
CDC draft recommends alcohol agents 
as alternatives for surgical scrubs 
In the meantime, however, you risk citation in Medicare survey

The draft hand hygiene guideline developed by the Atlanta-based
Centers for Disease Control and Prevention (CDC) recommends
that waterless, alcohol-based agents be used as surgical scrubs

except when the hands are visibly soiled, says Bill Jarvis, MD, associate
director for program development at the CDC’s Division of Healthcare
Quality Promotion. The draft guideline, which includes no requirement
for brushes, allows alcohol-based foams and gels to be used for the ini-
tial scrub as well as between cases. The guideline says that when dirt or
organic matter are on the hands, an antimicrobial-containing soap and
water should be used, Jarvis says. 

The draft guideline had not been released at Same-Day Surgery press
time. The guideline should be published in the Federal Register and
available for public comment within the next six months, he says.

Before you throw out the soap and destroy your scrub sinks, how-
ever, keep in mind that the Health Care Financing Administration
(HCFA) currently does not accept the practice.

“I was on a survey last year in which an [ambulatory surgery center]
was using regular antibacterial gels from the nurses’ medication cart
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before surgery and between patients,” says a
HCFA official who cannot be named because of
agency policy. The center received a citation, the
official says. “One issue is that when sink facilities
are available, they should be using an anti-micro-
bial scrub as opposed to using gels or foams.” 

One surgery center in Arizona was cited by
HCFA for having an “immediate jeopardy” defi-
ciency that put patients’ lives at risk after state
examiners noticed a surgeon using an alcohol-
based product between cases in place of a surgical
scrub, says Eric Zimmerman, JD, attorney with
McDermott, Will, and Emery in Washington, DC.
Before the surgery center had the opportunity to
appropriately respond, HCFA posted a notice in
the local paper that said the center had been 
cited and its Medicare certification was at risk,
Zimmerman says. The center has since stopped
using the alcohol product between cases, he adds.

“My advice is: Don’t make a stink over it,”
Zimmerman says. “Your certification is impor-
tant. We think HCFA is overstepping its bounds,
but you have to operate within its system.”

The HCFA official says that in a recent

discussion she had with a manufacturer of an
alcohol-based product, she was told that the hand
gels and foams were not meant to be used as sur-
gical scrubs. 

“There are some concerns, and I do believe sur-
veyors would cite until they are educated [on the
upcoming guidelines from the CDC] and new
products are out there and proven to be effec-
tive,” the official says.

Although the practice of using alcohol-based
foams and gels as surgical scrubs is fairly new,
proponents maintain that research supports the
fact that they kill more bacteria than traditional
scrub agents do. 

“The alcohol products are fast-acting and kill
the most microorganisms of any product on the
market,” says Elaine Larson, RN, PhD, profes-
sor at Columbia University School of Nursing
and professor at the School of Public Health at
Columbia University, both in New York City.
Larson has conducted extensive research on
alcohol-based products. (See selected refer-
ences, p. 75.) Larson has researched the pub-
lished studies in a paper that will appear in 
the proceedings of a conference, Disinfection,
Sterilization, and Antisepsis in Health Care, of 
the Association for Professionals in Infection
Control and Epidemiology in Washington, DC.
(See resource box, p. 75.)

Larson looked at six studies published in the
1990s that compared the antimicrobial efficacy of
scrub products [containing], 4% chlorhexidine
gluconate, 7.5 or 10% povidone-iodine, and/or an
alcohol preparation.1-6 Several of those studies
showed that the products containing alcohol
were at least the equivalent, and in some cases,
were superior to, other products, Larson says. 

Jarvis agrees that the alcohol-based products
are effective. “The cell wall of micro-organisms is
pretty well destroyed,” he says.

There are several benefits to using the alcohol-
based products as compared to the surgical scrubs,
with the advantage of it being easier on the hands
at the top of the list, according to experts. 

“Skin integrity, with scrubbing all the time,
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The draft hand hygiene guideline developed by the
Centers for Disease Control and Prevention (CDC)
recommend that a waterless alcohol-based agent
can be used as a surgical scrub, except when the
hands have dirt or organic debris on them.
• The Health Care Financing Administration

(HCFA), however, has not accepted the prac-
tice, and facilities are in danger of being cited
until the new guidelines are developed by the
CDC and accepted by HCFA.

• Proponents point to research showing that alco-
hol-based products are as effective as traditional
scrub agents.

• Alcohol-based products save time, money, and
ensure compliance with your facility’s policies,
proponents say. In addition, the products ensure
skin integrity, they add.
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seems to be the No. 1 concern,” says Carol
Petersen, RN, BSN, MAOM, CNOR, periopera-
tive nursing specialist at the Association of
periOperative Registered Nurses (AORN) in
Denver.

The ideal pre-surgery preparation has microbi-
ologic activity plus an emollient and other materi-
als or agents that may condition hands, Jarvis
says. Skin damage from scrubbing with brushes
can lead to an increased number of gram-negative
bacteria and Candida spp, Larson maintains.7

Another advantage of the alcohol-based prod-
ucts is that they save time, Jarvis and others say.
Because they have a quick effect, the duration of
time to wash hands may be shortened, he says. 
A shortened time span for application is true not
only of the alcohol-based foams and gels, but also
of a new brushless scrub, Triseptin, marketed by
Healthpoint in Fort Worth, TX, users say. Triseptin
is water-aided and contains alcohol, as well as
emollients and a preservative. It costs $19 per bot-
tle, which contains approximately 64 applications.
The cost per application is 30 cents, which com-
pares to 35-55 cents for scrub brushes, according to
Shawn Gentry, Healthpoint’s marketing director
at the infection prevention division. (For ordering
information, see resource box, right.)

