
Alert! Joint Commission, government
expect you to address patient safety
Same-day surgery disasters can be avoided — We tell you how

(Editor’s note: In this first part of a two-part series on medical errors, we tell
you about the new emphasis from an accreditation group, professional associa-
tions, and government groups. We also tell you about new guidelines on correct
site surgery. In next month’s issue, we’ll give you tips on how to use documen-
tation and education to enhance patient safety.)

AU.S. Navy submarine surfaces and hits a Japanese fisheries’
training boat. Nine people are killed, and 26 survivors are found
stranded amid the debris. Several contributing factors are iden-

tified: Policies and procedures were not followed; there were some ser-
vicemen who feared questioning their commanders. With civilians on
board, the servicemen were distracted and had an “altered purpose,”
and the checks and balances didn’t work.

Sound familiar?
“When you run into an event that is catastrophic, such as taking off

the wrong leg — something that really should not have happened —
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Patient safety has moved to the forefront of same-day surgery managers’
priorities as the Joint Commission on Accreditation of Healthcare
Organization implements new standards and the Health Care Financing
Administration looks at requiring all Medicare providers to have a patient
safety program.
• Any activities to make the patient environment safer, such as infection

control, can be designated as “patient safety activities.” Assign one per-
son to be a patient safety officer.

• To avoid medical errors, examine where your processes change to
accommodate different physicians. Empower staff to speak up when
they think something is wrong.

• To enhance safety, use simple discharge instructions and share them
with patients’ friends and family.
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if you look back on that particular day, they had
an altered purpose to the day,” says Claire C.
Yoder, BSN, JD, consultant and partner with
Vanot Consulting, Risk Management Services,
in Highland Village, TX. Yoder spoke at the
recent meeting of the Denver-based Association
of periOperative Registered Nurses (AORN) on
the topic, Medical Errors: System Solutions for
Ambulatory Care.

The altered purpose might be that there were
an unusual number of people in the department
or late start times, Yoder says. “That’s when you
have to be on your highest alert,” she cautions.

You almost always have a pre-existing condi-
tion or weakness that serves as a warning sign
before a same-day surgery disaster, she main-
tains. “And that’s why you have to pay attention
to even the small things that are going on in your
busy, busy day,” Yoder warns.

Ambulatory surgery is especially vulnerable to
patient safety issues because patients are often
discharged within a few hours, and often follow-
up is not as thorough as it should be, she says.
Same-day surgery experts point to the fact that
post-op calls are often made the day after surgery;
however, infections might not show up for several
days.

79% have seen physician error

According to an informal survey that Yoder’s
firm conducted of 50 outpatient surgery employ-
ees at three facilities (two freestanding and one
attached to a hospital), 79% of staff had seen an
error made by a physician that caused patient
injury; 36% said they were serious or fatal
injuries. And about half as many (48%) had seen
a nurse make an error that caused patient injury;
15% had seen a nurse error that resulted in seri-
ous injury or death. All of the respondents said
they had seen only one such error in their careers.

“We make the most mistakes in routine things
that we do every single day,” Yoder says.

Patient safety is moving to the top of the prior-
ity list of many same-day surgery managers for
the following reasons:

• The Joint Commission on Accreditation of
Healthcare Organizations has new patient safety
standards that will be implemented for hospitals
July 1, 2001. Sources say the standards will be
expanded to surgery centers by the end of the
year. (For more information on the Joint
Commission standards, see Patient Safety Alert,
enclosed in Same-Day Surgery, April 2001.)

• A new report from the Washington, DC-
based Institute of Medicine report says health
care providers should give greater attention to
systems that reduce risk and ensure safety.1 (For
information on how to access the report, see
resource box, p. 52.)

• The AORN has just approved a position state-
ment on correct site surgery, which recommends
that each member of the surgical team should ver-
bally verify the correct site. (See story, p. 51.)

• The Health Care Financing Administration
(HCFA) plans to require all Medicare providers
to have a safety program, according to Kathy
Bryant, JD, executive director of the Federated
Ambulatory Surgery Association in Alexandria,
VA.

Here are some steps same-day surgery programs
can take to reduce medical errors:

• Allocate resources for patient safety.
The Joint Commission standards require

resources to be allocated for patient safety, Yoder
emphasizes. “[It is] requiring that you integrate
patient safety activities and that you have a
proactive error reduction system, she says.

Many same-day surgery managers are unsure
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Send us your ideas 
for reducing errors

Do you have some innovative ideas for
reducing medical errors? Please share

them with your peers! Use the fax-back sheet
enclosed in this issue, or e-mail your ideas to
Joy Daughtery Dickinson, Managing Editor.
E-mail: joy.dickinson@ahcpub.com.  ■



how to document the amount money they’ve
spent on patient safety, other than showing the
education budget, Yoder says. Infection control 
is one area that you budget for, she points out.
Also,”if you get new or better supplies or equip-
ment because they’re safer for the patient, or you
do it in response to some risk that’s possible —
something’s old and worn out — that’s a patient
safety activity,” Yoder says. 

Many surgery centers have a safety program,
but the managers don’t refer to it by that name,
Bryant says. 

“For example, cleaning your sidewalks of snow
so someone doesn’t fall and break an ankle, check-
ing shelves for outdated drugs — these are things
all institutions do and certainly ambulatory
surgery centers, but we might not have labeled it
that,” Bryant says. “Under the upcoming HCFA
requirement, we’ll have to label it that.” 

As part of your patient safety program, weight
your technology purchases toward safer devices,
advises Lee Swanstrom, MD, clinical professor 
of surgery at Oregon Health Sciences University
and director of the department of minimally
invasive surgery at Legacy Health System, both
in Portland. For example, Legacy Health System
expedites purchases of energy sources that offer
safety advantages to patients. 

The cost of new supplies and equipment to
reduce needlestick injuries or the increased cost
per item can be documented as money spent on
safety, sources point out.

• Put a specific person in charge of safety.
Appoint a patient safety officer/chief safety

officer, Yoder suggests. This position, which can
be paid or unpaid, designates one person to mon-
itor safety activities, she says.

