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THE TRUSTED SOURCE FOR HOSPITALS, SURGERY CENTERS, AND OFFICES 

Surgery Centers Dive Into 
Bundled Payment Models

In one way, ambulatory surgery 
centers (ASCs) are perfectly 
positioned to attract savvy 

consumers, based on their quality, price, 
and convenience.

ASCs can be the low-cost, most 
efficient, and high-quality alternative to 
surgeries performed in hospitals. These 
facilities specialize and can offer patients 
a more affordable option, sometimes 
one-fifth the cost of surgery elsewhere.

But it is not that simple. Patients 
and payers do not always pay close 
enough attention to their cost options, 
and ASCs might struggle making 
their attributes well known and 
understood. This is where bundled 
payment contracts can help. These offer 
consumers the benefit of one affordable 
price for surgery, from start to finish. 
They can help a surgery center attract 
a slice of the market that is growing — 
employers who want low-cost options 
for workers.

The bundled payment model, 
providing one price that covers all 
aspects of a surgery, is slowly catching 
on. Its growth is helped, in part, by 

companies that are matchmaking for 
ASCs, pairing a surgery center with a 
payer. One such company is PriceMDs 
of Oldsmar, FL.

“What we have is a directory with 
hundreds of outpatient surgery centers 
that give bundled pricing for their 
elective outpatient procedures. These 
are an all-inclusive pricing,” says Marc 
Grossman, MD, FACS, co-founder and 
CEO of PriceMDs, a healthcare service 
company that matches surgery centers 
with consumers and payers in a bundled 
payment environment.

Pricing is not negotiated, although 
there are limits to what is considered 
feasible for a bundled contract. “Surgery 
centers state their prices. If the bundles 
are too expensive, then we just tell them 
they’re too high,” Grossman explains. 
“We’re not there to negotiate, but our 
clients — third-party payers — are 
looking for a deal.”

Payers, including third-party 
administrators and self-insured 
employers, pay PriceMDs on a 
capitated basis for its service, and they 
pay surgery centers directly. Insurers 
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EXECUTIVE SUMMARY

Bundled payments for surgical procedures could work well for ambulatory 

surgery centers (ASCs) and also provide patients and employers/payers with 

lower costs.

• With bundled payments, surgery centers typically are paid faster and they 

do not have to deal with lengthy collections hassles.

• One ASC handled about 200 to 250 cases through bundled payment plans 

over the past few years.

• Bundled payments can be published online, providing greater transparency 

and fairness in surgical costs.

and employers pay surgery centers 
directly, usually quickly, and no part 
of this fee goes to PriceMDs. From 
the payers’ perspective, their costs 
per surgery might be one-half as 
much as they typically pay. From the 
ASC’s viewpoint, there is an uptick 
in business, along with simpler and 
faster repayments.

“The wins for the providers are 
several,” Grossman says. “They know 
they’re going to get paid and don’t 
have to collect from patients. They 
choose how to divide the bundled 
fee, based on their own agreements, 
and they get paid timely, usually 
within seven to 10 days after the 
procedure is performed.”

Patients benefit from little-to-no 
copays or out-of-pocket costs, and 
they have a choice. They can stay 
with the usual plan where they pay 
hefty copays and deductibles for 
the procedure, or they can go to a 
specific surgery center, where the 
patient pays nothing or a nominal fee 
of a few hundred dollars, Grossman 
says.

Bundled payments have worked 
well for Rockford Ambulatory 
Surgery Center in Rockford, IL, 
says Steve Gunderson, DO, FACA, 
DABA, CASC, medical director and 
CEO. His ASC has handled about 
200 to 250 cases through bundled 
plans over the past few years.

“We’re saving money for all 
companies participating in the 
bundled plans, and we’re making 
money on the cases that we do,” 
Gunderson says.

Rockford ASC’s work with 
three different bundled payment 
organizations has improved price 
transparency and made surgical 
procedures, financially, more fair and 
equal, Gunderson explains. “The 
thing we’re doing is taking out some 
of the middleman stuff.”

For some surgery centers, 
bundled payments can be a lifeline in 
competitive marketplaces. 

“I first got into bundled contracts 
when I was an administrator for 
a surgery center where we were 
struggling with bringing in new cases 
due to an oversaturated market,” 
says Chris Markford, CASC, 
administrator at New Tampa Surgery 
Center in Wesley Chapel, FL. “There 
were multiple single specialty surgery 
centers in the area. The old method 
of relying on doctors to bring us 
cases wasn’t doing it, so I wanted to 
find patients myself and turn this 
around.”

There also was a problem in 
Florida with surgery centers focusing 
primarily on an out-of-network 
approach. These centers charged 
exorbitant amounts that patients 
presumably would have to cover at a 

mailto:customerservice@reliasmedia.com
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high percentage since the ASCs were 
out of network. But while payers 
would only cover half the surgery’s 
cost, the surgery centers could make 
more from that 50% collection than 
they would if they had negotiated a 
market-based rate that the insurer 
would pay at 90% or 80%.“[ASCs] 
don’t want to scare the patient with 
the high 50% shared cost, so they tell 
them, with a wink and a nod, to not 
worry about it, that they can throw 
the bill away,” Markford explains. 

“They have to make an effort to 
collect the unpaid half of the bill, 
but they give up and write it off as 
bad debt. I’ve seen them being paid 
$100,000 for total knee replacement, 
whereas most insurance companies 
will pay $15,000 to $20,000 for 
a total knee. No one plays with 
Medicare, which sets a standard rate, 
but these guys are making money off 
commercial insurance companies.”

This trend has been seen in major 
regions for the past few years, but 
some insurance companies have 
caught on and are making changes 
that prevent out-of-network ASCs 
from overcharging. For example, 
Oregon-based Providence Health 
Plan changed the way it pays 
out-of-network surgery centers, 
acknowledging that some patients 
might have to spend more out of their 
own pocket.1

“Many surgery centers made a 
lot of money with out-of-network 
charges, but insurance companies 

caught on,” Gunderson says. 
“Insurance companies started saying, 
‘If you do out-of-network billing, we’ll 
reimburse you at Medicare rates,’ and 
that’s the way insurance companies 
can fight that.”

From Markford’s perspective, the 
solution was to maintain efficiency 
and quality while attracting new cus-
tomers through a bundled payment 
model. “The early model for all of this 
was a Travelocity-type model where 
patients can go online, look up prices, 
and shop for healthcare. But that was 
a dead end for everyone,” Markford 
says. “Patients didn’t have enough 
skin in the game to get interested.”

Then, Markford heard about an 
alternative model through PriceMDs 
at an association meeting. “These 
were like-minded people who be-
lieved in transparency and thought 
that cost and quality go hand in hand 
and will reduce the cost of healthcare 
in this country,” Markford says. “I got 
involved, and came up with the prices 
they needed.”

Gunderson also was drawn to a 
bundling payment model because it 
can bring more price transparency 
into healthcare and influence con-
sumers in how they purchase such 
services. When he first heard about 
bundled payments at a national sur-
gery center conference about a decade 
ago, he was intrigued. 