“It cuts down the scrub time to three min-
utes,” says Gene Bowers, materials manager at
HealthSouth Surgery Center of Atlanta. “Most
everything else is 10 minutes, so you’re in the
room and doing the procedure quicker.”

It isn’t necessary to use a brush with the alco-
hol-based products either, Larson maintains. “In
fact, in general, a brush increases shedding of

skin and potential for transmission of bacteria
from hand to the patient,” she maintains. 

You may find that switching to Triseptin or
another alcohol-based product improves compli-
ance with your hand-washing policy. That was the
case at Christus St. Joseph Hospital in Houston,
says Etta Hodge, RN, MBA, director of surgical
services.

The hospital had a policy of doing timed scrubs
before the first case and between cases, but quality
improvement studies indicated that no one was
complying with scrubbing for the amount of time
set in the policy, which was five minutes, Hodge
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For more information, contact:
• Gene Bowers, Materials Manager, HealthSouth

Surgery Center of Atlanta, 1140 Hammond Drive,
Building F, Suite 6100, Atlanta, GA 30328. Telephone:
(770) 551-9944. Fax: (770) 551-8826. 

• Etta Hodge, RN, MBA, Director of Surgical Services,
Christus St. Joseph Hospital, 1919 LaBranch, Houston,
TX 77002. Telephone: (713) 757-1000. Fax: (713) 657-
7153. 

• Bill Jarvis, MD, Associate Director for Program
Development, Division of Healthcare Quality Promotion,
Mail Stop E69, Centers for Disease Control and
Prevention, Atlanta, GA 30333. Telephone: (404) 639-
1486. Fax: (404) 639-6459. E-mail: wrj1@cdc.gov. 

• Elaine Larson, RN, PhD, Professor, Columbia
University School of Nursing, 630 W. 168th St., 
New York, NY 10032.

• Carol Petersen, RN, BSN, MAOM, CNOR,
Perioperative Nursing Specialist, Association of
periOperative Registered Nurses, 2170 S. Parker
Road, Suite 300, Denver, CO 80231-5711. Telephone:
(800) 755-2676, Ext. 392. Fax: (303) 338-5165. E-
mail: cpeters@aorn.org.

For more information on Triseptin, contact:
• Healthpoint, Attention: Customer Care, 3909 Hulen

St., Fort Worth, TX 76107. Telephone: (800) 441-
8227 or (817) 900-4036. E-mail: shawn.gentry@
healthpoint.com. Web: www.healthpoint.com.

Disinfection, Sterilization, and Antisepsis: Principles and
Practices in Healthcare Facilities, Proceeding of 2000
Postconference costs $34 for members of the Association
for Professionals in Infection Control and Epidemiology
(APIC) and $45 for nonmembers. To order, contact:
• APIC, 1275 K St. N.W., Suite 1000, Washington, DC

20005-4006. Telephone: (202) 789-1890. An order form
can be downloaded from the web site (www.apic.org)
and faxed to (202) 789-1899. E-mail: apicinfo@apic.org.
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says. In addition, the product allowed cost savings,
although users weren’t able to provide specific
amounts. Now her entire hospital system is look-
ing at converting to the product, Hodge says. 

Keep in mind, however, that you still might
have physicians and staff who require other
products due to skin sensitivity to alcohol, says
Bowers, who reports that sensitivity to alcohol-
based products is a common problem.

“I wanted to find one scrub that everyone
would use, but that was impossible,” she says.

AORN: Wash your hands first

The major caveat to using alcohol-based prod-
ucts is that they don’t remove dirt or organic
material, experts point out.

AORN’s recommended practice is that, even
with alcohol-based products, the process should
begin with washing the hands and forearms thor-
oughly with an approved scrub agent and run-
ning water. 

When selecting a surgical scrub, Peterson sug-
gests you use these criteria:

• It should be broad spectrum (killing multiple
types of skin bacteria).

• It should be fast-acting.
• It should have a residual effect.
“The persistent chemical activity is desirable

because gloves over the hand provide a moist,
warm environment in which bacteria can prolif-
erate,” Peterson says. “You want something that
has persistent, residual activity.”

At least some of the alcohol-based products
have no persistent chemical effect, she points out. 

If you’re going to consider purchasing an alco-
hol-based product, follow the manufacturer’s
instructions and check studies that the manufac-
turer has conducted to ensure the product meets
the criteria she listed above, Peterson says. “And
involve an infection control professional,” she
adds.
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Expand your operations 
via satellite locations 
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas

(Editor’s note: In this first part of a two-part series
on developing satellite centers, Earnhart discusses the
reasons and advantages of opening a satellite facility.
In next month’s issue, he tells you how to develop a
second site, what happens to case loads at each facility,
and how income changes. Earnhart and Associates is
an ambulatory surgery consulting firm specializing in
all aspects of surgery center development and manage-
ment. Earnhart can be reached at 5905 Tree Shadow
Place, Suite 1200, Dallas, TX 75252. E-mail: searn-
hart@earnhart.com. Web: www.earnhart.com.)

Surgery is booming. There are more ambula-
tory surgery procedures being performed now

than ever. According to SMG Marketing Group in
Chicago, the trend is for further, rapid expansion
of ambulatory surgery facilities. Don’t you just
love it? You and I picked the right industry in
which to work. We are so smart! 