This position probably will be required under
the upcoming HCFA requirements, Bryant adds. 

• Expand peer review to nurses.
Some states, such as Texas, are requiring a peer

review system for nurses, Yoder says. “Peer
review involves more than just bringing in the
physician or nurse when a questionable event has
occurred,” she says. 

Reviewing charts and discussing clinical out-
comes are peer review activities, “so the activity
should be expanded and not just thought of as a
punitive setting,” she says.

• Review variations in processes.
Physicians often adapt surgical processes to

their own particular practice, Yoder warns. “Staff
do it one way for one doctor, and another way for
another doctor,” she says. 

“They can increase risk, and staff frequently
don’t have the process in place to review that,”
she says. 

Physicians shouldn’t become defensive when a
nurse says, “I shouldn’t do it differently for you,”
Yoder says. A patient safety officer can mediate,
she suggests.
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Have process in place 
for marking surgical site

New guidelines on correct site surgery from
the Association of periOperative Registered

Nurses (AORN) in Denver suggest that only the
correct surgical site should be marked. 

To reduce the opportunity for wrong-site surgery,
AORN recommends the following: 

• Involve the patient and/or family members/
significant others in identifying the correct site. 

• Use a specified, clear, unambiguous, indelible
method for marking only the correct surgical site. 

• Specify in individual facility policy and proce-
dure how, when, and by whom the surgical site is
to be marked. 

• Use a verification checklist immediately before
surgery. (See copy of the guidelines enclosed
in this issue.)

The new AORN guidelines recommend that
each member of the surgical team should verbally
verify the correct site. 

“One of the things that have been identified as
a factor that has caused errors to be made is too
much reliance on just surgeons to determine that,”
says Carol Petersen, RN, BSN, MAOM, CNOR,
perioperative nursing specialist at AORN’s Center
for Nursing Practice.

At New Iberia (LA) Surgery Center, “All the
nurses verify: on admission, in pre-op, and in the
operating room by the OR staff,” says Carllene
MacMillan, administrator.

The AORN statement isn’t meant to dictate spe-
cific policies and practices but provide guidance 
for facilities to develop their own, the organization’s
leaders emphasize. (For more information on
wrong-site surgery, see Same-Day Surgery,
January 1999, p. 13. For more information on the
campaign by the Rosemont, IL-based American
Academy of Orthopaedic Surgeons to reduce
wrong-site surgery, see SDS, September 1998,
p. 117.)

[Editor’s note: For more information on wrong-
site surgery, contact Carol Petersen at (800) 755-
2676, ext. 392. E-mail: cpeters@aorn.org.]  ■



• Empower staff to speak up.
While you don’t want members of your OR

teams to argue, some programs have gone in the
opposite direction and incorporated an atmo-
sphere of silence regarding questionable practices,
Yoder says. Pointing to a situation in Tampa, FL, in
which the wrong leg was removed from a patient,
she says, “some of surgical techs thought things
weren’t going right, but they didn’t think it was
their place to say so.” 

• Use simple discharge instructions, and
share them with the patient’s family members
or friends.

“Nurses can get distracted and busy and not do
more than hand a piece of paper to someone that
can get lost in glove compartment,” Yoder says.
Patients are often groggy, so with the patient’s
permission, involve family members or friends in
the discharge education, she advises. “Patients are
often distracted in the observation mode of look-
ing for infection and being alert to it,” she says.

“The quicker you get on top of it, the better your
situation will be.”

Discharge instructions should be as simple as
possible, Yoder says. For example, patients
should understand that they will have tender
wound sites and redness, she says. 

One of the problems with patient safety is that
many physicians and nurses don’t feel supported
in their work, Yoder says. “They’ve been beaten
down in the last few years, beaten down by every-
one trying to tell them how to run health care,” she
says. Attempting to meet all the insurance, govern-
ment, and other third-party demands has left them
overburdened, Yoder says. “This patient-caregiver
relationship needs to get back to [top] priority,”
she says.

Reference

1. Committee on Quality of Health Care in America,
Institute of Medicine. Crossing the Quality Chasm: A New
Health System for the 21st Century. Washington, DC; 2001.  ■

Fentanyl shortage may
extend recovery times

Some same-day surgery programs are reschedul-
ing elective surgeries, and programs might see

their recovery times extended as they face a critical
shortage of fentanyl and are forced to resort to
alternate drugs that are less effective. 

Fentanyl is a powerful, short-acting opioid used
as the principal anesthetic agent in hospitals and
ambulatory surgical centers across the country. The
Food and Drug Administration (FDA) attributes
the shortage to simply an increased demand in the
market. There has been more than a 50% void in
the marketplace as a whole, according to Tareta
Lewis, spokeswoman for Abbott Laboratories’ hos-
pital products division, a maker of fentanyl based
in Abbott Park, IL. 

According to a report published on-line in
Anesthesiology News (www.mcmahonmed.com),
unexpected demand coincided with one manu-
facturer’s decision to discontinue distribution of
fentanyl 2-mL ampules. ESI Lederle, a Radnor,
PA-based unit of American Home Products’
Wyeth-Ayerst Laboratories, still manufactures
this size; however, it will be distributed by Baxter
Pharmaceuticals as per a contractual agreement.

Anesthesiologists are reporting that these

52 SAME-DAY SURGERY ® / May 2001

For more information on reducing medical errors in
outpatient surgery, contact:
• Kathy Bryant, JD, Executive Director, Federated

Ambulatory Surgery Association, 700 N. Fairfax
St., Suite 306, Alexandria, VA 22314. Telephone:
(703) 836-8808. Fax: (703) 549-0976. E-mail:
kbryant@FASA.org. 

• Lee Swanstrom, MD, 503 N. Graham St., Suite
120, Portland, OR 97227. Telephone: (503)
288-6167. Fax: (503) 288-3437. 