“I thought it was a cool idea, and I 
thought it would never happen in our 
environment,” Gunderson recalls. But 

he decided to develop a bundled fee 
schedule for various procedures, just 
in case bundled payments came to 
Rockford. Then, it happened. “Out of 
the blue, I got a call from an organi-
zation called the Zero Card, and they 
were interested in having us partici-
pate in a bundled payment arrange-
ment,” Gunderson says. “This outfit 
would market the plan to self-insured 
employers in the community to save 
money on outpatient surgery services 
for their employees. They were only 
interested in the outpatient surgery 
market.”

Gunderson put together 80 to 
100 procedures that Rockford ASC 
could perform as bundled payments. 
Patients would pay zero out-of-pocket 
costs, and local employers were saving 
money with the bundled payments. 
Soon after starting bundled payments 
with the one organization, several 
more groups contacted Gunderson 
about bundled payments for their 
networks. 

Rockford ASC joined some of 
these and has found the bundled 
payment model to be a success, 
Gunderson says. “It’s value-added and 
profitable,” he says. “Generally, we get 
paid within 30 days.”  n

REFERENCE
1. Providence Health Plan. 

Reimbursement changing for out-of-

network surgery centers. Available 

at: http://bit.ly/2SGqwPN. Accessed 

July 26, 2019.

When Creating Bundled Payment Plan,  
Know Costs, Make Deals

Any ASC could conduct the 
preliminary work needed to 

create a bundled payment plan. It 
involves setting a fair market price for 
the procedure and breaking down the 
total between everyone who receives 

a piece, says Chris Markford, CASC, 
administrator at New Tampa Surgery 
Center in Wesley Chapel, FL.

• Compare rates with other 
ASCs. Before setting a price, an ASC 
administrator should compare market 

prices used by other surgery centers, 
he suggests. “I looked at five facilities 
in the country that had all-inclusive 
bundled rates,” Markford says. “I 
took their rates and created a spread-
sheet with my top procedure codes 

http://bit.ly/2SGqwPN
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EXECUTIVE SUMMARY

To begin bundling payments, surgery centers need to set a fair market price 

for particular procedures.

• One way to find the right price is to compare the surgery center’s rates to 

published market prices other ASCs use.

• It is important to negotiate with surgeons and anesthesiologists about what 

they will receive in a bundled payment agreement.

• ASCs also must negotiate with implant companies to keep those costs 

affordable for the bundled price.

and found out what they were charg-
ing for their rates.”

Then, Markford used those 
numbers to create his own potential 
bundled price based on this compari-
son. He took into account the ASC’s 
location, population, income level, 
and other comparisons. 

“In the end, my price was signifi-
cantly less than Orange City, CA, and 
New York City, but 5% higher than 
Oklahoma City, and pretty much 
on par with South Carolina’s rates,” 
Markford shares.

The Free Market Medical Associa-
tion publishes online prices for vari-
ous medical procedures in its Shop-
Health Marketplace. For example, the 
website lists total hip arthroplasty for 
$17,500 at one ASC. Consumers and 
ASC directors can search for prices 
available for any procedure in the 
ShopHealth search engine.1

• Determine what fee each party 
will receive. The second step is to 
decide how the bundled price should 
be broken down per provider and 
vendor.

Steve Gunderson, DO, FACA, 
DABA, CASC, medical director 
and CEO at Rockford Ambulatory 
Surgery Center in Rockford, IL, 
spoke with another ASC director 
who uses bundled payments and 
chose to negotiate generous bundled 
payment rates for surgeons and 
anesthesiologists. 

“My fees are usually higher than 
they’d get from any insurance compa-
ny,” Gunderson says. “Most insurance 
companies pay a low multiple of the 
Medicare fee schedule, and I pay a 
more handsome multiple to get their 
attention.”

Markford looked at what the 
surgery center, anesthesiologists, 
surgeons, physician assistants, durable 
medical equipment, and implant ven-
dors might need. “All of these were 
part of the bundle, but for us it was 
easier to get buy-in from surgeons,” 
he says.

The bundled fee can include the 
initial consultation with the doctor to 
determine whether surgery is neces-
sary. It also can include laboratory 
fees and the cost of drugs used during 
surgery. 

“The anesthesia group was a con-
tracted group. We went to them first 
to negotiate,” Markford says. “Once 
we figured out what their price was, 
we knew how to work with the rest of 
the pie.”

The key was to convince anesthesi-
ologists to agree to a fair but reason-
able price that would remain the same 
whether a surgery case took one hour 
or four-plus hours. 

“If the case takes longer than 
expected, they don’t get any more 
money,” Markford says. “If it takes 
less time, then they get the same 
amount we agreed to.”

Anesthesiologists are used to 
fluctuation in 15-minute increments 
in what they’re paid, Markford notes. 
“There’s a price they negotiate with 
insurance companies for each of those 
15-minute units, and Medicare pays 
them horribly for it,” he says. “But 
if they’re treating it like a self-pay 
patient, then it’s a price they have to 
stand by.”

These negotiations took a few 
weeks. Markford made sure he 
was speaking with the right people 
who could make a decision about a 
bundled price. 

“I gave them codes, the average 
OR time, and I gave it to them in 
blocks,” he explains. “They came back 
with an initial price that was way 
too high, and I think we got them to 
understand what it was we were try-
ing to do. It was like self-pay patients, 
and I needed to negotiate a self-pay 
rate. Then, he came significantly 
down in price.”

Once the agreement was made 
with anesthesiologists, Markford 
moved on to speak with surgeons and 
others.

• Secure pragmatic prices for 
implants. Implants in orthopedics 
are expensive, so including them in a 
bundled price is challenging. “We had 
to negotiate with our implant vendors 
to come up with prices,” Markford 
says. 

An ASC should tell vendors how 
much it is paid for the bundled fee 
and show how unreasonable it would 
be to pay so much for the implant, 
which would lead to a loss in each 
case. ASCs already are negotiating 
with vendors for Medicare cases 
where prices also are kept low, Mark-
ford notes.

“We don’t want to walk away 
losing money because we pay more 
for implants than we’re being paid 
by Medicare,” he says. “We go to a 
vendor and say, ‘You know that all 



100   |   SAME-DAY SURGERY® / September 2019                ReliasMedia.com         ReliasMedia.com                 SAME-DAY SURGERY® / September 2019   |   101

we’re paid by Medicare is $3,500, so 
you can’t expect us to pay you $4,000 in 
implants. We need a better solution.’”

Negotiating with vendors for 
bundled cases was similar. “It wasn’t 
that hard to do it on self-pay cases,” 
Markford says. ASC directors also 
can tell surgeons that if they choose 

a premium-priced implant, then 
those surgeons will have to take the 
procedure to the hospital. But if they 
use an implant priced at the rate 
that works for the ASC’s bundled 
payment, surgeons can perform the 
procedure at the ASC, Gunderson 
offers. “We also deal with vendors and 

try to negotiate for a better price,” he 
adds.  n

REFERENCE
1. Free Market Medical Association. 