The reasons for the growth are obvious:
• reimbursement changes causing hospitals to

shift cases to a lower cost provider of surgical
services;
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• more surgeons wanting to get on the facility
fee bandwagon and develop their own facilities;

• better anesthesia agents allowing for smoother
and faster recovery;

• big business pressuring insurance companies
for lower cost health insurance premiums; 

• more people (of course!).
This growth however, is causing some interest-

ing opportunities for many, especially those free-
standing ambulatory surgery centers (ASCs) that
have limited space and/or are out of room to
expand.

So, what do you do when you are “maxed”
out? Many sit back and enjoy the ride. It is the
equivalent of owning a restaurant that is booked
full every night. There is absolutely nothing
wrong with that mentality. Others are expanding
their hours of operations, adding an evening
here and there and, of course, opening partially
on Saturday. Good strategy. But what if you have
already taken those steps? I know many facilities
that are completely full! There’s no block time,
they are open Saturday and two evenings per
week, they are turning away investors and users,
the staff don’t wish to add more evenings, anes-
thesia is already aggravated regarding the
Saturday schedule, etc.

Here is one idea that we are doing with a num-
ber of our clients: Expand your ASC by developing
a new satellite location. This is a perfect time to
move a facility to the growing part of town or to
that parcel of property that your surgeons own.
(Smart move!) This step also gives you the options
of adding new services and investors to the facility
that you haven’t been able to add before. I know; I
know. The cost. Always the cost. A satellite usually
is not as expensive as the original facility because
many of the startup expenses don’t have to be
repeated, such as partnership agreements, policies
and procedures, quality assurance plans, etc. You
probably will need to perform a feasibility study or
business plan, but even that plan will be abbrevi-
ated because you have a true operating history that
you didn’t have before.

Noncompete issues for physicians and hospital
partnerships, which really are an issue in ASCs,
are easily accommodated by careful restructuring
of the agreements to allow the existing investors
in the original facility to have at least a minority
position in the new center. However, avoid the
“greed trap” by offering so little equity to the new
investors that they would be better off opening
their own satellite center.

Once you start the “franchising” of your original

center, enormous economies of scale become avail-
able to you and should have a significant effect on
your operations, defraying the startup cost of the
satellite facility. For example: 

• Staffing can “float” between the two facilities
as long as you keep the records straight for allo-
cation of cost.

• Equipment and supplies can be transferred
back and forth (within reason of course).

• Your current vendors can automatically pick
up the new facility.

• Increased purchasing quantity allows you to
reduce the cost of disposables.

• Payer contracts should be enhanced due to a
broad range of services, population, and historic
profile.

• There is the ability to joint venture the new
center with other partnership arrangements; i.e.,
hospital, physician group, insurance company, etc.

• There is the opportunity to “sell” one center
in the future and still have the income stream
from center No. 2.

• There is money and efficiency saved from
avoiding physical renovations of the existing center
and the potential downtime cost from construction.

• You have the opportunity to build center No.
2 the way you wish you had done the original.

There are other opportunities too numerous to
cover here.

Developing satellite ASC facilities is going to 
be done by someone. It might as well be you. We
have one client that we are working with on satel-
lite No. 3, and we have had as many as six in one
town — so it does work and work well. Don’t wait
and find someone else’s satellite center in your
backyard. Why do you think the fast-food restau-
rants have done so well? They franchised!  ■

Inpatient and SDS: 
One unit or two?
Opinions differ on cost and staff efficiency

(Editor’s note: In this first part of a two-part series
on combining or separating inpatient and outpatient
surgery, we explore the factors that can influence your
decision. In next month’s issue, we discuss the staffing
challenges in combined vs. separate units.)

As the number of same-day surgery procedures
increases, managers are constantly faced with

the need to find ways to expand their ability to
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handle more cases. If you’re a hospital-based
surgery manager, do you look at increasing the
size of your surgical unit that handles both inpa-
tient and outpatient surgery, or do you look at sep-
arating inpatient from same-day completely? Does
one approach ensure more success than the other
does? Which approach is more cost-effective, effi-
cient, and attractive to patients and surgeons? 

According to experts interviewed by Same-Day
Surgery, the answers to these questions depend
on each facility’s own unique situation.

A separate unit does result in some procedure
and recovery time decreases, according to a study
conducted by Peter Mollenholt, MD, administra-
tive director of DayStay at Oregon Health Sciences
University Hospital in Portland. Mollenholt con-
ducted his study in two parts, before and after the
inpatient and outpatient units at that facility split.
In a paper he presented at the most recent annual
meeting of the Park Ridge, IL- based American
Society of Anesthesiologists, anesthesia preparation
times of fewer than 15 minutes increased from 50%
to 75% after splitting the units because inpatient
cases required more anesthesia preparation. While
anesthesia start-to-finish times did not significantly
change, recovery room length of stay (LOS) did
shorten considerably, he says. Recovery room LOS
of fewer than 30 minutes jumped from 7% of cases
for the combined unit to 20% of cases for the sepa-
rate same-day surgery unit, and LOS of 30-60 min-
utes went from 14% for the combined unit to 55% 
of cases for the separate unit. Because same-day
surgery cases usually require a shorter length of
stay in recovery, a separate unit allows a more effi-
cient turnover of recovery beds, says Mollenholt. 

“While these results focus on anesthesia ser-
vices and recovery times, they demonstrate a
more efficient operation with a dedicated same-
day surgery center,” says Mollenholt.

