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Surgery Centers Will Serve More 
Obese Patients, Must Understand 
Comorbidities, Risk Factors

The obesity rate increased from 
30.5% in 1999-2000 to 42.4% 
in 2017-2018.1 Ambulatory 

surgery centers (ASCs) can expect to 
see more of these patients. As more 
complex procedures can be performed 
in ASCs, leaders should learn about 
comorbidities among obese patients 
and the risk factors associated with 
performing complicated surgery on this 
group.

Research suggests that although 
obese patients may not be at a higher 
risk of 90-day medical complications 
after outpatient joint arthroplasty, 
morbid obesity makes it more likely 
that an orthopedic patient undergoing 
outpatient surgery ends up with an 
overnight stay.2,3

In a recent paper on identifying 
high-risk patients for ambulatory 
surgery, the author pointed to increased 
longevity and rising prevalence 
of obesity as factors that result in 
surgery patients with a wide variety of 
comorbidities who need to undergo 
complex ambulatory procedures.4

“The goal is to identify these 
patients ahead of time and to have a 
pathway in place that fits your surgery 
center,” says Niraja Rajan, MBBS, 
associate professor in the department 
of anesthesiology and perioperative 
medicine at Penn State University. 
“Obesity is one of those comorbidities 
that would be listed when surgeons 
see patients in their clinic. If the 
BMI [body mass index] is over the 
cutoff, then they are not eligible for 
ambulatory surgery. If it’s under the 
cutoff, then there are graduations of 
risk.”

Most ambulatory surgery centers 
will use a BMI of 50 kg/m2 as the 
cutoff, often based on the capacity of 
their equipment. But patients with a 
BMI between 40 kg/m2 and 50 kg/m2 
also are at higher risk of postoperative 
complications. Before scheduling a 
procedure, ask if these patients have 
been tested for obstructive sleep apnea. 
If patients have been diagnosed with 
the condition, ask whether they use 
a continuous positive airway pressure 
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device. If patients are hypertensive, 
are they controlling the condition 
with medication regularly? If 
they are diabetic, is the condition 
properly managed?

Rajan notes patients with 
these comorbidities who are not 
managing the conditions are at risk 
for postoperative problems. These 
patients could be left off the surgical 
schedule until those conditions are 
better managed. Rajan suggests 
basing actions on the individual 
patient and procedure. 

ASCs should review their policies 
and procedures for handling obese 
patients, including reviewing 
guidance from professional 
associations. 

To start, administrators could 
review the Metabolic and Bariatric 
Surgery Accreditation and Quality 
Improvement Program (MBSAQIP), 
a national accreditation standard 
created by the American College 
of Surgeons and the American 
Society for Metabolic and Bariatric 
Surgery (ASMBS). “These guidelines 
outline the equipment, process, 
and structure requirements for 
bariatric accreditation,” says 
Shanu N. Kothari, MD, FACS, 
FASMBS, president-elect of the 
ASMBS. “Currently, we have over 
750 accredited programs in the 
U.S. There is also a MBSAQIP 
ambulatory surgery center 
accreditation that can be earned for 
outpatient centers.”

Administrators may need to 
purchase certain equipment to 
treat obese patients. Staff must 
be trained to use this equipment, 
which includes bariatric gurneys and 
other machinery for moving heavy 
patients. Many surgery centers 
might already own a device called 
the laryngeal mask airway (LMA).

Meredith Joyner, MSNA, 
CRNA, owner of Anesthesia 

Solutions, PLLC in Richmond, 
VA, has used LMAs. Recently, she 
worked with colleagues to study 
whether these devices are safe for 
obese patients.5 

They assessed 1,004 general 
anesthesia cases performed in 
a freestanding urology center, 
comparing the incidence of various 
problems in obese patients and 
healthy-weight patients. 

Joyner and colleagues found 
there was no difference between 
these two groups in the incidence 
of aspiration, laryngospasm, and 
inadequate ventilation leading to 
intraoperative changes in airway 
management.5

“It’s less invasive, a softer tube, 
and it doesn’t go through the vocal 
cords,” Joyner says LMAs. “It’s 
easy to put in. When you put in a 
tracheal tube, the standard of care is 
to use a paralytic. In this case [using 
the LMA], you don’t have to use a 
paralytic.”

When surgeons do not have 
to use a paralytic, that helps staff 
better manage patients’ sedation. 
Specifically, if a patient is not on 
a paralytic, then a member of the 
surgical team may notice a patient’s 
finger or toe moving during a 
procedure. This indicates the patient 
may not be entirely sedated.

Using endotracheal tubes is a 
more invasive method of airway 
management, says Joel Gill, DNAP, 
CRNA, staff anesthetist at Virginia 
Commonwealth University Health 
in Richmond.

