
Is ambulatory surgery crossing the
line with patients and procedures?
SAMBA web survey: 40% have pushed envelope of patient safety 

(Editor’s note: In this first part of a two-part series on patient safety, we discuss
how safety can be compromised in outpatient surgery and how anesthesiologists
and surgeons can agree on limits. In next month’s issue, we discuss the source of
the pressure to handle more types of patients and procedures as outpatient cases.) 

A400-pound patient comes to an outpatient surgery department.
The patient has obstructive sleep apnea, diabetes, and heart dis-
ease. 

“I take one look at the patient and say to the surgeon, ‘Do you think
this patient is really going home today?’” says Scott R. Springman, MD,
professor of anesthesiology and director of ambulatory anesthesia ser-
vices and the preoperative clinic at the University of Wisconsin Clinical
Sciences Center in Madison. “He winks at me and says, ‘probably not.’
Surgeons play a game where they’re pushing the envelope, but they’re
waiting to see if we [anesthesiologists] push back.” 
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Outpatient surgery managers are questioning whether providers are going
too far in terms of types of patients and procedures performed in the outpa-
tient setting. To avoid problems:
• Before adding a new procedure, examine who else has been doing the

procedure, how long, and what type of experience they have had. Also
consider the surgeon’s skill level, the anesthesiologist’s skill level, the
type of anesthesia, and the patient’s pre-existing medical conditions.

• As much as possible, ensure staffing, credentials, and equipment match
that of inpatient care.

• Have open dialog between anesthetists and surgeons about what patients
and procedure are appropriate.

• Ensure adequate patient evaluations are performed before the day of
surgery.

• Concentrate first on being efficient, and speed will follow.
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From the beginning of the field, outpatient
surgery has explored the outer boundaries of
patient selection and procedures. Has it gone too
far? This concern is evident in an Internet sur-
vey conducted by the Society of Ambulatory
Anesthesia (SAMBA) in Park Ridge, IL. 

In that survey, 40% (21) of 53 respondents said
they agree or strongly agree with the statement,
“My practice pushes the envelope of patient safety
by performing outpatient surgery on patients with
serious pre-existing conditions.” (See graph, p. 3,
on left.) When asked whether they push the enve-
lope in terms of performing complex or lengthy
surgical procedures on outpatients, 35% (18) of 52
respondents said they agree or strongly agree. (See
graph, p. 3, on right. For information on how to
access the survey, see resource box, p. 4.)

“I am not sure it is less safe to perform a longer
or more complicated case in an ASC [ambulatory
surgery center] as long as all of the tools or sup-
plies that are needed are available,” says J. Lance
Lichtor, MD, professor at The University of Iowa
Department of Anesthesia in Iowa City. “A much
more common issue would be what happens to
patients after the surgery. Should they go home
or be admitted to a hospital? If they are admitted
to the hospital, was it appropriate to perform the
surgery in the ASC?”

Where do anesthesiologists feel the pressure
coming from in outpatient surgery? Mostly sur-
geons — according to the results of the survey.
When asked the source of the greatest pressure,
43% (22) of 51 respondents said surgeons, 25%
(13) said “myself,” 20% (10) said administrators,
6% (three) said patients, and 6% (three) said col-
leagues. When asked how much of their practice
is devoted to performing ambulatory anesthesia,
55% (27) of 49 respondents said 67% to 100%, and
33% (16) of respondents said 34% to 66%. Another
10% (five) said they devote 1% to 33% of their
practice to ambulatory anesthesia, and 2% (one)
said none of their practice is ambulatory.

“One of the things you don’t want to do is to
be pushed into doing things by other people —
administrators, other colleagues, surgeons —
when you don’t feel it’s safe to do,” Springman

says. “Surgeons are probably the biggest drivers
of taking patients that otherwise you wouldn’t
take.” 

In general, surgeons tend to be risk takers, and
anesthesiologists are usually conservative, he
says. Surgeons are performing more complex
procedures than previously, taking longer to per-
form the procedures, and in addition, they’re
“lumping” procedures together under the same
anesthetic, he says. The problem is that with a
longer procedure, there’s a greater risk of hemo-
dynamic instability and often a greater need for
fluid replacement, because of the trauma to the
tissue, Springman says.

Pushing the envelope isn’t always bad, however,
says Barbara S. Gold, MD, president of SAMBA
and associate professor in the Department of
Anesthesiology at the University of Minnesota in
Minneapolis. In fact, it is that “pushing” that has
allowed outpatient surgery to achieve widespread
popularity today, she emphasizes.

In the early years of the field, patients with
underlying diseases were treated cautiously on
an outpatient basis.

“Given early successes, the eligible outpatient
population was expanded,” she says. Pressure
from third-party payers accelerated this process,
Gold adds. “So, pushing the envelope can be ben-
eficial and can be innovative, especially when
sound medical judgment and the welfare of the
patient guide decision making.”

Gold is quick to point out, however, that outpa-
tient surgery can be pushed too far. For example,
in some cases, “system issues — i.e., schedule,
reimbursement, staffing, etc. — rather than medi-
cal judgment or patient welfare drives decisions,
and the concern is that the patient’s best interests
are not primary,” she says. “In anesthesia, this can
have significant consequences.”

Consider these suggestions for addressing
patient and procedure selection in outpatient
surgery:

• Do research before you decide whether a
procedure should be performed outpatient.
Look at the data, urges Ross Musumeci, MD,
vice president of Anaesthesia Associates of
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Massachusetts in Westwood. “We look at what
the complication rates are for certain procedures
and make our decisions based on that,” he says.

Springman researches the procedure that’s
planned. “Am I the first kid on the block to be
doing this, or have others being doing it safely
for years?” he asks. “What’s their experience?
What are their techniques? How are they han-
dling potential complications?” Additional fac-
tors that affect whether a procedure can be
performed outpatient include the surgeon’s skill
level, the anesthesiologist’s skill level, the type of
anesthesia, and the patient’s pre-existing medical
conditions, Springman says.

“If you have surgeons that are slick and fast
and can do a procedure specifically under a local
or a regional, your outcomes may be entirely dif-
ferent from another ASC where surgeons are
slower, results are not as good, and you have to
do a general anesthetic on the same type of
patient for the same procedure,” he says.

• Establish a goal to make outpatient surgery
as safe as inpatient surgery. “Administrators
should look at surgery centers and ask, ‘What can I
do to make it equivalent to a hospital without
going broke?’” says Ervin Moss, MD, executive
medical director of the New York State Society of
Anesthesiologists in Verona. 

For example, use nurses in the post-anesthesia

care unit who have been trained in recovery, he
urges. In addition, put your credentials in order,
and update your equipment, Moss adds.

• Have open lines of communication between
anesthetists and surgeons. Anesthetists should
be facilitators, not obstructionists, Musumeci
says. Obstructionists cancel cases and insist on
having their way, he says. Facilitators align their
interests with those of the facility and surgeons,
Musumeci explains.

“If you are perceived as doing that, you tend to
have a lot less trouble saying no when you need
to and look out for patients’ well-being,” he says.

If anesthetists take every case that surgeons
bring to them, surgeons will assume they are
comfortable with it, Springman says. Anesthetists
periodically should communicate with surgeons
about what types of patients are acceptable for
your facility, he says. 

“If surgeons and anesthesiologists have differ-
ences, that’s a good opportunity for them to sit
down and discuss them, and come up with rea-
sonable compromise,” Springman says.

As a general rule of thumb, Springman says, if
an anesthetist feels comfortable 100% of the time,
he or she is being too conservative. “But you
don’t want to feel 100% uncomfortable all the
time,” he says. The point of a “happy medium”
isn’t clear, Springman adds.
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• Set up mechanisms to ensure adequate
patient review before the day of surgery. In the
SAMBA web survey, 10 (19%) of 52 respondents
said they agree or strongly agree with the state-
ment that they never cancel ambulatory cases for
inadequate preoperative evaluations. Eight (15%)
agreed or strongly agreed that they never cancel
ambulatory cases for noncompliance with NPO
guidelines.

Adequate patient review is critical to ensure
good patient outcomes, Musumeci emphasizes.
At the day surgery centers which he works, mor-
bidly obese patients and patients with abnormal
EKGs have to be reviewed by an anesthesiologist
in advance. This review prevents pressure on the
day of surgery and allows clinicians to make the
right decisions, he says. 

• Aim for being efficient, not simply fast.
“We feel strongly that efficiency in the operating
room and delivery of care doesn’t have to mean
decline in quality of care,” Musumeci says. “It
can go hand in hand with improvement in qual-
ity of care.”

If you’re efficient, you’re fast, Springman
acknowledges. “But if you simply aim for being
fast, you get into situation where overall, you end
up being less efficient, complications increase,
patient satisfaction may go down, and you have a
whole host of adverse outcomes,” he says.

Concentrate first on being efficient, and speed
will follow, he advises. For example, the University
of Wisconsin Clinical Sciences Center formerly

spent a lot of time interviewing and preparing
patients when they arrived on the day of surgery.
To address the problem, many of the questions
were moved to the pre-op telephone call, and any
concerns were addressed ahead of time.