Susan Bales, RN, MBA, director of surgical and

obstetrical services at Promina DeKalb Medical
Center in Decatur, GA, disagrees with Mollenholt
on this point, saying that her experience is that
combined units are more efficient in many cases.
A combined unit is more cost-efficient for equip-
ment, supplies, and staff because everything is in
one place, she says.

“In the late ’80s, we had completely separate
inpatient and outpatient units,” says Bales. In
1990, the hospital renovated the surgical area,
combining the separate operating room areas into
one, says Bales. “At the time, we were seeing an
explosion in the number of outpatient procedures
and did not believe that we could accurately cal-
culate the number of outpatient rooms we would
need,” she explains.

Physically, there was no room to build contigu-
ous separate units that would enable inpatient
operating rooms to handle outpatient overflow,
so the best decision was one unit, Bales explains. 

There is a pleasant, comfortable same-day
surgery admission area with its own entrance
from the outside that handles same-day surgery
admissions and AM admissions for inpatient
surgery, says Bales. “This gives the patient the
perception of entering a same-day surgery center
rather than a hospital,” she says. There is one
recovery unit that handles all patients, she adds.

Surgeons like combined units 

There are a number of benefits to a combined
unit, but the biggest benefit is physician satisfac-
tion, says Bales.

“An orthopedic surgeon can book one room
for the entire day to handle all of his or her proce-
dures,” she says. This means the surgeon doesn’t
have to go from one area for inpatient surgery to
another for same-day surgery. It also means that
the surgeon doesn’t run into delays as a result of
another surgeon’s procedure taking longer than
expected in the OR booked by the orthopedist,
she explains.

Going from one area of the hospital to another
when the units are separated is a major complaint
at first, says Mollenholt. 

“Our surgeons hated it,” he admits as he
describes his hospital’s opening of a separate 
day surgery center on the hospital campus. The
majority of surgeons didn’t think the center was
convenient, even though it was connected to the
hospital by a walkway, says Mollenholt. 

To combat the surgeons’ dissatisfaction,
Mollenholt emphasized the benefits of block
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Factors that can affect the decision to combine or
separate same-day surgery services and inpatient
services included the following:
• Physician preference is always for a combined

unit unless there is a clear advantage in
scheduling operating room time and avoiding
delays in a separate unit.

• Supply and equipment costs might be lower in a
combined unit because everything is centralized
for all types of cases.
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New pulse oximetry gives 
more dependable readings
Motion and light don’t affect accuracy

When the simplest things such as light, move-
ment, and poor perfusion affect a pulse

oximeter’s readings, operating room staff must
continually check positioning of the equipment to
ensure accurate readings.

The greatest advantage of the next-generation
pulse oximetry that now is offered by several
companies is that you can trust the readings and
you don’t have to reposition the equipment dur-
ing surgery, an action that can compromise the
sterile field, says Mark J. Henrich, RRT, staff
anesthesia respiratory therapist at Nebraska
Health System in Omaha. (See vendors, p. 80.)

Although the technology utilized in next-
generation pulse oximetry is the same as
conventional oximetry, enhancements enable 
next-generation oximetry to filter artifacts such as
motion and light to produce more accurate read-
ings, says Jim Keller, director of ECRI Health
Devices in Plymouth Meeting. The October 2000
issue of Health Devices contains a review of one

company’s next-generation pulse oximetry. (See
resource box for ordering information, p. 80.) A
follow-up review of other companies’ products is
planned for the end of 2001, says Keller.

Next-generation technology does provide more
accurate readings in situations in which there is
motion, such as a trembling finger, says Keller.
“Accuracy is also improved in cases of low periph-
eral vascular pressure, as well,” he adds. Both of
the situations are common in any surgical recovery
rooms, he points out.

Costs of the new oximeters can range from a
couple of hundred dollars to a couple of thou-
sand dollars, depending on what equipment the
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Although the technology is not significantly differ-
ent, the next-generation pulse oximetry is more
accurate than conventional pulse oximetry.
• Motion, light, and low perfusion do not affect

accuracy of the readings.
• The equipment doesn’t have to be repositioned

during surgery to improve reading accuracy.
• Costs for upgrading to next-generation pulse

oximetry vary widely depending on the type of
equipment already in place.
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scheduling and an operating room schedule that
isn’t disrupted by emergency and trauma cases.
“Now they realize that access to our operating
rooms is actually more flexible than the main
OR,” adds Mollenholt.

Procedure delays due to emergency surgeries
are one disadvantage of a combined unit, says
Bales. “We have a very busy emergency depart-
ment, so we have days when less critical

procedures are delayed,” she explains. “Same-day
surgery patients expect us to honor their appoint-
ment time, and they’ve made arrangements at
work and at home,” she admits. Bales’ staff and
the surgeons try to get all of the same-day surgery
procedures done on the day scheduled so the
patient doesn’t have to come back, she adds. 

Although it is tough to find operating room
nurses who like to work inpatient and same-day
surgery cases, the flexibility of her staff is a
bonus, Bales says. Because her operating rooms
are set up to handle any type of procedure and
her staff is trained to work with any surgeon, the
schedule can be juggled throughout the day to
utilize the operating rooms efficiently, she adds.

If a hospital administration is planning to split
the inpatient and outpatient units, it is important
to hire a manager and director of nursing for the
separate same-day surgery facility who are advo-
cates of same-day surgery, says Mollenholt. 