“Each method for airway 
management has positives 
and negatives,” Gill explains. 
“Endotracheal tubes are appropriate 
for a lot of settings, but for this 
setting, [using LMAs] has more 
pluses than minuses compared to 
the endotracheal tube.” Still, Gill 
notes the LMA may not be best 
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for all obese patients. “Do your 
homework. If you select the right 
patients, you can make their surgical 
experience a little easier and avoid 
complications,” he says.

Before a procedure, surgeons 
could schedule obese patients 
into prehabilitation to help build 
strength, lose some weight, and 
possibly reduce the chance for 
postoperative problems. 

Kothari notes multidisciplinary, 
team-based weight loss goals are 
different from mandated weight loss 
programs and goals set by insurance 
plans. He argues insurance program 
goals are not based on evidence and 
are barriers to care.

“Some people can lose 40 to 50 
pounds over three months if they 
have that much time before the 
procedure,” Rajan reports. “It’s all 
the more reason why we have a really 

nice decision-making algorithm in 
place to identify, prehabilitate, and 
to know when to say ‘no’ in patient 
in selection.”

Surgery centers also should be 
prepared for the times when obese 
patients need to be admitted to a 
hospital. 

“Be thoughtful in your patient 
selection, [employ] experienced 
providers who know how to deal 
with any consequences, and have a 
contingency plan if things go badly,” 
Joyner says.

“Outpatient surgery centers 
should have a transfer agreement 
with hospitals and health systems 
that can accommodate patients on 
the rare occasion there needs to be 
an escalation of care,” Kothari adds. 
“This provides peace of mind for 
both patients and providers and 
seamless care for patients.”  n
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New Topics Added Weekly

Toolkit Offers Guidelines to Surgery Centers 
Treating Obese Patients

A recently released toolkit  
 contains new, evidence-

based guidelines to inform surgical 
considerations for obese patients.1

Issued by the Accreditation 
Association for Ambulatory Health 
Care (AAAHC) in January, the six-
page trifold includes a flowchart with 
guidance on body mass index (BMI), 

sedation levels, and pre-existing 
conditions. 

One section is called “Preopera-
tive and Intraoperative Consider-
ations.” It mentions the Society 
of Anesthesia and Sleep Medicine 
guidelines that are relevant to 
obstructive sleep apnea (OSA) and 
obese patients:

• “Known or suspected OSA 
should be considered an independent 
risk factor for difficult intubation, 
difficult mask ventilation, or both. 
Providers should take adequate 
difficult airway management 
precautions.”

• “Patients with OSA may be at 
increased risk for adverse respiratory 

http://bit.ly/3b56o3G
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events from the use of propofol or 
other medications for procedural 
sedation.”

• “When applicable, regional 
anesthesia is preferable over general 
anesthesia in patients with OSA.”

It is important to identify OSA 
before surgery. While recovering and 
managing pain with medication, 
these patients should use their CPAP 
devices more often, even if they are 
napping during the day.

There are multiple other 
comorbidities surgeons must 
consider when treating obese 
patients, including diabetes, 
hypertension, sepsis, and renal 
insufficiency. For obese patients 
with diabetes and renal insufficiency, 
wounds might heal slower. This can 

cause problems such as sepsis. A key 
change in 2021 is the inclusion of 
a section about COVID-19 and its 
potential effects on obese patients. 
“The effects of COVID are becoming 
more and more known, and there 
are long-term effects that involve 
more than the respiratory system,” 
says Cheryl Pistone, RN, MA, 
MBA, clinical director at AAAHC. 
“[COVID-19] can affect the heart, 
liver, kidney, brain, and endocrine 
system.”

When surgery centers provide 
care to an obese patient who has 
recovered from COVID-19, they 
are more likely to experience 
complications because of their 
weight and the infectious disease. 
“Beware of clotting and impaired 

organ function if they had COVID,” 
Pistone notes.

There can be additional risks 
when treating obese patients, but 
surgeons can operate on these 
patients safely by following proper 
guidelines. “You have to decide on 
that continuum of which patients are 
safe for surgery in this environment 
and which are not,” Pistone 
explains. “As we do more orthopedic 
procedures in ambulatory surgery 
centers, I think we’ll see more obese 
patients.”  n
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Assess and Address Patients’ Risk  
Factors Collaboratively

A procedure performed in an  
 ambulatory setting does not 

necessarily mean it is dangerous, 
but a patient with pre-existing 
conditions and comorbidities 
could transform a routine surgery 
into something riskier. Presurgery 
assessments can reveal issues related 
to high risk for transfer, readmission, 
and overnight stay.