“We could reduce the amount of time patients
wait prior to surgery,” says Springman, who says
15-20 minutes was saved per patient.

As more procedures and patients move to the
outpatient surgery setting, managers continually
will have to evaluate where to draw the line,
Springman says. “And [all] anesthesiologists
[have] their own point at which they feel they’ve
stepped over that line,” he adds.

Expect scrutiny if your complications rates
aren’t low, Musumeci warns. “My advice to any-
one who asks is, don’t push the envelope,” he
says. Give anesthesiologists adequate informa-
tion to make the right decision “without a sur-
geon breathing down their neck and without
surgeons having to look at a day of wasted time
because the case got cancelled,” he says. “This
isn’t an area worth pushing the envelope, in my
opinion.”  ■

Hand hygiene guideline
recommends no brush
Alcohol-based handrub OK for surgical scrub

The draft of new hand hygiene guidelines from
the Centers for Disease Control and Prevention

(CDC) in Atlanta recommend that health care 
personnel decontaminate hands without using a
brush.

As predicted by Same-Day Surgery, the draft
also recommends the use of an alcohol-based
handrub or an antimicrobial soap before donning
sterile gloves when performing a surgical proce-
dure. (For more information on the alcohol
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For more information on quality of care in outpa-
tient surgery, contact:
• Ervin Moss, MD, 11 Robert Court, Verona, NY

07044. Telephone: (973) 744-8158. Fax: (973)
857-7137. E-mail: ervmo@aol.com. 

• Ross Musumeci, MD, Vice President, Anaesthe-
sia Associates of Massachusetts, 690 Canton 
St., Westwood, MA 02090. Telephone: (781) 
407-7771.

• Scott R. Springman, MD, Professor of
Anesthesiology, Director of Ambulatory
Anesthesia Services and Preoperative Clinic,
University of Wisconsin Clinical Sciences
Center, F6-281 CSC, 600 Highland Ave.,
Madison, WI 53792.

To access the web survey by the Society of
Ambulatory Anesthesia, go to www.sambahq.org
and click on “SAMBA Survey” on right side of page.
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To Submit Comments

Comments must be received in writing on or before
Dec. 24, 2001. Comments should be submitted to
the Resource Center, Attention: HHGuide, Division
of Healthcare Quality Promotion, CDC, Mailstop E-
68, 1600 Clifton Road N.E., Atlanta, GA 30333.
Fax: (404) 498-1244. E-mail: hhcomments@cdc.
gov. Web: www.cdc.gov/ncidod/hip/hhguide.htm.



agents, see “CDC draft recommends alcohol
agents as alternatives for surgical scrubs,” SDS,
July 2001, p. 73.)

Both recommendations are ranked IB, meaning
they are supported by some studies and a strong
theoretical rationale.

“Everything in [the draft guidelines] supports
having an alcohol-based with an emollients,” says
Etta Hodge, RN, MBA, director of surgical ser-
vices, at Christus St. Joseph Hospital in Houston.
(See appendix, inserted in this issue, for a com-
parison on agents.)

The draft guidelines say no brushes or sponges
are necessary. “[The draft] says they’ve been
shown to be abrasive to skin, and make things
worse,” Hodge says. “Others agents aren’t as
fast-acting as alcohol, or as sustaining.”

When Christus St. Joseph decided to convert
from a brush to a brushless agent, the informa-
tion was presented to the operating room (OR)
committee, and the hospital’s infection control
coordinator attended. 

“We presented to them the efficacy of alcohol
and other products, and how it was a superior
agent to other ones,” Hodge says. “We empha-
sized the lasting effect it had, and that it had
emollients so their hands wouldn’t dry out.” (For
information on companies that carry brush-free
scrubs, see resource box, above.)

Physicians often believe that the more they
scrub, the more effective it is, she says.

“They were taught to scrub, scrub, scrub, and
you’ll get rid of bugs,” Hodge says. “We empha-
sized that it’s not the friction, but the efficacy of

the product that’s important.” 
Physicians usually are open to change if you

present new information, she says. “When you
present it like that: ‘We have new information,
and you don’t want to be a dinosaur,’ they will
change,” she says. 

Also recommended in the draft guidelines is
no artificial fingernails or extenders when provid-
ing patient care. The recommendation is ranked
1A, which means it is strongly recommended for
implementation and strongly supported by well-
designed experimental, clinical, or epidemiologi-
cal studies. 

“Even though they said [within the guidelines
that] additional studies are warranted, it’s a ‘no
brainer’ that you shouldn’t wear artificial nails”
in the OR, Hodge says.

They harbor bacteria, she emphasizes. “Even
when you do handwashing, no one’s going to do
a meticulous handwashing if [she’s] paid $25 to
have fake nails put on,” Hodge says. “You’re not
as rigorous as you are if they are your own nails.”

Monitoring also is an issue, even with natural
nails, she says. “If you tell people they can wear
nail polish, who’s going to monitor whether it’s
chipped or not?”

The draft is on line at www.cdc.gov/ncidod/
hip/hand/hhfedreg.htm. Comments must be
received by Dec. 24. (For information on submit-
ting comments, see box, p. 4.) The final guidelines
should be issued in 2002.  ■

Attract Hispanic patients
by understanding needs
Translators, recognition of culture are important

(Editor’s note: In this first part of a two-part series on
the growing Hispanic population, we tell you what
specific challenges you’ll face and how to overcome
them. In next month’s issue, we’ll tell you how to
attract and serve the Hispanic population.)

The woman wanted directions to the same-day
surgery department within a large hospital

complex. She was supposed to meet a family
member undergoing a surgical procedure who
needed a ride home after discharge. Although she
went to the main information desk, no one could
help her. None of the staff at the front desk spoke
Spanish. After waiting for at least 20 minutes for
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For more information on the draft guidelines, contact:
• Etta Hodge, RN, MBA, Director of Surgical

Services, Christus St. Joseph Hospital, 1919
LaBranch, Houston, TX 77002. Telephone:
(713) 757-7574. Fax: (713) 657-7153. E-mail:
etta.hodge@stjoe.sch.org.

The following brushless scrubs are available:
• 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. 

• 3M Avagard Surgical and Healthcare Person-
nel Hand Antiseptic with Moisturizers. Contact
3M at telephone: (800) 228-3957. E-mail: health-
care@3M.com. Web: www.3M.com/healthcare. 
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a Hispanic member of the housekeeping staff 
to answer a page to the front desk, the woman
returned home to get a bilingual neighbor who
could direct her to the right place. Luckily, she
arrived at the same-day surgery department
before her family member was discharged.

A 57.5% increase in the Hispanic population in
the United States between 1990 and 2000, from
22.4 million to 35.3 million, according to the 2000
U.S. Census, means changing the way same-day
surgery services are offered. (To find statistics
for your area, see resource box, p. 7.)

The most obvious barrier for most Hispanic
patients to overcome is the language barrier, says
Carlos A. Rodriquez, MD, a Geneva, IL-based
gastroenterologist who recently opened Kendall
Pointe Surgical Center, a surgery center that is
designed to serve a multicultural population in
Geneva and the surrounding area.

“For many years, Hispanic patients could not
find a bilingual employee at the local hospital
front desk giving directions or on the telephone to
make appointments,” Rodriquez explains. His
surgery center has Spanish-speaking employees in
all of the key patient and family contact areas such
as the front desk. “We also try to have one bilin-
gual employee with the patient throughout the
whole process to minimize the number of family
members who are needed to translate,” he adds. 

Family plays an important part in the Hispanic
patient’s trip to any health care provider, says
Armando Riera, BSN, RN, CNOR, nurse liaison at
Jackson Memorial Hospital in Miami. In addition
to serving as translators, they often are involved
in decisions about the patient’s care, he adds. 

“It is just as important to explain diagnoses and
surgical treatments to family members as it is to
explain them to the patient,” Riera says. Not only
does this improve aftercare, but it also reassures

everyone that the patient is receiving the best care,
he adds. 

Because Hispanic families include not only par-
ents and children but also cousins, aunts, and other
extended family members, be ready for a larger
than average group of people to accompany the
patient on the day of surgery, says Riera. “Not only
does the patient want the extra support of family
translators, but family members appreciate each
other’s support while waiting,” he says. 

For these reasons, Riera’s same-day surgery
staff is prepared to direct family members to
larger waiting areas so they can be together, and
family members are allowed to take turns sitting
with the patient in the pre-op and post-op areas
when appropriate. “We can’t allow more than one
family member at a time to stay with the patient,
but by letting them switch out during the process,
they all feel like they have done their part in car-
ing for the family member,” he explains.

When designing his same-day surgery center,
Rodriquez made sure that in addition to a general
waiting area, there were consultation rooms to
which a family could be directed to wait. “These
rooms also give us a private area in which we can
talk to the family all at once,” he adds.

Another aspect of Hispanic culture that needs
to be understood is the religious aspect, says
Riera. “The Hispanic population is very religious,
usually Catholic, and the people often rely upon
religious talismans for luck,” he says. 

