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A Guide to Improving Surgery 
Center Billing Practices

Surgery centers are rising in 
popularity and have expanded 
their procedures in recent 

years. But a year of the COVID-19 
pandemic forced many centers to close 
for weeks or months and reopen at 
reduced capacity, resulting in hard hits 
to finances.

As the COVID-19 vaccine rollout 
slowly brings an end to the pandemic, 
surgery centers can take time to 
improve their financial picture in 2021. 
One important tactic is to focus on best 
practices in revenue cycle management.

Improving a facility’s medical billing 
management takes time, but perhaps 
the pandemic has created a little extra 
time for leaders. “It could be something 
you start, and I would hope you do it 
every month,” says Caryl Serbin, RN, 
BSN, LHRM, president and founder of 
Serbin Medical Billing, Fort Myers, FL.

One best practice tip is to pay 
attention to the flow of billing and 
make sure bills go out on time. “We all 
know that managed care companies will 
take a little bit to process. The sooner 
you get your bill in, the sooner you get 
paid,” she adds.

Serbin offers additional suggestions 
for developing best practices, including 
a revenue cycle business checklist:

• Create a habit. Using a tool or
checklist helps a business office leader 
develop best practices and good habits.

“I like the scorecard because you 
don’t forget stuff; it’s a checklist 
reminder,” Serbin says. “It touches 
on every step of the revenue cycle 
management [RCM] function, 
especially the ones that make a 
difference to the bottom line.”

The scorecard tool can be used 
to compare the surgery center’s 
performance from month to 
month. This will highlight areas for 
improvement.

• Find RCM tools. Ambulatory
surgery centers (ASCs) can find 
checklists and tools online through 
various organizations.1-5 A good 
scorecard should include many 
performance metrics, including but 
not limited to: insurance verification/
authorization, patient financial 
counseling, upfront collections, patient 
payment plans, timeliness of coding, 
reprocessing rejected claims, and denial/
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EXECUTIVE SUMMARY

Surgery centers could improve their financial bottom line by focusing on 

following best practices in revenue cycle management.

• Use a tool or checklist that touches on every step of the revenue cycle 

management function.

• Audit the main areas that affect the center’s revenue.

• Educate patients with the best available information before surgery.

write-off rate. Score each metric as 
above average, average, or below 
average. “The intention of this 
creation is to stimulate conversation 
around best practices, get people 
looking at their best practices, and 
how to make improvements without 
it feeling too overwhelming or too 
much work,” Serbin says.

• Audit areas that affect revenue. 
Although an audit can feel tedious, 
an RCM tool can help, according 
to Tara Gillon, ASP, CRCP-P, chief 
operations officer at Serbin Medical 
Billing.

During an audit, ask these 
questions: What is the upfront 
collection? (Usually expressed as a 
percentage of the patient copay and/
or deductible that is collected before 
or on day of surgery.) How far ahead 
is the surgery center in its insurance 
verifications? Has insurance coverage 
been verified? What do patients 
owe at the date of surgery? What 
percentage of the cost is collected 
up front? How much of the patient’s 
accounts receivable is on payment 
plans? What is the follow-up time 
frame for collectors? How long does 
it take to send the bills to insurance 
payers?

“That directly affects revenue,” 
Gillon says of the last question. “If it 
takes you longer to bill and get that 
out the door, it takes you longer to 
get the money in.”

• Improve insurance verification 
and upfront collections. The typical 

surgery center’s insurance verification 
does not go far enough, according 
to Gillon. “Surgery centers may do 
insurance verification, or what I 
call eligibility checks, making sure 
patients’ insurance is active, but they 
don’t go further to see what’s truly 
covered,” she explains.

Many surgery centers do not find 
out what the patient’s responsibility 
will be for the cost, and they do 
not notify patients ahead of time. 
“Most patients are aware they have 
some responsibility,” Gillon says. 
“Notify patients before surgery of 
their estimated responsibility. It 
allows them to have control over 
their finances and make a decision 
with the surgery center, more as a 
partnership.”

Too often, patients find out what 
the surgery will cost them out of 
pocket after surgery. This could harm 
the surgery center’s ability to collect. 
On the flip side, a surgery center 
might not check in advance on 
limitations in the patient’s insurance 
plan. Thus, surgeons perform the 
procedure, but a claim is denied 
after the fact because the insurance 
provider does not cover it. 

“You literally won’t get paid for 
parts of the surgery or all of it if you 
haven’t done that process correctly,” 
Serbin cautions.

An efficient way to improve 
revenue cycle management is to 
focus on upfront collections. Surgery 
centers have relied on upfront 

mailto:customerservice@reliasmedia.com
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collections more in recent years 
because patients are shouldering 
more of the cost of the procedures 
thanks to higher deductibles and 
copays. “I believe patients come 
in with expectations that they are 
going to have to pay something up 
front,” Serbin says. “We’ve had these 
insurance changes in place for years 
now, and we’re sort of used to it.”

Surgery centers need policies and 
procedures in place to describe how 
upfront collections are handled. 
“When we’re involved in centers 
that are in development and have 
not yet opened, one of our first 
conversations is how to handle it and 
discuss at a board level how to get 
policies in place prior to opening, for 
uniformity,” Serbin says.

• Educate patients with best 
available information. Surgery costs 
are not as simple as ordering a lab 
test or X-ray. There is some variability 
in costs, depending on the procedure 
and circumstances.

It is important for surgery centers 
to educate patients with the best 
available information before the 
procedure. “Tell patients, ‘This is 
what the surgeon expects to do,’ 
and base expected costs off what the 

surgeon’s expectations are,” Gillon 
says. “Notify patients that this is an 
estimate and is subject to change, 
based on the actual procedure.”

The key is to be as transparent 
as possible. “We tell surgery centers 
to do a written estimate and 
make sure they focus on the word 
‘estimate,’” Gillon says. “When I see 
surgery centers do proper insurance 
verification, it’s pretty accurate the 
majority of time. But there always 
are one or two incidences, based on 
patients’ circumstances.”