“It’s nice if you have a pathway in 
place involving multiple disciplines, 
including the anesthesiology group, 
the local primary care practice, and 
a cardiologist in case the patient 
needs a consult,” says Niraja Rajan, 
MBBS, staff physician at Penn State 
Health, and medical director of 
Hershey Outpatient Surgery Center. 
“I tell surgeons that as soon as they 
see patients in their clinics, they 
could set that ball in motion to 
give us more time to optimize the 
patient.”

Because the goal of ambulatory 
surgery is to send the patient home 
on the same day as the procedure, 
staff must assess risks that could 
derail those plans. “You need to 
make sure you’re not taking care of 
someone who cannot withstand the 
procedure you are about to perform 
on them so they [do not] end up 
getting transferred back to the 
emergency department,” Rajan says.

Through prehabilitation, surgery 
centers can address exercise capacity, 
nutritional status, mental health, and 
manage expectations. 

“A lot of prehabilitation programs 
will ask patients to increase activity, 
as permitted, before surgery. 
They give nutritional advice to 
help [patients] eat better so they 
don’t come into surgery in a poor 
nutritional state,” Rajan explains. 
“Some require behavioral therapy. 
Although there’s not strong evidence 

in favor of that, it could be useful 
in some populations.” For instance, 
cognitive behavioral therapy 
could help patients manage their 
expectations for post-surgical pain 
and outcomes. It could prevent 
patients from returning to the 
emergency department or acute 
care setting because they did not 
understand what they were supposed 
to do after a procedure.

One of the most important risk 
factors to assess is frailty, which 
concerns how well a patient can 
handle a procedure. “If they start out 
frail, they’re not very resilient, and 
even normal stresses of surgery may 
be too much for them to handle,” 
Rajan cautions.

Sleep apnea is another risk 
factor. If a surgical patient has sleep 
apnea and has not been using a 
CPAP device, then clinicians could 
encourage the patient to use one. 

http://bit.ly/2N3hluw
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“If the procedure is painful, and the 
patient [with sleep apnea] requires 
opioid pain medication, the person 
may not be able to be discharged 
on the same day,” Rajan explains. 
“We don’t want to send them home 
to take opioid medication and then 
have them run the risk of falling 

asleep and having obstructions of 
airways.”

It helps if the surgery center cre-
ates a decision-making algorithm, 
customized to make decisions 
regarding patients’ risk factors. For 
example, some surgery centers do 
not have the equipment to handle 

obese patients. Leaders can choose 
to either purchase the necessary 
equipment, or exclude these patients 
from same-day procedures. “If we’re 
going to start seeing bigger patients, 
we need to make sure we have the 
equipment to deal with them,” Rajan 
says.  n

Pandemic-Era Infection Prevention Practices 
Should Continue

Even if the COVID-19 pandemic 
ends soon, surgery centers likely 

will need to maintain the same level 
of infection prevention vigilance 
they have practiced for more than a 
year.

“I wouldn’t say indefinitely, 
but personal protective equipment 
[PPE] will be here for a long time,” 
says Denise Ricketts-Goombs, 
RN, MPH, CIC, a consultant in 
infection control, risk management, 
quality improvement, and patient 
safety in Wellington, FL. “Even as 
patients are vaccinated, and even 
with a vaccinated staff, there is 

still a possibility that there could 
be infection. Because someone is 
vaccinated, you won’t use less of a 
precaution, so I think we’ll see the 
use of high-level PPE for a long 
time.”

“Organizations have had a year 
or more of experience now in terms 
of how to safely provide care to 
their patients and to also have a 
safe environment for clinical and 
medical staff,” says Frank Chapman, 
MBA, director, strategic planning 
for Ohio Gastroenterology Group, 
Inc. in Columbus. “When this virus 
broke out in 2020, we saw that 

organizations updated infection 
prevention and control plans and 
risk management plans. Evacuation 
plans also have had to change 
because you don’t want tight groups 
of people evacuating a building.”

As conditions changed and 
new information became available, 
surgery leaders refined processes 
along the way. What may have 
seemed unusual one year ago likely 
has become the new normal to staff 
and patients. “I think that process, 
depending on what they’re doing and 
the population of patients they’re 
seeing, would be applicable whether 
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or not a new COVID variance causes 
a spike in cases,” Chapman says. “It 
is something we probably should 
have been doing all along.”

Pointing to national data showing 
record low levels of influenza cases 
in the United States, Chapman 
notes wearing PPE and practicing 
more stringent infection prevention 
techniques has made patients 
safer than they were before the 
COVID-19 pandemic. The CDC 
reported in mid-February that 
patient visits to healthcare providers 
for influenza-like illness were down 
to about 1.1%, compared with a 
previous national baseline of 2.6%.1 

Hand hygiene, always an 
important part of infection 
prevention, has been especially 
important during the COVID-19 
pandemic. 

“Since the pandemic, I have seen 
an increase in compliance in hand 
hygiene among the centers that I 
visit,” Ricketts-Goombs reports. 
“The reason why is that people are 
more aware and more concerned 
with regard to COVID-19.”