Be prepared for the patient to ask to carry a
picture of the Virgin Mary or a cross into surgery,
he suggests. Also, don’t be surprised if a priest is
included in the group of people accompanying
the patient, he adds. Decisions as to what items
can go with the patient into the pre-op, operating
room (OR), and recovery areas are made on a
case-by-case basis with patient safety the primary
concern, says Riera. “If the item doesn’t present a
risk in any way, we let them take it,” he says. 

When the item can’t accompany the patient,
staff explain the reasons in a way that shows
respect for the patient’s beliefs, Riera adds. First,
tell the patient that you understand how impor-
tant the item is to him or her, then explain why it
might pose a risk to the patient’s safety in the OR,
he suggests. Finally, ask which family member the
patient would like to safeguard the item and
promise to get it back to the patient at the earliest
moment after surgery, he adds. 

Patient education for Hispanics also may pre-
sent challenges, says Rodriquez. His staff has cre-
ated some Spanish-language patient education

6 SAME-DAY SURGERY ® / January 2002

A Hispanic population that has increased by 57.5%
since 1990 means that many same-day surgery
programs have to look at how they address the
needs of this population:
• Bilingual employees are needed at every key

point of contact with patients and family.
• Flexible policies address a patient’s need to

carry religious talismans into surgery or recov-
ery and to have family members stay with them
as much as possible. Address the importance of
family with large waiting areas.

• Provide patient education materials in Spanish. 
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materials, but most companies that produce
patient education materials used by surgeons and
surgery centers offer the publications in Spanish,
he says. [For example of Spanish and English
patient handouts, go to same-daysurgery.com.
Click on “toolbox” and scroll down to “Patient
Documentation/Patient Education” to see hand-
outs on post-op pain and suture care. You’ll
need your subscriber number to access the site,
which is printed above your name on your SDS
mailing label. Your user name is your sub-
scriber number, and your password is sds in
small letters plus your subscriber number (no
spaces). If you need your subscriber number,
contact customer service at (800) 688-2421 or 
customerservice@ahcpub.com.] 

In addition to educational materials, make sure
you have Spanish-language maps of your facility
if you are a hospital-based program in a large
complex, says Riera. “We also have Spanish-lan-
guage videos for education as well,” he adds. His
maps and videos were produced in-house, but
Riera points out that many patient education
videos are available in Spanish.

While language, family, and religion are the
key areas that must be evaluated if a same-day
surgery manager wants to address Hispanic
needs, there are other cultural beliefs that need to
be taken into account, says Riera. Reliance on
pharmacists and over-the-counter drugs and use
of herbs and home remedies increase the SDS
staff’s need to ask about other medications and
treatments the patient may have used, says Riera. 

There are resources for same-day surgery man-
agers who want to know more about ensuring their
programs meet the needs of Hispanic patients,
Rodriquez says. The Washington, DC-based
National Alliance for Hispanic Health and a web
site sponsored by Boston-based Management
Sciences for Health offer information on setting up
services that meet cultural and linguistic needs of
Hispanic populations. (See resource box, at left.)

Rodriquez’ surgery center, with its multicultural
focus, has spurred changes in the way other pro-
grams in the area address the needs of Spanish-
speaking patients. “We are now seeing an increase
in the number of bilingual employees available to
help Hispanic patients at all other facilities, espe-
cially the hospitals,” he says. “This was not the
case when we first applied for our certificate of
need for our center.”  ■

No grandfather clause in
proposed Life Safety Code

Have you rested easy in terms of your building
expenses due to a grandfather clause that

allows you to comply with the 1981 edition of the
National Fire Protection Association’s Life Safety
Code? That has all changed with a Oct. 26 draft
rule from Medicare that proposes to do away with
the grandfather clause and require surgery cen-
ters, hospitals, and other providers to comply
with the 2000 edition of the Life Safety Code. 

“We are not proposing to grandfather any 
facility under these new provisions because we
believe the provisions will not impose an undue
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For more information about Hispanic-focused pro-
grams, contact:
• Carlos A. Rodriquez, MD, Medical Director and

President, Kendall Pointe Surgical Center, 302
Randall Road, Suite 304, Geneva, IL 60134. E-
mail: carlos.rodriquez@worldnet.att.net.

• Armando Riera, RN, BSN, CNOR, Nurse
Liaison, Department of Oral Surgery, Jackson
Memorial Hospital, 1611 N.W. 12th Ave., Miami,
FL 33136. E-mail: ariera@med.miami.edu.

To find statistics related to the Hispanic population
in your area, go to:
• Census 2000 web site at www.census.gov/

dmd/www/2kresult.html. Click on Summary File
1, then choose the desired state.

To find information that will help you set up services
that address the Hispanic population, contact:
• The Management Sciences for Health, 165

Allandale Road, Boston, MA 02130-3400.
Telephone: (617) 524-7799. Fax: (617) 524-
2825. Web: erc.msh.org/quality&culture. The
organization’s web site helps health care organi-
zations provide culturally competent services for
different populations. Common health problems,
cultural beliefs that may affect health care, and
suggestions on how to meet a specific popula-
tion’s needs are addressed. 

• The National Alliance for Hispanic Health,
1501 16th St. N.W., Washington, DC 20036.
Telephone: (202) 387-5000. Fax: (202) 797-
4353. Web site: www.hispanichealth.org. The
alliance offers a variety of publications that rec-
ommend ways to set up health services that
address the needs of the Hispanic population.
Descriptions and prices for the publications are
included on the web site.
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burden,” the Centers for Medicare & Medicaid
Services (CMS) says in the draft rule. However,
some outpatient surgery experts disagree and say
the expenses could be significant.

The final rule could be adopted with the
grandfather clause, according to a CMS official
who, under department policy, spoke on condi-
tion of anonymity. Comments are due by Dec. 26.
(For information on sending comments, see box,
below right.)

The various editions of the code address build-
ing requirements, hallway widths, door sizes,
emergency power, and electrical requirements.
The Joint Commission on the Accreditation of
Healthcare Organizations has adopted the 1997
edition. Individual states have adopted various
editions.

The change made between the 1985 and 2000
Lif Safety Codes is where a generator is required,
according to the CMS official. A waiver can be
requested for the generator, he says.

The Federated Ambulatory Surgery Association
(FASA) in Alexandria, VA, surveyed its members,
and 10% of 390 respondents are using batteries for
emergency power. For the facilities, the change
would be costly, she says. One architect estimated a
cost of $50,000 for the generator alone and noted
that the higher expense would be the necessary
rewiring and lost revenue for the days the facility
would need to be closed for that work.

Of particular significance to FASA is that facili-
ties with generators still may not be in compli-
ance. According to Kathy Bryant, executive
director, only 15% of ambulatory surgery centers

(ASCs) responding to the survey could confirm
that they have a Type I electrical system, the sys-
tem required by the 2000 Life Safety Code. This
means that up to 85% of ASCs may need to com-
plete significant electrical work to comply with
the new requirements. 

“At this time, it would appear unreasonable to
insist that all ASCs comply with these new stan-
dards given the extensive and costly nature of
changes required, particularly in the absence of any
documented harm to patients that have resulted
from the current standards,” Bryant says. 

In a memo to members of the San Diego-based
American Association of Ambulatory Surgery
Centers, Michael Romansky, JD, partner in the
health law practice at McDermott, Will, and Emery
in Washington, DC, says the new requirements
include the following additional requirements:

• Facilities would be required to install emer-
gency lighting that illuminates escape routes for
1.5 hours. “We are phasing in this requirement
over a three-year period, to allow for the normal
replacement cycle of batteries used in emergency
lighting systems,” CMS says. The cost to install
this equipment is estimated to be $600 per light. 

• Facilities would be required to protect ver-
tical openings (for example, stairwells) so that
fire and toxic gases cannot spread from one
level to another. The estimated cost of compli-
ance with this requirement is $2,938 per vertical
opening, according to CMS. 

• Facilities would be required to install fire
alarm systems that notify local fire and emer-
gency forces. The cost is estimated at $900 per
facility.

• Facilities in nonsprinkler buildings would
be required to separate all areas from the corri-
dor by corridor walls that are fire-rated. “This
change is only a proposal at this point, but if
finalized, could require significant retrofitting
expenditures from ASCs and other providers,”
Romansky says. 

The cost to upgrade a facility to meet this
requirement is estimated to be approximately
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Medicare has proposed eliminating a grandfather
clause that allows providers to comply with an earlier
edition of the National Fire Protection Association’s
Life Safety Code. Under a draft rule, surgery centers
and hospitals must comply with the 2000 code.
• Requirements would include information about

generator emergency lighting for 1.5 hours, pro-
tection of vertical openings from the spread of
fire and toxic gases, fire alarm systems that
notify emergency services; and in nonsprinkler
buildings, fire-rated walls to separate areas from
the corridor. 

• The draft would not permit roller latches. 
• Waivers would be allowed if safety isn’t compro-

mised and the requirement would pose an
unreasonable hardship. A state could request
that the state life safety code be applied to all
facilities rather than the national code.
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To Submit Comments

Comments must be postmarked by Dec. 26, 2001.
Mail written comments (one original and three
copies) to the following address: Centers for
Medicare & Medicaid Services, Department of
Health and Human Services, Attention: CMS-
3047-P, P.O. Box 8018, Baltimore, MD 21244-8010. 



