 
“surgery” in the ASC payment system 
to include certain “surgery-like” 
procedures that are in line with the 
definition of surgery used by the 
American College of Surgeons but 
assigned codes outside the Current 
Procedural Terminology (CPT) 
surgical range. This change, which 
ASCA has requested in the past, 
allows CMS to propose adding 12 
cardiac catheterization procedures to 
the ASC-covered procedures list in 
2019.

Recognizing that current payment 
policy serves as an impediment to 
using nonopioids for postsurgical 
pain in ASCs, a provision in the 
proposed rule would allow ASCs 

to get paid for non-opioid pain 
relief drugs when used in a surgical 
procedure. ASCA helped bring this 
issue to CMS’ attention and supports 
this policy change. We also ask that 
any members of the ASC community 
with alternative drugs that could 
qualify for coverage under this 
provision contact ASCA.

The proposed rule also suggests 
sweeping changes to Medicare’s ASC 
quality reporting program, including 
the removal of eight quality measures 
over a two-year period. 

The rationale that CMS is using 
to justify the removal of four of these 
measures is that ASCs have “topped 
out” on them. [This is] CMS’ way 
of saying that performance on these 
measures in the ASC setting is so 
consistently high that there is almost 
no room for improvement. 

For the other four measures, CMS 
indicates it agrees with what the ASC 
community suggested earlier: Those 
measures are not related to quality; 
therefore, [those measures] should 
not be included in a quality reporting 
program.

SDS: What is your understanding 
of “meaningful measures?” Does CMS 
provide enough information to make it 
straightforward for ASCs to implement 
the quality priorities and objectives in 
their policies and procedures?

Prentice: ASCA supports CMS 
in its decision to implement quality 
measures that are both meaningful to 
patients and minimally burdensome 
to the healthcare providers who report 
them. We expect that more work is 
needed before these can be put in 
place and look forward to working 
with CMS to define and implement 
these measures. 

One area ASCA will be focusing 
on is ensuring that all outpatient 
surgery providers report on many 
of the same quality measures so 
that patients can make meaningful 
comparisons and informed decisions 
about where to have the procedures 
they need.

SDS: If the proposed changes are 
approved, how should ASCs prepare?

Prentice: We recommend that 
all ASCs make certain that once 
Medicare’s final payment rule is 
released, they have everything in 
place to continue reporting quality 
measures in 2019. We will need to 
wait and see exactly what that will 
entail. 

What we do know now is that 
ASCs will be expected to report on 
at least two new measures next year: 
ASC-13: Normothermia and ASC-
14: Unplanned Anterior Vitrectomy. 
The proposed rule makes no changes 
to the reporting requirements 
surrounding those measures. ASCs 
have begun collecting data this year to 
file the 2019 reports required. 

SDS: Is there anything else about 
this proposed rule that ASCs should 
know?

Prentice: One topic the proposed 
rule did not address is noteworthy: It 
did not identify a release date for the 

“IF BOTH THESE 
PROPOSALS ARE 
FINALIZED, WE 
EXPECT MORE 

MEDICARE 
PATIENTS TO 
BE ABLE TO 

RECEIVE THE 
CARE THEY NEED 
IN AMBULATORY 

SURGERY 
CENTERS .”  
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EXECUTIVE SUMMARY

Payers have been fighting back against ASCs relying on out-of-network health 

plans.

• Some payers institute daily maximums for out of-of-network surgery.

• A few payers have sued ASCs over charging payers proportionately more for 

out-of-network surgeries than they require patients to pay.

• Fewer health plans provide out-of-network benefits.

Improving Payer Contracts: How to Navigate  
the Obstacle Course

Out-of-network health plans 
are not what they used to 

be for surgery centers. Payers have 
been fighting back against centers 
charging them more and patients less. 
Sometimes, this fight has gone to 
court, and payers have won millions 
of dollars from ASCs.