These infection prevention 
improvements and staff compliance 
with those updated policies show 
surgery centers have learned a great 
deal about better ways to provide a 
safe environment for patients and 
staff.

“When the pandemic does 
abate, I do hope that most centers 
maintain this high level of attention 
to hand hygiene and infection 
control methods,” Chapman 
says. “In the past, especially in 
nonsterile environments, a surgery 
center’s practices might be lax 
when compared with the sterile 
environment. I think everyone 
has had to step up their infection 
prevention practices.”

Another prevention practice 
that has greatly improved is surface 

disinfection. “Something even as 
basic as surface cleaning — we’ve 
upped that. That’s something we 
should have been doing all along,” 
Ricketts-Goombs says. “There are 
infections like hepatitis and MRSA 
that stay on surfaces. Because we 
didn’t have as rigorous of cleaning 
before, patients or employees could 
acquire infection. It’s advantageous 
to maintain the meticulous 
cleaning.”

Moving forward, there are other 
ways to maintain and improve 
infection prevention practices:

• Clear communication. “Some 
surgery centers have a COVID team, 
and that team is responsible for 
making sure they follow all updates 
and executive orders,” Ricketts-
Goombs says.

Whether a surgery center employs 
a COVID-19 team or infection 
prevention team, this group can help 
staff maintain best practices through 
clear communication.

“One best practice is to have 
a pandemic binder with someone 
responsible for updating the 
information,” Ricketts-Goombs 
says. “Every week or so, there have 
been new recommendations, so 
an updated binder can be the one 
source of truth where employees or 

physicians can go to see what are the 
most up-to-date recommendations.”

It is important for leaders 
to maintain open lines of 
communication with the staff so 
they feel comfortable approaching 
administrators to discuss their 
concerns. 

Additionally, the infection 
prevention team can celebrate 
successes, such as X number of days 
with no infections, and encourage 
staff to keep up best practices.

• Seek professional help. 
“Access to professionals in infection 
prevention and control is extremely 
important right now,” Chapman 
says. 

For example, the AAAHC asks 
managers who oversee prevention 
programs receive specific training in 
infection control. 

“It’s valuable to get a second set 
of eyes on policies and procedures,” 
Chapman says. “To have access to 
an expert is extremely important in 
times like this.”

• Encourage staff to become 
vaccinated. Even among healthcare 
professionals, there has been some 
vaccine hesitancy. Surgery center 
leaders need to encourage staff to 
become vaccinated as soon as they 
are eligible.

“The sooner more people get 
vaccinated, the sooner we can get to 
that point where we’re looking for 
that normal life again,” Ricketts-
Goombs says.

• Review policy and procedures 
often. Typically, risk management, 
infection prevention, and other 
safety procedures were reviewed 
annually — until the COVID-19 
pandemic. Now, that guidance 
should be reviewed and updated 
much more often.

“Once a year is inadequate right 
now,” Chapman says. “Things have 
to be fluid. You will need to look 

SURGERY 
CENTERS HAVE 

LEARNED A 
GREAT DEAL 

ABOUT HOW TO 
PROVIDE A SAFE 
ENVIRONMENT 
FOR PATIENTS 

AND STAFF .



42   |   SAME-DAY SURGERY® / April 2021                 ReliasMedia.com         ReliasMedia.com             SAME-DAY SURGERY® / April 2021   |   43

Assess Reduce
Healthcare RISK 

Episode 16: Nurses’ Social Media Missteps Can Harm Patients
 – and the Profession

www.reliasmedia.com/podcasts

Listen to our free podcast! 

Manage 

at your infection prevention and 
control processes and other surgery 
center activities more often.”

If there is a necessary change, 
it should be made immediately. 
“Don’t wait for the quarterly board 
meeting,” Chapman suggests. 
“Surgery centers need to be nimble.”

Leaders must adapt to the latest 
science and make changes as soon as 

possible. Once the change is made, 
surgery center leaders should educate 
staff and refer them to resources with 
additional information, such as a 
COVID-19-centric binder that is 
easily accessible. 