$7,124 for buildings that currently meet the 1967
Life Safety Code and approximately $5,735 for
buildings meeting the 1973 code. The estimated
cost of installing sprinkler systems in buildings
that don’t have them is $2.50 per square foot, or
approximately $125,000 for a 50,000-square-foot
building, according to CMS.

“This requirement is not imposed on facilities
not undergoing renovations,” the agency says. 

The proposed rule, published in the Oct. 26
Federal Register, replaces a rule proposed on the
same subject in 1990. That rule would have
required providers to meet the 1981 or 1985 edition
of the code, which did not encourage use of sprin-
klers. The Medicare official says, “What we are try-
ing to do is force you to sprinkler the building.” 

For facilities that already are in compliance
with the 1985 edition of the Life Safety Code,
“The 2000 codes are slightly less stringent than
1985 for new facilities, and there’s little difference
for facilities undergoing renovation,” according
to Liz Dudek, deputy secretary for managed care
and health quality in the Agency for Health Care
Administration in Tallahassee, FL. 

There’s one item in the 2000 edition that CMS
proposes not to adopt. The 2000 edition allows
roller latches in some situations. A roller latch is a
type of mechanism that keeps a door closed.

“Roller latches have proven to be an unreliable
door-latching mechanism requiring extensive
maintenance to operate properly,” CMS says.
“Many roller latches in fire situations failed to
provide adequate protection to residents in their
rooms during an emergency.”

The estimated cost to replace a roller latch is
$190 per door. 

CMS may grant a waiver for a specific code
requirement if the waiver would not adversely
affect patient/staff health and safety and the
requirement would impose an unreasonable
hardship on the facility. Generally, a provider
may request a waiver from its state agency. A
state may request that the state life safety code be
applicable to all facilities rather than the 2000 Life
Safety Code.  ■

Going from not-for-profit
to a corporate culture
7 areas where they differ

By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas

Here is a mental challenge for you: Make the
switch from the not-for-profit sector to the

“interesting” culture of the corporate for-profit
milieu. Those of you who have gone through this
culture shock will appreciate what I’m talking
about. Even if you don’t anticipate having your
department or surgery center merging into a joint
venture or being bought outright, this could be
helpful by showing you the “best” and “worst”
of the other side.

There is a different (not necessarily better) mind-
set in the corporate world. I made the switch about
18 years ago, and I’m still assimilating the rules.
Some of the changes are invigorating, and others
are tedious and stupid. You determine which. 

• Meeting. Not-for-profits love to have meet-
ings. What is that all about? I will never under-
stand the importance of all these meetings. I try
seeing some good in them, but most of them
accomplish absolutely nothing and just waste time.
I used to have seven to 10 meetings a day when I
was in the not-for-profit environment. Since I left
18 years ago, I have had — I don’t know — maybe
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The life safety code is developed by the National
Fire Protection Association in Quincy, MA. To pur-
chase the 2000 Life Safety Code, contact the asso-
ciation at (800) 344-3555 or visit www.nfpa.org.
Search for “NFPA 101.” You can pay by credit card
to download a pdf file. The cost of the code (101-00)
for nonmembers is $50.50 plus $6.95 for shipping.
The cost for the Life Safety Code Handbook (101
HB 00), which includes the code plus interpretation,
for nonmembers is $96.75 plus $6.95 for shipping. 

For more information on the draft rule, contact the
following at the Centers for Medicare & Medicaid
Services:
• Mayer Zimmerman. Telephone: (410) 786-6839.
• Jim Merrill. Telephone: (410) 786-6998.
• Tamara Syrek. Telephone: (410) 786-3529.
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five? In my own firm, meetings are not allowed.
We just met on that, and all agreed. 

• Budgets. Here is a big difference. In the not-
for-profit world, while budgets are important, the
person inputting the information often does not
have accountability or responsibility for the out-
comes. Often numbers already were determined
by some VP who has never been in an operating
room but spent the night at a Holiday Inn Express
and therefore knows more than you. Not good. 

In the for-profit/corporate sector, the budget
number is “backed into,” meaning you have to
go from the profit they expect to see and work
backward to make it happen. Not good. If you
miss your numbers in the not-for-profit world,
you will be chastised or told to “Get it right next
year!” In the corporate environment, a public 
execution is likely. 

• Phone calls. The not-for-profit world does
not return phone calls. (They’re in a meeting.)
The for-profit sector returns long-distance phone
calls when they know the person is out to lunch
so they can leave a message for them and not
have to pay to toll charge for a long call. 

• E-mail. Pretty much standard to both groups
with subtle differences. Not-for-profits use it pri-
marily to set up meetings. 

• Passing the buck. The not-for-profits have
this mastered and should give lessons to the for-
profits. It is rare to find someone who admits
they screwed up in the not-for-profit section.
Conversely, it is rare to find someone who has
not screwed up in the for-profit world.

• Instant messaging. For-profits have this
mastered for communicating: It’s faster than
phone calls. Not-for-profits should check out this
service. It might eliminate a meeting. You can get
it free at www.aol.com. (Under “People and
Chat,” click on “AOL Instant Messenger.”) Or ask
your kids; they’ve been using it for a long time.

• Paper correspondence. Not-for-profits still
have secretaries who type letters and do memos.
For-profits cannot afford a secretary, and they do
their own e-mail. 

Again, these are just some of the differences I
have observed. You might have others. Send
them to me.

(Editor’s note: Earnhart and Associates is an ambula-
tory 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.)  ■

Hospitals may sue 
over Medicare cuts
Physician supervision of CRNAs, ASC codes 

The Chicago-based American Hospital Associ-
ation (AHA) has threatened to sue the Depart-

ment of Health and Human Services because it
claims the Centers for Medicare & Medicaid
Services (CMS) failed to provide proper notice and
a comment period on the proposed pro-rata reduc-
tion of pass-through payments and other changes
under the Medicare outpatient prospective pay-
ment system (OPPS) for hospitals. 

Without the necessary data, erroneous OPPS
rates “will impose unacceptable burdens on hos-
pitals in these already trying times,” the letter
says. AHA estimates the change could result in a
potential shortfall of $1.5 billion in payments to
hospitals

Some political leaders have said that the reim-
bursement cuts could be difficult potentially for
rural, suburban, and small hospitals. However,
despite the criticism, CMS says it plans to move
ahead with the OPPS changes. The changes were
published in the Nov. 2 Federal Register, which can
be accessed at www.access.gpo.gov/su_docs/
aces/aces140.html.

Pass-through payments cover certain high-tech
devices, drugs, and biologicals above the reim-
bursement provided through ambulatory patient
classifications (APCs). Pass-through payments can-
not exceed 2.5% of total hospital outpatient spend-
ing for 2002. CMS estimates pass-through pay-
ments would be about 13% next year, which would
have required an 80% reduction in pass-through
payments. The rule “folds in” 75% of the costs of
the pass-through devices to the base payment rates
for APCs, according to a CMS release. For 2003,
100% of the pass-through payments are expected 
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The American Hospital Association may sue Health
and Human Services over Medicare’s proposed
reduction of pass-through payments for hospitals.
• In other news, a final rule maintains the require-

ment for physician supervision of certified regis-
tered nurse anesthetists unless governors
obtain an exception.

• Medicare has deleted and added codes to the
ambulatory surgery center list.
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to be folded into the APC base payment rates. The
rule also set newer, more rigid criteria for addi-
tional pass-through device categories aimed at
reducing demand for such new categories.

An interim final rule, also published Nov. 2,
explains how CMS plans to establish new device
categories for pass-through payments for hospi-
tals. CMS is taking comments on that interim
final rule until Jan. 2.

CMS issued a final rule in the Nov. 13 Federal
Register that maintains physician supervision of
certified registered nurse anesthetists (CRNAs). 

The rule can be accessed at www.access.gpo.
gov/su_docs/aces/aces140.html.

As proposed earlier, governors can seek exemp-
tions for the CRNAs in their state as long as the
exception is consistent with state law and they
have consulted with the state medical and nursing
boards. (For more on the proposed rule, see

Same-Day Surgery, September 2001, p. 106.)
Medicare also has added procedure to the

ambulatory surgery center (ASC) list due to cod-
ing changes. The changes took effect Jan. 1, 2002.

The deleted codes are: 26585, 26597, 29815, and
54510.

The added codes are: 25024, 25025, 25275,
25671, 29805, 29806, 29807, 29824, 29900, 29901,
29902, 36819, 36820, 46020, 52001, 53431, 53444,
53445, 53446, 54162, 54163, 54164, and 54512. 

To access this list electronically, go to www.
hcfa.gov/pubforms/transmit/memos/comm_
date_dsc.htm. Search for “Update of Codes and
Payments for Ambulatory Surgical Centers
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According to a recent study, more than 50% of 
surgical patients took herbs, vitamins, dietary

supplements, or homeopathic medicines two
weeks prior to surgery.

More than 39 million Americans take dietary
supplements on a weekly basis.

✓✓ Do you know which herbs have the greatest 
potential for interacting with pharmaceutical 
agents?