“The people running the program have to be
interested in same-day surgery advances and
believe in the advantages of separate units,” he
says.  ■

For more information about separate vs. combined surgi-
cal units, contact:
• Susan Bales, RN, MBA, Director of Surgical and

Obstetrical Services, Promina DeKalb Medical Center,
2701 N. Decatur Road, Decatur, GA 30033. Telephone:
(404) 501-5333. Fax: (404) 501-1621. 

• Peter Mollenholt, MD, Administrative Director, DayStay
at Oregon Health Sciences University Hospital, 3181
S.W. Sam Jackson Park Road, L217, Portland, OR
97201. Telephone: (503) 494-4929. E-mail: mollenho
@ohsu. edu. 
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same-day surgery program already has in place,
says Keller.

“In some cases, a vendor may be able to simply
change the internal components of a stand-alone
pulse oximetry unit, but if the oximetry unit is
built into the anesthesia system, it may be more
difficult,” he explains. The best way to evaluate
your cost is to contact a vendor to review your
equipment, he adds.

Check pulse oximeter differences carefully

Enhancement of your pulse oximetry capabil-
ity is not just a cost issue, says Henrich.

“Although we had a limited budget, we
wanted to give the best care to our patients,” he
says. “We bought four of the next-generation
oximeters initially and used them for patients
who might experience low perfusion or tremors
during surgery,” he explains. 

If you consider purchasing next-generation
oximetry, make sure you evaluate the technology
of each vendor side-by-side, says Henrich. “Few
vendor representatives are happy when you want
their equipment set up next to someone else’s 
for evaluation, but it is imperative,” he says.
“Sometimes the differences with new oximeters
are so slight you won’t notice them if you evaluate
one a few weeks after another.”

When you change pulse oximeters, let everyone

in the operating room or recovery area know that
the “tones” are different from the sounds to which
they are accustomed, says Henrich. 

“We’ve spent years listening to the same noises
that are now part of the normal background
when we’re working,” he points out. “The new
noises are not objectionable, just different, so you
need to alert people to the change.”  ■

Cataract study evaluates
anesthesia use, costs

(Editor’s note: This is the first of a two-part series on
the second study of Cataract Extractions with Lens
Insertion conducted by the Accreditation Association
for Ambulatory Health Care’s Institute for Quality
Improvement. This month, we look at pre-procedure
time, procedure time, and discharge time. Next month,
we look at costs.) 

More details about types of anesthesia, narcotic
costs, and anesthetic administration are a few

of the enhancements added to the second Cataract
Extraction With Lens Insertion Study from the
Accreditation Association for Ambulatory Health

80 SAME-DAY SURGERY ® / July 2001

For more information about next-generation pulse oxime-
try, contact:
• Mark J. Henrich, RRT, Staff Anesthesia Respiratory

Therapist, Nebraska Health System, University of
Nebraska Medical Center, 44th and Emile, Omaha, 
NE 68198. 

• Jim Keller, Director, Health Devices, ECRI, 5200
Butler Pike, Plymouth Meeting, PA 19462-1298.
Telephone: (610) 835-6000, ext. 5279. Fax: (610) 
834-1275. E-mail: jkeller@ecri.org.

The October 2000 issue of Health Devices, which con-
tains an evaluation of next generation pulse oximetry,
costs $250, but discounts are available to members of
some ECRI programs and for multiple-copy sales. To
order, or to find out about the follow-up review that is
scheduled for the end of 2001, contact:
• ECRI, 5200 Butler Pike, Plymouth Meeting, PA 19462-

1298. Telephone: (610) 835-6000. Fax: (610) 834-
1275. Web: www.ecri.org. 

SS OO UU RR CC EE SS   AA NN DD   RR EE SS OO UU RR CC EE Sampling of Next-Generation
Pulse Oximeter Manufacturers
• Agilent Technologies, Healthcare Solutions

Group, 3000 Minuteman Drive, Andover, MA
01810. Telephone: (800) 934-7372 or (978)
687-1501. Fax: (978) 794-7646. Web: www.
healthcare.agilent.com.

• Mallinckrodt, 675 McDonnell Boulevard, P.O.
Box 5840, St. Louis, MO 63134. Telephone:
(800) 635-5267 or (314) 654-2000. Fax: (314)
654-3136. Web: www.mallinckrodt.com.

• Masimo Corp., 2852 Kelvin Ave., Irvine, CA
92614. Telephone: (949) 250-9688. Fax: (949)
250-9686. Web: www.masimo.com.

• Novametrix Medical Systems, Five Technology
Drive, Wallingford, CT 06492. Telephone: (800)
243-3444 or (203) 265-7701. Fax: (203) 284-
0753. Web: www.novametrix.com.

• Siemens Medical Systems, Electromedical
Division, 16 Electronics Ave., Danvers, MA
01923-1047. Telephone: (800) 333-8646 or (978)
907-6300. Fax: (978) 907-6359. Web: www.sms.
siemens.com/emdus.



Care’s (AAAHC’s) Institute for Quality Improve-
ment (IQI) in Wilmette, IL. (See resource box, p. 82,
for ordering information.)

Eighteen same-day surgery programs partici-
pated in the study, a decrease from the 22 organi-
zations that participated in the 1999 study, says
Naomi Kuznets, PhD, managing director of the
institute. As with most IQI benchmark studies, it
was not necessary that the participant be a mem-
ber of AAAHC.