“If it’s not communicated to staff, 
it doesn’t make sense,” Ricketts-
Goombs cautions. “They should have 
documentation, either electronic or 

on paper, that shows the changes 
have been communicated to 
employees.”  n
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CMS Report Confirms Need for CRNAs

Tens of thousands of nurse 
anesthetists helped care for 

critically ill patients during the 
COVID-19 pandemic, making 
certified registered nurse anesthetists 
(CRNAs) among the top specialties 
that served Medicare patients in 
non-telehealth during the first few 
months of the pandemic, according 
to a report by the Centers for 
Medicare & Medicaid Services 
(CMS).1

“I think this supports what 
we’ve known for a while,” says 
Randall Moore, DNP, CRNA, 
MBA, chief executive officer of the 
American Association of Nurse 
Anesthetists (AANA). “Nurses and 
nurse anesthetists are intimately 
and deeply involved in healthcare 
and in the global pandemic and 
healthcare crisis. The CMS report 
illustrates the growth and impact 

of nursing anesthesia in the United 
States.” From March through June 
2020, many nurse anesthetists 
were redeployed from operating 
rooms and ASCs to hospital ICUs 
and critical care units (CCUs). 
Some anesthesiologists and surgery 
centers helped hospitals turn 
surgical anesthesia machinery into 
respirators for COVID-19 patients. 
Nurse anesthetists became frontline 
workers, helping these patients 
with intubation and mechanical 
ventilation.

When the pandemic started, 
many states suspended elective 
surgeries, which meant some 
CRNAs were furloughed, says 
Melissa Ramirez Cooper, MBA, 
director of public relations and 
communications for AANA. “Many 
of the CRNAs furloughed used that 
time to volunteer, providing relief in 

states hit hard with COVID patient 
surges,” she says. “Throughout the 
pandemic, CRNAs had gained 
recognition in national news media 
for their critical role in caring for ill 
patients.”

Also during the pandemic, CMS 
waived the physician supervision 
requirement for CRNAs, and many 
state governors issued executive 
orders enabling CRNAs to practice 
within the scope of their license.

“If you had told me three years 
ago that all of this would happen, I 
would tell you it was nuts, but they 
were exhausting resources at that 
time. Nurse anesthetists were doing 
things we don’t usually do,” Moore 
says.

One study of nurses in 
Massachusetts, Pennsylvania, 
Illinois, and other states revealed 
hospitals struggled to find skilled 

http://www.reliasmedia.com/podcasts
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nurses for their ICUs during the 
early months of the pandemic. 
Staff trained and redeployed nurses, 
including CRNAs, from endoscopy 
suites, cardiac catheterization, and 
other sites.2 Perioperative nurses 
became part of proning teams 
that repositioned patients with 
COVID-19 to lie face down to 
facilitate easier breathing.

The Veterans Health 
Administration issued guidance to 
VA medical facilities to give CRNAs 
full practice authority to provide 
anesthetic care.3 

“They took significant risks 
to take care of patients, who 
frequently were very ill and required 
intubation,” Moore explains. 
“Putting in a breathing tube is a 
dangerous procedure because you’re 
in the patient’s airway, which is how 
the virus spreads.”

The AANA was aware of nurse 
redeployment mostly through 
anecdotal evidence, not through 
hard data. “The data on this are not 
very good because the redeployment 
happened so quickly. We have sent 
some surveys out about it,” Moore 
says.

As the pandemic continued 
and knowledge about COVID-19 
treatment evolved, hospitals stopped 
using ventilators as often, but 
CRNAs still were called to ICUs 
when areas experienced case surges.

For example, hospitals in Iowa 
experienced a surge of COVID-19 
patients after Thanksgiving. There 
were not enough clinicians at 
some facilities to handle the load. 
Administrators asked CRNAs and 
student nurse anesthetists to help 
staff the ICUs.4

The redeployments, the ongoing 
pandemic, and the emotional toll of 
working with sick and dying patients 
have led to stress and burnout 
among nurses. “I’ve talked with 

nurse anesthetists who were stretched 
very thin,” Moore says. “A crisis is 
one thing, but a sustained crisis over 
[a year] has an accumulative stressful 
impact.”

Stress from the pandemic 
affects even nurses who were not 
redeployed. “The stress they’re feeling 
is uncertainty about what’s going to 
happen in the community or in the 
hospital that might require them 
to stop elective surgery,” Moore 
observes.

Surgery center nurses also worry 
about what might be ahead. Their 
workplace could shut down because 
of another COVID-19 surge. They 
could be asked or be required to 
redeploy to an ICU if their employer 
is part of a health system. Their 
surgery center may have to handle 
a flood of surgery cases that were 
delayed.

“There is a backlog of surgical 
cases, and we think this backlog 
will persist well into 2022,” Moore 
predicts. “There will be a lot of 
surgical centers doing a lot of cases.”

All these factors that contribute 
to nursing stress should be viewed 
in the context of a national nursing 
shortage that began before the 
COVID-19 pandemic started.

“The nursing shortage is a big 
concern for us, and it’s one of the 
things we’re talking about the most 
right now,” Moore says. “Baby 
boomers increasingly are retiring, 
and they’ll increasingly consume 
healthcare services.”