Education and transparency 
about surgical costs also can improve 
patient satisfaction. Search online 
for “billing complaints” and “surgery 
center,” and there will be multiple 
results, including links to the Better 
Business Bureau. In some of these 
cases, the center has to spend time 
answering complaints online and 
following up to share their side of 
the story or to satisfy the customer’s 
concerns.

It is more efficient to be as clear 
as possible up front about the costs 
and potential costs. “No one likes a 
surprise charge,” Serbin says.

Bad reviews often are the result 
of unhappy patients who were not 

informed properly about costs. 
“When verification and upfront 
collection is done, surgery centers’ 
collection rates of the patient’s 
portion are up higher than if it 
wasn’t done,” Gillon says. “They get 
reimbursed for what they should, 
and we also see a reduction in the 
backend collections process.”

Fewer collections that have to 
be chased means there are lower 
utility costs and less staff time spent 
on phone calls related to billing. 
“It protects the surgery center’s 
reputation, and they’ll have happier 
patients,” Serbin adds.  n
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Revising Policies Should Be a Priority,  
Even as COVID-19 Pandemic Continues

The COVID-19 pandemic 
uncovered gaps in knowledge 

and planning at surgery centers. 
Leaders were forced to make hard 
choices. Often, existing policies and 
procedures were insufficient to meet 
the moment. It is for this reason 
why surgery centers should consider 
revising operations now, even as the 
pandemic shows no signs of abating.

“During the time of the pan-
demic, we know from experience 

that our policies have been changing 
sometimes daily, definitely weekly, as 
we get new information,” says Mary 
K. Ryan, RN, BSN, MBA, CASC, 
CAIP, senior consultant for Am-
blitel in Louisville, CO. “We want 
to deliver best practices with the 
best current information. It’s really 
important to follow the develop-
ment of a policy and take each of 
the steps necessary in a policy cycle.” 
Most sites probably need to create 

policies about how to manage the 
COVID-19 vaccine rollout. 

“How do we implement the 
vaccine rollout at an ambulatory 
surgery center? What does that mean 
to staff, individually?” Ryan asks. “Is 
it a policy that everyone is required 
to get the vaccine? There are a lot 
of variations you need to take into 
consideration.”

Other policy changes could 
include revisions in COVID-19 
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EXECUTIVE SUMMARY

Creating new policies or revising existing procedures should be a priority 

to meet the challenges of managing the ongoing COVID-19 pandemic and 

administering the vaccine.

• Define policies about staff vaccine mandates and offering a center as a 

public vaccination site. Include explanations about COVID-19 testing.

• Once centers identify needs, focus on creating a draft that can be presented 

to governing boards.

• Implementation of approved new or revised policies should begin with 

education and communication among teammates.

testing policies. “Once we roll out 
of the flu season, does it make sense 
to look at pre-op testing policies 
differently, especially as people get 
the vaccine?” Ryan offers. “You 
need to be thoughtful and mindful 
on starting up your policies and 
processes. For those centers that 
closed down the during pandemic 
surge, what kinds of things do they 
need to have in their policy to be 
ready for a new start?”

To simplify the policy creation 
process, surgery centers can follow 
six steps:

• Identify the need. “When you 
identify a need, it can be related to 
an incident or process that didn’t 
function appropriately,” Ryan offers. 
“It might be a change in regulations 
or standards that you update policy 
on or create a new policy on.”

The need might show up in 
benchmarking. Maybe a center’s 
outcomes do not match the bench-
marks. “Take steps backward and see 
if that could relate to policies you 
change to increase the incidence of 
having best outcomes or having best 
practices,” Ryan says.

• Research and review the 
process. “Dig into what the 
industry is saying. Dig into some 
benchmarking, and look at best 
practices from other surgery centers,” 
Ryan suggests. “You can look to 

state associations or the Ambulatory 
Surgery Center Association for any 
policies or thoughts on a topic to 
make sure you are indeed putting a 
process in place. Review listservs and 
see what other people are doing out 
there.”

Other techniques for researching 
the prospective change include 
making phone calls, conducting 
online research (using accurate and 
verifiable sources), contacting other 
surgery centers within the group or 
in the state, and asking people how 
they reached their highest levels of 
care.

“Talk to peers,” Ryan says. “I am 
a big people person, and I believe 
you can forge and massage your 
relationship when you call someone 
to ask, ‘How do you do this?’”

Asking for help by phone is 
better than sending an email or text 
message. However, an administrator 
could send an introductory email 
to a contact to set up a phone call. 
“In text messages, you’re reducing 
words, and it may not be taken into 
the context you need it delivered,” 
Ryan adds. “The delivery of the ask 
is huge.”

• Create a policy draft. There 
should be a format that makes it 
more efficient to write new policies. 

“Put into your policy format the 
things you found out and how you 

want to create that action going 
forward,” Ryan says. “Be sure it’s 
clear, concise, and be sure you have 
the resources and information to 
back up why you want to do what 
you’re doing.”

This requires looking seriously at 
available resources and ensuring they 
are valid. 

“Make sure you’re doing the 
change for the right reason,” Ryan 
says. “Make sure you use data, 
regulations, or standards by various 
organizations that are experts in the 
field.”

• Obtain approval from 
governing body. Typically, the 
policy will go through the quality 
committee first. Then, it can be 
seen by a working group, medical 
executive committee, or clinical 
review committee (a group of 
physicians with representation from 
each specialty).

“They’re the working group 
that looks at policy development 
and makes sure it makes sense 
from their side,” Ryan explains. 
“They recommend it to the board 
of managers, the final group of 
individuals that approve policy.”

The faster review process uses 
technology. 

“Many of us have processes in 
place to do an electronic approval,” 
Ryan says. “Send the policy elec-
tronically to the working group 
of physicians, and ask for them to 
recommend approval. Then, you can 
forward it to the board of managers 
for final approval.”