Participants find advantages

Not all of the 18 participants in the current study,
which cost $400 for participation, were involved in
the 1999 study, which was free to participants.
However, there were a number of repeat partici-
pants, including Kris Kilgore, RN, BSN, adminis-
trative director of the Surgical Care Center of
Michigan in Grand Rapids. In addition to seeing
where her facility ranked in terms of procedure
times, costs, and types of anesthetics used, it was
helpful to read the notes that accompany the charts
for each category evaluated, says Kilgore. 

“I like seeing an explanation of how the best
performer achieved their ranking,” she says.
“This information is similar to the type of tips
you share with each other at conferences, but
$400 is a lot less than I would spend going to a
conference,” she adds.

There were no dramatic changes in the median
times for the pre-procedure, procedure, and dis-
charge categories, says Kuznets. Any changes
that occurred were small and might have been
due to a different group of participants, she adds.

Kilgore did not see significant differences in
her facility’s performance from one year to the
next, but she still finds the results beneficial.

When evaluating your performance in a bench-
marking study, it is important to not assume that
you are doing something wrong if you are not the
best performer in a category, Kilgore points out. 

23.5 minutes is average discharge

In the discharge time category, which is defined
as the interval between leaving the operating room
to discharge from the recovery unit, Kilgore’s facil-
ity posted a 30-minute average. The median dis-
charge time was 23.5 minutes, and the average
times for facilities ranged from less than 10 min-
utes to almost 60 minutes. 

“We took a look at what the best performer did
to achieve a 10-minute discharge, but we decided
that our procedures are best for our patients and
our facility,” says Kilgore. Her concern was that
less time would result in less understanding of
postoperative instructions, she says. “In this case,
it was OK not to be at the top of the category,”
she adds.

The best performer in the discharge time cate-
gory does call the patient within the first few
hours to review instructions and answer ques-
tions, according to the study report. “This extra
call still requires staff time, so I don’t know that it
is more efficient than holding the patient an extra
15-20 minutes to make sure instructions are under-
stood,” says Kilgore.

Early arrivals affect pre-procedure time

The median time for pre-procedure, which is
defined as the time the patients checks in until the
time the patient is in the operating room, was 78
minutes overall, with individual times ranging
from fewer than 60 minutes to almost 120 minutes.
The Opticare Eye Health Center in Waterbury, CT,
posted an average pre-procedure time of 80 min-
utes, which surprised director of nursing Grace
Niedmann, RN, a little.

“We have patients show up 60 minutes prior to
surgery so we can make sure their eyes are fully
dilated,” explains Niedmann. While this accounts
for 60 of the 80 minutes, Niedmann is taking a
look at the extra 20 minutes to see if that was an
anomaly of the cases included in this study or a
opportunity for improvement.

Using benchmarking information to start dis-
cussions of internal processes is important, says
Kilgore. “We share benchmark studies at staff
meetings as a way to open up conversations of
changes we might make to improve our service,”
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The second study of Cataract Extractions with Lens
Insertion conducted by the Accreditation Association
for Ambulatory Health Care’s Institute for Quality
Improvement provides benchmark information for
same-day surgery programs. Components of the
study looked at procedure times, costs, anesthesia
use, and eye drop use.
• The median pre-procedure time was 78 minutes. 
• The overall median procedure time was 16.9

minutes. 
• Discharge time had a median of 23.5 minutes.
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she explains. “Not all of the ideas suggested by a
study will work for us, but they might trigger
other ideas that will.”

Procedure time for organizations in the study
ranged from less than 10 minutes to almost 35
minutes, with the overall median at 16.9 minutes.
“We averaged almost 20 minutes for procedure
time,” says Niedmann. “We have 12 surgeons,
two of whom are slower than others, so there is
not a lot we can do to change our performance in
this category.”

Type of anesthesia also affected procedure
time, points out Kuznets. While the median pro-
cedure time was 16.9 minutes, the procedure time
for facilities using topical anesthetic only was 16
minutes, and the procedure time for those using
an anesthetic block was 17.4 minutes, she adds. 

Forty-five percent of the study participants
used topical anesthetics, 24% used peribulbar
block, 15% used retrobulbar blocks, and 16%
used other techniques, she adds.

Study pinpointed costs

With cost containment high on everyone’s pri-
ority list, the sections that evaluate lens costs and
narcotic or sedative costs were of great interest to
many participants, says Kuznets. While the differ-
ence in lens costs can be attributed to the types of
intraocular lenses and the difference in narcotic

costs can be attributed to medications used, it also
was apparent that standardization and using one
primary vendor are key reasons some facilities
maintain low costs, she adds.

The good feedback from participants and facil-
ities that have purchased reports of previous per-
formance measurement studies is encouraging as
the Institute plans studies on tumescent liposuc-
tion, surgical/procedural patient satisfaction,
cataract extraction with lens implant, knee
arthroscopy with meniscectomy, and medical
event reporting, says Kuznets. 

Kilgore is glad that there is a low-cost option
for same-day surgery programs to participate in
IQI’s benchmarking studies. “With benchmarking
a requirement for many accreditation programs
and a limited number of same-day surgery
focused studies available, it’s nice to have an
affordable option to help us evaluate our perfor-
mance,” she says.  ■
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For more information about the Accreditation Association
of Ambulatory Health Care’s Institute for Quality Improve-
ment’s 2000 Cataract Extraction Study, contact:
• Naomi Kuznets, PhD, Managing Director, Institute for

Quality Improvement, 3201 Old Glenview Road, Suite
300, Wilmette, IL 60091-2992. Telephone: (847) 853-
6060. Fax: (847) 853-9028. E-mail: naomi@aaahc.org.