• Claire C. Yoder, BSN, JD, Consultant and
Partner, Vanot Consulting, Risk Management
Services, 725 Country Glen Court, Highland
Village, TX 75077. Telephone: (214) 762-9639.
Fax: (972) 317-0626. E-mail: yopeau@gte.net. 

A free copy of the report, Crossing the Quality
Chasm: A New Health System for the 21st
Century, is available on the web: www.nap.edu/
catalog/10027.html. Click on the words “Open
Book, Read” under the image of the cover. At
press time, a hard copy could be ordered at a pre-
publication price of $50. It could be ordered at the
web site for a 20% discount. For more information
or to order, contact:
• National Academy Press, 2101 Constitution

Ave. N.W., Lockbox 285, Washington, DC
20055. Telephone: (888) 624-8373 or (202)
334-3313. Fax: (202) 334-2451. E-mail:
zjones@nas.edu.
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shortages are or will soon be impacting hospital
surgery schedules, explains Philip Weintraub,
spokesman for the Park Ridge, IL-based Ameri-
can Society of Anesthesiologists (ASA). Some
facilities are reporting critical shortages of even
alternate medications, he says. 

The shortage also is causing physicians to turn
to less-effective alternative drugs, which affects
patient discharge, Weintraub says. “When you
start using morphine and Dilaudid, you increase
time of patients in recovery room,” he says.

Morphine’s effects can last for hours because
it affects breathing and heart rate, Weintraub
says. Until those functions return to normal, the
facility won’t discharge the patient, he points
out. “It could put a strain on the outpatient
facility because the patient has to stay in there
longer,” Weintraub says. 

The ASA performed an informal survey of rep-
resentatives of the organization, covering a large
geographic area, and the majority responded that
they were experiencing a critical shortage of fen-
tanyl. There also are widespread shortages of
sufentanil and alfentanil, used to control pain
during and after surgery, among other uses, as
well as muscle relaxants, anti-nausea medica-
tions, and local anesthetics, according to the ASA.

Both the ASA and sources interviewed for this
story confirmed that facilities of all sizes and in
all locations are experiencing shortages. 

About six months ago, Harborview Medical
Center in Seattle ran out of 2 ml and 5 ml packages

of fentanyl, according to Bruce F. Cullen, MD,
chief of anesthesiology and ASA vice president for
scientific affairs.

“The pharmacy had to go to all the other units
in the hospital and remove their supply so that
we could have it available for use in our ORs and
ambulatory facility,” Cullen says. 

Patients on the ward had to receive alternate
pain-relieving medications, he says. “I am not
aware that patients were harmed as a result, but I
did fear that physicians [nonanesthesiologists]
and nurses who were not as familiar with these
alternate medications might experience difficulty
with their administration,” Cullen says. 

At press time, his facility still was in short sup-
ply of the 2 ml and 5 ml ampules. “We still have
20 ml ampules of the drug, but rarely is that large
quantity necessary,” Cullen says. “So, anesthesi-
ologists will use a small amount of the 20 ml
ampules of the drug when [20 ml] is unneeded,
and patients are being charged for the larger
amount because it is all that is available.” 

Other facilities had a bit of good luck in locating
supplies of fentanyl. When Urological Ambulatory
Surgery Center in Orlando, FL, was down to four
vials of fentanyl, it obtained a supply of multidose
vials through a pharmacy that has a dispensing
license. “We’ve literally had to draw up fentanyl
and hand them to the anesthesiologists for each
case,” says Elizabeth Acosta-Urban, RN, director
of nursing at the facility.

“I told the pharmacist, ‘I will take whatever
you can get me,’” Acosta-Urban says. “If that
meant I would have to far oversupply, that was
fine, because we are outpatient surgery, and most
cases are elective. If we’re not doing cases, we’re
not getting paid, so we’re out of business.” 

Manufacturer more than doubles production

For its part, Abbott Laboratories’ hospital
products division has more than doubled its
manufacturing of fentanyl, according to Lewis.
ESI Lederle and Buffalo Grove, IL-based Akorn/
Taylor Pharmaceuticals, as well as Abbott, have
experienced back orders of the drug. Abbott is
reviewing each fentanyl order individually and
giving priority to orders from health care facili-
ties that conduct more surgeries and treat more
high-acuity patients, Lewis says. ESI is fulfilling
orders in the sequence they were received,
according to a spokesperson. Akorn/Taylor
Pharmaceuticals did not respond to questions
about how the back orders are being handled.
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Same-day surgery programs around the country
are reporting critical shortages of fentanyl. In some
cases, programs are feeling an impact on their
surgery schedule and are having to use less-effec-
tive drugs with longer recovery times. A survey by
the American Society of Anesthesiologists (ASA)
indicates additional shortages of sufentanil and
alfentanil, as well as muscle relaxants, anti-nausea
medications, and local anesthetics.
• One manufacturer has more than doubled its

manufacturing of fentanyl. 
• Some providers are having to take drugs from

other units of their hospital. Others are obtain-
ing the drug in whatever size they can find it
available.

• The ASA is setting up a meeting with hospital-
based pharmacists, as well as government
groups, to discuss the shortage.
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At press time, the ASA was setting up meetings
with hospital-based pharmacists, with invitations
extended to government groups such as the FDA
and Drug Enforcement Administration (DEA), to
discuss the shortage and what action can be taken.
The DEA sets production levels for the manufac-
ture of certain narcotics, including fentanyl.

[Editor’s note: The FDA web page (go to www.fda.
gov/cder/ and type in “drug shortage” on the search
line) offers information on drug shortages, including a
Drug Shortage Manual of Policies and Procedures
and How to Report a Drug Shortage.]  ■

Cost containment — 
what things really cost
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas

What a great Same-Day Surgery 2001 confer-
ence we just had in Orlando. I did a talk on

Cost Containment — No Longer an Option, and for
the past two weeks, I have received more than 50
requests for some of the information I presented.
Because that many people requested it, I thought
it might be helpful information to share with you
as well. 