Be sure to include the electronic 
approval information in the next 
board packet, which verifies the 
appropriate steps had been taken 
to approve the new policy or 
revision. Someone also could call an 
emergency meeting if a policy needs 
to be reviewed and implemented 
under a tight deadline.
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• Implement the policy. “Once 
the policy is approved, you roll 
it out to teammates to make sure 
everybody has a good understanding 
and grasp of the policy,” Ryan says. 
“You can do this through a team 
meeting or through a self-learning 
packet and have them sign-off on it. 
At the end of the day, you want to be 
sure that the teammates understand 
they’re accountable to that policy, 
and they need to be sure to read it.”

If the policy change is 
controversial, then it is important 
to engage in a conversation with 
teammates about the change and 
why it is needed. “Nurses want to 
know why they’re doing things,” 
Ryan observes. “It’s huge for us to 
understand why the policy is being 
put into place and about all of the 
discussion, research, and important 
points that go into it.” Ryan adds 
that it is more likely for everyone to 

follow the policy if they understand 
why it exists.

Another implementation tactic 
is to release a summary sheet on 
the policy change, or post the 
policy and tell people that it will be 
discussed at a meeting. This gives 
staff time to think about the change 
and look it over. “There are many 
ways to communicate these things,” 
Ryan notes. “It’s tough to over-
communicate.”

• Evaluate the policy’s 
effectiveness. Evaluation of the new/
revised policy should occur at least 
annually to ensure the policy remains 
applicable, necessary, and effective.

“As we’re going through the 
pandemic, make sure it stays current 
with [the latest] knowledge and the 
literature out there,” Ryan says. “This 
includes everything we know about 
the vaccine, how long we’ll have 
immunity, and how that impacts 

what we do next fall and what we do 
tomorrow.”

The quality improvement 
committee can re-evaluate the policy 
and how changes were implemented. 
They can review benchmarking 
results and outcomes and report 
these to the governing committee.

“If you’re doing really great on 
your outcomes, I recommend you 
celebrate because we don’t do that 
enough,” Ryan says. “If there are 
opportunities for improvements, 
then I recommend that you put 
those changes ... in place.”

A celebration can be as simple 
as letting employees know the 
center met a benchmark it had 
not met before. “Or, you could 
say we’ve made some incremental 
improvements, and any step in the 
right direction is a positive thing,” 
Ryan adds. “We need to take steps 
forward to reach our goal.”  n

Try Bolstering Patient Care Through Shared 
Decision-Making

When surgeons begin shared 
decision-making with patients, 

it can be an eye-opening experience 
that improves patient-surgeon trust 
and communication, according to 
the authors of a study.1

“I am comfortable in 
characterizing shared decision-
making as the ultimate informed 

consent,” says Robert A. Probe, 
MD, FAAOS, orthopedic surgeon 
at Baylor Scott & White Health in 
Temple, TX.

Surgeons tend to favor shared 
decision-making in cases where 
uncertainty exists over treatment 
options, but as something that is 
optimal for every surgical decision.2

An observational study of 
patients with orthopedic conditions 
revealed patients reported higher 
satisfaction and experienced better 
health outcomes when they were well 
informed through shared decision-
making. They also made decisions 
that aligned with their individual 
preferences.3

http://www.reliasmedia.com/podcasts
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EXECUTIVE SUMMARY

Shared decision-making in surgery can lead to better informed consent and 

improved communication between clinicians and patients.

• Its value is in picking out the information the patient needs and discussing 

this in every conversation.

• The patient’s lifestyle and priorities play an important role in making a 

decision under this model.

• Learn about shared decision-making through literature reviews, then practice 

various scenarios.

Informed consent and going 
over the risks and benefits are 
rarely handled well. However, 
through shared decision-making, 
it is thorough and leaves patients 
empowered. “The value of shared 
decision-making is picking out 
what information the patient 
needs and talking about it in every 
conversation,” Probe says. “I think 
the biggest epiphany for me is that I 
thought I was doing good informed 
consent and appreciating patients’ 
values. Probably 99% of physicians 
would say they’re doing fine.”

But after practicing some 
scenarios of shared decision-making, 
Probe realized it was different 
from the patient conversations he 
had adopted in his practice. “The 
difference is it focuses on the whole 
process,” he explains. “All the 
different models for shared decision-
making are extending invitations to 
the patient.”

The usual practice is the surgeon 
decides for the patient, based on his 
or her knowledge and experience. 
With shared decision-making, the 
patient’s knowledge and experience in 
lifestyle and circumstances are a big 
part of the process.

Instead of telling patients what 
the right answer is, surgeons would 
make time to listen to the patient 
and say, “I’m very interested in your 

perspective. This is not a decision for 
me, but this is a decision for us.”

To start, read about how shared 
decision-making works in literature 
and practice various patient-surgeon 
scenarios. “As I got into it, became 
involved, and looked at the literature, 
I became a convert,” Probe says.

Probe’s paper shows models of 
shared decision-making, including 
the three-talk model, the SHARE 
model, the Informed Medical 
Decisions Foundation (IMDF) 
model, and the alteration to three-
talk model.1

The IMDF model includes six 
steps: invite the patient to participate, 
present options, provide information 
on benefits and risks, assist the 
patient in evaluating options based 
on the patient’s goals and concerns, 
and assist with implementation.

Surgeons need to build some 
trust to help draw out the patient’s 
thoughts and concerns as they begin 
the shared decision-making process. 
“It’s a new [process] for many 
patients,” Probe notes.

Patients are accustomed to 
physicians telling them the decision, 
followed by a cursory nod to other 
treatment options. With shared 
decision-making, the surgeon 
would use different words: “There 
are reasonable ways to approach 
this problem. Here is one of the 

reasonable ways.” The surgeon would 
describe the risks and benefits, 
pros and cons, of each approach. 
Some patients will jump into the 
conversation at that point, asking 
questions or explaining more about 
what they expect from a surgery or 
treatment. Other patients will remain 
introverted, and the surgeon will 
need to break the ice.

