
Your facility does what procedures?
Surgical hospitals expand limits
Increasing numbers of freestandings gain hospital designation

Neurosurgery at a freestanding facility? Yes, and also simple
craniotomy, gastric bypass, and colectomy. It’s all part of a
recent trend toward specialty hospitals, including “surgical hos-

pitals” with no limitations on length of stay. Other specialized facilities
include orthopedic facilities, women’s hospitals, cancer centers, and car-
diac centers.

While surgical hospitals sound like extended recovery care centers,
they’re actually a new creature that is scratching out a home in a terri-
tory between surgery centers and hospitals.

“This industry is growing by leaps and bounds,” says Michael Lipomi,
CEO of Stanislaus Surgical Hospital in Modesto, CA , which converted in
2000 from a freestanding surgery center to a surgical hospital. Lipomi is
the president-elect of the Fresno, CA-based American Surgical Hospital
Association.

“When we started the association a year and a half ago, we were able
to identify 20 [surgical hospitals] that were operating or in some state of
development,” Lipomi says. “Currently, there are [more than] 40 facili-
ties open and operating and another 50 to 60 in some state of growth or
development.“

And there’s a similar trend: Some traditional acute care hospitals are

INSIDE

MARCH
2002

VOL. 26, NO. 3
(pages 29-44)

SDS IS NOW AVAILABLE 
ON-LINE! www.ahcpub.com/

online.html for access.

For more information, 
call: (800) 688-2421.

� Hospital converts to all 
outpatient care . . . . . . . . . . 32

� Podiatric procedures
improve treatment . . . . . . . 33

� Have one person manage
OPPS changes . . . . . . . . . . 34

� ‘Mini’ may mean many
patients. . . . . . . . . . . . . . . . 36

� SDS Manager: What is most
important when hiring? . . . . 37

� Why some rituals change
and others don’t . . . . . . . . . 38

� Boost morale and give back
to your community . . . . . . . 39

� Journal Review: How 
effective is LASIK? . . . . . . . 41

� Study: 33% of programs
report medical events . . . . . 41

� Survive your survey by 
taking control . . . . . . . . . . 42

� Insert: Bioterrorism Watch

A growing number of surgery centers and extended recovery care centers
are obtaining designation as a hospital so that they can offer unlimited
length of stay.
• Some of the factors include consumerism, reimbursement, and physi-

cian interest.
• Surgical hospitals aren’t limited to performing procedures on the list of

surgeries approved for ambulatory surgery centers.
• Another trend is that some hospitals are converting to all outpatient care.
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converting to all outpatient care. (See story, p. 32.)
Some of the factors causing the growth of surgi-

cal hospitals include reimbursement, physician
interest, and consumerism, which includes the
“branding” of specialty centers of excellence, says
Fred Campobasso, president/CEO of AMDC
Corp., a Chicago-based firm that handles real
estate project management, development, finance,
and strategic consultation.

“Physicians have an interest in being a little
more entrepreneurial and controlling that rev-
enue stream,” Campobasso says. 

Medicare won’t reimburse surgery centers for
procedures unless they are on the list of procedures

approved for surgery centers. 
“It makes it very complex from a reimbursement

standpoint if you’re not a ‘licensed hospital,’” says
Bonnie Leinart, president of Moline-based Trinity
Medical Center’s Illinois campuses. Trinity’s
Seventh Street facility opened in 1997 as an outpa-
tient complex, offering surgery, cancer care, emer-
gency care, extended recovery care, and imaging.
The facility recently became licensed as a hospital.

Patients often prefer surgical hospitals because
of the atmosphere, proponents say. For example,
Trinity’s Seventh Street facility was built with a
reflecting pond, café, drive-through pharmacy,
patio, and views of the exterior landscaping and
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Be aware of challenges 
with surgical hospitals

There are some distinct challenges to building and
operating a surgical hospital, proponents warn.

One of the biggest is the cost, they advise. 
And conversions aren’t cheap either, administra-

tors warn. Moline, IL-based Trinity Medical Center
spent $2 million building an emergency department
and $200,000 on other structural changes required
for hospitals, such as fire walls, when it converted
its Seventh Street outpatient facility to a surgical
hospital.