ShopHealth search engine. Available 

at: http://bit.ly/30QZPei. Accessed 

July 26, 2019.

EXECUTIVE SUMMARY

Researchers found that a rapid recovery protocol works well with total joint 

arthroplasty cases, giving patients positive results in an ASC.

• Investigators examined 1,000 total hip and total knee arthroplasties 

performed over more than two years.

• The infection rate was less than 1%, and the readmission rate was 1.5%.

• The rapid recovery protocol included mobilizing patients quickly and offering 

them a hospitality experience during their ASC stay.

Rapid Recovery Protocol Shows Positive Results 
Among ASC Cases

A s ASCs increasingly add total 
joint arthroplasty (TJA) to their 

services, administrators need to find 
ways to ensure patient safety and fast 
recovery. One recent study showed 
that a rapid recovery protocol works.1

With the rapid recovery protocol, 
TJA patients can achieve the same 
positive results in a same-day surgery 
setting as they would in a hospital, 
says Peter Daly, MD, study co-
author and vice president, Summit 
Orthopedics in Woodbury, MN. 

“For example, on day one, patients 
in our study ambulated 300 feet,” he 
says. “The outcomes are very good.”

Daly and colleagues examined 
1,000 primary, total hip, and total 
knee arthroplasties performed from 
March 2014 to May 2016. All pa-
tients were 66 years of age or younger 
and met ASC inclusion criteria. 
Patients were discharged within 24 
hours after surgery to postoperative 
care suites. The results were a low 
infection rate of less than 1% and a 
hospital readmission rate of 1.5%. 
Early or unplanned access to care was 
11.7%. Pain scores improved 71% 
for total knee and 81% for total hip 
patients.

“Outpatient total joints have 
resulted from a combination of 
multiple advances in medicine, not 
only surgical but also anesthesia 
advances, regional anesthesia, and 

better preoperative optimization of 
patients,” Daly observes. Patients 
are better prepared for total joint 
surgery, and there are more reliable 
rehabilitation methods, including 
immediate mobilization. The rapid 
recovery protocol mobilizes patients 
quickly and offers a hospitality 
experience during a brief, post-
surgery stay at the center. The 
protocol works thusly:

• Begin process preoperatively. 
“Rapid recovery begins on a preopera-
tive basis, and that’s such an impor-
tant point,” Daly says. 

“A lot of total joint programs have 
these two-hour, total joint classes 
with 20 patients having hip or knee 
replacement and having them meet 
someone to tell them what to expect,” 
he says. “We did this on a one-on-
one basis with a nurse practitioner, 
who does patient coordination for 
the total joint program.” The nurse 
practitioner meets with each patient 

individually for one to two hours and 
explains all pre-op instructions, in-
cluding what to expect from rehabili-
tation, what to expect on the first day, 
arranging outpatient medications, 
which family and friends would be 
helping the patient, and touring the 
facility.

• Provide multimodal pain man-
agement program. The rapid recov-
ery protocol calls for reducing pain 
and eliminating nausea. Patients take 
an anti-inflammatory on the day of 
surgery. They also take IV Tylenol and 
an IV medication to reduce bleeding, 
as well as appropriate regional nerve 
blocks and local anesthetics, Daly 
says.

“Lastly, we inject Exparel, which is 
a long-lasting Novocain-type medica-
tion that dentists use,” he says.

Exparel’s ability to numb pain 
lasts for several days, instead of the 
typical eight to 12 hours. Using this 
agent helps reduce patients’ need 

http://bit.ly/30QZPei
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for narcotics, he adds. “Patients 
aren’t lightheaded as they are with 
narcotics, so they can participate in 
rapid recovery right away. They’re also 
not nauseated or constipated from 
narcotic side effects,” Daly says. “This 
allows patients to participate in rehab 
and get up and move right away.”

Physicians also inject a regional 
anesthetic around the hip or knee 
wound area. 

“We want patients to walk 500 
feet within five hours from the time 
of surgery, not the next day,” Daly 
explains. “Our anesthesia choice is 
general anesthesia instead of spinal 
anesthesia.”

With general anesthesia, patients 
wake up quickly and can begin to 
walk sooner than they would with 
spinal anesthesia, which takes longer 
to wear off. 

“We don’t want the patient to have 
a spinal anesthesia that does not wear 
off adequately, meaning the patient is 
unable to urinate in bags and attach-
ments,” Daly says. “We want them to 
move right away.”

• Put patients on their feet. “We 
get them walking as soon as they are 
awake and alert and can demonstrate 
sufficient balance and strength to 
move at three hours post-op,” Daly 
says. “We have the nursing staff am-
bulate the patient, and then we either 
discharge them to home or to our 
care suites.”

The protocol includes everything 
that might help a patient recover 
quickly and move sooner, including 

giving patients three liters of IV fluids 
within the first 18 hours. “If you’re 
dehydrated, you are more sluggish 
and can’t participate as well,” Daly 
says. “They receive the liters of fluids 
before and during surgery.”

• Offer patients a recovery suite. 
Some surgery centers that handle 
total joint cases will discharge patients 
to a hotel with a private duty nurse 
and provide transportation to physi-
cal therapy sessions and to see the 
surgeon for follow-up appointments. 
But Summit Orthopedics’ model is to 
offer concierge service and a recovery 
suite that is separate but also housed 
within the facility, Daly notes.

“That’s a distinct differentiator of 
our same-day surgery program,” Daly 
says. “We want patients to have a hos-
pitality experience, and we want to 
control the environment they’re in.”

Summit maintains a separate 
home healthcare licensure and a home 
health nursing licensure. The recovery 
suite is in the surgery center, but pa-
tients enter the suite through a sepa-
rate entrance, as required by Minne-
sota licensure rules. When patients are 
discharged from the surgery center, 
they transition to a home health nurs-
ing site that is similar to a traditional 
care unit, except it cannot dispense 
medication (although patients arrive 
there with medications they need for 
that period), Daly explains. 

“They have a nurse available and 
a crash cart and back-up carts,” he 
says. “We encourage patients to stay 
overnight in our care suite.”

The hospitality part of the experi-
ence includes a large-screen television, 
a refrigerator with spring water, and a 
meal catered from a restaurant. “We 
want patients to feel well cared for,” 
Daly says. “We have safety and hotel-
grade amenities in the suite.”

In the morning, a physical thera-
pist reviews goals with the patient and 
reinforces their discharge instructions. 
“They leave in the morning when 
they get their things together,” Daly 
says. “We encourage patients to have 
a family member stay with them. If 
they can’t arrange that, then we have a 
nurse with them.”

Since the total joint cases are paid 
through a bundled price, the care 
suite stays are at no extra charge, he 
adds. Some physicians have asked 
Daly about how the ASC can provide 
the care suite experience at no charge 
without it affecting the bottom line. 
He tells them that it costs the center, 
but the expense is worth it because it 
is a great benefit for patients, leading 
to more satisfaction.