✓✓ Do you know what kind of interactions are 
likely and which patients are at greater risk?
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(ASCs)” issued 10/02/01. (For update on ambu-
latory payment classification system for surgery
centers, see story, below.) ■

ASCs not likely to have
APCs until at least 2004

According to the Alexandria, VA-based
Federated Ambulatory Surgery Association

(FASA), the outpatient prospective payment sys-
tem for ambulatory surgery centers (ASCs) won’t
be implemented in 2002. “Implementation in 2003
does not appear likely either,” says FASA in a
notice published on its web site (www.fasa.org).

Outpatient surgery organizations and officials
from the Centers for Medicare & Medicaid Services
are discussing other alternatives for ASC reim-
bursement, the association says; however,
Medicare officials have not indicated whether
APCs will be implemented later.  ■
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CE/CME questions

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. 

• Describe how those issues affect clinician service
delivery or management of a facility. (See in this
issue, “Is ambulatory surgery crossing the line with
patients and procedures?” “No grandfather clause in
proposed  life safety code,” and “ASCs not likely to
have APCs until at least 2004.”) 

• Cite practical solutions to problems or integrate infor-
mation into their daily practices, according to advice
from nationally recognized ambulatory surgery
experts. (See “Attract Hispanic patients by under-
standing needs.”)

• Describe how those issues affect clinician service
delivery or management of a facility. 

1. The draft of new hand hygiene guidelines from the
Centers for Disease Control and Prevention (CDC)
recommend:
A. Brushes and sponges are necessary.
B. Only brushes are necessary.
C. Only sponges are necessary.
D. Neither brushes nor sponges are necessary.

2. According to Carlos A. Rodriquez, MD, a gastroen-
terologist, what is the most obvious barrier a
Hispanic patient must overcome to access health
care?
A. financial constraints
B. transportation
C. workplace limitations
D. language

3. In a draft rule, the Centers for Medicare &
Medicaid Services proposes NOT to adopt 
which of the following items in the 2000 edition 
of the life safety code?
A. roller latches in some situations
B. emergency lighting for 1.5 hours
C. fire alarm systems that notify emergency services
D. in nonsprinkler building, fire-rated walls to 

separate areas from the corridor 

4. According to the Federated Ambulatory Surgery
Association, surgery centers are not likely to have
an outpatient prospective payment system until
what year?
A. at least 2003
B. at least 2004
C. at least 2005
D. at least 2006
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Antimicrobial Spectrum and Characteristics 
of Hand Hygiene Antiseptic Agents

Source: Centers for Disease Control and Prevention, Atlanta.
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Hand Hygiene Recommendations



2 Supplement to SAME-DAY SURGERY ® / January 2002



January 2002 / Supplement to SAME-DAY SURGERY ® 3

Source: Centers for Disease Control and Prevention, Atlanta. 



A number of factors have interacted to encourage the participa-
tion of anesthesiologists and other anesthesia providers in endo-
scopic retrograde cholangiopancreatography (ERCP) procedures.
First, the increased scrutiny of sedation procedures has prompted
gastroenterologists to be more cautious in their approach to sedat-
ing patients for endoscopic procedures. Second, the Park Ridge,
IL-based American Society of Anesthesiologists (ASA)
(www.ASAhq.org) and the Joint
Commission on Accreditation 
of Healthcare Organizations
(www.JCAHO.org) have reclas-
sified the levels of sedation as a
continuum consisting of: (1)
minimal sedation (anxiolysis),
(2) moderate sedation/analgesia
(“conscious sedation”), (3) deep
sedation/analgesia, (4) general
anesthesia. 

This reclassification has
prompted the realization that
ERCP, more so than other
endoscopic procedures, often
requires deep sedation/analge-
sia to facilitate patient cooperation. Third, the introduction
and popularity of propofol have made its use a widespread
technique for sedation in the endoscopy suite, and many
facilities limit the use of propofol to anesthesiologists. Final-
ly, the most recent Joint Commission standards for sedation1

dictate that supervising physicians have the ability to “res-
cue” their patients from one level of sedation deeper than the
target level. 

If deep sedation/analgesia is necessary for ERCP, then the
supervising physician must be able to rescue the patient from
the unintended foray into general anesthesia. 

Few gastroenterologists are willing to shoulder the responsi-
bility for managing a general anesthetic, even if it is brief
and/or unintentional. In response to the above considerations,
many endoscopists are requesting anesthesiologists’ services to

help ensure the comfort and safety of their patients undergoing
ERCP and to comply with the newly published Joint Commis-
sion standards. 

Location of Procedure
Having accepted responsibility for the anesthetic manage-

ment of the ERCP patient, the anesthesiologist is faced with a
number of problems unique to
this procedure. First is the
anesthetizing location for the
patient. The Joint Commission
initially established an Ambu-
latory Health Care accredita-
tion program in 1975 in an
attempt “to encourage quality
patient care in all types of free-
standing ambulatory care facil-
ities.” Today, ERCPs are per-
formed at sites ranging from
the gastroeneterologist’s office
to the main operating room of
a hospital. Ensuring the safe
provision of anesthesia often

will require the physician/anesthesiologist to evaluate, and if
needed, upgrade the facility where the procedure is performed.
Various ASA policy documents, including the Guidelines for
Ambulatory Anesthesia and Surgery,2 suggest that all anesthet-
ics should be delivered by, or under the medical direction of, an
anesthesiologist. 

ASA recognizes, however, that Medicare regulations allow
that where anesthesiologist participation is not practicable,
nonphysician anesthesia providers must, at a minimum, be
supervised by the operating practitioner or other licensed
physician. 

Furthermore, ASA believes that specific anesthesia training
for supervising operating practitioners or other licensed physi-
cians, while important in all anesthetizing locations, is espe-
cially critical in connection with office-based surgery, where
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normal institutional backup or emergency facilities and capaci-
ties often are not available.

Regardless of the type of anesthetic chosen, the location where
ERCPs are performed should be upgraded to comply with the
ASA guidelines for the provision of general anesthesia. These
guidelines include the Standards for Basic Anesthetic Monitoring,3

which can be accessed at the ASA web site, www.asahq.org, or by
writing to the ASA directly (Headquarters Office, 520 N. North-
west Highway, Park Ridge, IL 60068-2573). Additionally, the fol-
lowing ASA documents are extremely helpful and should be con-
sulted if anesthesia for ERCP is to be given outside the hospital
environment:

• Guidelines for Office Based Anesthesia;4

• Guidelines for Ambulatory Anesthesia and Surgery;2

• Guidelines for Nonoperating Room Anesthetizing Locations.5

Existing Joint Commission regulations make compliance
with these standards mandatory for hospitals, should general
anesthesia be anticipated as an option during ERCP. Even if
deep sedation is the only anticipated anesthetic modality for
ERCP, the recent Joint Commission requirements mandate that
the capability to rescue patients from the next deeper stage of
sedation be available.1

These standards thus dictate the use of a facility at which
administration of general anesthesia is possible, if only for a
short time. At the least, current guidelines encourage upgrad-
ing anesthetic locations to meet the requirements of provision
of general anesthesia care.1 (For information on patient

positioning, preoperative monitoring, and patient selec-
tion, see article, p. 5.)

Equipment and Monitoring
Appropriate equipment for provision of safe patient care and

resuscitation must be available. Monitoring equipment capable of
measuring vital signs (heart and respiratory rates), oxygenation
(pulse oximetry equipment), pulmonary ventilation (capnography),
and body temperature should be available.3

The primary causes of morbidity associated with sedation/
analgesia are drug-induced respiratory depression and airway
obstruction.6,7 Monitoring of ventilatory function by observa-
tion or auscultation reduces the risk of adverse outcomes asso-
ciated with sedation/analgesia, and the use of supplemental
oxygen markedly reduces the risk of hypoxia during the proce-
dure.8 In circumstances in which patients are physically sepa-
rated from the caregiver, automated apnea monitoring (by
detection of exhaled CO

2
or other means) may decrease risks

during both moderate and deep sedation;9 impedance plethys-
mography, however, may fail to detect airway obstruction.10

Since ventilation and oxygenation are separate — though relat-
ed — physiological processes, monitoring oxygenation by
pulse oximetry is not a substitute for monitoring ventilatory
function.11 Published data also suggest that oximetry effectively
detects oxygen desaturation and hypoxemia in patients who
receive sedatives and/or analgesics.11-13

Early detection of hypoxemia (which is more likely to be
detected by oximetry than by clinical assessment alone) during
sedation/analgesia decreases the likelihood of adverse out-
comes such as cardiac arrest and death.8 The recent introduc-
tion of bispectral index monitoring (as an attempt to provide an
objective measure of sedation level by measuring cerebral
activity) may further improve the efficacy and safety of ERCPs
performed with sedation.14

The patient’s response to care provided throughout the seda-
tion-supported procedure should be documented in the patient’s
record. The Joint Commission standards suggest that outcomes
of patients undergoing moderate and deep sedation be collected
and analyzed in the aggregate to identify opportunities to
improve care.1

Anesthetic Technique
The combination of a sedative with an opioid provides effec-

tive moderate sedation; it is equivocal, however, whether the
combination of a sedative and an opioid may be more effective
than a sedative or an opioid alone in providing adequate moder-
ate sedation.15,16