“We needed more space, anyway,” says Bonnie
Leinart, president of Trinity’s Illinois campuses.
“Additional fireproofing would have disrupted care.”

Surgical hospitals also must overcome legal and
regulatory hurdles, administrators warn. For exam-
ple, Trinity had a law passed that allowed fewer than
100 beds and fewer licensing requirements than tra-
ditional acute care hospitals.

Once the facility is built, operations can be a chal-
lenge, particular if the owners are physicians who may
not have the experience, warns Fred Campobasso,
president/CEO of AMDC Corp., a Chicago-based firm
that handles real estate project management, devel-
opment, finance, and strategic consultation. Potential
solutions include outsourcing operations with a man-
agement contract; bringing in a operational partner to
invest money with physicians and/or the hospital; or
hiring someone to run the facility who has experience
in outpatient facilities, Campobasso says.

Marketing is another challenge, advises Michael
Lipomi, CEO of Modesto, CA-based Stanislaus
Surgical Hospital, which converted in 2000 from a
freestanding surgery center to a surgical hospital.
Lipomi is the president-elect of the Fresno-CA,
based American Surgical Hospital Association.

“We were a great surgery center, well-known in
our community and in the country,” Lipomi says.
“When we converted to a hospital, we faced the big
challenges of communicating to the community and
physicians that we are an acute care hospital and
we can handle major cases.”

Managed care contracts can be a hurdle, he
says. “Once you’re in a system, trying to renegotiate
our contracts, getting them to reimburse us as an
acute care hospital and not a surgery center was
very difficult,” he says. 

When converting, Lipomi strongly recommends
changing your facility’s name. One of the problems
his program faced was that “Stanislaus” was retained.
“I can tell you we are still having some difficulty with
some payers that have a tough time recognizing us,”
he says. 

The biggest challenge, he says, was to retain the
surgery center “culture.” The surgery center had
about 40, mostly longtime, employees who under-
stood the concept of customer-focused care, Lipomi
says. When Stanislaus converted, the facility grew
to 135 employees. 

“It took close to a year to rekindle the culture we
had prior to conversion, which was a surgery center
mentality — the physician and patient come first,” he
says. “There’s no such thing as ‘that’s not my job.’”  �



the pond. Some surgical hospitals have amenities
including VCRs and professional chefs.

Physicians often are attracted to surgical hospi-
tals because they are user-friendly, proponents say. 

“Because we don’t have an emergency depart-
ment [ED], open-heart surgery, or a cath lab, we
don’t do major neurosurgery, etc.; there’s less
likelihood of cases being delayed, postponed, or
cancelled,” Lipomi says. “We cater to the physi-
cians and the patients.”

Most surgical hospitals are built from scratch,
rather than being converted from freestanding
surgery centers, Campobasso says. Many free-
standing centers don’t have the land available to
expand, he explains. However, some facilities are
being built as 23-hour centers, with tentative plans
to phase into a surgical hospital based on growth
and market conditions. Most of the patients stay
three days or less, he says. 

One of the most important factors that distin-
guish surgical hospitals from surgery centers is
the unlimited length of stay. In outpatient surgery,
often there is the potential that the patient will
need an overnight facility.

“Once in a while, patients would have exces-
sive pain or nausea, and the doctor wanted them
to stay, but we had to transfer them,” Leinart says. 

The extended recovery care facility faced other
regulatory requirements, including no blood trans-
fusions, no patients with infections, and no transfer
to extended recovery care beds unless the patients
had undergone surgery, as well as staffing limita-
tions and extensive paperwork. 

“I wouldn’t pursue [building an extended
recovery care center] in any state,” Leinart advises,
who points out that the extended recovery care
beds at her facility were a demonstration project.
“What we’ve found, and what I think the state has
found, is that this is a concept that really doesn’t
work. I think we were set to be as safe as a hospi-
tal, which is appropriate. You may as well be a
hospital.”

Costs come down with surgical hospitals

Surgical hospitals realize several advantages
over traditional hospitals, proponents say. (For a
discussion of challenges associated with surgi-
cal hospitals, see story, p. 30.) For example, in
some states, they aren’t required to have an ED
and costly support services that typical hospitals
have, Campobasso says. 