“It pays us back multiple times 
with the good results we get,” he 
says. “We think it’s safer and provides 
higher quality medicine.”  n
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EXECUTIVE SUMMARY

Surgery centers can provide a place for pediatric surgeries, helping their 

communities and giving families an affordable alternative to hospital inpatient 

procedures.

• Adding pediatric procedures requires preparation and additional skills sets.

• Surgery centers should know the risks of anesthesia for children and screen 

them for sleep apnea.

• With children as patients, it also is important to create a stress-free 

environment.

Creating ASC Space for Pediatric Procedures 
Requires Flexibility

ASCs can provide space for some 
of the more common pediatric 

surgeries, including ear, nose, and 
throat (ENT) procedures, but it will 
require some flexibility and creative 
thinking.

“If you are trying to put kids 
into an existing place, then you 
have to see things from a different 
point of view to have it work well,” 
says Steven Butz, MD, professor of 
anesthesiology at the Medical College 
of Wisconsin. “It can work fine and 
can generate income, but you should 
be doing it for the right reasons — 
for the best interests of the kids, and 
start with that.”

One of the benefits to adding 
pediatric procedures to an ASC is 
that it is a service to the community, 
providing families with an affordable 
alternative for procedures that might 
otherwise take them to hospitals that 
are hours away, Butz offers. 

“Families can have a surgeon they 
are familiar with and who has been 
treating their child instead of being 
referred to a big city hospital that 
they’re not familiar with,” he says.

Surgery center administrators 
should keep in mind that adding 
pediatric procedures to the mix can 
involve some anesthesia challenges. 
For instance, common pediatric issues 
are respiratory infection, asthma, 
congenital heart disease, and sleep 
apnea.1

“With anything in ambulatory 
surgery, you want to be prepared to 
do the things you are offering,” Butz 
says. “Pediatrics is different from 
adults. Surgery centers should train 
both physicians and nursing staff 
on pediatrics and also know how to 
pick their patients well.” It also is 
important to select services carefully. 

For instance, ASCs could handle 
ENT, general surgery, circumcisions, 
and tonsillectomies. Butz highlights 
some considerations for ASCs wishing 
to add pediatric surgeries:

• Define the population and 
assess risks. ASCs might focus 
heavily on ENT, but also include 
some dental work and orthopedic 
procedures. 

“If you’re doing tonsillectomies, 
then have special discussions about 
what the age cutoff will be,” Butz 
says.

Also, ASCs will need to know how 
to assess children for sleep apnea. 
The STOP BANG tool works well 
for adults with possible sleep apnea. 
But for children, a Snoring, Trouble 
Breathing, Un-Refreshed (STBUR) 
rating might work better.2

The STBUR screening addresses 
five questions: Does your child snore 
more than half the time? Is the snoring 
loud enough to hear through a door? 
While sleeping, does your child struggle 
to breathe? Does your child stop 
breathing during the night? Does your 
child wake up feeling unrefreshed in the 
morning?

• Meet accreditation agency 
standards. “You have to make sure 
that if you’re taking care of these 

children that you have the equipment 
to take care of them,” Butz says.

Equipment and instruments need 
to be designed for children’s size and 
airways. Also, nurses must be trained 
(with certification) on pediatric 
advanced life support, he adds. Some 
nurses are pediatric nursing care 
specialists with medical and social 
skills specific to dealing with children.

• Adjust medication. Smaller 
children cannot swallow tablets, so 
their medication will need to be given 
in liquid form by mouth, Butz says. 
“With kids, most doctors have them 
go to sleep with a mask,” he says. 
“There are different ways to numb the 
skin so you can start an IV and the 
child doesn’t feel it.”

• Think about all possibilities. 
“I recommend that people go into 
it with their eyes wide open so they 
can anticipate what kinds of things 
they will need to change,” Butz offers. 
“You should know what to do if you 
have a child wake up screaming in a 
small recovery area.”

Before adding pediatric cases, 
ASC leadership should visit another 
surgery center that already handles 
pediatric procedures to learn how 
they manage this service, Butz 
suggests. “Seeing how someone else 
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does it gives you great ideas of what 
you think you’re comfortable with 
and what you need to tackle,” he says. 
“The more you see and think about 
before you start, the better you can 
plan.”

ASC administrators should think 
about how to establish the right 
medication, right equipment, right 
training, and even creating the right 
place for parents to wait while their 
children are in the operating room, 
Butz says.

• Create stress-free environment. 
“If you’re trying to make it a stress-
free environment for kids, one thing 
that scares children is getting an IV,” 
Butz says. “This is why surgery centers 
should find a way to use numbing 
agents.”

Practitioners also should use 
devices to help them secure IVs in 
children so the young patients do 

not rip them out when they wake up. 
“Consult with a child life specialist; 
this can help a lot,” Butz suggests. 
Other techniques that might help 
make an ASC more welcoming to 
pediatric patients include using a cart 
in the shape of a racecar or spaceship 
to take children to the operating 
room. Let children bring a comfort 
item with them, such as pajamas, 
blanket, or stuffed animal, and allow 
a parent to come into the procedure 
room until the child is asleep.

“Clinicians can treat the child’s 
anxiety with medication,” Butz says. 
“The big one is pre-op midazolam, a 
benzodiazepine that relaxes.”

Some surgery centers will ask 
parents to download a storytelling 
video on their cellphone or the child’s 
tablet that the child can watch before 
going to sleep. “It’s effective and easy 
to do,” Butz says. One reason ASCs 

should pay particular attention to 
how children are brought to sleep is 
because a stressful experience could 
lead to PTSD and other problems 
that could arise after children return 
home. 

“If the child struggles with going 
to sleep or has bad memories of it, 
it can develop into a PTSD thing. 
The child could have nightmares or 
bedwetting issues,” Butz says.  n
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Presurgery Checklist Keeps Process Consistent

A simple, one-page, presurgery  
 checklist can help a surgery 

center improve consistency, safety, 
and patient care and well-being.

The Plaza Medical Clinic in Van 
Nuys, CA, has developed a presurgery 
checklist to ensure each employee 
follows a consistent process when 
working with patients.

“The checklist is one page with 
everything you need,” says Edith 
Rabadan, facility administrator at 
Plaza Medical Center, which provides 
cosmetic surgery. “We start working 
with the checklist from the moment 
the patient says, ‘I want to have this 
surgery.’”

The checklist has improved process 
efficiency and patient satisfaction. 
“There are a lot of things to remember 
to do for the patient’s well-being and 
for the well-being of the medical 
center. This is where the surgical 
checklist is important,” Rabadan 

explains. “It serves as a checks and 
balance.”

The checklist was developed 
over time. Each time there was a 
discrepancy in presurgery processes or 
a problem emerged, the checklist was 
changed to address and prevent these 
issues, Rabadan says. 

“For example, on the day of a 
facelift surgery, the patient receives a 
mark where the incision would be,” 
she explains. “It is marked before 
the patient goes into the operating 
room, reducing risk of a wrong-site 
incision.”