The long-time trend of ASCs not 
working with health plans is eroding. 
Surgery centers need to prepare 
for change, says Andy Rosen, vice 
president of business development at 
Surgery Partners LLC in Carlsbad, 
CA.

“Traditionally, many centers 
didn’t participate in any health plans 
and were strictly out of network,” 
he explains. “They charged very 
high rates, maybe five or six times 
what contract rates were. Often, 
centers didn’t charge the patient the 
remaining amount, so they were 
making quite a bit of money by not 
contracting with payers.”

But payers began pushing 
back. Some payers instituted daily 
maximums — they will not pay 
more than a small amount for out-
of-network surgery. Other payers 
have sued providers. “Networks are 
becoming narrow, and there are major 

changes from a payer perspective,” 
Rosen says. “[Fewer] plans have 
out-of-network benefits. In addition, 
payers are seemingly less willing to 
pay them.”

This trend accelerated in 2016 
when a managed healthcare company 
won $37.5 million in a lawsuit 
against a San Francisco-based ASC 
company. The healthcare company 
claimed the ASC company’s physician 
investors were sending out-of-network 
patients to their San Francisco-area 
surgery centers to charge their payers 
more. But they were waiving the extra 
cost to patients, and a jury agreed that 
this was wrong, Rosen says.

ASCs that continue to rely on 
out-of-network income soon will find 
this is not a sustainable growth plan. 
Instead, Rosen suggests, ASC leaders 

should develop strategies to improve 
their contracts with payers.

• Make the numbers work in-
network. “Do the math and figure 
out how long you can really survive. 
Then, start doing the things you need 
to do to come in network,” Rosen 
offers. “You could increase volume, 
recruit more doctors, get paid less.”

ASCs could determine which cases 
their surgeons are handling at other 
centers because of the patients’ lack 
of out-of-network benefits. These are 
surgeries that potentially could be 
brought to the surgery center under 
in-network contracts.

“Then, they have to negotiate with 
payers and see what rates they can 
get,” Rosen says. “When the numbers 
make sense, it’s time to come in 
network with a payer.” 

Consumer Assessment of Healthcare 
Providers and Systems Outpatient 
and Ambulatory Surgery Survey 
proposed a few years ago. ASCA 
continues to have serious concerns 
about the length of that survey 
and the lack of an email option, 
but remains hopeful that CMS 
will address those concerns before 
requiring ASCs to begin using the 
survey with their patients.

Finally, the proposed rule also 
indicated that CMS will be reviewing 
the procedures that were added to 
the ASC list in the last three years. 
Recognizing the differences that can 
exist between Medicare and non-
Medicare patients, ASCA supports 
this oversight and plans to submit 
research and comments confirming 
the safety and efficacy of these 
procedures in the ASC setting. 

ASCA also encourages ASC 
physicians and staff who have 
firsthand experience with those 
procedures in the ASC setting to 
submit comments. We invite anyone 
with questions about the comment 
submission process to call ASCA for 
assistance.

(Editor’s Note: Learn more about 
the CMS proposed changes online by 
visiting: http://bit.ly/2Ni5SCo.)  n

http://bit.ly/2Ni5SCo
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For example, in California, 
many surgery centers have moved in 
network with Blue Cross/Blue Shield 
because the insurer stopped paying 
for out-of-network services, Rosen 
notes.

“The vast majority of what we do 
is in network,” Rosen says. “In some 
places, we have some out-of-network 
payers, but the change to in network 
is a transition that’s happening now.”

• Collect data when negotiating 
with payers. Look at current 
contracts and make sure they are 
updated, Rosen advises.

“It’s important to use real data. 
Payers are not going to give you 
money just because it’s a nice day,” he 
says. “You have to show a real benefit. 
Look at a case you can’t do because 
you’re not paid enough, and it’s being 
done in the hospital.”

Collect data on what the ASC 
would need to charge to do this 
surgery, what the hospital already 
charges, and show how the payer 
would save by undergoing the 
procedure in the ambulatory setting.