In addition, the facilities are designed for sur-
gical patients who are otherwise healthy, Lipomi

says. “For patients, it means that they are not
exposed to higher infection rates in general acute
care hospitals,” he says.

The infection rate at Stanislaus is 0.1%, com-
pared to a 3% rate at hospitals nationwide, Lipomi
says. “It’s not that the other facilities are bad, but
they treat patients we don’t normally treat, he says.
“We don’t have an ED; we don’t do trauma; and
we don’t do chronically ill patients.”

In addition, the revenue-enhancement possibil-
ities are significant, Campobasso says. For exam-
ple, Trinity’s campus had 20 extended recovery
beds that had an average daily census of four,
Leinart says. At the same time, one of the health
system’s other facilities was at capacity, she says.

“We sought to license as a hospital to have
greater flexibility for beds,” Leinart says.

Often, hospitals find that surgical hospitals
allow a secondary market away from the main
campus without the expense of building a tradi-
tional hospital, Campobasso says. “If they’re
expanding orthopedics, for example, and they
need capacity in the ORs — if they shift to a spe-
cialty hospital concept, it frees up the main ORs
for growing some of the service lines of excel-
lence that they’re looking to enhance,” he says.

The impact of surgical hospitals on other surgi-
cal providers is uncertain, but competition is cer-
tain to increase.

“I think the consumer will gravitate to more of
these ‘branded’ surgical facilities,” Campobasso
says. “The belief will be that the quality of care at
a specialty outpatient facility will be better than
at the hospital itself.”

Lipomi is less certain of the impact because sur-
gical hospitals have their own niche, he says. “We
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For more information, contact:
• Cherie Fulks, Vice President of Patient Care

Services, Trinity Medical Center, 2701 17th St.,
Rock Island, IL 61201. 

• Michelle Halvorsen, Director of Marketing,
AMDC Corp., 10 S. Riverside Plaza, Suite 2290,
Chicago, IL 60606. Telephone: (312) 756-9300.
E-mail: mhalvorsen@amdchealth.com.

• Michael Lipomi, CEO, Stanislaus Surgical
Hospital, 1421 Oakdale Road, Modesto, CA
95355. Telephone: (209) 572-2700. 

• Alan Pierrot, MD, CEO, FSC Health, 6051 N.
Fresno St., Suite 102, Fresno, CA 93710.
Telephone: (559) 447-7700. Fax: (559) 447-
7701. E-mail: pierrota@fschealth.com.
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don’t want to be an acute care hospital with open-
heart surgery and [EDs] and all of that. We don’t
do OB,” he says. “As such, there’s still a critical
need for a full-service acute care hospital.” 

Extended recovery care centers may feel the
heat of competition, Campobasso warns. “But I
think there’s still a place in marketing for the 23-
hour same-day surgery concept,” he says. “It’s by
location, and it’s very market-specific.”

Don’t look for traditional surgery center to dis-
integrate either, Lipomi advises. “I think what’s
happening is that in smaller communities, with
smaller groups of physicians, surgery centers are
perfectly appropriate.”

For others, consider the surgical hospital model,
proponents urge.

“If [facilities want] to have more than same-
day services, they’re probably best served to go
ahead and bite the bullet and be a full-service
hospital or specialized hospital, if that option is
available in their state,” Leinart says

Expect the trend to grow, says Alan Pierrot,
MD, president of the American Surgical Hospital
Association and CEO of Fresno-based FSC Health,
which develops, manages, and owns surgical hos-
pitals in joint ventures with physicians.

“I think we will see tremendous proliferation
of this model over next decade,” Pierrot says. “I
think we’re on the verge of an explosion of surgi-
cal hospital growth.”  �

Why would a hospital 
offer all outpatient care?

While some surgery centers are converting to
inpatient status, some hospitals are aban-

doning that niche and converting to all outpatient
care.

In 1999, 12 hospitals in the country were outpa-
tient facilities, according to the Chicago-based
American Hospital Association. That number
grew to 22 in 2000, according to the association. 
A look at one facility that took this step provides
some of the reasons.

Mercy Community Hospital in Havertown,
PA, was a 64-bed medical/surgical hospital with
a five-OR surgery center and pain center. 