For deep sedation, the literature is insufficient to compare the
efficacy of sedative-opioid combinations with that of a sedative
alone. Combinations of sedatives and opioids, administered judi-
ciously and with appropriate monitoring, provide satisfactory
moderate and deep sedation. However, the published data also
suggest that combinations of sedatives and opioids may increase
the likelihood of adverse outcomes including ventilatory depres-
sion and hypoxemia.7
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Fixed combinations of sedative and analgesic agents may not
allow the individual components of sedation/analgesia to be
appropriately titrated to meet the individual requirements of the
patient and procedure while reducing the associated risks.16 Thus,
each agent should be administered individually to achieve the
desired effect (e.g., additional analgesic medication to relieve
pain; additional sedative medication to decrease awareness or
anxiety). The propensity for combinations of sedative and anal-
gesic agents to cause respiratory depression and airway obstruc-
tion underscores the need to reduce the dose of each combination
agent as well as the need to continually monitor respiratory func-
tion and level of consciousness.15,17 

Current scientific data are insufficient to determine whether
administration of small, incremental doses of intravenous seda-
tive/analgesic drugs is preferable to a single bolus dose based on
patient size, weight, or age. There are, however, studies that have
shown good sedation results under a continuous (target-con-
trolled) infusion of agents.18 It is generally agreed, however, that
incremental drug administration improves patient comfort and
decreases risks for both moderate and deep sedation.9,18 Intra-
venous sedative/analgesic drugs should be given in small, incre-
mental doses that are titrated to the desired endpoints of analgesia
and sedation, and sufficient time must elapse between doses to
allow the effect of each dose to be assessed before subsequent
drug administration.17,19

There are several anesthetic induction agents that can be
used safely for sedation and analgesia (propofol, methohexital,
and ketamine). Literature suggests that when administered by
nonanesthesiologists, propofol and ketamine can provide satis-
factory moderate sedation (in the emergency department),
while methohexital can provide satisfactory deep sedation.18,20

The literature, however, is insufficient to evaluate the efficacy
of propofol or ketamine administered by nonanesthesiologists
for deep sedation, or to unequivocally prove whether moderate
or deep sedation with propofol is associated with a different
incidence of adverse outcomes than similar levels of sedation
with midazolam. 

The one prospective, randomized study that evaluated sedation
with propofol plus midazolam vs. propofol alone for ERCP found
that propofol allowed faster post-procedure recovery than the
combination.21 It also must be noted that ketamine, methohexital,
and propofol can produce rapid, profound decreases in level of
consciousness and cardiorespiratory function, potentially culmi-
nating in a state of general anesthesia. Although it may be associ-
ated with less cardiorespiratory depression than other sedatives,
ketamine nevertheless can induce airway obstruction, laryn-
gospasm, and pulmonary aspiration of gastric contents. Further-
more, because of its dissociative properties, some of the usual
signs of depth of sedation may not apply when ketamine is used
(e.g., the patient’s eyes may be open while in a state of deep seda-
tion or general anesthesia). 

The practitioners also must note that there are no specific
pharmacological antagonists for any of these medications.
Accordingly, practitioners administering ketamine, methohexi-
tal, or propofol should be qualified to rescue patients from any

level of sedation, including general anesthesia. 
If deep sedation is used for ERCP, propofol is an ideal med-

ication to maintain adequate sedation and adequate sponta-
neous respiration. The transient effect of propofol allows it to
be given as a continuous infusion for precise titration of the
depth of sedation. Once the infusion is stopped, the rapid
recovery from sedation with propofol is a significant safety fac-
tor that makes the use of propofol more attractive, as are its
mild anti-emetic properties. Premedication with droperidol also
has been shown to be effective in decreasing the postoperative
nausea and vomiting.22 The rapid recovery from sedation and
effective antiemetic therapy facilitate room turnover and timely
discharge in the outpatient setting. Careful topical anesthesia of
the mouth and oropharynx should be used when sedating a
patient for ERCP. Significantly less medication is necessary to
produce sedation if the stimulus of the endoscope passing
through the mouth is ablated. Any of the topical anesthetic for-
mulations available for use on the mucous membranes should
be adequate for this purpose. 

The practitioners should bear in mind that topical oral anesthe-
sia inevitably will impair the normal gag reflex and consequently
increase the risk of aspiration in susceptible patients.23 The patient
should be positioned and all pressure points carefully padded dur-
ing the procedure, but providers should remember that ERCP pro-
cedures can sometimes last as long as three hours. A deeply sedat-
ed patient is unlikely to maintain protective reflexes against pres-
sure necrosis and, therefore, is at particular risk for injury due to
improper positioning. 

Appropriate IV access with readily available injection ports is
critical to this procedure, as with any other anesthetic. Supplemen-
tal oxygen should be supplied via nasal cannulae, and some means
of monitoring end-tidal CO

2
must be used to assess the mainte-

nance of adequate ventilation. Pulse oximetry, blood pressure, and
continuous ECG monitoring should be maintained throughout the
procedure.

General anesthesia for ERCP is performed in much the same
fashion as for any other procedure, except that endotracheal intu-
bation is mandatory. It is essential to carefully secure the endo-
tracheal tube since both the patient’s position and the passage of
the endoscope will increase the chances of the tracheal tube
being dislodged. Induction and maintenance of anesthesia can be
achieved with any number of medications, but once again, propo-
fol is ideal because of the rapid recovery it facilitates. Careful
positioning and adequate padding are as important as with deep
sedation. In contrast to deep sedation, however, the problems of
hypoventilation and aspiration during general anesthesia are neg-
ligible. It is for this reason that some practitioners choose general
anesthesia exclusively for ERCP. 

At the end of the procedure, the patient should be taken to the
recovery area where monitoring can continue until the patient’s
mental status returns to baseline level. The patient is at particular
risk for oversedation immediately following the cessation of the
procedure and transport to the recovery room, since there is an
abrupt end to stimulation while sedation has only begun to wane.
If sedatives other than propofol are used during the ERCP, close
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attention to the half lives of those drugs is important to avoid
recrudescence of their effects. Optimally, a patient should not 
be released from the recovery area until his or her condition is
assessed by the operating physician and found to meet acceptable
recovery criteria. If benzodiazepine or opioid antagonists
(flumazenil, naloxone) are used to facilitate recovery, these
agents’ duration of action may be shorter than that of the benzo-
diazepine or opioid. Thus, the possibility of sedation or hypoven-
tilation should be kept in mind.

Availability of Emergency Equipment 
The ready availability of appropriately sized emergency equip-

ment reduces the risk of morbidity with moderate and deep seda-
tion. Although there are no requirements regarding the need for
cardiac defibrillators, during moderate sedation a defibrillator
should be immediately available for patients with both mild (e.g.,
hypertension) and severe (e.g., ischemia, congestive failure) car-
diovascular disease. 

During deep sedation, a defibrillator should be available imme-
diately for all patients. Pharmacologic antagonists, as well as
appropriately sized equipment for establishing a patent airway
and providing positive pressure ventilation with supplemental
oxygen, should be present whenever sedation/ analgesia is admin-
istered. Suction, resuscitation medications, and advanced airway
equipment should be available immediately and in good working
order,23 while the ability to place the patient in head-down (Tren-
delenburg) position should be present. Considerations for recov-
ery from general anesthesia should not be significantly different
than recovery from deep sedation. All the same precautions
should be taken to prevent complications. Depending on the anes-
thetics chosen, it may require longer for the patient to return to
their baseline mental status, and the incidence of postoperative
nausea and vomiting may be increased over that seen with deep
sedation. Both of these factors can be problematic in the outpa-
tient environment and should be considered when choosing gen-
eral anesthesia as the anesthetic technique.

Conclusion
Successful anesthesia for ERCP depends primarily upon rec-

ognizing the special problems presented by the procedure, the
patient’s health status and comorbidities, the positioning during
the procedure, and the availability of appropriate equipment and
personnel. The environment, positioning, and patient population
for ERCP will affect the choices that can be made for the con-
duct of anesthesia. Deep sedation or general anesthesia are
acceptable options if the anesthesia care provider is careful to
optimize the anesthetic facilities, assess the patient’s susceptibili-
ty to airway compromise, and evaluate each patient with safety
as the primary focus. The national shortage of anesthesiologists
and certified nurse anesthetists is reaching critical levels,24 and
manpower projections are not optimistic for at least a decade.
Because of this paucity of available personnel, other physicians
with specific training and expertise in moderate and deep seda-
tion will need institutional credentialing to ensure efficient, effec-
tive, and safe patient care.
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Patient Positioning, Preoperative 
Evaluation, Patient Selection for ERCP

It is wrong to assume that all patients for endoscopic retro-
grade cholangiopancreatography (ERCP) can be sedated for their
procedure. Numerous factors make deep sedation problematic
for some patients. For example, ERCP is commonly performed
with the patient in the prone position, occasionally with the
patient’s head away from the anesthesia provider.1,2

Many ERCP procedures are performed in patients with a
history of substance abuse, and some have suggested that gen-
eral anesthesia may be better tolerated (and safer) than moder-
ate sedation.3

This position makes ventilatory support via mask or tracheal
intubation very difficult should the need arise. Additionally, the
difficulty of a shared airway between the anesthesiologist and
the surgical operator has significant implications for the use of
sedation and impacts on airway management. 