“The really expensive thing in 
surgery, especially orthopedic surgery, 
is implants ... sometimes, you are paid 
less than the implants cost,” Rosen 
says. “If you negotiate a contract and 
carve out the implant, it is critical.”

The key is to show payers that they 
will save money by paying the ASC 
more. Trying to negotiate without 
data is fruitless, Rosen cautions.

“A lot of time, payers don’t have 
the data and don’t understand what 
you’re saying, or you’re not reaching 
the right person in the organization,” 
he explains. “Bring data showing 
them all of the cases you could do 
in the ASC if you could afford to 
do them. Show them the benefit of 
giving you an increase.”

• Consider alternative payment 
models. ASC leaders should study 
alternative payment models, such as 
bundled payments. They also should 
consider participating in narrow 
networks in which they are paid less, 
but are guaranteed a certain volume 
of patients, Rosen offers.

Some ASCs will work with 
hospitals and medical groups that 
have capitation risk for a population 
of patients. The health system might 
contract with an ASC to perform 
surgeries that would be too costly in 
the hospital’s operating room and tie 
up space the hospital needs for other 
surgeries, he explains.

“It might be cheaper for the 
hospital to contract out colonoscopies 
to the ASC. These are a terrible use 
of the hospital OR, but they can be 

another revenue source for ASCs,” 
Rosen says. ASCs also can explore 
technological advancements that 
make it more feasible to add surgeries 
in the areas of joint replacement, 
spine surgery, cardiology, urology, and 
maxillofacial surgery, Rosen adds.

• Review all partnership 
agreements. “One of the issues you 
see with independent surgery centers 
is they have nonacting partners,” 
Rosen says. “They need to make sure 
they have appropriate non-compete 
clauses in operating agreements to 
prevent their surgeons from investing 
in other surgery centers.”

These agreements should be broad 
enough to protect the ASC, but not 
so broad that it is unenforceable, 
Rosen advises. “If you say the surgeon 
can’t own another ASC in the state of 
California, a court would say that is 
too broad and not enforceable.”

Also, if partnership agreements or 
an ASC’s requirements say one thing, 
it has to be enforced for all partners. 
“If you don’t enforce these for some 
people, it becomes legally impossible 
to enforce for anyone else,” Rosen 
says. “If you have a noncompete 
clause, don’t say, ‘I like this person, so 
I’ll ignore it,’ and then hold someone 
else accountable. The court will say 
you never enforced it before.”  n

California Wildfires Teach ASC Leader  
Tough Lessons

A surgery center administrator  
 lost her home, her Hawaiian 

vacation was off, and the road to her 
workplace was barricaded, but things 
could have been much worse.

“Before the fire, someone turned 
off the center’s air conditioning, so 
we had very little smoke damage in 
our building,” says Marion Auld, 
BSN, MBA, administrator at Santa 

Rosa Surgery and Endoscopy in 
Santa Rosa, CA.

The surgery center was 
surrounded by other buildings that 
had burned and a scorched landscape 
in October 2017. Santa Rosa officials 
called the fire the worst their area had 
ever experienced. Hundreds of homes 
were destroyed, including many 
owned by doctors, nurses, and other 

healthcare professionals. The fire 
resulted in forced evacuations and 
the temporary closure of multiple 
healthcare facilities, including Sutter 
Health and Kaiser Permanente 
hospitals.

With its air conditioning turned 
off and vents closed, Auld’s ASC 
emerged from one of California’s 
worst fires relatively unscathed. The 
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hospital near the ASC also escaped 
the blaze. Further, Auld says her 
center used a continuously refueled 
72-hour generator that helped 
preserve medications. 

Auld checked out the surgery 
center soon after the fire and helped 
organize its emergency recovery plan 
while the ASC was closed for 14 
work days.