“Recently, the market has been turbulent, par-
ticularly in that reimbursement was not keeping
pace with costs,” says Martin McElroy, hospital
administrator. 

“Also, malpractice has escalated in this area,
[and] with the nursing shortage, salaries were
going up,” McElroy says.

The hospital couldn’t survive with 64 inpatient
beds when they were surrounded by large estab-
lished institutions, including one from their own
health system within seven miles. Thus, the inpa-
tient hospital services and the emergency depart-
ment have ceased operation. An imaging center
and an outpatient radiology area have been added.

Sixty percent of the full-time employees are
being placed elsewhere, and 25% will remain on
campus, he says. The remaining 20% have been
terminated.

Now, the hospital is adjusting to being an out-
patient facility.

“We hope to provide some things that the com-
munity is looking for now: state-of-the-art services
in a manner that is customer-friendly,” McElroy
says. “We want to reduce waiting times and focus
the specific needs of outpatients.”

One of the biggest challenges has been chang-
ing the culture to focus more on patients and
physicians, he says. “From inpatient to outpa-
tient, the challenge is — what is the level of care
you’re able to give? Is it customer-friendly to the
point at which people feel there’s value added to
that?”

Expect more hospitals to follow Mercy’s lead,
McElroy predicts.

“As you look to the future, the things that keep
coming up more and more are the ability to serve
the patient and physician in a new health care
model that has easier access, more timely services
being provided, and also the ability to get the
turnaround time that patients are demanding,”
he says. “Those types of things, if we can address
them, will help us become successful.”

Other hospitals should expect to see similar
demands from patients, he predicts.

“Some of those hospitals may lose business,
and it also may force them to see changes that we
think patients and physicians are demanding,”
McElroy says.  �
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For more information on hospitals converting to
outpatient care, contact:
• Martin McElroy, Hospital Administrator, Mercy

Community Hospital Center, 2000 Old West
Chester Pike, Havertown, PA 19083. Telephone:
(610) 853-7001. Fax: (610) 449-0415.
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New techniques available
for foot, ankle problems
Surgeons need specific training

Advances in surgical technology have affected
all areas of same-day surgery, including

podiatric surgery. These advances are beneficial
to patients, but require more credentialing dili-
gence from the same-day surgery manager and
medical director, say experts interviewed by
Same-Day Surgery.

“Although ankle arthroscopy represents only 
3% to 6% of all arthroscopies, it requires specific
training within a residency program or a hands-on
course,” says John J. Stienstra, DPM, FACFAS, a
podiatric foot and ankle surgeon at the Permanente
Medical Group in Union City, CA. 

“Ankle arthroscopy is more difficult than
arthroscopy of the shoulder or knee because of
the size and the geometry of the ankle joint with
its three bones,” he says.

Although the arthroscopic equipment is basi-
cally the same for all arthroscopies, with smaller
instruments used for ankles, it does require a sur-
geon who is experienced in foot and ankle surgery,
Stienstra adds. 

For this reason, credentialing requirements for
surgeons who perform ankle arthroscopy should
include specific training in the procedure, not just
training in arthroscopy in general, he suggests.

“It is a mistake to assume that the ability to
perform shoulder or knee arthroscopy should
automatically qualify someone to perform ankle
arthroscopy,” he adds. (See “Can your ASC meet
the credentialing challenge of new tools, tech-
niques?” Same-Day Surgery, June 1999, p. 65.
Previously published stories are available on
the web site: www.same-daysurgery.com.)

Used to treat ankle damage caused by injury or
arthritis, ankle arthroscopy is beneficial to patients
and same-day surgery programs because the tech-
nique reduces biologic and financial costs by spar-
ing the patient from injuries that might occur
during traditional surgery, Stienstra says.

“Small arthroscopic instruments, along with
lasers, enable us to cut and tailor tissues, weld
things together, vaporize pathologic tissues, and
anchor and repair structures within the ankle joint
without dissecting blood vessels that are dissected
during traditional surgery,” he explains.

This procedure means less discomfort and

swelling during recovery, Stienstra adds.
Stienstra does not predict an explosive growth

in the use of ankle arthroscopy, but describes it as
“a slowly expanding envelope.” If no surgeon is
performing the procedure at a same-day surgery
program and there is a qualified surgeon, it does
represent an opportunity, he suggests.