After surgery, a patient might say 
the surgical site was not explained 
well to them before the procedure. 
Thus, patients are photographed 
before surgery to document the mark 
made to indicate the surgery incision 
site.

“They might say they didn’t know 
the surgery site was along the hairline 

or behind the ear, but I knew it was 
verbally told to the patient,” Rabadan 
says. “We incorporated surgical site 
pictures after the doctor marks it. 
That avoids any legal discrepancy 
of ‘I was unaware or nobody told me 
about this.’” To ensure that employees 
routinely take pictures of incision 
sites, the task has been added to the 
checklist.

The presurgery checklist includes 
space for the surgery date, the 
patient’s name, the procedure, 
anesthesia type, and a variety of 
tasks and data that can be checked 
off as performed. For instance, one 
line is for the pre-op and assessment 
consultation, along with its date, 
Rabadan says.

The surgeon also discusses with 
the patient the incision site and size. 
Other checklist items include initial 
consultation, history and physical, 
surgical consent, anesthesia consent, 
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smoker consent, and arbitration 
consent.

“The AAAHC surveyor said he 
was really amazed that we even had 
Spanish consents,” Rabadan says. “We 
have HIPAA consent, pre-op consent, 
surgery consent, anesthesia consent, 
and a general consent.”

Some checklist items are only 
used for certain patients, including 
mammogram, breast implant 
sizing, order implants, breast lift 
measurements, eye exam, and 
lipo measurements. The eye exam 
is needed for patients who are 
undergoing eyelid surgery, Rabadan 
says.

“Say a patient has eyelid surgery, 
and the patient’s vision is blurry 
after,” she offers. “The patient might 
come back a month later and say, ‘I 
didn’t have blurry vision before,’ so we 
need to document the patient’s eye 
abnormalities before surgery so we 
can say, ‘You had blurry vision before 

the surgery.’” For other procedures, a 
mammogram is needed. “We need 
to see the mammogram results if 
someone is having breast surgery,” 
Rabadan says. “If we put in breast 
implants, we want to make sure there 
are no lumps.”

The checklist also includes 
“medical clearance.” This is to ensure 
the center has obtained medical 
clearance from the patient’s primary 
provider before surgery. A doctor has 
to say the patient is in good health 
and is ready for surgery, she adds.

“With any surgery, there will be 
some type of risk. When [patients] 
have elective surgery, there is time 
to get their blood work done and to 
make sure they’re in good health,” 
Rabadan says. “Especially when a 
surgery involves general anesthesia, 
we have a protocol where all surgical 
patients must have medical clearance. 
This helps us make sure that no 
one goes through a surgery without 

having a doctor see their medical 
history.”

The smoker consent is necessary 
for patients’ health and to reduce 
scarring. 

“If someone is a smoker, then the 
risk is raised a little,” Rabadan notes. 
“We ask patients to stop smoking 
for 10 days before surgery and 10 
days after surgery. The checklist is a 
reminder for us to let them know to 
stop smoking.”

Additional checklist items include 
a pregnancy test, antibiotics and 
other pain medications, vital statistics 
taken on the day of surgery, discharge 
instructions, an operative report, and 
a post-op call.

 “The last thing done on this 
checklist is the post-op call,” Rabadan 
says. “An hour or two hours after a 
patient goes home, the nurse calls the 
patient to see how things are going 
and then documents that call on the 
checklist.”  n

Researchers Investigate Possible Connection 
Between Anesthesia, Urine Retention
U rinary retention is a big problem 

in ambulatory surgeries, but 
a recent study shows that it can be 
minimized when surgery centers, 
surgeons, and anesthesiologists make 
evidence-based changes.

When patients cannot urinate 
soon after surgery, it can delay their 
discharge from the surgery center 
and cause other problems, says R. 
Michael Meneghini, MD, director of 
the Indiana University Health Hip & 
Knee Center.

“If patients have urinary 
retention, it can cause significant 
kidney damage and result in a 
much higher rate of complications 
and hospital admissions,” says 
Meneghini, who also is an associate 
professor of orthopaedic surgery 

with the department of orthopaedic 
surgery, Indiana University School of 
Medicine. 

Meneghini and colleagues studied 
the possible connections between 
hip and knee procedures, urinary 
retention, and anesthesia.1 In a review 
of 633 procedures, investigators 
found the overall incidence of 
postoperative urinary retention was 
5.5%. Patients were more likely 
to retain urine if they were male, 
had a history of urinary retention, 
and if their anesthesia included 
glycopyrrolate, neostigmine, and 
fentanyl spinals.

Further, Meneghini and 
colleagues found that male patients 
who received glycopyrrolate with 
neostigmine had a 34% probability 

of developing postoperative urinary 
retention, compared to a 2.8% 
probability if patients did not receive 
such anesthesia and did not carry 
so many of the aforementioned risk 
factors. “These findings are powerful 
testimony to changing our practice. 
We now do all of our procedures 
without glycopyrrolate and 
neostigmine,” Meneghini reports.

Another factor that can affect 
urinary retention is the use of 
morphine or narcotic-based spinals. 
“Other data show morphine and 
narcotic-based spinals can do that, 
but we’ve avoided those for years,” 
Meneghini says. “We typically do 
a very low-dose fentanyl ... but 
the morphine-based ones are more 
severe. Fentanyl seems to be pretty 
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COMING IN FUTURE MONTHS

well tolerated overall.” For patients 
with a history of urinary retention, 
Meneghini will avoid fentanyl, too.

In some cases, patients might 
need to be in an inpatient setting. 
“We don’t use indwelling urethral 
catheters in all surgeries. If someone 
has a history of postoperative urinary 
retention prostate enlargement, then 
we won’t do them in surgery centers. 

We may place a catheter in those 
patients and keep them overnight in 
the hospital,” Meneghini says.

The study’s findings are 
compelling. Based on the results, it 
may be possible for surgery centers 
to avoid using anesthesia agents that 
contribute to urinary retention. Still, 
Meneghini says it is important for 
administrators to discuss the topic 

with anesthesiologists before making 
any changes.  n

REFERENCE
1. Ziemba-Davis M, Nielson M, Kraus 

K, et al. Identifiable risk factors to 

minimize postoperative urinary 

retention in modern outpatient rapid 

recovery total joint arthroplasty. J 

Arthroplasty 2019;34:S343-S347.

Investigators Analyze Medicare  
Readmission Rates

A study of postsurgery outcomes  
 revealed that readmissions de-

creased among a Medicare population 
in the 2008 to 2016 period, but de-
clines were not as much as expected.1 
The Centers for Medicare & Medicaid 
Services (CMS) started a Hospital 
Readmissions Reduction Program in 
2010. It includes penalties for excess 
readmissions for patients with certain 
medical diagnoses. Investigators used 
Medicare claims data from more than 
2.4 million patients between 2008 and 
2016. They found that risk-adjusted 
readmission rates declined before the 
program was announced and also 

declined (but not as much as expected) 
after the penalties were announced.1 
“When CMS started the program in 
2010, it applied to only three medi-
cal conditions. Over the years, it has 
applied to more,” observes Karan 
Chhabra, MD, MSc, national clini-
cal scholar, Institute for Healthcare 
Policy & Innovation at the University 
of Michigan. “We have data to see 
whether adding penalties for surgi-
cal readmissions led to any additional 
decrease in medical readmissions.” 
Readmission rates for hip replacement 
declined from 8.2% to 5.9%. Knee 
replacement surgery readmission rates 

declined from 7.3% to 5.3%. Epi-
sode payments also declined by more 
than $3,000 for each of those surger-
ies. When the readmission rate was 
compared according to a time period, 
with a time right after the penalties 
announcement counting as one time 
period, there was not an additional ef-
fect on readmissions, Chhabra says. 