• Kris Kilgore, RN, BSN, Administrative Director, Surgical
Care Center of Michigan, 750 E. Beltline N.E., Grand
Rapids, MI 49525. Telephone: (616) 940-3600. 

• Grace Niedmann, RN, Opticare Eye Health Center, 87
Grand View Ave., Waterbury, CT 06708. Telephone:
(203) 465-1401. 

A copy of the 2000 Cataract Extraction Study is $40. To
order, contact:
• Accreditation Association for Ambulatory Health

Care, Institute for Quality Improvement, 3201 Old
Glenview Road, Suite 300, Wilmette, IL 60091.
Telephone: (847) 853-6079. Fax: (847) 853-9028.
Web: www.aaahc.org. 
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NEEDLE SAFETY
What you must know before OSHA inspectors come calling

A teleconference for managers and frontline workers

Educate your entire staff at one low cost —
 including CE!

Wednesday, August 29, 2001 at 2:30 p.m. EST
Presented by OSHA experts 

Cynthia Fine, RN, MSN and Katherine West, BSN, MSEd, CIC

JUST $199 FOR YOUR ENTIRE FACILITY!

Anew federal law threatens hospitals and outpatient surgery cen-
ters with citations and fines unless needle safety devices such as

retractable or self-sheathing needles are being regularly evaluated.
Further, this law mandates that frontline health care workers be
involved in the evaluation and selection of needle safety devices. 

The new national regulations are closely modeled on earlier pas-
sage of a state OSHA law in California. Lessons learned from

actual Cal-OSHA inspections in California will be revealed including
how OSHA has been enforcing the regulations there and what to
expect during an inspection. Additionally, you will learn what recent
changes on the national level mean for your hospital. Our experts will
bring the right combination of recent real-world experience and time-
honored OSHA compliance tips to make this program a must to meet
the new national mandate for needle safety.

You may invite as many participants as you wish to listen to Needle
Safety Mandate: What you must know before OSHA inspectors
come calling.  Each listener will have the opportunity to earn 1 nurs-
ing contact hour.  CE is absolutely FREE for the first 20 participants
at each facility. A processing fee of $5 will be charged for each par-
ticipant after the first 20 receiving CE.  There is no additional fee for
participants who do not receive continuing education.

Accreditation Statement
American Health Consultants is accredited as a provider of continuing
education in nursing by the American Nurses Credentialing Center's
Commission on Accreditation.  Provider approved by the California
Board of Registered Nursing, Provider Number CEP 10864, for approxi-
mately 1 contact hour.

CALL (800) 688-2421 TO REGISTER TODAY!

✆✆

Register today for this informative teleconference and 
educate your entire staff for one low fee so that you
can avoid citations and costly fines. Plus, earn CE!



Medicare adds codes 
for surgery centers

Medicare has added some codes for proce-
dures performed in ambulatory surgery

centers (ASCs). Effective for services performed
on or after Jan. 1, 2001, the following codes will
be paid as an ASC facility payment:

• code 19102, breast biospy, payment group 2;
• code 19103, breast biopsy, payment group 2;
• code 58353, thermal endometrial ablation,

payment group 4;
• code 66982, cataract, payment group 8.
In addition, beginning July 1, 2001, Medicare

covers screening colonoscopy for individuals not
at high risk for colorectal cancer. The code is paid
as G0121, payment group 2.  ■
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THE NEW JCAHO PROCESS:
Is Your Outpatient Surgery Department Ready?

Tuesday, July 24, 2001 at 2:30 p.m. EST

✆
Ann Kobs, RN, MS, is the
president and CEO of Type 1
Solutions Inc., a firm that 
provides sentinel event con-
sultation and continuous
readiness for compliance
activities. She worked for 
the Joint Commission on
Accreditation of Healthcare
Organizations for eight years
as a sentinel events specialist
and associate director of the
department of standards.

Patrice Spath, RHIT, is a
health information manage-
ment professional with more
than 20 years of extensive
experience in performance
improvement activities.
During the past 20 years,
she has presented more than
350 educational programs
and has authored more than
150 books. She is the con-
sulting editor of Hospital
Peer Review newsletter.

Presented by JCAHO experts:
Ann Kobs, RN, MS and Patrice Spath, RHIT

Discover how sweeping changes in the accreditation
process will affect both freestanding and hospital-

affiliated ambulatory surgery centers. Ann Kobs, RN, MS,
former associate director of the department of standards
at the Joint Commission on Accreditation of Healthcare
Organizations, will help guide you through the maze of
new and revised accreditation standards, while Patrice
Spath, RHIT, JACHO expert, provides timely advice on
the principles of continuous compliance. Get the latest
and most accurate accreditation information to help you
achieve a sparkling survey result.

EXPERT FACULTY

EDUCATE YOUR ENTIRE STAFF AT ONE LOW COST!
$199 for AHC subscribers

You may invite as many participants as you wish to listen
to the teleconference, and each listener will have the oppor-
tunity to earn 1 nursing contact hour.  CE is absolutely
FREE for the first 20 participants at each facility.  A pro-
cessing fee of $5 will be charged for each participant after
the first 20 receiving CE.  There is no additional fee for
participants who do not receive continuing education.

Through this tape and session handout you will learn from
the ever-popular presenter, Bradley Beard, MHA, PT,
ATC, about creating and retaining satisfied employees,
how to design a successful customer service program, and
how to combine them for overall success. You will receive
this special bonus FREE with your paid registration (a $95
value).