Foresight and preparation made 
all the difference. While ASCs 
maintain disaster preparedness plans, 
they might not have developed a 
post-disaster process and plan. Auld 
offers some advice on what to expect 
and how to prepare.

• Ensure key people can access 
the ASC. 

It was luck more than forethought 
that Auld had her work badge with 
her when she returned to the ASC 
a few days after the fire. Thanks to 
this serendipity, emergency officials 
allowed Auld past the National 
Guard tanks and barricade that had 
closed the road to everyone without 
hospital or ASC business. Once she 
arrived, Auld used her badge to open 
the center’s electronic key lock.

“The property manager couldn’t 
get into the center because the person 
who had keys to the building had 
evacuated his home, so they waited 
for me to show up. Luckily, I had left 
my keys in my house, but the badge 
system worked, and we got into the 
building,” Auld recalls.

• Use air scrubbers as soon as 
possible. 

“We put air scrubbers in the 
building to clean the air,” Auld says. 
“It was hard to be in the building 
in October when it was warm and 
we couldn’t run the air conditioning 
system.”

Air scrubbers can remove soot 
and particles from the air, deodorize 
the air, and returning the air to 
pre-fire conditions. If the facility has 
sustained chemical, fire, and/or water 
damage, the air scrubber also can 
remove mold and toxic chemicals.

• Contact employees and clean 
out supplies. 

Equipment, like surgical trays, 
needed to be reprocessed. Keeping 
other supplies was a judgment call. 
“We felt like our medications in our 
fridges were OK, but to be on the 
safe side, we got rid of some of the 
medications,” Auld notes. 

In preparing for both the disaster 
and the aftermath, ASCs should 
make certain all employees’ contact 
information and emergency contact 
information are updated and readily 
accessible. Also, employees could be 
instructed to call a landline and leave 
a message with contact information 
when the disaster has caused them to 
relocate.

“Some of our managers had 
employees’ numbers on their phones, 
but we had no email or calling 
service because the cell towers were 

all burned down,” Auld says. A better 
solution is to maintain all contact 
information at a remote location, far 
enough away from any local disaster, 
where it can be accessed quickly. 

“If you have a list of employees at 
home, and you are forced to evacuate 
from your home, then that list is not 
the first thing you will grab,” Auld 
says. “We have 100 employees, and 
for one employee it took us five or six 
days to find her in a high fire danger 
area. People will be in places you 
don’t even think about.”

• Reschedule and move patients. 
“We rescheduled some of our 

cases to another facility, and we sent 
some of our staff there to work,” 
Auld says. “We had to call patients 
and offer for them to go to another 
surgery center that was 40 miles 
away. We gave them that option.”

Patients who were willing to 
postpone their surgeries could 
reschedule for when the ASC 
reopened.

• Check property insurance 
coverage. 

“People should know their 
property insurance and what’s 
covered under it,” Auld advises. 
“We need to know the agent’s name 
and what the policy will cover. This 
information should be handy.” Some 
insurance will cover staff wages 
during a disaster or emergency. For 
Santa Rosa Surgery and Endoscopy, a 
human resources representative called 
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COMING IN FUTURE MONTHS

employees to ask how they were doing 
and to tell them that they would be 
paid for their time off, Auld notes.

“People were starting to get 
nervous, so they reached out and 
said, ‘We’ll pay you; insurance covers 
you when we’re closed,’” Auld adds. 
“That was such a positive experience 
for us.”

• Obtain all certifications and 
inspections for reopening facility. 

When an ASC is closed for several 
days or longer, it has to reopen as if it 
were a new facility, Auld says.

“You have to get fire permits, 
gas certification, air quality checks, 
generator logs, and monitoring 
of temperature, medication, and 
refrigerators,” she says. “You need to 
be inspected by the fire department 
and receive a county permit before 
you can reopen the building.”

Other checks include fire alarm 
operability, the facility’s air flow, 
a water report (if the facility uses 
well water), life safety evaluations, 
department of health inspections, 
and an indoor air quality assessment.