“While the actual readmissions rate 
did go down, the rate of improvements 
slowed down,” he adds. “We did see 
a continued downward trend, but 
the rate of that trend was the same as 
the rate before the Affordable Care 
Act was announced. They continued 
to improve, but more slowly.” One 
possible reason that a stronger decline 
in readmissions was not evident is that 
hospitals might have anticipated the 
penalty for surgical cases and made 
improvements before it was officially 
announced, Chhabra offers. “There 
is a limit to how much we can reduce 
readmissions,” he adds. “Some patients 
might just need to go back into the 
hospital.”  n
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Staff and Surgeon Recruiting
By Stephen W. Earnhart, RN, CRNA, MA 
CEO, Earnhart & Associates, Austin, TX

Recruiting staff at surgical  
 facilities, both personnel and 

surgeons, is not much of a problem 
for some hospitals and ASCs, but it 
can be a daunting hassle for most.

Currently, we are recruiting all 
personnel for 13 new ASCs and 
two hospital clients. While we 
are fortunate to have a long list of 
available individuals, the process is 
time consuming and often fraught 
with disappointment. There are firms 
that specialize in recruiting staff, and 
there are the recruiters who always 
make their services available. But 
at the end of the day, it boils down 
to reading résumés of people who 
obviously did not read the actual 
requirements for the position and 
submissions from others who do not 
grasp the concept of spell check or 
punctuation.

After hiring more than 1,100 staff 
members and recruiting more than 
700 surgeons, we have found some 
techniques that work.

• Employee recruiting. These 
are the administrators, RNs, 
techs, front office staff, and the 
like. Our absolutely best method 
of finding these individuals is 
through conversations with and 
recommendations from other 
individuals.

We rarely need expensive online 
advertising because we let our vendors 
from other facilities in town find 
staff for us. These vendors and sales 
staff know who is unhappy with 
their current employers and looking 
to change. These new staff members 
come to us with fresh ideas and 
knowledge of others who also are 
looking to change. 

Networking is so important in our 
industry because we are so specialized 
and good people always are in such 
high demand. When we need to 
advertise, the best success has occurred 
through connections to organizations 
such as Indeed, the Ambulatory 
Surgery Center Association, and 
local ASC organizations. We have 
used professional recruiters when 
we really get into a bind. They are 
very good and always deliver, but 
can be expensive. Finding front desk 
personnel is easier, but you have to 
hire the smile and train them from 
there. A surly, unfriendly receptionist, 
no matter how experienced, is a 
buzzkill for everyone, regardless of the 
pay.

• Surgeon recruiting. I have 
retained surgeon recruiters in the past, 
but have been disappointed as they 
typically oversell themselves and rarely 
produce what we ask. One needs to 
be careful about assuming that what is 
promised will actually happen. Paying 
up front is risky. If you have to go 
this route, make sure your agreement 
is for a short-term engagement and 
payment is only made after results 
are achieved. Again, the key here is 
networking. Just like your vendors for 
staffing, drug reps, equipment sellers, 
and instrumentation vendors know 
most surgeons in your area. There is 
a strong bond between a surgeon and 
his or her vendor; use that to your 
advantage.

However, if you want to recruit a 
new surgeon, especially into an ASC, 
you need to be prepared to offer 
equity. It should be good equity, not 
fractions of a percent. Do not waste 
your time trying to recruit a spine 

or joint surgeon if you do not have 
significant posting times, attractive 
block times, and equity. The average 
equity for a productive spine or joint 
surgeon can exceed 20% ownership.

Often, it is easier to recruit 
surgeons into a new facility than an 
existing center for the aforementioned 
reasons. A negative reputation for 
an existing center and the surgeons 
associated with that center are 
typical reasons why it can be difficult 
recruiting new blood.

• Avoid overselling. Every surgeon 
in every city has been approached 
multiple times to perform cases in an 
established facility. Most surgeons do 
not respond to those offers. Again, a 
vendor who knows the surgeon has 
his or her ear and can produce better 
results than you could on your own or 
if you paid someone to do it for you. 
Rarely will a surgeon be attracted to 
a facility owned by another physician 
unless that owner is willing to sell a 
significant amount of equity. Most 
surgeons will not want to sell their 
equity

• Recommendation. It is much 
less of a hassle and expense to take 
care of your existing staff and keep 
your surgeons happy so you do not 
have to go through this process.  n

(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. Instagram: 
Earnhart.Associates.)
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CME/CE INSTRUCTIONS

1. What is a bundled payment 

model in surgery centers?

a. This is when patients pay for 

their share of the surgery’s cost 

using three or more credit cards.

b. It is when a surgery center 

comes up with one price that 

would cover all of a surgery’s 

aspects, including anesthesia, 

nursing, and implants.

c. Several payers negotiate with 

surgery centers to pay only a 

set percentage of the surgery 

centers’ standard charges for a 

procedure.

d. It is a slang term that means 

the facility did not pay its bills 

on time.

2. When a surgery center 

educates patients about their 

upcoming procedure, which 

would be a helpful pre-op 

instruction?

a. Talk to patients about what to 

expect from rehabilitation and 

on the first day after surgery.

b. Tell patients to take a long, 

hot bath the night before 

surgery.

c. Direct patients to take an 

opioid at least 24 hours before 

surgery.

d. Ask patients to stretch and 

improve flexibility the morning 

of their procedure.

3. Which best describes the 

benefits of using a presurgery 

checklist in an ambulatory 

surgery center?

a. It is a reassurance to patients 

that all systems are ready.

b. It is a good piece of 

documentation to keep in the 

patient chart.

c. It is a helpful document that 

can improve patient care.

d. It is a training tool for new 

nurses.

4. A study revealed that an 

effective technique to 

reduce postoperative urinary 

retention among at-risk 

patients is to:

a. avoid using glycopyrrolate 

and neostigmine as anesthesia 

agents.

b. improve surgery exclusion 

criteria by screening for urinary 

retention issues.

c. avoid all opioids.

d. provide a catheter for all at-

risk patients.