We do a lot of work with hospitals and surgery
centers on controlling cost, and the overwhelming,
absolutely No. 1 thing that we find everywhere is

that people don’t know what things cost — even
everyday, every case items! For most of us, that is
like going to a restaurant with $15 in our pocket
and ordering from a menu where no prices are
listed. Clearly, you can order anything you want
and eat it, but you might not have enough to pay
for it.

The two largest expenses in your center are
staffing and supplies. Forget staffing; we’ve
focused on that until we’re sick of it. Concentrate
on the disposable supple costs. Take it down one
level and concentrate on the waste associated
with those supplies. If your staff and surgeons
don’t know what it costs, how can they help you?
You don’t go down the aisle in a grocery store
and just pull things off the shelves. You look at
the prices and make your decision on your pur-
chase. The majority of your staff or surgeons
don’t know — nor do they really care — the cost
of what they are pulling off the shelf. They just
need it for their case, and they need it now. Who
can blame them? While we say cost control is
everyone’s responsibility, it’s really the person in
charge’s plight. 

Do this: Price your supply room shelves with
the cost of the unit price of just your disposable
items, if nothing else. Then when your staff run
in to grab something, they might think twice
before grabbing the large towel pack when they
could pick an individual towel. 

Steve Gunderson, MD, gave a presentation on
ambulatory payment classifications some time ago
at the SDS Conference and laid out some dispos-
able items his center used on all cases. I have mod-
ified his list and used our pricing for that list. (See
price lists, enclosed in this issue.) Clearly, you
need to add or delete from this list yourself to
match your center, and your prices will be differ-
ent, but who is going to know if you just use this
one without really checking your prices? Your
prices are probably close enough to get away with
it until you can update it. If nothing else, the range
of prices is probably close. Bottom line: Stick them
in your supply room. Don’t just post a list in the
room; no one is ever going to look at it. Tape the
prices under the items on the shelves, like grocery
stores do. You’ll be surprised at how your staff will
begin to respond.

[Earnhart and Associates is an ambulatory surgery
consulting firm specializing in all aspects of surgery
center development and management. Earnhart can 
be reached at 5905 Tree Shadow Place, Suite 1200,
Dallas, TX 75252. E-mail: searnhart@earnhart.com.
Web: www.earnhart.com.]  ■
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For more information on coping with the fentanyl
shortage, contact:
• Elizabeth Acosta-Urban, RN, Director of

Nursing, Urological Ambulatory Surgery
Center, 1812 N. Mills Ave., Orlando, FL 32803.
Telephone: (407) 992-2656. Fax: (407) 896-
9454. E-mail: eacosta-urban@wpuafl.com.
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Use creativity, planning 
to ensure program’s future 
Challenges: Reimbursement, staffing, and growth

(Editor's note: In this first part of a two-part series
on the future of same-day surgery, we help you prepare
for the challenges you'll face, including reimburse-
ment, staffing, and technology. In next month's issue,
we offer you tips on managing change.)

Looking into the future is not easy for same-
day surgery managers. No one has a crystal

ball that could have predicted the variety and
speed of changes that have been seen in the past
few years. Most of the people now working in
same-day surgery can remember the days of
developing long-term, sometime five- or 10-year
plans. Now managers find that kind of long-term
planning impossible. 

“For a lot of reasons, same-day surgery man-
agers are less direction-oriented and less confident
about making predictions about same-day surgery
because no one expected as much upheaval as
we’ve seen in recent years,” says Beth Derby, RN,
MBA, executive vice president of Health Resources
International, a West Hartford, CT-based manage-
ment and consulting firm for ambulatory surgery
centers. “Now, if you produce a three-year plan,
you revise it every six months.” Even with the
unpredictability of the field, strategic planning is
important, says Derby. “Strategic planning and
consensus building will be an essential part of a
manager’s job,” she says. 

Financial planning is key to a successful
future, she says. “We’ve learned how to control
costs, but we also need to work on how to spend
money and how to negotiate contracts that
reflect cost changes,” says Kathy Bryant, JD,
executive director of the Federated Ambulatory
Surgery Association (FASA) in Alexandria, VA.

Shrinking reimbursement will result in more
finely tuned decision making, says Derby. (For
more about reimbursement, see  story, p. 57.)
“Managers will have to ask themselves if they are
niche players offering a special service, or if they
compete in a variety of specialties,” she explains. 

The way a same-day surgery program defines
itself drives some of the technology purchase
decisions, she says. For example, some programs
may decide to specialize in just a few areas such
as orthopedics or plastic surgery in order to focus
their technology expenditures, she explains. “We
can’t afford to buy everyone a little something
new each year, because the technology is expen-
sive and we have fewer dollars for capital expen-
diture,” says Derby. 

“Compliance with government regulations will
become a greater challenge for same-day surgery
programs,” says Bryant. Regulations that address
overall workplace safety, along with specific
issues such as privacy, require a staff person who
can stay on top of regulatory changes and moni-
tor compliance, she says.

“For a small business such as a same-day
surgery program, these requirements present a
real challenge. If you are hospital-based, you
have other departments that can help you moni-
tor changes and compliance, but if you have a
small staff, you have to pull someone away from
his or her normal duties,” she explains.

Running a same-day surgery program is more
complicated than it used to be, Bryant says. The
emphasis on cost containment and moving more
procedures to an outpatient basis has focused
attention on same-day surgery and increased the
need for managers and administrators to become
adept at handling a myriad of tasks, she adds.
“Same-day surgery management is no longer just
a subset of health care in general,” explains
Bryant. “It is its own field requiring a specific
expertise.”

For this reason, FASA is offering a credential-
ing program for ASC administrators that will
give same-day surgery managers a chance to
refine and hone their skills, she says. (For more
information on the FASA credentialing pro-
gram, see story, p. 56.)
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There are multiple areas in which same-day
surgery managers will face changes and chal-
lenges over the next few years:
• Reimbursement will continue to shrink as the

Health Care Financing Administration refines
and changes ambulatory payment classifica-
tions (APCs) for hospital-based programs and
implements APCs for surgery centers. 