ACCREDITATION STATEMENT
American Health Consultants is accredited as a provider of continu-
ing education in nursing by the American Nurses Credentialing
Center's Commission on Accreditation.  Provider approved by the
California Board of Registered Nursing, Provider Number CEP
10864, for approximately 1 contact hour.

BE AMONG THE FIRST 50 TO REGISTER AND RECEIVE
THE VALUABLE AND INFORMATIVE EDUCATIONAL TAPE:

Motivated Employees + Satisfied Customers  =
Organizational Success  —

ABSOLUTELY FREE! (a $95 value)

CALL (800) 688-2421 or (404) 262-5476
TO REGISTER TODAY!
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1. Which of the following statements is true con-
cerning alcohol-based products as surgical 
scrubs, according to Elaine Larson, RN, PhD, 
professor at Columbia University School of 
Nursing and professor at the School of Public 
Health at Columbia University? 
A. The alcohol products kill fewer micro-

organisms than other products on the market.
B. The alcohol products kill an equal number of 

microorganisms compared to other products 
on the market.

C. The alcohol products kill the most micro-
organisms of any product on market.

2. According to Mark J. Henrich, RRT, staff anes-
thesia respiratory therapist at Nebraska Health 
System, it is essential to do the following when 
evaluating new pulse oximeters for your same-
day surgery program:
A. Budget money to purchase new equipment 

for all operating rooms at the same time. 
B. Conduct evaluations of different equipment 

at the same time. 
C. Choose oximeters with the same “tones” as 

your old equipment.
D. Evaluate one vendor’s equipment at a time.

3. The overall median procedure time for cataract 
extraction with lens implant, according to the 
2000 study conducted by the Accreditation 
Association for Ambulatory Health Care’s 
Institute for Quality Improvement, was:
A. 24.3 minutes.
B. 31.6 minutes.
C. 10.5 minutes.
D. 16.9 minutes.

4. Peter Mollenholt, MD, administrative director of 
DayStay at Oregon Health Sciences University 
Hospital, conducted a study of anesthesia ser-
vice efficiency in combined inpatient/outpatient 
units compared to separated units and found:
A. recovery length of stay shortened considerably.
B. there were no significant differences.
C. results were dependent on the types of cases 

handled.
D. procedure times were lengthened.
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CE objectives

After reading this issue, the continuing
education participant will be able to:

• Identify clinical, managerial, regulatory,
or social issues relating to ambulatory surgery
care and management. (See “New pulse
oximetry gives more dependable readings,”
“Cataract study evaluates anesthesia use,
costs.”)

• Describe how those issues affect nursing
service delivery or management of a facility.
(See “Inpatient and SDS: One unit or two?”)

• Cite practical solutions to problems or
integrate information into their daily prac-
tices, according to advice from nationally
recognized ambulatory surgery experts.  ■

CEquestions



American Health Consultants 
Education and Training Fax-back Survey

We would like to learn more about training and education needs for you and your staff. Please circle the 
number corresponding to your level of interest in the following topics:

No Some Much
Interest Interest Interest

HIPAA privacy rules 1 2 3 4 5

Stark II 1 2 3 4 5

EMTALA 1 2 3 4 5

Aftermath of ergonomics 1 2 3 4 5

OSHA compliance 1 2 3 4 5

Post-exposure prophylaxis 1 2 3 4 5

Influenza update 1 2 3 4 5

Antibiotic resistance 1 2 3 4 5

Adverse drug reactions 1 2 3 4 5

Drug interactions 1 2 3 4 5

Medication errors 1 2 3 4 5

Herb-drug interactions 1 2 3 4 5

Nosocomial infections 1 2 3 4 5

Patient falls 1 2 3 4 5

Basic information 
for frontline workers 1 2 3 4 5

Needlesticks 1 2 3 4 5

Latex sensitivity 1 2 3 4 5

TB compliance 1 2 3 4 5

Restraints and the 
violent patient 1 2 3 4 5

Pain management 1 2 3 4 5

No Some Much
Interest Interest Interest

Palliative care 1 2 3 4 5

End-of-life care 1 2 3 4 5

Assisted suicide 1 2 3 4 5

Genetic testing 1 2 3 4 5

Organizational ethics 1 2 3 4 5

Human research protection 1 2 3 4 5

Informed consent 
documentation 1 2 3 4 5

New accreditation standards 1 2 3 4 5

Observation units (23-hour 
care or recovery beds) 1 2 3 4 5

ED diversion 1 2 3 4 5

Avoiding lawsuits: What to 
say when something 
goes wrong 1 2 3 4 5

Improving documentation 
for nurses and physicians 1 2 3 4 5

Nursing shortage 1 2 3 4 5

Bioterrorism 1 2 3 4 5

Disaster planning and 
mass casualties 1 2 3 4 5

Safety and security 1 2 3 4 5

What training format is preferred for you and your staff? Rate the following methods using the scale below:
Least Preferred Most Preferred

On-site speakers 1 2 3 4 5
Travel off-site to live conferences 1 2 3 4 5
Subscription-based newsletters/journals 1 2 3 4 5
Outside-sponsored teleconferences 1 2 3 4 5
Outside-sponsored videoconferences 1 2 3 4 5
Web-based conferences 1 2 3 4 5
Resource books 1 2 3 4 5
Other _____________________________ 1 2 3 4 5

What is your title?___________________________________________ 
To what American Health Consultants newsletter(s) do you subscribe? _____________________________
______________________________________________________________________________________

Thank you for your assistance.

Please fax your completed form to (800) 850-1232 by August 1, 2001.
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