CME/CE QUESTIONS
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Covering Compliance with TJC, AAAHC, AAAASF, and Medicare Standards

ASCs Can Earn Certification for Total Joints 
and Spine Surgeries

The Accreditation Association for Ambulatory 
Health Care (AAAHC) has answered requests from 
ambulatory surgery centers (ASCs) regarding a 

certification for total joints and spine surgeries.
“AAAHC has received numerous requests from 

accredited organizations for this certification, which 
people requested as a market differentiator and also to 
inform their communities that total joint replacements 
are safe,” says Therese Poland, RN, BSN, MSN, senior 
vice president, accreditation services, AAAHC. “There 
has been a lot of media and publicity around how safe an 
ambulatory surgery center is. This is a good way to validate 
the standard of care in this specialty area. Why do total 
joint and spine surgeries in a hospital when you can have 
them done in an ASC in a day?”

The Joint Commission also has advanced certification 
for total hip and total knee replacement. The accreditation 
agency began accepting applications in 2015. In 
collaboration with the American Academy of Orthopaedic 
Surgeons (AAOS), the organization began to offer a 
combined advanced total hip and knee replacement 
certification on Jan. 1, 2019.1 After a soft launch in 2018, 
AAAHC revised its certification process and made a final 
launch in January 2019. The certification is for three years 
and is focused on patient outcomes.2

“During the soft launches, we identified ways to 
improve the program,” Poland says. “Since the January 
launch, we’ve gotten around 30 applications for 
certification. The organizations are working hard on 
coming into compliance with the standards and are getting 
ready for a survey.”

Certification is for ASCs, but the process considers 
surgeons’ proficiency as well as facility competency 
and proficiency. One of the requirements is a median 
requirement of 50 procedures for physicians. “The ASC 

physician median volume is 50 procedures annually. They 
can do the procedures in inpatient or outpatient [settings]. 
The focus is on surgeon proficiency,” Poland says.

Surgeons also need to meet rigorous credentialing 
requirements and complete annual CME requirements for 
total joint or spine procedures. The main requirements are 
as follows:

• ASCs must be AAAHC accredited and in good
standing;

• ASCs must demonstrate that their surgeons perform a
median volume of 50 procedures. If six surgeons work at a 
center, then three or more must perform a volume of 50 or 
more procedures;

• Facilities must have completed a minimum of 20
procedures within their ASC in the 12 months prior to 
initiating their application.

Surveyors want to see evidence that all ASC staff who 
provide direct patient care can perform with proficiency. 
“We want to know that your nurses know how to care 
for these patients based on best care practices,” she says. 
“We want to see that post-op positioning is correct, for 
example.”

A surveyor will want to see that nurses can position 
patients in a way that does not cause dislodgement. 
Post-op positioning is important because dislodgement 
could result in the need for another total hip replacement. 
Surveyors also want to observe how employees interact 
with patients.

“Do they care? Do they engage patients and their 
support persons in the process?” Poland asks. “We want to 
know that the patient is an active participant in their care. 
We want that patient to be supported.”

The surveyor also will review the preadmission process 
through to the post-discharge process, including how 
the patient is followed up at seven days, 30 days, and 90 
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EXECUTIVE SUMMARY

There is a new option for ambulatory surgery centers (ASCs) applying for 
certification for total joints and spine surgeries.
• Certification is for ASC, but also considers facility competency and surgeons’ 
proficiency.
• Doctors need to have performed 50 or more procedures annually in 
outpatient or inpatient settings.
• ASCs must have performed 20 surgeries within the past 12 months prior to 
their application for certification.

days. “We want to know that patient 
is given discharge instructions and 
being followed up and that the ASC 
is tracking patient outcomes such as 
unplanned transfers or readmissions,” 
Poland explains. “We want the 
surgery center to take ownership for 
the entire care continuum.”

Typically, it takes about six months 
for an organization to become ready 
for certification, but it is possible for 
a dedicated ASC to be ready in three 
months, Poland says. Once leaders 
submit their application, AAAHC 
works with the ASC to schedule a 
survey on a date that is convenient for 
the organization.

On the day of a survey, AAAHC 
surveyors leave the ASC with 
a preliminary report that lists 
deficiencies. The organization is 
responsible for working on correcting 
those deficiencies and submitting a 
plan for improvement within 30 days. 
This plan must include supporting 
evidence of compliance.

“Then, we’ll review that internally 
and give it to the accreditation 
committee for a decision,” Poland 
says. “They’ll make a decision, and we 
release it straight away. Usually, we 
turn it around that week.” AAAHC’s 
decision outcome is either for a three-
year certification or non-certification.

There are several ways ASCs 
can prepare for the community 
engagement requirements for 
certification in total joints and/or 
spine procedures:

• Engage with the community. 
“We like to see that an organization is 

doing community outreach,” Poland 
says. “We want to see how they’re 
engaging with their community.”

The first step in community 
engagement is to learn more about 
the target population. “We require 
surgery centers to identify or define 
their geographic community and that 
they understand their community 
needs,” Poland says. “It takes a 
village to care for one patient. By 
understanding your community’s 
services, it helps you identify your 
own gaps in care.”

For instance, the ASC might find 
that some patients cannot return 
home following same-day surgery 
because they do not know a reliable 
caregiver. When this happens, the 
ASC should be able to identify 
rehabilitation providers and home 
health agencies that could help fill 
that gap. 

“We ask the organization to 
understand their community’s needs, 
beyond understanding which services 
are available in the community, and 
to understand their community’s 
demographics,” Poland explains.

• Collect community 
demographics and other data. 
Health systems are required to collect 
data about their target populations 
and review this information at least 
annually. Surgery centers can find 
these reports online and use these to 
obtain some basic information about 
the community’s demographics, 
health issues, and care gaps.

Other sources of community 
information can come from local 

health department surveys of trends 
and census data that are broken down 
to the county/city level.

• Connect with external partners 
to bridge care gaps. Once ASCs 
identify care gaps, they can form 
partnerships with local providers. 
“We want to see that the ASC 
has identified community needs 
and has external partners who can 
bridge those gaps,” Poland says. 
“For example, a partner could be a 
home health agency or rehabilitation 
provider or physical therapy 
provider,” she says.

Surveyors want to see that the 
organization can identify a good 
partner, keeping in mind its own 
mission, vision, philosophy, and 
contracted service mission. 

“If you want to partner with a 
skilled nursing provider [SNP], then 
you need to know that the SNP has 
low infection rates,” Poland says. “If 
you want to know their satisfaction 
rates, then look at their patient 
reviews online. Do your due diligence 
and check out patient outcomes and 
patient feedback.”

Surgery center staff also should 
provide input on various potential 
community partners. “Ask about the 
provider’s responsiveness. If they’re 
rude to your staff on the phone, 
then they could be rude to their 
customers,” Poland suggests. “We 
sometimes forget about customer 
service. We want to make sure that’s 
consistent with our philosophy.”

• Create tools. Assessing external 
partners can be challenging, so ASCs 
might develop a checklist tool to 
assist in making these assessments. 
Ensure the checklist includes items 
pertaining to why the ASC wants to 
partner with the provider. The list 
also can include a line for customer 
feedback, whether the provider fits 
with the health plan, whether the 
provider is in or out of network for 
patients, and whether the provider is 
friendly or helpful.