“It’s always amazing to me that 
I can give my patients the same 
spiel, but they’ll have different 
understandings of it,” Probe says. 
“They react differently. With their 
input, I can gauge where they are.”

For example, one patient’s 
priority might be not to go through 
a long recovery period. The patient’s 
message in the shared decision-
making conversation could be to ask 
for the procedure that is most likely 
to make him or her better in two 
months.

Another person may want a 
procedure that provides the best 
chance of keeping the patient healthy 
and mobile for long enough to attend 
a loved one’s wedding.

These patients are asking 
questions about the same medical 
issue, but their goals in finding a 
solution are different. Their clinicians 
need to find them the answer 
that is best for their priorities and 
circumstances.

Surgeons often will make 
decisions for patients without 
knowing all the patient’s personal 
information and goals. But patients 
also make the same mistake of 
deciding on a procedure based on 
their online research rather than 
waiting to learn the most accurate 
information and assessment from 
their physician.

“The patient will come into 
your office, saying he needs a knee 
replacement,” Probe explains. “Then, 
you talk with the patient, go through 
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everything, and find out that this is 
not what he needs.”

The teach-back communication 
approach can help with the shared 
decision-making process. The Agency 
for Healthcare Research and Quality 
offers a chart with 10 elements of 
shared decision-making and the 
patient teach-back component.4 
This is a sample of the chart’s shared 
decision-making elements and their 
definitions:

• Role. Establish the patient’s 
preferred role in the decision-making 
process, including the patient’s 
choice of making the decision 
independently, defer to the physician, 
or decide collaboratively.

• Alternatives. Physicians can 
discuss the medically appropriate 
alternatives and treatment options, 
which are the basis for a decision that 
is sensitive to the patient’s preference.

• Uncertainty. Physicians should 
discuss the likelihood of treatments 
succeeding or failing. Base these 
observations on objective research 
evidence.

• Preference. Elicit the patient’s 
preferred course of action, which is 
based on his or her expressed values 
and preferences, including how 
they would like to move forward or 
whether they would do nothing.

Surgeons can learn more about 
shared decision-making by practicing 
with various scenarios. These 
scenarios provide multiple choices 
for what a surgeon would say in 
a decision-making situation. The 

answer the scenarios identify as the 
correct one often is different than 
expected.

Probe found that after engaging 
in six scenarios, he still had more to 
learn about shared decision-making. 
But when he finally used the skills 
with a patient, the conversation was 
much more vibrant and productive.

“When there’s shared 
responsibility in decision-making, 
then patients’ go into it with their 
eyes wide open,” Probe says. “If 
patients have ownership in the 
decision, they’re much less likely to 
be critical of the decision.”

Following this problem can 
prevent problems while boosting 
patient satisfaction. For those 
interested in pursuing shared 
decision-making, a good adoption 
technique is to designate a champion 
in the organization.

Probe’s paper demonstrated the 
benefits of the process in orthopedic 
surgery.1 A chart solicits patients’ 
input on surgery for an Achilles 
tendon rupture. The chart informs 
patients they may want to play a 
role in their surgery decision. There 
are six action items: gather the 
facts, compare options, consider the 
patient’s feelings, decide, quiz, and 
summarize the decision.

Probe’s work also included a 
graphic that exhibits the reasons to 
choose surgery to repair a ruptured 
Achilles tendon and reasons to 
choose just wearing a cast or brace. 
Each rationale is presented with its 

opposite, such as, “I don’t want to 
risk another tendon rupture” or “I’m 
willing to take the risk of another 
tendon rupture if it means not 
choosing surgery.”

Patients can mark where they are 
on those decisions and see whether 
the surgery option is closer to what 
they want than the non-surgical 
option. 

“Surgeons who take the time to 
appreciate what the potential is for 
shared decision-making will naturally 
change how they communicate with 
patients,” Probe says.  n
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EXECUTIVE SUMMARY

The Joint Commission recently issued a safety advisory about the dangers of 

surgical smoke.

• Surgical smoke can contain toxic gases, vapors, viruses, and bacteria, all of 

which can be harmful to operating room staff and patients.

• Problems with surgical smoke were known for decades, but only in recent 

years have some states sought to address this problem with legislation 

mandating evacuation systems.

• Researchers defined surgical smoke for use in future research and to help 

policymakers and leaders with adopting evacuation practices.

OR Teams Often Exposed to Toxic Chemicals  
in Surgical Smoke

A new study and an advisory from 
The Joint Commission have 

put more attention on the decades-
old problem of dangerous surgical 
smoke.1,2

The Joint Commission says a 
surgical smoke plume can contain 
toxic gases and vapors, including 
benzene, hydrogen cyanide, and 
formaldehyde.2 This smoke also may 
contain bacteria and viruses that 
could affect the health of OR staff.1

“Surgical smoke is a workplace 
safety hazard for the perioperative 
team, and it may have negative 
affects for patients, too,” says 
Rebecca Vortman, DNP, RN, 
CNOR, clinical assistant professor at 
the University of Illinois at Chicago.

Surgical smoke has been a 
problem in ORs for more than 
30 years. Research has shown 
perioperative nurses report 
respiratory problems twice as often 
as found in the general public.3,4

There is less risk for patients who 
are exposed to the smoke short-term. 
But surgeons, perioperative nurses, 
and other OR staff are exposed to 
the smoke daily, which can cause 
ocular and upper respiratory tract 

irritation, as well as visual problems.2 
The Occupational Safety and Health 
Administration and the National 
Institute of Occupational Safety 
and Health recommend ORs use 
local smoke evacuation systems and 
ventilation techniques.2

The Association of periOperative 
Registered Nurses (AORN), 
ECRI, and the American National 
Standards Institute provide standards 
and guidance on how to handle 
safety concerns of surgical smoke. 
The Joint Commission advisory 
says healthcare organizations that 
conduct surgery should implement 
standard procedures for removing 
smoke through evacuators and high-
filtration masks.