There likely will be a significant 
uptick in demand for surgical 
and other healthcare services that 
outpaces the supply of new nurses. 
Plus, the pandemic has driven some 
nurses out of their profession. A 
survey from July 2020 revealed 
a sharp rise in the number of 
nurses who reported they were 
considering quitting the profession.5 

“The question is, ‘Will we have 
enough nurse anesthetists to take 
care of patients?’ For me, it’s very 
concerning.” Moore says. “Across all 
healthcare providers, including nurse 
anesthetists, we are asking more of 
them now than we ever have in the 
past. They are exposing themselves 
and their families to COVID-19 
because they can’t isolate or work 
from home.”

Moore worries about the lack 
of attention to the mental well-
being of all healthcare professionals 
and how the industry will address 
the issue. Surgery center leaders 
should intentionally focus on their 
employees’ mental health and well-
being.

“Talk with staff, provide resourc-
es, so they know you care and they 
know where to go for help,” Moore 
says. “Above all else, make sure 
providers are being taken care of and 
that you are providing resources for 
them.”  n

REFERENCES
1. CMS.gov. New CMS report 

highlights four years of 

accomplishments in  

healthcare. Jan. 13, 2021.  

http://go.cms.gov/3poRYQX

2. Retzlaff KJ. Staffing and orientation 

during the COVID-19 pandemic. 

AORN J 2020;112:206-211.

3. Congressional Research Service. Full 

practice authority for VA registered 

nurse anesthetists (CRNAs) during 

the COVID-19 pandemic. May 27, 

2020. https://bit.ly/3rEB0zs

4. Nicpon J. Iowa’s nurse anesthetists 

switch gears during pandemic. 

University of Iowa College of 

Nursing. Dec. 14, 2020.  

http://bit.ly/2Z405b4

5. Ford M. ‘Even more’ nurses 

considering quitting the profession, 

survey reveals. Nursing Times. July 

17, 2020. http://bit.ly/2LAuAlE

http://go.cms.gov/3poRYQX
https://bit.ly/3rEB0zs
http://bit.ly/2Z405b4
http://bit.ly/2LAuAlE


44   |   SAME-DAY SURGERY® / April 2021                 ReliasMedia.com         ReliasMedia.com             SAME-DAY SURGERY® / April 2021   |   45

Experts Explain How Surgery Centers Can 
Improve Reprocessing Procedures

Two experts recently shared 
information about reprocessing 

surgery center equipment: Scott 
Jackson, executive director of 
surgical solutions for Henry Schein 
in Greenville, SC, and Ken Diebner, 
vice president of sales, Provision 
Device Reprocessing Solutions, Inc. 
in Bend, OR. 

(Editor’s Note: This transcript 
has been lightly edited for length and 
clarity.)

Same-Day Surgery: How has the 
COVID-19 pandemic affected the way 
surgery centers reprocess equipment?

Jackson: Surgery centers are 
continuing to adopt reprocessing 
initiatives for a variety of reasons. 
The increase in device-intensive 
procedures in surgery centers, such 
as orthopedics, spine, and cardiac, 
has elevated the demand for single-
use device reprocessing (SUD) 
because of its cost-effectiveness for 
these devices. Orthopedic growth 
is concentrated in an outpatient 
setting, and cardiac procedures are 
continuing to shift from office-based 
laboratories to ambulatory surgery 
center (ASC) settings.

Also, patient care delivery 
methods continue to shift to 
convenient settings. As centers are 
navigating the post-COVID-19 
landscape, SUD reprocessing can 
help effectively manage the evolving 
caseload. 

Diebner: The most significant 
trend within these surgery centers 
is the desire to reprocess orthopedic 
devices. There are three main 
reasons why orthopedic devices are 
reprocessed. 

First, orthopedic procedures 
usually are the largest volume 
procedure within an ASC. Second, 

there are more SUDs used in 
orthopedic procedures than in any 
other procedure. Third, the SUDs 
used in orthopedic cases are typically 
among the most expensive of SUDs 
used.

COVID-19 also has had a 
tremendous impact on surgery 
centers, amplifying the desire to 
adopt a reprocessing initiative. The 
drop in Medicare reimbursement, 
along with additional safety measures 
needed for patients and staff, has 
shined a light on the benefits of 
engaging in a reprocessing initiative.

During the height of the 
pandemic, many hospitals and 
surgery centers across the country 
canceled or delayed surgical 
procedures, resulting in a significant 
loss of revenue and profit for surgery 
centers. 

As the market began to reopen 
in May and June 2020, surgery 
centers began investing in additional 
personal protective equipment (PPE) 
measures and practices to protect 
their staff and patients, in turn 
increasing operating costs.

Then, at the start of 2021, 
the provider community was 
hit with reductions in Medicare 
reimbursement for surgeon fees and 
procedural reimbursement. Each of 
these aspects weakened the financial 
viability of surgery centers, causing 
these centers to find ways to offset 
the loss in profitability.

SUD reprocessing often is 
recognized as the single most 
significant source of ongoing savings 
within a surgery center. 