• Document results and assess 
outcomes. All the preparation prior 
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to beginning the certification process 
should be documented and made 
available to the surveyor at the time 
of survey. 

“They should provide evidence 
through a list of partners and 
demonstrate the evaluation form 
they’ve completed,” Poland says.

• Manage continuum of care. The 
last part of preparing for certification 
is to ensure the continuum of care is 
managed. 

“One aspect of managing the 
continuum of care is ... how an 
organization is engaging with the 

community with education and other 
support,” Poland says. “One item 
under community engagement is that 
the surgery center has a written plan 
for community engagement and that 
the organization is sponsoring events, 
including going to a local community 
center and doing a healthy bone and 
joint session.”

Health promotion activities also 
can include attending health fairs, 
offering free educational seminars to 
local organizations, and providing 
health screenings. “AAAHC doesn’t 
have one big community standard 

because they’re such valued principles 
that it’s embedded through different 
standards,” Poland adds.  n
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AAAHC Leaders Explain Inner Workings  
of 1095 Learn to Drive Program

A new learning management  
 system for ambulatory healthcare 

organizations provides easier and 
immediate access to tools, resources, 
workshops, and online classes. It also 
provides information that aligns with 
accreditation standards.

Called the 1095 Learn to 
Drive, ongoing education from 
the Accreditation Association for 
Ambulatory Health Care (AAAHC), 
the program is designed to infuse 
quality into every aspect of care.1

“The 1095 Learn represents the 
three-year cycle of accreditation, 
365 days times three,” says Noel 
Adachi, MBA, president and CEO 
of AAAHC. “Implementing our 
philosophy behind 1095 Strong is 
about how it’s not just when an onsite 
surveyor shows up on your doorstep, 
it’s about infusing quality principles 
every day,” she says. “We’re infusing 
that mentality in terms of quality 
improvement and also in all programs 
that we hope organizations will 
support in their alignment with that 
philosophy.”2

The 1095 Learn program offers 
resources and tools necessary to make 
this happen, she adds. “This means we 
intend to offer a broad menu of topics 

that are not just standards-based but 
might help organizations develop an 
assessment or theme around quality,” 
Adachi explains.

For instance, the educational 
initiative will move away from 
didactic slide lectures and focus 
more on fully interactive learning 
modules, according to Hallie Brewer, 
senior vice president, learning and 
development, AAAHC. “That’s one 
reason why we went down this path,” 
Brewer notes. “You give us questions, 
and 1095 provides an assessment 
and the scenarios that you’re walking 
through.”

The 1095 Learn program is part 
of the evolution of AAAHC’s work 
and goals over the past four decades. 
“We’ve always cared about providing 
high-quality patient care and 
making sure clients are very engaged 
throughout the process, but the focus 
has been heavily about getting ready 
for the survey,” Brewer explains. 
“Now, the focus is on every single day 
and asking our clients to maintain 
that level of excellence and attention 
to patient care.”

Educational sessions and 
accreditation management also 
are personalized for individual 

organizations. “While we’re making 
these improvements with our learning 
platform, we’re doing accreditation 
management, and it’s about 
engagement,” Adachi says. “With 
a new accreditation management 
system, going live in January, we will 
know more about our clients and 
engage with them more frequently 
than every three years.”

Accreditation can be embedded 
in their operations. AAAHC will 
send educational information 
to organizations based on their 
specialty areas. “Using their 
profile information, we’ll send out 
information, alerts, and tools,” Adachi 
says. “What we’ll implement with the 
new system is an annual process to 
demonstrate compliance.”

For instance, ASCs will need 
to demonstrate compliance with 
standards, such as staff assessments. 
They will need to show that they 
have taken the necessary plans of 
correction and incorporated all new 
standards. “This allows us to target 
education to organizations,” Adachi 
says. “Say the standard is surgical 
site marking, and there was a change 
in surgical site marking. When that 
standard changes, we can shoot 
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out education modules, maybe a 
15-minute update, to make sure those 
facilities to which that standard is 
relevant are aware of the change.”

Brewer and her team are 
developing precourse interaction and 
post-conference education. There 
will be a follow-up and information 
that will prepare organizations for 
accreditation. It draws content from a 
live event and then goes deeper on the 
topic in the online, follow-up version, 
Brewer explains.

As AAAHC works on 1095 Learn, 
the focus will be to address topics 
that matter most to people. “Whether 
it’s an organization’s time for survey 
or not, we may address burgeoning 
topics on the minds of clients and 
surveyors,” Brewer says. “It lets us 
serve all of our audiences and make 
sure each gets the content they need 
when they need it.”

For example, some of the 1095 
Learn curriculum, presented at 
conferences as well as on the online 
platform, includes teaching people 
about core standards, such as how 
important it is that organizations 
start with clearly defined policies 
and procedures. When AAAHC 
provided electronic materials at a live 
conference, attendees approached 
Brewer to say they were thrilled with 
the online information.

“In the past, we didn’t have an 
electronic learning management 
system,” Brewer says. “Now, people 
are able to do their evaluations and 
get their CME certificates right away.”

Additional 1095 Learn topics 
include:

• implementing an effective 
quality improvement program and 
setting measurable goals;

• infection control, risk 
assessment, and Life Safety Code 
requirements;

• scenario-based emergency 
management.

The online platform is the same 
one used with accrediting facilities as 
they go through the survey process. 
The platform makes it possible for 
surveyors to provide just-in-time 
education related to standards as 
organizations need it, Adachi says.

A goal behind 1095 Learn is to 
help organizations maintain quality 
and think about accreditation 
standards throughout an accreditation 
cycle, not just when the surveyor is 
about to visit. 

“If the survey is all you’re 
worried about, you’re missing the 
whole point,” Adachi offers. “We 
want confidence from a patient’s 
expectations that this facility is 
abiding high-quality practices.”

Because healthcare is dynamic, 
meeting high expectations requires 
education and resources as well as 
continual learning. 

“Just look in the operating room 
at the procedures that are moving to 
the ambulatory space,” Adachi says. 
“Who would have thought 10 years 
ago that total joint would be done in 
an outpatient environment?”

These medical advances are 
partly the result of surgery centers 
better understanding their patient 
populations and better access to better 
technology, she adds. One change 

1095 Learn acknowledges is how 
much busier everyone in healthcare 
is and how many people might not 
have a week, a weekend, or even a 
couple of free hours to engage in an 
educational session. Thus, AAAHC 
developed new learning modules that 
ASC staff can access quickly whenever 
five minutes are available. “Then, you 
can come back and see it when you 
have another five minutes,” Brewer 
explains.

When accredited organizations 
open their portals, they see the most 
current educational materials and 
information. The move to electronic 
education is environmentally friendly 
and technologically savvy, Adachi 
says. “We’re offering a platform that 
is available where our clients are. 
Secondly, it is providing electronic 
resources, including a handbook, and 
reducing our carbon footprint.”

“It’s more current than just 
looking on my shelf to see which 
handbook is the right one,” Brewer 
adds. “It’s about how this is my 
portal, and these are my courses.”  n
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