Although many same-day surgery procedures
often result in shorter recovery times than tradi-
tional surgeries, one podiatric surgical technique
that requires eight weeks of recovery is actually the
better choice for patients suffering from bunions,
says Marybeth Crane, DPM, FACFAS, a podiatric
surgeon in Grapevine, TX. The best bunion surgery,
especially for younger patients, is a procedure 
that realigns the big-toe joint in order to correct a
bunion rather than just shaving the bump, she
explains.

“Although patients have to stay nonweight bear-
ing on the foot that undergoes the procedure for 
up to eight weeks, it is a permanent fix unlike the
more commonly requested procedure that shaves
the bump,” she says. In the procedure, the bone 
is cut and tendons and ligaments are realigned to
prevent the hypermobility of the joint that is the
primary cause of bunions, Crane says.

Although the simpler removal of the bump
means a more immediate return to normal life,
the bunion often recurs because the hypermobil-
ity of the joint, the cause of the bunion, is still
present, she adds.

As with ankle arthroscopy, Crane recommends
that credentialing for this procedure require spe-
cific training in this procedure since the surgeon
must demonstrate an understanding of the inter-
nal fixation of the big-toe joint and must be able
to graft bone to correct the deformity in some
cases, she adds.
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Although equipment needs are similar to other same-
day surgery procedures, new podiatric techniques
offer particular benefits to patients and facilities.
Surgeons require special instruction or experience.
• Ankle arthroscopy requires knowledge of the

joint and the ability to work within a smaller joint
than a knee or shoulder.

• Surgeons should demonstrate knowledge of the
internal fixation of the joints in the foot and the
ability to perform bone grafts if needed.

• Hands-on courses that focus on the specific
podiatric procedure are best for surgeons who
didn’t gain experience in a residency program.
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This is a procedure that is being requested by
patients on an increasing basis, Crane says. In
addition to seeing patients who have recurring
bunions, Crane also sees a growing market in
young, athletic people. 

Another podiatric procedure that has been very
popular since 1996 is endoscopic plantar fascial
release to treat heel pain, she says. “It is 85% effec-
tive in treating heel pain and is preferred by young,
athletic people who don’t want to undergo the
more extensive open heel spur resection,” she says.

The procedure lengthens the tendon, which
eliminates the pain, Crane adds. As with other
newer procedures, she recommends a hands-on
course to establish credentials.

“The good news about each new podiatric
technique is that they offer younger people a
chance to address foot and ankle problems early,
well before arthritis or other damage to the joints
require major surgery,” Crane says.  �

OPPS changes simpler
with one coordinator
Employee monitors changes, interprets info

With the multiple changes the outpatient
prospective payment system (OPPS) has

experienced since its implementation in August
2000, many hospital-based same-day surgery pro-
gram staff wonder how many items have fallen
through the cracks and resulted in claim denials.

Frequent transmittals of changes and ambigu-
ous language have made it difficult for the staff at
Asante Health System in Medford, OR, says Rick
Fernandez, MHA, reimbursement manager for
the system.

“Although several people share the function,
there is no clear coordination. I am sure that we’ve

missed things that have kept us from implement-
ing timely changes in our system,” he says. 

For this reason, his health system is evaluating
a new job position that will coordinate ambula-
tory payment classification (APC) activities.

“From January 2001 to October 2001, there were
55 transmittals of changes related to the OPPS,”
says Valerie A. Rinkle, MPA, executive director of
Hospital Resource Management, a Medford, OR-
based consulting firm that specializes in reim-
bursement issues. “When you are dealing with
this many changes that need to be reviewed and
addressed within your own program, it may be
necessary to develop a position that is solely
responsible for coordinating APC issues.”

The job description for APC coordinator should
include more than just monitoring changes in the
OPPS, Rinkle says.

“An APC coordinator should read transmittals,
undertake whatever research is necessary to ensure
that the changes are interpreted correctly, develop a
work plan to implement changes within the facility,
and implement the plan utilizing whatever depart-
ments are affected,” she says.