• Reopen as soon as possible, 
and make time for emotional 
support. 

When Auld’s staff returned 
to work, they helped stock the 
replacement supplies. Later, the 
center made time for people to tell 
their stories about the fire. 

Including Auld, three employees 
lost their homes. Of the 120 
physicians credentialed with the 
ASC, 35 lost their houses.

“You can’t just bring people back 
to work after this happens. They need 
time to tell their story,” Auld notes. 
“Everyone is distracted. On the day 
when we brought everyone back, 
they needed — more than ever — to 
be a part of a team.”

Some employees spent their 
time off volunteering at Red Cross 
shelters. Others had to deal with 
moving far away from their home. 
Once they returned to the surgery 
center, employees wanted to watch 
out for one another. Everyone was 
living in temporary situations, some 
with other people. But they had 

to come back to work, despite the 
unsettling feeling of personal limbo. 
Auld had to return to work before 
she could even take a look at the fire 
destruction of the home she had lived 
in for 30 years.

“The fire came at night, starting 
around 8, moving at 35 miles per 
hour,” says Auld, who lived 1.5 miles 
from the ASC and the adjacent 
Sutter Hospital. “I smelled smoke 
around 10, and by 11 at night the 
fire was 14 miles away. By 1:30 a.m., 
my house was gone.”

She lost everything except the 
little she had taken with her when 
her neighborhood was evacuated 
right before the fire engulfed it.

“Our fire burned 6,000 homes in 
the area one night and then lingered 
in the area for two more weeks,” Auld 
says. “We evacuated to a town 15-20 
miles away, and had no clothes ... I 
just wore exercise clothes from the 
back of my car.”

All Auld had brought with her 
when she left her house was her 
packed bag for the trip to Hawaii. 
Working kept her mind off her 
family’s substantial losses.

“Coming to work was the best 
thing that could happen to me,” Auld 
says. “What are you supposed to do, 
sit in a house with no furniture? It 
was better to go to work.”

Plus, work felt more like home 
than anywhere else. “I had photos 
in my office, pictures, coffee mugs, 
three to four pairs of shoes under my 
desk, so my office was a comfortable 
place to be,” Auld explains. “For me, 
shopping was very painful, a constant 
reminder of everything I lost.”

Once Auld and other staff shared 
their disaster experiences, everything 
seemed to jell in the workplace.

“After that, the surgery center ran 
so smoothly,” Auld says. “I think the 
staff pulled together and they worked 
very smoothly as a team.”  n
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CME/CE 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 management 
practices;

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

Sterile Processing and Infection Control
By Stephen W. Earnhart, RN, CRNA, MA 
CEO 
Earnhart & Associates 
Austin, TX

W e receive many inquiries from 
facilities around the country, 

both hospitals and ASCs. For this 
month’s column, I thought I would 
share some of the more recent ques-
tions I have received regarding sterile 
processing and distribution (SPD).

“We have been rotating some of the 
surgical techs through sterile processing. 
I don’t think any of them know what 
they are doing, but the administrator 
insists on cross-training the staff. Does 
that make sense? Can you call her for 
us? Seems risky to me.”

I like cross-training in any facil-
ity. However, when it comes to SPD, 
there are some big issues involved. As 
a Medicare surveyor, I can tell you 
that there are 17 pages in the inspec-
tion book that deal solely with infec-
tion control. The vast majority of that 
material comes down to sterile pro-
cessing. There needs to be at least one 
individual who oversees the process 
and handles all the paperwork, spore 
testing, temperature and pressure 
control, calibration of the equipment, 
and many other functions. 

This is an area in which others can 
assist, but it really needs to be under 
the direction of personnel trained in 
the process.

“How much does a SPD tech make? 
I am a surgical tech now, and I know 
that the lady in charge of sterilization 
is leaving. I am thinking it might be a 
good career path for me.”