Perhaps the best solution is for 
state governments to pass laws 
mandating healthcare facilities to 
evacuate surgical smoke. There 
have been discussions over the years 
of a federal bill, but nothing has 
happened. Some states have passed 
their own bills. Rhode Island and 
Colorado require smoke evacuation 
systems and written policies 
regarding such. Rhode Island’s 
mandate took effect Jan. 1, 2019, 

and the Colorado mandate will go 
into effect in May 2021.5,6

Executive nurse leaders can 
collaborate with states and 
professional organizations to 
advocate for smoke evacuation 
legislation, and they can create 
policies at their facilities to mitigate 
surgical smoke.7

“We have decades of research 
saying surgical smoke is harmful,” 
Vortman says. “Evacuating surgical 
smoke is effective and the right 
practice, based on evidence, to keep 
surgical team members and patients 
safe.”

Surgical smoke evacuation devices 
are affordable, especially when 
compared with the costs of employee 
sick days and negative health 
consequences. The estimated cost of 
using a smoke evacuation device is 
$19 per surgical procedure. A case 
of ultra-low particulate air filters, 
placed in the evacuators, is $25 each. 
Electrosurgery pencils used with 
smoke evacuation tubing cost about 
$20, in comparison to $5 for the 
standard electrosurgical pencil.7 

The estimated loss of productivity 
related to illness in the United States 
is $530 billion a year. However, 
specific estimates of what surgical 
smoke costs in employee health and 
sick days needs further study.7

Vortman’s latest research is a 
concept analysis of surgical smoke to 
provide a better definition for future 
investigations and also for leaders 
and policymakers to use when 
adopting evacuation practices.

The paper defines surgical smoke 
as “a visible plume of aerosolized 
combustion byproducts produced 
during electrosurgery.”1 The defini-
tion also includes a description of 
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what comprises surgical smoke, how 
it is distributed in the OR, how it is 
produced, how it can cause physical 
symptoms, how it can obscure the 
surgical field, and the odor.

“When you smell surgical smoke, 
you always remember what it smells 
like,” Vortman says. “There is no 
other smell like that.”

Despite the known dangers and 
available solutions, other barriers 
remain, including noise perceptions 
and concerns about “bulky” tubing. 
Also, some professionals still simply 
do not understand the problem. 
Without understanding, managerial 
support may evaporate. Perioperative 
nurses will not be able to convince 
surgery centers to invest in smoke 
evacuation equipment and supplies 
without managerial support.

Start conversations of reform 
by providing continuing education 
about the dangers of surgical 
smoke and available solutions. Use 
attention-grabbing data, like how 
surgical smoke exposure is similar 
to inhaling as many as 30 unfiltered 
cigarettes, or how perioperative teams 

report twice as many respiratory 
health issues as the general public.7

Vortman worked in an OR where 
orthopedic surgeries were performed 
in the early 2010s. She recalls experi-
encing regular problems with upper 
respiratory infections. 

“The smoke was thick in those 
procedures,” she explains. “When 
I compare my health now vs. back 
then, I don’t have nearly the num-
ber of sore throats and respiratory 
illness.”

Other symptoms reported by 
perioperative teams in surgical smoke 
environments include headaches, 
watery eyes, cough, sneezing, 
drowsiness, dizziness, and rhinitis.2,7

“I would love to see every state in 
the U.S. have smoke-free operating 
rooms,” Vortman offers. “I think our 
perioperative team members deserve 
to breathe clean air in the OR. They 
work hard for their patients and each 
other. They need to work in a safe 
environment that is smoke-free.”  n
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I was told we’re a tier 3 priority for 
the vaccine. Now, we’re showing as a 
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tier 1a priority.” But that upgraded 
priority designation did not prove to 
be as useful as it seemed. 

“We’re privately owned and not 
directly connected to any hospital 
network,” Burnette explains. “For 
people like us, it’s more of a challenge 
to get the vaccine because distribution 
is being sent out to hospitals.”

The surgery center’s usual vac-
cine supplier referred them to the 
Illinois Department of Public Health 
(IDPH). 

“I didn’t get a message from IDPH 
that delineated how to deliver vaccine 
to our own staff,” she says. “That’s it. 
I guess we’re not able to get it at all. 
How would we store it if we did get 
it? I’d have to coordinate a delivery 
and give to all staff within a 24-hour 
window.”

The distribution challenges ap-
peared to run contrary to the CDC’s 
stated goal of prioritizing all health-
care personnel, which is tier 1a. 

“If the point is to get the vaccine 
out to as many of us healthcare work-
ers as possible, so we can be around 
these sick people, then it’s obviously 
not a smooth transition,” Burnette 
says. “We signed up at all the local 
health departments as individuals to 
get our vaccines done. In the next 
couple of months, we may be able to 
have everyone vaccinated.”

That summarizes the surgery 
center’s first attempts at administering 
the COVID-19 vaccines available to 
healthcare professionals. The next step 
was to contact local hospital systems 
to see if the surgery center’s staff 
could be vaccinated through their 
networks. “The hospitals have better 
resources to refrigerate the product,” 
Burnette notes.

The oldest and highest-risk mem-
ber of Associate Surgical Center’s staff 
signed up in early January to receive 
the vaccine through a hospital net-
work. She had an appointment. Then, 

nothing happened. “She called me 
that day and said her appointment 
was canceled because they didn’t have 
any vaccine to give her,” Burnette 
says.

By mid-January, Burnette was 
hopeful that at least two of her staff 
would receive their first vaccine 
through a local hospital system. “I 
have a list of 17 members of staff in 
the surgery center that want to get 
the vaccine,” she says. “But it will be 
rolled out one, two, three at a time.”

The next technique was to sign 
up the surgery center to be a vaccina-
tion site for the public. The county 
health department offered ambulatory 
healthcare sites the option of filling 
out a survey to serve as a vaccination 
site. 