The APC coordinator at Nebraska Methodist
Hospital in Omaha was put into place about six
months before the implementation of OPPS, says
Mary Meysenburg, RHIA, CCS, service execu-
tive of medical records. At the time, the primary
responsibility was to coordinate all education
and activities needed to be ready for OPPS, she
says. Now, the coordinator monitors all change
transmittals related to OPPS and monitors the
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For more information on podiatric techniques,
contact:
• Marybeth Crane, DPM, FACFAS, 230 Park

Blvd., Suite 106, Grapevine, TX 76051.
Telephone: (817) 416-6155. Fax: (817) 329-
9434. Web site: www.mcpodiatry.com. 

• John J. Stienstra, DPM, FACFAS, Department
of Orthopedics, Permanente Medical Group,
3555 Whipple Road, Union City, CA 94587.
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Frequent changes within the outpatient prospective
payment system (OPPS) have kept reimbursement
managers of hospital-based same-day surgery pro-
gram scrambling to keep their internal systems up to
date. One solution is to create a position specifically
to monitor changes and implement updates.
• A full-time ambulatory payment classification

(APC) coordinator is justified most easily by a
facility with many ambulatory services that are
complex.

• Other options for coordinating changes include
subcontracting with a consultant or making
APC coordination part of one staff person’s job.
Whoever handles the coordination should have
the authority to work with a variety of depart-
ments and people.

• According to some sources, the coordinator
does not have to have a coding background 
or clinical experience.
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facility’s internal records to identify causes of
claim payment delays or rejections, Meysenburg
adds. Once a problem is identified, the coordina-
tor is responsible for working with the appropri-
ate people and departments to correct the
problem, she says. “Sometimes it’s a matter of
education, and the coordinator provides that
education,” she adds.

An APC coordinator is probably a good posi-
tion to evaluate if your facility has several outpa-
tient services, such as radiation oncology, sleep
lab, or ambulatory clinics, in addition to same-
day surgery, says Rinkle. If your facility only has
same-day surgery and basic outpatient radiology
and lab services, it is harder to justify the expense
of a dedicated employee, she adds. 

Same-day surgery programs in hospitals that
don’t have multiple ambulatory services do have
several options to efficiently handle the changes
that must be made, Rinkle suggests. The business
office manager, reimbursement manager, chief
financial officer, or controller can act as the coordi-
nator as part of his or her job with specific people
identified throughout the different departments to
handle implementation of changes, she says. The
key is to make sure that there is someone who
coordinates and follows up on changes that need
to be made, Rinkle adds.

“Facilities that are a part of a larger network
can get together to fund an APC coordinator
position that will monitor changes and imple-
ment plans to update systems for all members of
a network,” she says. “Smaller facilities can sub-
contract some or all of the responsibility to a con-
sultant who specializes in reimbursement issues.”

You can find a subcontractor in several ways,
Rinkle says. “Check with professional associa-
tions and network with your peers,” she sug-
gests. (See source box, at right.) “Be sure to check
references from other programs using the subcon-
tractor for the same job you want him or her to
do,” Rinkle adds.

If you do decide to create an APC coordinator
position, look for a “hound dog” to fill the slot,
Rinkle suggests. “This person needs to be dili-
gent, to be persistent about ensuring follow-
through, and to have a good understanding of
how departments work together,” she says. 

A good APC coordinator also needs to have 
the authority to direct activities that cross depart-
mental lines, she adds.

While an employee who oversees activities
related to changes in OPPS, either full time or 
as part of another job, doesn’t need to be a coding

expert, he or she should understand the basic
principles of coding and be able to talk with 
coding experts when needed, Rinkle says. 

A clinical background is not necessary and, in
some cases, may be a potential problem, she says.
“Someone with a clinical background might not
see missing information in documentation,” she
points out. “A clinical person might read a chart
and understand how the provider got from point
A to point C without having to see point B since he
or she already knows what happens in between.”
A nonclinical person will look at the same chart
and ask, “What did you do to get to point C?”

While Asante Health System’s staff recognize
the importance of an APC coordinator, there are
several issues that must be evaluated, Fernandez
says. “We are taking a close look at cost vs. bene-
fits of having one dedicated position coordinat-
ing everything, and we are trying to decide what
level of skill we need to hire,” he says. “The big
question is whether or not to hire an expert in the
area or move an existing employee into the posi-
tion and provide training.”