• Maintaining a full staff of RNs and other experi-
enced support personnel will require creative
approaches to recruitment, retention, and training.

• Advances in technology, pain management, and
anesthesia will increase the number of complex
procedures that will move to the same-day
surgery program.
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Although many people look at the movement
of many procedures from inpatient to outpatient
settings as progressive and amazing, “this is just
surgery coming full circle,” says J. Lance Lichtor,
MD, president of the Society of Ambulatory
Anesthesia in Park Ridge, IL, and a professor of
anesthesiology at the University of Chicago
Hospitals. The first anesthetic used in surgery
was administered during an office-based proce-
dure in 1842, he points out. 

Although surgery has become more advanced
and physicians can perform more complex pro-
cedures, the technology also has advanced to 

the point these complicated procedures can be
performed on an outpatient basis, Lichtor says.
“Better optics and better anesthetics increase the
number of procedures that can be done safely in
same-day surgery,” he says. (For more on clini-
cal changes, see story, p. 59.)

One area in which same-day surgery has usu-
ally had less of a challenge than inpatient surgery
is staffing, but that is changing and will present
more problems for more managers, says Kay
Ball, RN, MSA, CNOR, perioperative consultant
for K&D Medical, a surgical consulting and edu-
cation firm in Lewis Center, OH. 

“It’s always been easier to recruit same-day
surgery nurses because the hours are better, there
are no weekends, and there is no call, but we are
no longer going to be able to rely upon recruiting
experienced nurses from inpatient units,” she
explains. 

Partnerships with colleges and high schools 
and other creative approaches will be needed to
address the shortage, Ball adds. (For more about
addressing the staffing shortage, see story, p. 58.)

Another challenge for SDS managers will be
preparing and managing for change in general,
adds Ball. “The first step will be accepting
change, then we need to move on to preparing
for it,” she says. What will be the result of future
challenges and changes for same-day surgery pro-
gram managers? “Programs will look less and less
like each other,” Bryant predicts. “They will be
designed differently and offer a variety of services
that reflect their unique situation.”  ■
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FASA offers professional 
credentialing program

Because a same-day surgery manager must man-
age a wide range of tasks that cover business

and clinical areas, the job is more complicated and
more demanding than ever before. For this reason,
the Federated Ambulatory Surgery Association
(FASA) in Alexandria, VA, is developing a program
to credential ambulatory surgery center administra-
tors with a certified surgery center administrator
(CSA) designation, says Kathy Bryant, JD, execu-
tive director of FASA.

The program will give participants a chance to
refine and expand their knowledge of the different
aspects of running a same-day surgery program, says
Bryant. Owners of same-day surgery centers also will
benefit from knowing that their manager or administra-
tor is fully qualified to run the program, she adds.

A person does not have to be a member of FASA
to participate, says Bryant. Initially, the credentialing
program is limited to ambulatory surgery centers,
but parallel programs that address office- and hospi-
tal-based programs are not ruled out for the future,
she adds.

The first exam is scheduled for September 2002,
says Bryant. The organization is currently taking
comments about the body of knowledge that will be
covered by the credentialing program through the
organization’s web site, she says. Updates on the
program, including exam dates and other details, will
be posted on the FASA web site as they are devel-
oped, she adds. 

[For more information about the program, visit
FASA’s web site at www.fasa.org or contact FASA
at 700 N. Fairfax St., Suite 306, Alexandria, VA
22314. Telephone: (703) 836-8808. Fax: (703) 549-
0976.]  ■

For more information about challenges and
changes for same-day surgery, contact:
• J. Lance Lichtor, MD, Professor of Anesthesi-

ology and Critical Care for the University of
Chicago Hospitals, 5841 S. Maryland Ave.,
Chicago, IL 60637. Telephone: (773) 702-6855.
E-mail: llichtor@uchicago.edu.

• Beth Derby, RN, MBA, Executive Vice President,
Health Resources International, 433 S. Main St.,
Suite 302, West Hartford, CT 06110. Telephone:
(860) 521-8811. Fax: (860) 521-8815. E-mail:
Hribsd@aol.com.

• Kay Ball, RN, MSA, CNOR, Perioperative
Consultant, K&D Medical, 6743 S. Old State
Road, Lewis Center, OH 43045-9227. Tele-
phone: (740) 548-4972. Fax: (740) 548-6894. 
E-mail: KayBall@aol.com.
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Manage costs, contracts
to survive reimbursement

Reimbursement levels will continue to decrease
and present challenges to same-day surgery

managers because Medicare and other payers are
focusing on outpatient procedures, says MaryAnn
Edwards, RN, MSA, supervisor of ambulatory
surgery at Henry Ford Health System in West
Bloomfield, MI. This focus makes controlling costs
more important than ever, she points out.

“Our hospital has set up purchase and acquisi-
tion teams that group similar departments together
to look at supplies and equipment to see if we can
standardize supplies,” she says. 

Standardizing or reducing the number of differ-
ent supplies and vendors enable the facility to
take advantage of greater discounts for volume
purchasing and avoid special orders, she explains.
“The savings give us more money to spend on
new technology,” she adds.

Purchasing technology will be an even greater
challenge for same-day surgery managers who are
watching budgets shrink, says Beth Derby, RN,
MBA, executive vice president at Health Resources
International, a West Hartford, CT-based manage-
ment and consulting firm for ambulatory surgery
centers. Managers of surgery centers owned by
physicians will feel the greatest challenge; their
physicians are accustomed to purchasing what
they want because they own the center, she says. 

“Doctors at hospital-owned same-day surgery
programs are experienced with rejection,” she
adds. “These surgeons don’t expect to get every
piece of equipment they request, but physician
owners will have to make tough decisions.”

The manager will have to be prepared with data
to show which specialties’ new technology will
offer the best return for the program, she adds.
(For more information about making technology
purchase decisions, see Same-Day Surgery, July
2000, p. 85.)