Sedation must be titrated very carefully to maintain adequate
spontaneous respiration, and this can be difficult in an obese
patient in the prone position.2 ERCP entails the placement of the
endoscope into the esophagus, which makes mask ventilation
and intubation nearly impossible should ventilatory support
become necessary, and precludes the use of the laryngeal mask
airway (LMA) entirely. 

Given the above considerations, it would seem prudent to uti-
lize general anesthesia for any patient whose airway, body habi-
tus, or need for profound sedation increase the likelihood of
requiring ventilatory support under deep sedation.

Preoperative Evaluation
ERCP procedures are often performed on patients with multi-

ple medical problems. In fact, the use of an anesthesiologist or an
anesthesia provider to manage the ERCP patient is often deter-
mined by the severity of the patient’s illness. In some practices,
only the sickest patients are referred to the anesthesiologist for
evaluation and management, and their coexisting diseases often
will impact the choice of anesthetic technique for ERCP. 

In general, recommendations for the preoperative evaluation
of patients exist: “Clinicians administering sedation/analgesia
should be familiar with sedation oriented aspects of the patient’s
medical history and how these might alter the patient’s response
to sedation/ analgesia. 

These include:
1. abnormalities of the major organ systems;
2. previous adverse experience with sedation/analgesia as well

as regional and general anesthesia;
3. drug allergies, current medications, and potential drug

interactions;
4. time and nature of last oral intake;
5. history of tobacco, alcohol, or substance use or abuse.”

(Practice Guidelines for Sedation and Analgesia by Non-Anes-
thesiologists, www.asahq.org)4

Additionally, all patients should be examined with particular
attention to airway assessment. These assessments are recom-
mended for all patients expected to undergo ERCP, whether
moderate or deep sedation techniques are planned. Again, for 
all patients, the possibility exists that general anesthesia may 
be needed, and airway management and maintenance may be
necessary.5

For some other patients, medical problems discourage the use
of deep sedation for ERCP. For example, a patient with severe
gastroesophageal reflux is a poor candidate for a long procedure
with an unprotected airway, as this represents a significant risk.
In these patients, it may be safer to provide general anesthesia
with endotracheal intubation (and the protection from pulmonary
aspiration that the cuffed endotracheal tube provides) rather than
risk aspiration or compromised ventilation. 

It can be argued that the more precise control of a patient’s
homeostasis afforded by general anesthesia makes it a better
choice in the severely debilitated patient. For instance, patients
with significant pulmonary or cardiac disease may not tolerate
the reduced ventilation and hypercarbia sometimes induced by
deep sedation techniques.6

The option of utilizing general anesthesia with controlled ven-
tilation for ERCP is important and should not be dismissed if the
patient is to receive optimal treatment. Moreover, the potential
for inadvertent oversedation cannot be ignored, and the capabili-
ty of providing general anesthesia (or rescue from it) should be
available to ensure patient safety. 

Patient Selection
Inevitably, the anesthetic choice for ERCP depends on

whether the patient will require general anesthesia rather than
deep sedation to perform the procedure safely. The ultimate goal
should be maintaining the greatest flexibility of anesthetic tech-
nique with the highest level of patient safety.

A reasonable approach to the patient for ERCP is to treat
every patient as if they were going to have a general anesthetic.
Practice guidelines for sedation/analgesia by nonanesthesiolo-
gists have been proposed by the ASA1 and have been officially
endorsed by the governing board of the American Society for
Gastrointestinal Endoscopy.5

The preoperative evaluation should be as rigorous as that
which is utilized for patients undergoing general anesthesia,
and the precautions taken regarding evaluation of coexisting
disease should be the same. 

For moderate sedation, deep sedation, or general anesthesia,
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the standards from the Joint Commission on Accreditation of
Healthcare Organizations require that a pre-sedation or pre-
anesthesia assessment be performed for each patient. 

Additional patient assessments should include: a preproce-
dural medical assessment; history of prior anesthetic complica-
tions (patient and family); airway exam; review of type, loca-
tion, duration, and degree of painful stimulation of anticipated
procedure; and a discussion of the patient’s expectations from
the procedure.5

As discussed above, particular attention should be paid to the
patient’s airway, because access to the airway will be limited
once the procedure begins. Based upon the preoperative assess-
ment of the patient, the decision then can be made concerning
moderate or deep sedation vs. general anesthesia. 

References
1. Rigg JD, Watt TC, Tweedle DE, et al. Oxygen saturation during

endoscopic retrograde cholangiopancreatography: A comparison of
two protocols of oxygen administration. Gut 1994; 35:408-411.

2. Harloff M, Weber J, Kohler B, et al. Importance of cardiocirculatory
and pulmonary monitoring in endoscopic retrograde cholangiopan-
creatography (ERCP). Z Gastroenterol 1991; 29:387-391.

3. Etzkorn KP, Diab F, Brown RD, et al. Endoscopic retrograde cholan-
giopancreatography under general anesthesia: Indications and results.
Gastrointest Endosc 1998; 47:363-367.

4. Joint Commission on Accreditation of Healthcare Organizations.
Care of Patients (TX): Standards, Intent Statements, and Examples
for Sedation and Anesthesia Care. Comprehensive Accreditation
Manual for Hospitals (CAMH): The Official Handbook. Oakbrook
Terrace, IL: Joint Commission Resources; August 2000.

5. Wong RC. The menu of endoscopic sedation: All-you-can-eat, combi-
nation set, a la carte, alternative cuisine, or go hungry. Gastrointest
Endosc 2001; 54:122-126.

6. Iber FL, Sutberry M, Gupta R, et al. Evaluation of complications dur-
ing and after conscious sedation for endoscopy using pulse oximetry.
Gastrointest Endosc 1993; 39:620-625.

CME Objectives

After participating in this CME activity, the participant should
be able to:

• identify the emergency medical equipment that should be
immediately available when performing ERCP procedures;

• identify when airway assessment should be performed for
ERCP patients;

• list the properties that make propofol an ideal agent for
ERCP, and identify the settings in which it should be used;

• identify potential complications in the postoperative period.

CME Questions

To earn CME credit for this issue of Same-Day Surgery
Reports, please refer to the enclosed Scantron form for directions
for taking the test and submitting your answers.

1. When providing anesthesia for ERCP, the following emer-
gency equipment should be available to ensure the patients’
safety:
A. a defibrillator, especially during deep sedation procedures
B. means of providing positive pressure ventilation and 

supplemental oxygen
C. means of suctioning the patient’s airway to prevent 

pulmonary aspiration
D. means of placing the patient in Trendelenburg position
E. all of the above

2. Airway assessment for all patients scheduled for ERCP
should be performed:
A. to adequately anticipate potential difficulties in gaining 

access and/or managing the airway in an emergency
B. only in patients scheduled for ERCP under deep 

sedation technique
C. only if general anesthesia is planned
D. only if the patient describes a history of sleep apnea
E. to assess whether the use of laryngeal mask airway 

(LMA) is indicated

3. The use of propofol for ERCP:
A. is ideal because of its ease of titration and reversal
B. is ideal for deep sedation by nonanesthesiologists 

because of its short duration of action
C. is always used in combination with midazolam because 

of its lack of amnestic properties
D. is ideal because of its rapid recovery and anti-emetic 

properties
E. is ideal because unlike opioids, it has no effect on 

respiratory drive

4. Potential complications in the postoperative period include:
A. airway obstruction in patients whose intraoperative 

administration of midazolam for moderate sedation was 
reversed with flumazenil

B. agitation in patients who received ketamine 
intraoperatively

C. pressure necrosis in patients who underwent ERCP in 
the prone position

D. immediate oversedation upon entering the recovery 
room in patients who received moderate sedation

E. all of the above
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Use case history, blood work, X-rays, rapid tests 

There is a postal worker in your emergency
department (ED) with flulike symptoms. 

That once insignificant observation about occu-
pation and illness now triggers a detailed algo-
rithm created by the Centers for Disease Control
and Prevention (CDC) in Atlanta. (See algorithm,
p. 2.) Is it flu or inhalational anthrax? Whether a
realistic question or not, it is what many of your
incoming patients may be asking — particularly
if another wave of anthrax scares coincides with a
nasty influenza season. Many of the initial symp-
toms are similar, but investigators dealing with
the first inhalational anthrax cases have gleaned
out key indicators that will help clinicians make
the call.

“It is important to take a careful history from
the [patients] when they present,” says Julie
Gerberding, MD, acting deputy director of
CDC’s National Center for Infectious Diseases.
“If the [patients are] mail handlers in a profes-
sional environment — where they’re dealing with
large amounts of mail that is not their own —
then the index of suspicion should be raised and
more testing should be done to be sure there
aren’t additional clues to suggest that it is not a
common viral infection.”

Using the first 10 cases of inhalational anthrax
as a baseline patient profile, the CDC reports that
the median age of the patients was 56 years (range:
43-73 years), and seven were men.1

The incubation period from the time of expo-
sure to onset of symptoms when known (seven
cases) was seven days (range: five to 11 days).