Meysenburg says her facility’s administrators
did believe that a good knowledge of coding was

March 2002 / SAME-DAY SURGERY ® 35

For more information about ambulatory payment
classification coordinators, contact:
• Rick Fernandez, MHA, Reimbursement Man-

ager, Asante Health System, 100 E. Main St.,
Medford, OR 97501. Telephone: (541) 608-5099.

• Mary Meysenburg, RHIA, CCS, Service Exe-
cutive of Medical Records, Nebraska Methodist
Hospital, 8303 Dodge St., Omaha, NE 68114.
Telephone: (402) 354-4667. E-mail: mmeysen@
nmhs.org.

• Valerie A. Rinkle, MPA, Executive Director,
Hospital Resource Management, 30 S.
Barneburg, Medford, OR 97504. Telephone:
(541) 608-9845. E-mail: vrinkle@hrmlc.com.

For names of consultants who provide help in man-
aging outpatient reimbursement changes, contact:
• Healthcare Financial Management Associa-

tion, Two Westbrook Corporate Center, Suite
700, Westchester, IL 60154-5700. Telephone:
(800) 252-4362 or (708) 531-9600. Fax: (708)
531-0032. Web site: www.hfma.org. A printed
copy of a resource guide is available only to sub-
scribers of the association’s monthly publication
($100 per year), but an on-line version is avail-
able at no cost at www.hfma.org/publications/
HFM_On-Line_Resource_Guide.htm.
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important for this position, so they looked for
someone with a coding background. “This per-
son’s experience ensures that she can interpret
the documentation in relation to the codes used
on the claim,” she explains. 

Although her facility has not performed a for-
mal study to evaluate the benefits of the APC
coordinator position, Meysenburg says that by
watching the days in accounts receivable and the
reports of claim payments delayed or denied, she
can tell that the position is worthwhile. 

“If we didn’t have a knowledgeable person
responsible for monitoring OPPS changes and
how we code claims, many delayed or denied
claims would have had additions or deletions of
codes made without anyone checking to see if we
were in compliance,” she says. “This way, we
know that our claims are coded accurately and
we are ensuring that we’re paid correctly.”  �

Mini-facelifts offer quick
recovery, attract patients
Benefits are less bruising, swelling, anesthesia

Take Friday off from work to have a facelift
and return to work on Monday with a new,

fresh look. Sound too good to be true?
It is too good to be true, say experts inter-

viewed by Same-Day Surgery.
While having a facelift doesn’t have to mean

weeks of recovery, the term “weekend facelift” is
a misnomer and can lead to unrealistic expecta-
tions by patients, says Daniel Morello, MD, a
White Plains, NY, plastic surgeon and past presi-
dent of the American Society for Aesthetic Plastic
Surgery in New York City. 

In addition to the term weekend facelift, mini-
lift, and minimal incision facelift are all used inter-
changeably, Morello says. Physicians and same-day
surgery programs that promote such procedures
need to be careful about describing the procedure
and the results, he cautions.

“Many times, a weekend facelift is really a
neck operation that doesn’t involve the face or
jowls,” he says. “It is often little more than minor
liposuction.”

There are, however, facelifts that address cer-
tain segments of the face that require smaller inci-
sions, less recovery time, and less bruising and

swelling, says Robert Singer, MD, a plastic sur-
geon in La Jolla, CA.

“This segmental facelift appeals to many
patients who have one or two areas that they
would like to improve,” Singer says.

These patients are generally in their 30s and 40s
and don’t want to wait until they are in their late
50s to undergo a major procedure, he explains.

Mini-lifts, or segmental facelifts, might concen-
trate on cheeks, jowl line, or neck, Singer says. All
of these require minimal incisions, less time in the
operating room, and less anesthesia, he points
out. These characteristics mean less swelling and
bruising, and a faster recovery, he adds.

While a two-day complete recovery, which is
implied with the term weekend facelift, is unreal-
istic, new techniques are cutting down on the
amount of bruising, Morello says. 

“By using tissue glue to close the wound, we
eliminate the need for drains, and most patients
are wearing no dressing, or only a light dress-
ing, at six days after surgery rather than 12 days
after surgery using more traditional methods,”
he explains. “Of course, the amount of bruising
and how long the bruises and swelling last dif-
fer from patient to patient.”