Reimbursement has resulted in and will con-
tinue to generate a lot of changes for same-day
surgery programs, says Penny Dykstra, RN,
CNOR, director of outpatient services at Saint
Joseph’s Hospital of Atlanta. “The changes in
reimbursement initiated by [the Health Care
Financing Administration] in August 2000 for
hospital-based outpatient programs were the
biggest changes since the inception of Medicare,”
she says.

The challenge for hospital-based programs has
been the switch from reporting based on diagno-
sis-related groups to the use of common procedu-
ral terminology (CPT) codes, with payment
differences based on how the procedure is coded,
she says. “Outpatient programs have typically
relied on manual data collection that is not effi-
cient with the new prospective payment system,”
says Dykstra. Every same-day surgery program
should have or be obtaining automated systems
that make collection of data simpler and more
accurate, she suggests. 

Change is the one constant in the HCFA system
that Dykstra can safely predict, “HCFA will con-
tinue to monitor the hospital outpatient system
and make changes, so managers need to stay on
top of updates,” she says. Annual reviews and
updates are required by Congress, adds Dykstra.
The best way to find out about updates is to visit
the HCFA web site (www.hcfa.gov), suggests
Dykstra. “Visit this site regularly,” she adds.

Freestanding ambulatory surgery centers also
can check the HCFA web site for information and
keep an eye on what is happening for hospital-
based programs, suggests Dykstra. “While the
rules for freestanding programs will differ, a
manager will get an idea of the trends in reim-
bursement,” she says.

The earliest HCFA can implement ambulatory
payment classifications (APCs) for outpatient
centers, based on the old data used for hospital-
based programs, is January 2002, but an imple-
mentation date no earlier than January 2003 will
give HCFA an opportunity to use new data to
develop rates, says Kathy Bryant, JD, executive
director of the Federated Ambulatory Surgery
Association in Alexandria, VA. In the meantime,
managers of freestanding ambulatory surgery
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For more information about reimbursement
changes, contact:
• Penny Dykstra, RN, CNOR, Director of

Outpatient Services, Saint Joseph’s Hospital of
Atlanta, 5665 Peachtree Dunwoody Road N.E.,
Atlanta, GA 30342. Telephone: (404) 851-7798.
E-mail: pdykstr@sjha.org.

• MaryAnn Edwards, RN, CNOR, Supervisor of
Ambulatory Surgery, Henry Ford Health System,
Henry Ford West Bloomfield Ambulatory Surgery
Center, 6777 W. Maple Road, West Bloomfield,
MI 48322. Telephone: (248) 661-6455. Fax:
(248) 661-6458. E-mail: medward1@hfhs.org.
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centers or office-based programs should focus on
knowing their costs and making sure their coding
is accurate, says Bryant. More importantly, she
cautions managers not to purchase materials,
software or services that promise to help outpa-
tient program managers prepare for APCs.

“The information upon which these materials
are based is the two-year-old proposed rules that
received over 6,000 comments when originally
published,” she points out. There is no way any-
one can accurately predict what the final rules for
outpatient centers will be since HCFA is constantly
changing the rules for hospital-based programs
and gathering new data, she adds. 

Proposed rates can be used in the decision-mak-
ing process for a new piece of equipment or a new
service if the manager remembers the rate may
change, says Bryant. “Look at the proposed rate,
but plan on a 20% margin of error to determine 
if this is a good addition to your program,” she
adds. Remember that HCFA will be changing
reimbursement rates regularly when you negotiate
managed care contracts, says Bryant. “If the con-
tract refers to Medicare rates, be specific about
which rates,” she suggests. Make sure the contract
allows for updated rates, the addition of CPT
codes, and new procedures approved by Medicare
for same-day surgery programs, she adds.  ■

Staffing challenges
require new approaches

The demand for full-time RNs throughout all
areas of health care will exceed the supply by

the year 2010 if nothing is done to promote the
retention of older, experienced nurses and attract
more people to the nursing profession, according
to a report from the Bureau of Health Professions
in Rockville, MD.1

While same-day surgery managers usually
have been able to attract experienced nurses from
inpatient surgery programs by offering more
attractive hours and no required call for evenings
and weekends, it is becoming increasingly harder
to find nurses, says Kay Ball, RN, MSA, CNOR,
perioperative consultant for K&D Medical, a sur-
gical consulting and educational firm in Lewis
Center, OH. “We need to work with colleges and
high schools to promote nursing as an exciting
career,” says Ball. Encouraging more young peo-
ple to pursue nursing as a career will help all

areas of health care, including surgery, she adds.
Because the pool of experienced nurses is

shrinking, same-day surgery managers have to
look at recruiting nurses directly out of school, says
Kathy Bryant, executive director of the Federated
Ambulatory Surgery Association (FASA) in
Alexandria, VA. This means developing training
programs within your facility, she explains. “We
need to look at training as an investment rather
than a drain on our resources,” she says. “Training
new nurses can be a good experience for everyone
because it is uplifting to see people starting a new
career with youthful enthusiasm.” Training pro-
grams also will expand the pool of nurses from
which you can hire because you won’t be limited to
experienced surgical nurses, she points out.

Training within a same-day surgery program
can be costly for a single facility, says Beth
Derby, RN, MBA, executive vice president for
Health Resources International, a West Hartford,
CT-based management and consulting firm for
ambulatory surgery centers. Not only are you
paying the nurse who is mentoring or training
another staff member, but you also are paying 
the trainee, she says.

“I think we will see some unusual partnerships
between surgery centers, hospital-based programs,
and nursing schools develop in order to provide
quality training,” Derby suggests. By sharing
resources such as sites, staff, and time with each
other, same-day surgery managers can make sure
nurses learn the skills needed for same-day surgery
without placing an unmanageable burden on any
one program, she adds.

“We also need to make sure salaries and benefits
are competitive with a nurse’s other opportuni-
ties,” adds MaryAnn Edwards, RN, MSA, supervi-
sor of ambulatory surgery at Henry Ford Health
System in West Bloomfield, MI. “Sometimes same-
day surgery programs have offered lower salaries
because the hours and work environment are more
attractive than inpatient surgery programs, but we
can’t expect experienced nurses to accept lower
wages any longer,” she explains. 