“We agreed we would be willing to 
do that, but I have not heard any-
thing back,” Burnette reports.

Associated Surgical Center uses 
its main floor for the surgery center, 
and the second floor is a clinic. There 
already are solid procedures for isolat-
ing patients and restricting visitors. 
Everyone wears masks and is screened 
for COVID-19 symptoms. There is 
an ultraviolet sterilizing system in the 
heating and air conditioning system, 
which helps keep the center clean.

The surgery center building staff 
turned the clinic space into a testing 
facility a couple of mornings a week. 
That same space could be easily con-
verted into vaccination space, accord-
ing to Burnette. “Nurses would need 
specific training on the COVID-19 
vaccine, but they’re well-versed in 
vaccinations already as they do staff 
vaccinations on site for the flu vac-
cine and hepatitis B,” she says. “We 
definitely have lower surgery patient 
volumes, so we have more staff who 
would be available for a vaccination 
program.”

After weeks of trying to vaccinate 
staff and, possibly, become a 

vaccination site, the surgery center 
remained on hold. 

“The majority of my staff want to 
get the vaccine, and they’re ready,” 
Burnette says. “We want to get our 
hands on some.”

On his first two days in office, 
President Biden signed a series of ex-
ecutive actions, some of them aimed 
at handling the COVID-19 pan-
demic.1,2 The White House directed 
federal agencies to use the Defense 
Production Act, which would com-
pel private companies to produce 
material that would help in the fight 
against the pandemic, including the 
supplies needed for the production 
and distribution of the vaccine.

The Biden administration wants 
to send extra money to local and state 
authorities to create more vaccine 
sites, including help from FEMA. The 
White House is calling for billions 
of dollars to produce more doses, 
with the goal of 100 million vaccines 
administered in Biden’s first 100 days 
in office.3 

The administration announced it 
will purchase 200 million additional 
doses to be delivered this summer, 
boosting the total U.S. order from 
400 million to 600 million doses.4  n 
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COMING IN FUTURE MONTHS

From the Public Perspective
By Stephen W. Earnhart, RN, CRNA, MA 
CEO, Earnhart & Associates, Austin, TX

Based on my background 
and training as an RN and 

CRNA, I am frequently drawn into 
discussions about COVID-19, the 
challenges hospitals face during the 
pandemic, the safety and efficacy of 
the COVID-19 vaccine, and other 
healthcare issues. Recently, I have 
engaged in some insightful and 
relevant interactions:

• Delaying elective surgery. 
When the COVID-19 pandemic 
started, many elective surgeries 
were put on hold. Although some 
facilities may have started performing 
these procedures again sometime 
in 2020, a backlog of cases remain. 
One estimate places that figure at 5 
million, which could take months to 
clear.1 

Eventually, administrators may 
be ready to return to pre-pandemic 
case load levels, but staff may not. 
The authors of an article underscored 
“fatigue, lack of routine practice, 
distraction, overload, and emotional 
stress as medical staff issues that 
could compromise patient care.”2

The phrase “lack of routine 
practice” (or muscle memory, as I 
would refer to it) is hard to ingrain 
in many of us. With almost a year 
of COVID-19 experience behind 
us (and possibly at least another 
year ahead of us), it is difficult to 
assimilate every new pandemic safety 
protocol on top of those we are used 
to handling. Easing staff back into 
handling cases rather than a full-on 
catch-up sprint may be the better 
approach.

• Post-op visits worry patients. 
Surgery that requires post-op office 
visits or treatments (e.g., rehab, 

physical therapy) trouble the general 
public. Specifically, they worry about 
further and perhaps unnecessary 
exposure to COVID-19, on top of 
the usual time commitments and 
possible added costs. 

Assuring patients that post-op 
visits are safe requires continuous 
education about the ongoing 
COVID-19 safety protocols 
happening at your facility.

• New level of respect for 
healthcare workers. It is gratifying 
to hear such praise for our profession. 
We know about the awesome 
performance of sterile processing 

staff, surgical techs, schedulers, 
nurses, registration staff, surgeons, 
housekeeping personnel, and 
vendors. It is always rewarding to 
see the general public is aware of the 
personal sacrifices everyone has made, 
especially during the pandemic. I also 
hear so many people encouraging 
their children and grandchildren to 
enter the healthcare industry and 
become part of this overwhelmingly 
satisfying career opportunity it 
brings. I am so proud of all of us.  n

(Earnhart & Associates is a 
consulting firm specializing in 
all aspects of outpatient surgery 
development and management. 
Address: 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. When surgery centers verify 

insurance, what piece of 

information do they often not 

discover?

a. The patient’s cost responsibility

b. When the insurer will make 

payment for the case

c. Which codes need to be used 

to ensure proper payment

d. Whether the patient’s 

insurance coverage is in network 

or out of network

2. What is one of the best 

techniques for researching how 

to develop a new policy?

a. Text peers to ask how they did 

it

b. Conduct a Google search

c. Talk with peers by phone, 

asking them how they develop 

policies

d. Send an email to members of 

a surgery group

3. The Joint Commission says 

the surgical smoke plume can 

contain:

a. the SARS-CoV-2 virus.

b. methane and volatile organic 

compounds.

c. hydrogen fluoride.

d. benzene, hydrogen cyanide, 

and formaldehyde.

4. The Informed Medical 

Decisions Foundation model 

includes which step?

a. Suggest an internet search for 

risks and benefits

b. Invite the patient to participate

c. Offer evidence-based 

suggestions

d. Provide contact information for 

a clinician who can give a second 

opinion

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.

CME/CE QUESTIONS
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AAAHC’s Allergy Benchmarking Study 
Highlights Inconsistencies
Researchers observed incomplete charting habits, which can affect patient safety

The authors of a study found problems in allergy
documentation at ambulatory surgical and primary 

care organizations.1

The Accreditation Association for Ambulatory Health 
Care (AAAHC) Institute for Quality Improvement allergy 
study included an analysis of 73 surgical procedural 
organizations and eight primary care organizations. 
Researchers wanted to determine how well these 
organizations documented allergies.