I agree that becoming an SPD tech 
could be a good career path. Infec-
tion control is important in all areas 
of healthcare. Concerning pay, I am 
sure salaries vary widely. For what it 
is worth, I was at a facility last week 

where the person in charge of sterile 
processing told me she was leaving to 
a higher paying position elsewhere for 
$39,000 per year.

“I missed a staff meeting and was 
elected to be the person at our surgery 
center to oversee infection control. It 
doesn’t sound too difficult as they de-
scribed it to me. Is it?”

You should never miss staff meet-
ings because of reasons like this. For 
Medicare purposes, ASCs should keep 
in mind the following:

• Create an explicit infection con-
trol program;

• Follow nationally recognized 
infection control guidelines;

• Prove the existence of such 
programs and guidelines with 
documentation;

• Select nationally recognized 
guidelines for your program such as 
those issued by the Healthcare Infec-
tion Control Practices Advisory Com-
mittee of the CDC, the Association 
of periOperative Registered Nurses, 
specialty surgical societies, or others 
like the World Health Organization;

• Does your surgery center employ 
a licensed healthcare professional 
who is qualified through training in 
infection control and is designated 

to direct the ASC’s program? If the 
person is not certified, then what type 
of training has the person received? 
Detail it, and back it up with 
documentation;

• Note how many hours per week 
the infection control specialist spends 
in the ASC directing the program;

• Demonstrate how the ASC 
actively identifies infections that may 
have been related to procedures per-
formed at the ASC.

I could go on for many more 
pages, but you get the drift. Infection 
control and SPD are intimately linked 
and absolutely one of the most impor-
tant programs in your facility. Do not 
take the duty lightly. If you cannot 
handle the responsibility or if you are 
not really passionate about it, then let 
someone else handle the task.  n

(Earnhart & Associates is a consult-
ing 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.)

http://www.earnhart
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CME/CE QUESTIONS

1. The authors of a recent study 

about hip and knee surgeries 

found that patients who had 

been taking opioids before 

surgery experienced different 

outcomes than those who had 

not been taking opioids prior 

to surgery. What were the 

differences?

a. Patients who had been 

on opioids prior to surgery 

experienced a much higher rate 

of readmission to the hospital 

and a greater likelihood of 

undergoing additional revision 

surgery.

b. Patients who had not been 

on opioids prior to surgery 

experienced more difficulty with 

constipation after surgery.

c. Patients who were opioid-

naïve presurgery recovered more 

slowly because of greater pain 

after surgery.

d. All of the above

2. How can surgeons prevent 

patients from keeping their 

opioid medication when they 

are done with it?

a. Surgeons can make proper 

disposal convenient.

b. Surgeons can improve patient 

education on how to dispose of 

opioids properly.

c. Surgeons can reassure patients 

that their pain will be managed, 

thereby negating the need to 

keep opioids.

d. All of the above

3. The Centers for Medicare 

& Medicaid Services (CMS) 

announced in July a proposal to 

change the way ASC payments 

are updated. What was this 

change?

a. CMS proposed giving ASCs an 

annual payment increase of 1.3%, 

regardless of inflation.

b. CMS proposed using the 

hospital market basket to update 

ASC payments each year, instead 

of the CPI-U.

c. CMS proposed that ASCs be 

reimbursed in the same way as 

skilled nursing facilities.

d. CMS proposed suspending 

reimbursement increases for 

three years.

4. In 2016, Aetna won a $37.5 

million lawsuit against Bay Area 

Surgical Management based on 

which claim by the insurer?

a. Aetna claimed the ASC’s 

physician investors were sending 

out-of-network patients to their 

surgery centers to charge payers 

more, but they were waiving the 

extra cost to patients.

b. Aetna claimed the ASC had 

charged them double what it 

had charged other payers for the 

same surgeries.

c. Aetna claimed the ASC had 

colluded with other area ASCs to 

shut out Aetna patients until the 

payer’s reimbursement increased.

d. All of the above
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