Freestanding center managers should remem-
ber that they are not only competing with inpa-
tient programs with unattractive hours but also
with office-based programs with attractive hours
for nurses, she adds. Staffing shortages might not
be limited to nurses alone, so be sure to evaluate
all of your staffing needs when developing a
training program, Edwards points out. 

“We have trouble hiring reprocessor techni-
cians because we need experienced people, since
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we don’t have time or resources to train them on
the job either,” she says. 

Reference

1. Health Resources and Services Administration. Bureau
of Health Professions. Division of Nursing. Report to the
Secretary of the Department of Health and Human Services on the
Basic Registered Nurse Workforce. Rockville, MD; 1996.  ■

Better technology 
means more procedures 

There are a number of reasons that more proce-
dures will continue moving out of the inpatient

surgery departments and into outpatient settings,
says J. Lance Lichtor, MD, president of the Society

of Ambulatory Anesthesia in Park Ridge, IL, and 
a professor of anesthesiology at the University of
Chicago Hospitals. 

Technological changes that have improved
optics that are used with laparoscopic equipment
are a key change, Lichtor explains. Surgeons will
be able to perform more complicated procedures
that previously have meant inpatient stays, he
adds. (For more on emerging technology, see
Same-Day Surgery, March 2001, insert.)

Anesthesia also will play a big part in the abil-
ity to move procedures into same-day surgery,
explains Lichtor. “There are three key reasons
patients stay in a hospital after surgery: pain,
postoperative nausea, and vomiting, and slow
return of normal body functions,” he says.

The options for pain management now include
sending patients home with catheters and pain
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medication, Lichtor says. (For more information
about post-surgical pain control, see Same-Day
Surgery, February 2001, p. 17.) “There is also
greater use of epidural and regional blocks that
provide longer-lasting pain control,” he adds.

Technology and improved pain control have
increased the number of orthopedic procedures
handled by same-day surgery within the Henry
Ford Health System in West Bloomfield, MI, says
MaryAnn Edwards, RN, MSA, supervisor of
ambulatory surgery at Henry Ford Health System.
Another factor that will contribute to the increase
of same-day orthopedic procedures is 23-hour
stay units, adds Edwards.

“A 23-hour unit greatly expands the range of
cases in most specialties you can schedule for
ambulatory surgery,” she says. (For more about
23-hour stay units, see Same-Day Surgery,
August 2000, p. 102.)

Anesthetic advances shorten recovery

The most common reasons for an unanticipated
inpatient stay are postoperative nausea and vom-
iting (PONV), pain, and slow return of normal
body functions, says Lichtor. 

PONV is related to a number of factors includ-
ing the procedure itself and drugs, Lichtor points
out. There is a growing awareness of the value of
antiemetics in the recovery room for patients who
may be at high risk for PONV, and there are great
advancements in antiemetic and pain control deliv-
ery systems such as patches, he adds. (For more on
handling PONV, see Same-Day Surgery, July 2000,
p. 90.)

Enabling the body to return to normal func-
tion also has improved with the use of fast-acting
anesthetics and epidural anesthesia that don’t
prevent the bowel and kidneys from functioning
soon after surgery, Lichtor explains. “Five years
ago, we administered general anesthesia for
abdominal surgery, but now we use a combina-
tion of regional anesthesia and newer anesthet-
ics. This technique works well and allows the
body to recover more quickly,” he adds.

Lichtor explains the movement of procedures
out of the hospital doesn’t just mean movement to
same-day surgery programs or centers. “More pro-
cedures can safely be done in an office setting if the
surgeon has the proper equipment,” he says. 

While the cost of laparoscopic, anesthesia, and
radiological equipment needed for more complex
procedures may be cost-prohibitive for individual
physicians, groups of physicians may see the value

of purchasing the equipment together, he says. “In
this situation, surgeons may perform the procedure
in their office, then send the patient to a recovery
center that operates like a hotel,” he adds.  ■

CE objectives

After reading this issue, the continuing educa-
tion participant will be able to:

• Identify clinical, managerial, regulatory, or
social issues relating to ambulatory surgery care
and management. (See “Use creativity, planning
to ensure program’s future.”)

• Describe how those issues affect nursing ser-
vice delivery or management of a facility. (See
“Better technology means more procedures” and
“Staffing challenges require new approaches.”)

• Cite practical solutions to problems or inte-
grate information into their daily practices,
according to advice from nationally recognized
ambulatory surgery experts. (See “Manage costs,
contracts to survive reimbursement.”)  ■
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Operating Room Supplies

Sterile gloves $1.05 Patient slippers $0.43

Surgeon’s caps $0.15 OR caps $0.10

Warm blankets $1.06 Surgical masks $0.15

Waste bags $0.15 Indicator strips $0.10

Blue towels $0.18 Pillow case $0.17

Draw sheet $0.34 Scrubs $0.60

Suction tubing $0.36 Suction canister $1.60

Suction tip $0.71 Shoe covers $0.14

Safeskin gloves $0.06 Gown surgical $3.47

Flat sheet $0.43 EKG electrodes $0.15
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Operating Room Supplies

Prep tray $3.89 ID band $0.14

Syringe 20cc $0.18 Syringe 10cc $0.07

Syringe 5cc $0.06 Syringe 1cc $0.06

Hypo needles $0.04 Extension set $1.03

Drug tubing $2.52 IV catheter $0.92
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Postanesthesia Care Unit (PACU) Supplies

Suction canister $1.38 Suction tubing $0.38

Yankauer tip $0.71 Jot nebulizer $2.08

02 tubing $0.30 Face tent $0.96

First temp probe $0.05 Safeskin gloves $0.06
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Association of periOperative Registered Nurses (AORN) 
Position Statement on Correct Site Surgery

PREAMBLE
The Institute of Medicine’s (IOM) report To Err is Human: Building a Safer Health System has brought national atten-

tion to the necessity to improve patient safety.1 A comprehensive approach is needed in each health care delivery sys-
tem to prevent wrong-site surgery. Procedures and protocols should be developed collaboratively by multidisciplinary
teams, including surgeons, perioperative RNs, anesthesia care providers, risk managers, and other health care profes-
sionals. Perioperative RNs should be key participants in multidisciplinary teams as they develop these procedures and
protocols. As patient advocates, perioperative RNs have a duty to the public to protect the patient from injury and to
safeguard the patient’s health, welfare, and safety.2 A central goal of perioperative nursing is to assist patients in achiev-
ing a level of wellness equal to or greater than that which they had before surgical intervention. While it is the surgeon’s
responsibility to diagnose the patient’s need for surgery and to delineate the surgical site, verifying the correct surgical
site at the time of surgery is the responsibility of each health care provider, including perioperative RNs.