Among surgery centers, 98% of 
participating organizations indicated 
a uniform location in their clinical 
record for allergy documentation. 
Also, 86% have created a policy or 
procedure requiring documentation 
of allergy symptoms and severity. 
However, the researchers uncovered 
some inconsistencies:

• Allergies sometimes were not
verified or updated at each visit.

• There was a reliance on using
the acronym NKDA (no known drug 
allergies), without references to other 
allergies or sensitivities.

• Overall allergic reaction documentation was
inconsistent.

More than 50 million Americans suffer from allergies 
every year, and there are multiple risks of medical issues 
related to their surgery and medication. For example, 
patient allergies can result in symptoms that range from 

mild skin rashes or itching to gastrointestinal upset to 
severe, life-threatening reactions, says Belle Lerner, MA, 
director of research at the AAAHC Institute for Quality 
Improvement.

“People could have cardiovascular reactions like 
tachycardia ... which can be extremely dangerous,” Lerner 
says. “That is why this is an important issue.”

Researchers found some of these organizations might 
only be telling part of the allergy story 

in documentation. “We also asked 
if they documented the severity of 
the reaction. Was it mild, moderate, 
severe?” Lerner says. “When we 
asked if they [described] both — 
symptoms and severity — only 41% 
of charts found that this occurred. 
They are documenting the reaction 
— the person getting hives — but 
are not saying whether it was severe 
or mild. This can impact healthcare 
decisions, the quality of patient care, 
and the patient’s health.” The allergic 

reaction severity is important to assess and 
document because it can determine the physician’s next 
step.

Organizations reported some inconsistency in allergy 
documentation in about 12% of charts, Lerner says. “The 
inconsistency was resolved in 70%. Someone caught it, or 
maybe the nurse made a handwritten note that was not 
what it said in the chart, and it was resolved,” Lerner says.



2   |   SUPPLEMENT TO SAME-DAY SURGERY / March 2021 SUPPLEMENT TO SAME-DAY SURGERY / March 2021   |   3

The use of NKDA also can be 
problematic. 

“It would be better to have a list 
of [allergies] you ask about and have 
their answers of yes or no,” Lerner 
says. “They need to ask about more 
than drug allergies. The NKDA 
acronym is not good enough; you 
need food and environmental 
allergies listed, too.” For example, 

someone who lists a banana allergy 
but no known medication allergies 
could develop an allergy to latex, she 
adds.

The allergy benchmarking study 
was conducted as part of AAAHC’s 
quality roadmap work that highlights 
areas that need improvement and 
identified allergy documentation as a 
problem. 

“We put together webinars and 
toolkits, and this is the first allergy 
study,” Lerner adds.  n
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Best Practices for Documenting Allergies
The more information providers learn from patients, the better prepared they will be  
for an event

A good quality improvement 
(QI) project for 2021 would be 

to focus on bolstering the way the 
organization handles patients’ allergy 
histories.

Leaders must remember that poor 
documentation in this area can lead 
to problems that place patients at 
risk. Accreditation Association for 
Ambulatory Health Care (AAAHC) 
explains best practice tips on how to 
improve documentation of patient 
allergies:

• Create accurate allergy record. 
“It’s important to have an accurate 
record of the patient’s allergy 
history,” says Belle Lerner, MA, 
director of research at the AAAHC 
Institute for Quality Improvement.

“Consistently discuss allergies 
with patients on each visit and 

properly record existing or new 
allergies and reactions,” she says. “As 
the COVID-19 pandemic continues, 
it’s especially important to have these 
conversations with patients so you 
can differentiate between the patient 
having an allergy vs. a COVID-19 
symptom.”

It also is important to remember 
that patients do not always know 
about their medication allergies 
until something happens. For 
example, Lerner recalls a time when 
she received an antibiotic for an 
infection. Her body immediately 
reacted to the drug, but she had not 
known there could be a problem.

“I left the provider, and took 
the drug. I was driving home, I was 
itching,” Lerner recalls. “I didn’t 
think of an allergy, but when I called 

my doctor’s office, they said, ‘Do not 
take any more of the medication.’”

Surgery centers cannot anticipate 
all potential allergy problems, but 
the more information they learn 
from patients, the better prepared 
they’ll be if something occurs.

• Provide allergy education. 
Educate staff about all the types of 
allergies, including food, latex, mold, 
and drugs.

“They should know what we 
look for, and it’s not just severe 
anaphylactic reactions,” Lerner 
explains. “They need to know what 
an allergic reaction looks like so 
they won’t just think it’s a COVID 
symptom.”

Staff also need to know how to 
handle the situation if a patient has a 
severe reaction.
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• Be consistent in patient 
documentation. “If providers are 
not consistent and thorough, then 
they won’t be able to use allergy 
documentation for crucial allergy 
decision-making,” Lerner says. “List 
the type and severity of reaction.”

Electronic health records should 
include prompts that help identify 
the correct allergy and the correct 
spelling. The electronic record also 
could send alerts when there is 
a medication that could pose an 
allergy problem. “Organizations 
need to make it easy and routine 
to update the record each time a 
person is seen,” Lerner stresses. “If 
documentation is in a consistent 
place in the electronic health record, 
or on a paper form, then make it 
easier for the provider to go to that 
place and chart it appropriately.”

Make sure to document all 
prescription medications and 
supplements as well as over-the-

counter vitamins, medications, 
and supplements. “Some say 
to bring in a bag of everything 
you take and let the provider go 
through it, and that way they 
won’t forget to mention anything,” 
Lerner says. “Doing medication 
reconciliation is important, and 
allergy documentation is a subset of 
medication reconciliation.”

• Standardize processes. 
Surgeons could require patients who 
receive verbal or phone medication 
orders to provide information about 
their allergies and reactions, and 
then repeat that information to 
prescribers to ensure accuracy. 