Today, facilities that engage in a 
reprocessing initiative are expanding 
the scope of devices they collect, and 
facilities that never implemented 

a reprocessing program are now 
exploring how.

SDS: On reprocessing, how do 
surgery centers excel, and where is there 
a need for improvement?

Jackson: The surgery centers 
that tend to gain the most from 
SUD reprocessing are those that 
have surgeon and staff buy-in. 
Implementing SUD reprocessing 
requires a degree of change 
management, which needs to be 
driven by the staff and surgeons. 
Once this buy-in occurs, then the 
savings can begin to accelerate.

Diebner: Surgery centers are 
getting it right by simply engaging 
in a reprocessing program. But to 
reap the maximum benefits, surgery 
centers need to engage across the 
full spectrum of devices that can be 
reprocessed. Many surgery centers 
simply check the box that they are 
reprocessing, but sometimes fail to 
manage the program for maximum 
savings. 

For example, a facility may 
reprocess their arthroscopic shavers 
and abraders, as well as their 
arthroscopic trocars and cannulas, 
but overlook the significant savings 
available from collecting and 
reprocessing devices such as the 
bipolar sealers, ablation wands, carpal 
tunnel release blades, saw blades, 
drill bits, burs, rasps, reamers, suture 
lassos, guide wires, and guide pins.

SDS: Are there problems with 
manufacturer’s reprocessing instructions 
that surgery center leaders should 
address?

Diebner: All surgical facilities 
reprocess reusable devices within 
their centers and must follow 
manufacturer guidelines for 
reprocessing these types of devices. 
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However, SUD reprocessing is 
performed by third-party FDA-
licensed, FDA-cleared companies. 

Surgery centers collect SUDs, 
cleanse the devices to remove any 
blood or bioburden, and send 
the devices to the reprocessing 
company. The reprocessing company 
refurbishes the devices and brings 
them back to a condition that is 
substantially equivalent to that of 
new devices.

Misunderstandings surrounding 
the use of reprocessed SUDs usually 
surround the misconception that 
reprocessed devices are not as good as 
the original device. In fact, the exact 
opposite is true. In a study by Banner 
Health in Arizona, it was found that 
new devices fail as much as five times 
more frequently than reprocessed 
devices.1

SUD reprocessing companies 
go to great lengths to overcome 
this misconception. First, the FDA 
requires proof that the reprocessing 
company can provide a product 
that is substantially equivalent to 
that of a new device in the areas 
of form, fit, and function. Second, 
the reprocessing company must be 
licensed by the FDA. Third, the 
reprocessing company must secure 
premarket clearance from the FDA 
to market their devices in a process 
known as a 510(k) submission, just 
as the original manufacturer does.

SUD reprocessing involves 
processes that go far beyond just 
decontaminating and cleaning used 
devices. Each device is completely 
refurbished to ensure that it will 
function like that of a new device. 
Each device also is inspected under 
a microscope from the distal tip at 
one end to the proximal tip at the 
other end to ensure that there are no 
microscopic flaws in the device that 
may cause the device to malfunction. 
Each device is tested to ensure that 

it performs as expected. In com-
parison, when an original equipment 
manufacturer produces devices, they 
may have production runs of 10,000 
units or more. Since it is impossible 
to check every device, their quality 
team selects random samples from 
the production run. If those samples 
pass their quality parameters, then 
the entire production run is cleared. 
Unfortunately, this process misses 
certain devices that should not have 
been cleared and, thus, accounts for 
the reason why new devices fail as 
much as five times more frequently 
than that of reprocessed devices.

The second misconception is that 
the use of reprocessed devices may 
cause a higher rate of postoperative 
infection than that of new devices. 
This is usually driven by fear, that 
if something were to go wrong 
or a patient were to contract a 
postoperative infection, the surgery 
center would be at risk. 

The reality is that reprocessed 
devices are sterilized in the same 
way that new devices are sterilized. 
Devices from original equipment 
manufacturers and reprocessing 
companies [are sterilized with] 
ethylene oxide gas. We each use 
what is referred to as the standard 
overkill method, meaning that we 
expose devices to ethylene oxide gas 
for twice the amount of time that it 

takes to achieve a sterility assurance 
level (SAL) of 10-6. This means that 
there is only one in 1 million chance 
of a spore surviving ethylene oxide 
sterilization. It is the highest level of 
sterilization that can be achieved on 
Earth. One can only get beyond 10-6 
SAL if they sterilized products in a 
vacuum.2

SDS: If you could give surgery 
center leaders one important piece of 
reprocessing advice, what would it be?

Jackson: As device-intensive 
procedures become more prevalent 
in ASCs, it is important that ASC 
leaders determine how they will 
manage the escalating cost of devices. 
SUD reprocessing should play a 
role in an ASC’s strategy in helping 
control these device costs. There 
are many benefits, including cost 
containment and environmental 
sustainability.