The initial illness in the patients included fever
(nine) and/or sweats/chills (six). Severe fatigue
or malaise was present in eight, and minimal or
nonproductive cough in nine. One had blood-
tinged sputum. Eight patients reported chest 
discomfort or pleuritic pain. Abdominal pain or
nausea or vomiting occurred in five, and five
reported chest heaviness. Other symptoms
included shortness of breath (seven), headache
(five), myalgias (four), and sore throat (two). The
mortality rate was 40% for the 10 patients, much
lower than historical data indicated. Indeed, one
of the critical reasons to recognize inhalational
anthrax early is that it is far more treatable than
originally thought. 

The CDC gathered comparative data on the
symptoms and signs of anthrax and influenza,
finding, for example, that only 20% of the anthrax
patients reported sore throat.2 Flu sufferers report 
a sore throat in 64% to 84% of cases. Likewise, 80%
of the anthrax cases reported symptoms of nausea
and vomiting. That symptom is reported in only
12% of flu cases. Shortness of breath appears to 
be another key distinguishing symptom, affecting
80% of the anthrax patients but seen in only 6% of
flu patients. 

“One of the other clues that we are noticing is
that the patients with inhalation anthrax actually
do not have nasal congestion or a runny nose,”
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Gerberding says. “They don’t have the symptoms
of an upper-respiratory tract infection. They have
a more systemic chest presentation, and that may
be another distinguishing characteristic.”

Another finding on initial blood work is that
none of the inhalational anthrax patients had a
low white blood cell count (WBC) or lymphocy-
tosis when initially evaluated. Given that, CDC
officials note that future suspect cases with low
WBC counts may have viral infections such as
influenza. Chest X-rays were abnormal in all
patients, but in two an initial reading was inter-
preted as within normal limits. Mediastinal
changes including mediastinal widening were
noted in all eight patients who had CT scans.
Mediastinal widening may be subtle, and careful
review of the chest radiograph by a radiologist
may be necessary, the CDC advises. 

Complementing the CDC’s effort, are the
observations of the few clinicians who have actu-
ally seen inhalational anthrax cases come into
their hospital systems. Two inhalational anthrax
cases, both of which survived, were admitted to
the Inova Healthcare System in Fairfax, VA (near
Washington, DC). 

“Clinically, I think the history of the people
who presented here is useful,” says Allan J.
Morrison Jr., MD, MSc, FACP, health care epi-
demiologist for the Inova system. “They stutter-
stepped toward their pulmonary symptoms.
That had some mild symptoms and then they
were sort of ‘meta-stable.’ They were not relent-
lessly progressing. Then they progressed with
symptoms more aggressively. Whereas with
influenza — in our experience — once you start
to get sick, it just keeps on progressing with very
high fevers, chills, muscle aches, and pains. As a
consequence, we feel there should be a good way
to differentiate the two.”

Since anthrax is a realistic concern in the Wash-
ington, DC, area, what about the aforementioned
scenario of symptomatic postal workers in the ED? 

“We would take a very aggressive history, not
only of occupation but physically where they have
been,” Morrison says. “If they are symptomatic
and have been in or work around a ‘hot zone’ — a
location from which anthrax has either been cul-
tured environmentally or patients have come from
there — we will err on the side of being very
aggressive about working up anthrax. By that I
mean chest X-rays, chemistry profile, [etc.]” 

In addition, the hospital system pushed early
flu vaccination programs for staff and the sur-
rounding community. “We want to move toward

herd immunity,” he says. “We are also working
with our local hospitals to make sure that they
have access to the rapid influenza tests. So for
diagnosis — for obvious reasons — it is very
helpful to make that distinction early.”

One such rapid test is ZstatFlu (ZymeTX Inc.,
Oklahoma City), which the company claims can
yield a diagnosis of influenza A or B some 20 
minutes after a throat swab. The test detects neu-
raminidase, an influenza viral enzyme. However,
Gerberding cautions clinicians not to rely solely 
on such tests. Rather, they should use the results 
of tests in combination with the patient history
and clinical presentation, she says.

“So it is a constellation of history, clinical find-
ings, and laboratory tests,” she says. “Hopefully,
when we get these all together, we’ll be able to at
least reduce the anxiety among some people and
help clinicians diagnose those patients who really
do require the antibiotic treatment. What we
don’t want to have happen is for everybody com-
ing in with the flu to get an antibiotic because
that undermines a whole other set of public
health issues relating to antimicrobial resistance
and proper management of influenza.”

Even the vaccinated can still have flu 

Complicating the issue is the fact that the flu
vaccine efficacy can vary annually, but is usually
70% to 90% protective, says Keiji Fukuda, MD, a
medical epidemiologist in the CDC influenza
branch. Thus, depending on how well the vaccine
matches the circulating strain, a certain portion of
flu patients will tell clinicians they have been
immunized. But in addition to vaccine break-
through infections, there is a plethora of other
viral and respiratory pathogens that will be creat-
ing similar symptoms, he says. In a somewhat
sobering reminder — given that at this writing,
the total anthrax cases remained in the double
digits — Fukuda notes that a typical flu season
will send 114,000 people to the hospital and
20,000 to their graves. 

“There has been an awful lot of attention on
the [anthrax] cases, but the bottom line is that
there have been few cases, and these cases gener-
ally have occurred in a limited number of com-
munities within a limited number of groups,” he
says. “And so the epidemiologic message is that
anthrax really has not been diagnosed in most
parts of the country, whereas we expect to see
millions and millions of flu cases all over the
place.”
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If facilities are faced with an onslaught of
patients with respiratory illness there are several
measures they can take, he notes. Those include: 
• Reduce or eliminate elective surgery.
• Relax staff-to-patient ratios within the limits of

your licensing agency.
• Emphasize immunizing staff so more staff are

available.
• Identify ways to bring in extra staff to help out

with the patients. 
• Set up walk-in flu clinics to triage the patients.
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CDC moving quickly 
on smallpox front 
Immunizations, training, vaccine dilution studied

Though officially stating it has no knowledge
of any impending use of smallpox as a

bioweapon, the Centers for Disease Control and
Prevention (CDC) is scrambling with conspicu-
ous speed to be ready for just such an event. 

CDC workers from a variety of specialties are
not only receiving smallpox vaccinations, they are
being trained to give them to others using the old
bifurcated needle scarification technique. And,
even as creation of a new vaccine is fast-tracked,
researchers are trying to determine if the current
stockpile of 15.4 million doses can be expanded
fivefold by simply diluting the vaccine. 

Based on such actions, it is fair to say the
agency is at least highly suspicious that the
known stocks of smallpox virus are not safely
ensconced in their official repositories in Russia
and the United States. 

“CDC is putting together a number of teams,
which will probably total [more than] 100
employees, that could be quickly dispatched in 
a moment’s notice to assist state and local health
departments and frontline clinicians investigate
suspect cases of smallpox,”  Tom Skinner, a

spokesman for the CDC, tells Bioterrorism Watch. 
“They are Epidemic Intelligence Service (EIS)

officers, laboratorians, and others. Part of this
includes vaccinating them against smallpox,” 
he explains.

But while confirming that the CDC teams are
being trained to administer the vaccine, Skinner
would not specify who would be vaccinated 
following a smallpox bioterror event. “We have 
a smallpox readiness plan,” he says. “Issues
around vaccination are covered in that plan. That
plan is being finalized. It is considered an opera-
tional plan. If we have a case tomorrow, it could
be implemented. It covers who should be vacci-
nated and when.”

The general consensus among bioterrorism
experts is that those exposed would be vaccinated
because the vaccine can prevent infection and
possibly death even if given several days out.
Likewise, health care workers and their family
members would want vaccine if they were
expected to care for the infected. Some aspect 
of quarantine would no doubt come into play
because, unlike anthrax, it will be critical to sepa-
rate the first smallpox cases and their contacts
from the susceptible population. 

Another aspect of CDC preparations includes
the smallpox vaccine dilution study, which is
being headed up by Sharon E. Frey, MD, associ-
ate professor of infectious diseases and immunol-
ogy at Saint Louis University School of Medicine.

The vaccine, known as Dryvax, is no longer
produced, but there are 15.4 million doses left.
Frey and colleagues are looking at dilution stud-
ies that could maintain vaccine efficacy while
increasing the available stock by millions of
doses. In a study last year, Frey tried a one to 10
vaccine dilution, which would create a stockpile
of more than 150 million doses. However, the
resulting vaccine had only a 70% effective rate.

“The undiluted vaccine has about a 95% take
rate,” she tells BW. “It is not perfect, but we
would like to be as close to that as we could be.”

The new study will include a one to five dilu-
tion, which should show greater efficacy while
increasing the stockpile to more than 75 million
doses.

“We are looking at a ‘take’ rate for the vaccine,
in other words how many people actually develop
a typical lesion and whether they have a strong
neutralizing antibody response to the vaccine,”
Frey says. “We know that the vaccine is still good.
We actually titered the vaccine and it is very simi-
lar to its original titer,” she adds.  ■
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