BACKGROUND
Wrong-site surgery is a broad term that encompasses all surgical procedures performed on the wrong patient,

wrong body part, wrong side of the body, or at the wrong level of the correctly identified anatomic site.3 The Joint
Commission on Accreditation of Healthcare Organizations (JCAHO) considers all wrong-site surgeries, regardless
of the extent of the procedure, to be sentinel events. As such, they are reviewable under the JCAHO sentinel event
procedure.4 This procedure calls for a root-cause analysis of each sentinel event. Review of several root-cause
analyses by the JCAHO Accreditation Committee of the Board of Commissioners found wrong-site surgery most
commonly occurs during orthopedic procedures, followed by urological and neurosurgical procedures.5

Recognizing that wrong-site surgery is most common in orthopedic procedures, the American Academy of
Orthopaedic Surgeons (AAOS) is committed to eliminating the incidence of wrong-site surgery. The AAOS has
developed a Wrong-Site Surgery Advisory Statement in which it notes that it is the surgeon’s responsibility to iden-
tify and mark the correct surgical site.6 Recognizing that wrong-site surgery is not only an orthopedic problem, the
AAOS has called for a comprehensive effort by other surgical specialties and health care professionals in develop-
ing protocols to effectively eliminate wrong-site surgery. 

CONTRIBUTING FACTORS 
Performing surgery on the wrong site can have serious consequences for the patient. Patients may be affected

emotionally as well as physically from surgery performed on the wrong surgical site. An ineffective surgical site 
verification procedure can contribute to the incidence of wrong-site surgery. Procedure shortcomings might include:
• inadequate patient assessment; 
• inadequate medical record review; 
• lack of institutional controls; 
• miscommunication among members of the surgical team and the patient; 
• exclusion of certain surgical team members; 
• reliance solely on the surgeon for determining the correct surgical site.7

Other factors that might contribute to an increased risk of wrong-site surgery include:
• having more than one surgeon involved in the procedure; 
• performing multiple procedures on multiple parts of a patient during a single surgical encounter; 
• unusual time pressures; 
• pressure to reduce preoperative preparation time; 
• patient characteristics requiring unusual equipment setup or patient positioning; 
• failure to include the patient and/or family members/significant others when identifying the correct site; 
• incomplete or inaccurate communication among members of the surgical team.8

RISK-REDUCTION STRATEGIES 
AORN is in agreement with and suggests the following strategies for developing facility procedures/protocols for

identifying the correct surgical site:9

• Involve the patient and/or family members/significant others in identifying the correct site. 
• Use a specified, clear, unambiguous, indelible method for marking only the correct surgical site. 
• Specify in individual facility policy and procedure how, when, and by whom the surgical site is to be marked. 
• Use a verification checklist immediately before surgery that includes the following: 
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—  verbal communication with the patient and/or family members/significant others; 
—  medical record review, including the face sheet, history and physical, and preoperative assessment; 
—  review of the informed consent; 
—  review of all available imaging studies; 
—  direct observation of the marked surgical site. 

• Verbally verify the correct site with each member of the surgical team. 
• Use quality control initiatives to monitor compliance with protocol. 

AORN’S POSITION 
AORN is committed to promoting identification of the correct surgical site. Using the suggested risk-prevention

strategies when developing policies and procedures will reduce the risk of error. As patient advocates, periopera-
tive RNs should communicate with all members of the surgical team to verify the correct surgical site. Individual
facility policy should clearly delineate the role and responsibility of the physician and other team members in
marking and verifying the correct surgical site. 

DEFINITIONS
Sentinel event. “A sentinel event is an unexpected occurrence involving death or serious physical or psychological

injury, or the risk thereof. Serious injury specifically includes loss of limb or function. The phrase ‘or the risk thereof’
includes any process variation for which a recurrence would carry a significant chance of serious adverse outcome.
Such events are called ‘sentinel’ because they signal the need for immediate investigation and response.”10 

Wrong level/part surgery. A surgical procedure that is performed at the correct site, but at the wrong level or
part of the operative field. For example, performing a lumbar laminectomy on an unintended intervertebral level
immediately adjacent to an intervertebral level with identified pathology. In this type of error, the correct part of the
body is prepped and draped, but the surgical procedure is performed on the wrong level of the patient’s anatomy.11

Wrong patient surgery. A misidentification of the patient. This type of error includes procedures that are per-
formed on the wrong patient.12 

Wrong side surgery. A surgical procedure that involves errors on extremities or distinct sides of the body.13

Wrong-site surgery. A broad term that encompasses all surgical procedures performed on the wrong body
part or the wrong patient.14
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Send Your Ideas for Reducing Medical Errors
Please fax us your ideas you’d like to share for reducing medical errors, and look for coverage in
upcoming issues of the newsletter!

Ideas:

Name_________________________________________________________________________

Title __________________________________________________________________________

Facility ________________________________________________________________________

Address _______________________________________________________________________

Telephone _____________________________________________________________________

E-mail ________________________________________________________________________

Please fax to Joy Daughtery Dickinson at (404) 262-5447. Or mail to Joy Daughtery Dickinson,
P.O. Box 740056, Atlanta, GA 30374.
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