Diebner: It is important 
that surgery center leaders and 
reprocessing staff obtain support 
from the surgeon owners and 
administrators in their centers. 
Surgeon owners and administrators 
can, and should, help drive this 
initiative. Surgery center leaders must 
explain the reprocessing initiative to 
their staff, detailing the benefits that 
it will produce for the center. 

For example, they should explain 
to their staff that the center will save 
a significant amount of money. These 
cost savings will allow the facility 
to enhance patient care, purchase 
unbudgeted capital equipment, or 
pay for staff salaries. Surgery center 
leaders also should educate their 
staff on the full scope of devices 
that can be reprocessed, monitor 
the progress of the program, and 
coach their teams on what needs to 
change to maximize savings. If this 
comes from the top down to the OR 
techs, a reprocessing initiative will be 
extremely successful.  n

SURGERY 
CENTER LEADERS 

MUST EXPLAIN 
TO STAFF THE 
BENEFITS OF 

REPROCESSING 
INITIATIVES .



46   |   SAME-DAY SURGERY® / April 2021                 ReliasMedia.com         ReliasMedia.com             SAME-DAY SURGERY® / April 2021   |   47

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.

 n Research suggests need for PACU 
nurse training

 n Risk factors that predict same-day 
surgery failure

 n Quality improvement  
compliance tactics

 n How to return to full  
operating rooms

COMING IN FUTURE MONTHS

Orthopedic Excitement in 2021
By Stephen W. Earnhart, RN, CRNA, MA 
CEO, Earnhart & Associates, Austin, TX

Even during the COVID-19 
pandemic, there are some really 

exciting changes happening in our 
industry. Hopefully, you are up to 
date on the CMS changes regarding 
hospital-based vs. ASC-based 
surgical procedures and are gearing 
up. The chance to perform many 
new procedures is a game changer 
for everyone.

However, just because you can 
perform a hip replacement in an 
ASC now does not mean your 
facility can afford it. We are working 
with clients who are preparing 
for adding these new procedures. 
They are sending staff to training 
webinars, buying equipment, talking 
with architects about expansion, 
and blowing the dust off their state 
regulations. Consider these costs 
when preparing for expanding your 
procedures list.

Additionally, not every 
orthopedic surgeon wants to perform 
total hip procedures in an ASC. 
Many still are struggling with total 
knee surgery. Many total hip patients 
present with comorbidity issues 
that will not meet patient selection 
criteria, nor the surgeons’ comfort 
level. If you are in the market for 
total hip equipment, perhaps wait 
a little longer until your facility has 
shored up its policies and procedures 
and gauged interest from local 
surgeons.

Besides total hip surgery, there are 
many other orthopedic procedures 
CMS opened for ASCs in 2021. 
Most of these do not require the 
same equipment upgrade or pros-
thesis as total hip replacement. Talk 
with orthopedic surgeons about what 
procedures they are comfortable with 
or excited about.

It is critical to secure commit-
ment from surgeons before investing 
time and money in preparing facili-
ties for newly approved procedures. 
Surgeons can provide valuable input 
on equipment needs. Remove as 
many barriers to performing these 
cases in your ASC as possible. Once 

you have secured commitments and 
resources, move forward quickly. It is 
likely other centers in your area are 
courting surgeons to perform these 
new procedures, too. Do not let this 
exciting development pass you by. Be 
aggressive, but be smart.  n

(Earnhart & Associates is a consult-
ing 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. New research indicates which 

airway device can be used 

safely with obese patients?

a. Laryngeal mask airway

b. Endotracheal tubes

c. Bag-valve-mask ventilation

d. Combitube

2. Regarding obese patients, 

what should be considered 

as an independent risk factor 

for difficult intubation and/or 

difficult mask ventilation?

a. Bronchitis 

b. COVID-19 long-hauler

c. Cancer

d. Obstructive sleep apnea

3. A study revealed hospitals 

trained and redeployed CRNAs 

and other nurses in 2020 for 

what reason?

a. CRNAs are a low-cost 

alternative to ICU nurses.

b. There was an abundant supply 

of CRNAs and a shortage of CCU 

nurses in hospitals.

c. Some hospitals struggled to 

find skilled nurses for their ICUs 

during the early months of the 

COVID-19 pandemic.

d. Hospitals found CRNAs were 

better trained than other nurses.

4. The most significant trend 

within surgery centers 

regarding reprocessing is:

a. reprocessing single-use GI 

devices.

b. plans to reprocess spinal 

procedure devices.

c. desire to switch from products 

that can be reprocessed to 

single-use items.

d. desire to reprocess orthopedic 

devices.

CME/CE QUESTIONS
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