There could be a prompt in the 
electronic record that asks patients to 
provide updated allergy information 
to their pharmacy. This could lead to 
less confusion when the pharmacy 
fills the prescription and also be a 
last check in the process. “You also 
need a standardized process to make 

sure updates occur if the patient’s 
allergies change,” Lerner says. “For 
example, maybe there’s an error on 
the form, and you need to remove 
allergies that are not correct.”

Electronic health records could 
contain readily accessible allergy 
documentation prompts that pop 
up when needed. “Prescription order 
forms with allergy prompts can also 
[alleviate] prescriber issues,” Lerner 
says. Finally, surgery staff should 
share all allergy documentation 
and information with the primary 
care provider and the pharmacy. 
When patients fill the prescription, 
pharmacists can review all allergy 
precautions with them one more 
time. “Transition in care leads to 
better continuity of care,” Lerner 
explains. “If medications are ordered 
in the surgery center, then make sure 
continuity of care remains when the 
patient goes back to the primary care 
provider.”  n

AAAHC Offers Advice on Administering 
COVID-19 Vaccine
Developing new standards takes time

The COVID-19 vaccine rollout 
poses unique challenges for 

surgery centers and their accreditation 
organizations. For one thing, it 
is difficult for an accreditation 
organization to quickly develop 
related standards or make changes.

“We need to acknowledge how 
fluid the situation is,” says Frank 
Chapman, MBA, chair of the 
standards development committee 
at the Accreditation Association 
for Ambulatory Health Care 
(AAAHC). “The accreditation 
process of developing standards takes 
a certain amount of time. Most of 

the accrediting bodies have yet to 
establish specific standards related to 
COVID-19 and best practices.”

This leaves surgery centers with 
the task of interpreting existing 
standards in a way that encompasses 
what is required for COVID-19 
and how to handle the vaccine and 
its administration. The best course 
of action is for leaders to refer to 
accreditation standards on vaccines 
for general guidance. They can follow 
the specific recommendations made 
by the CDC.

“Then, they can develop their 
own policies and procedures and 

how they’ll handle that within their 
organization,” says Chapman, director 
of strategic development for the 
Ohio Gastroenterology Group in 
Columbus.

Policies should include docu-
mented training of all employees 
who would handle or administer the 
vaccine. Include details on vaccine 
storage and controls, too. “Staff in a 
survey would need to demonstrate 
knowledge of the procedure on how 
to handle storage and delivery of the 
vaccine,” Chapman says.

AAAHC’s vaccine guideline (11.P) 
is about vaccines in general and not 
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necessarily specific to the COVID-19 
vaccine. This guideline includes these 
checkboxes:

• Nationally recognized guidelines 
for vaccine storage and handling are 
followed.

• Nationally recognized guidelines 
have been adopted by the governing 
body.

• Written policies and procedures 
are present for routine storage and 
handling.

• Written policies and procedures 
are present for storage, handling, and 
transport in case of emergency (e.g., 
equipment failure, power outage, 
natural disasters).

• Documentation demonstrates 
that staff who receive, handle, and/or 
administer vaccines have been trained 
on the policies and procedures.

• The vaccine storage unit 
is equipped with a temperature 
monitoring device in accordance with 
the adopted guidelines.

• Staff demonstrate knowledge of 
procedures to follow if vaccines are 
exposed to a temperature excursion.

One of the challenges is finding 
up-to-date resources on COVID-19 
because so many of the resources, 
including CDC courses, lack specifics 
about the COVID-19 vaccine in an 
ambulatory setting.

The CDC’s Vaccine Storage and 
Handling Toolkit, published in 
November 2020, includes the most 
detailed information. While these do 
not address the vaccine distribution 
challenges faced by ambulatory sites, 

it does provide storage, handling, and 
staff education information.1

“One thing that is interesting [in 
the CDC toolkit] is that on page four, 
there is something called a ‘cold chain 
flowchart,’” Chapman observes. “It 
actually is kind of a description of the 
chain of custody of a vaccine related 
to monitoring temperature.”

This information is especially 
important for the Pfizer vaccine, 
which requires ultra-low temperature 
maintenance. “Because of that, it is 
unlikely ambulatory surgery centers 
[ASCs] would be able to administer 
that particular vaccine due to the 
temperature requirements,” Chapman 
offers. “It could be possible for ASCs 
to provide ... the other vaccines that 
are possibly downstream.”

AAAHC does not require 
accredited organizations to create 
vaccine mandates. “Many hospitals 
actually require 100% of clinical 
staff to be vaccinated,” Chapman 
notes. “However, we encourage 
the identification of staff who have 
refused the vaccine, and there should 
be some mitigation in terms of 
what you do if someone refuses the 
vaccine.”

With flu vaccines, organizations 
might move staff who refuse the shot 
to work in non-contact roles, or they 
might be required to wear a mask. 
Regardless, surgery centers likely will 
continue to direct all staff to wear 
personal protective equipment (PPE), 
including masks, through most of 
2021, or until the pandemic ends.

“We have to get to the point 
where enough people have been 
vaccinated that the transmission rate 
and diagnosis rate are low,” Chapman 
explains.

Accredited organizations 
should not become lax in their 
PPE requirements during the long 
period in which the United States 
is vaccinating the public while still 
battling COVID-19 infections, 
hospitalizations, and outbreaks. “I 
hope people are not being reckless 
now, mistakenly assuming that in 
a month or two everything will 
be good,” Chapman says. “It will 
take many months to have people 
vaccinated and to lower the risk of 
clinical individuals providing care.”

AAAHC has been developing 
a COVID-19 readiness checklist 
that covers most of the tasks 
organizations need to handle during 
the pandemic.2 “It was developed for 
organizations that were closed due to 
state regulations and then reopened,” 
Chapman says. “It’s the type of thing 
AAAHC is doing to stay current with 
COVID-19 challenges.”  n
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