Although the mini-lifts require less operating
time by themselves, many patients will opt for
several small procedures at one time so total
operating room time may not be reduced drasti-
cally, Singer says. “A mini-procedure doesn’t
mean mini-training,” he says. “Although the pro-
cedure itself may be less invasive, the same risks
associated with any surgery still exist.” 

For this reason, Singer recommends that same-
day surgery managers or medical directors look
carefully at the training of any surgeon who
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Mini-facelifts, or segmental facelifts, appeal to
patients in their 30s and 40s who have specific,
well-defined areas they want to correct. These pro-
cedures that address the neck, jowls, and cheeks
are growing in popularity.
• Smaller incisions and shorter anesthesia time

mean a quicker recovery. Tissue glue reduces
bruising.

• Avoid promising two- to three-day complete
recovery because every patient’s bruising and
swelling will differ.

• Evaluate credentialing requirements to ensure
surgeon is able to offer a full range of services
in case the mini-lift is inappropriate.
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applies to perform mini-lifts or segmental facelifts.
“Be sure that the surgeon is qualified to per-

form a variety of cosmetic plastic surgery proce-
dures, not just one or two mini-procedures,” he
says. Surgeons who only perform mini-proce-
dures may perform them on all patients whether
they are good candidates or not, he says. 

Candidates for the mini-procedures have

specific areas they want to improve, Singer says.
“If a same-day surgery program and its sur-

geons promise more than the mini-procedure 
can deliver, the patient will be unhappy with the
results,” he says. For this reason, a surgeon should
be able to judge accurately what results the patient
expects and what procedure will best attain those
results, Singer says.  A surgeon who is not quali-
fied to perform a wide variety of procedures may
not be able to provide the best procedure, espe-
cially if what is needed is more extensive than a
mini-lift, he explains.

Baby boomers’ general attitude toward exer-
cise, fitness, and health all point to an increasing
demand for segmental facelifts, Singer says. The
increasingly competitive job market is another
reason people are interested in delaying the signs
of aging, he says. “Many people believe a youth-
ful, healthy appearance gives them an advan-
tage,” he explains.  �
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For more information about modified facelift tech-
niques, contact:
• Daniel C. Morello, MD, 10 Chester Ave., White

Plains, NY 10601. Telephone: (914) 761-8667.
Web: www.nycosmeticmd.com.

• Robert Singer, MD, 9834 Genesee Ave., Suite
100, La Jolla, CA 92037. Telephone: (858) 455-
0290. E-mail: rsingermd@aol.com. Web: www.
rsingermd.com.
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How to select the right
staff for your program
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas

Depending upon which side of the “profit”
curve you are on — i.e., hospital not-for-

profit or ambulatory surgery center (ASC) for-
profit — will determine how you react to this
month’s column. 

When developing the operating entity for a
new ASC, we typically have one or two “steering
committee” meetings per month. The steering
committee is made up of a representative from
each specialty that will be utilized in the new
venture. I have been to 11 such meetings in the
past 30 days, and it hit me at a meeting last night
that the most time is spent on the partnership
agreement, the offering memorandum, and
staffing. Staffing is a major issue with every new
start-up.

Do you want to know what we talked about?

Some of it is pretty interesting. First, almost every
group of surgeons is concerned about the nursing
shortage. They see it in the hospitals they work
in, and they are fearful that they will have diffi-
culty recruiting quality staff for their center. Well,
there’s good news, and there’s bad news. We
explain that the shortage is real and worsening
but that we never have had difficulty recruiting
ASC staff due to lack of available nurses. The
only exception was nurses who did not wish to
work with a certain group of surgeons. 

In contrast to what many hospitals are experi-
encing, we have a waiting list of outstanding
nurses who are waiting for an opening. 

Why? One reason is the profit-sharing concept.
Clearly, that concept is enticing to nurses who
typically don’t have that option in our line of
work. (For more on profit-sharing, see “Staff
incentive plans that make sense,” Same-Day
Surgery, February 2001, p. 21. You can find this
story in the archives at same-daysurgery.com.)
The lack of being “on-call” and the personal dis-
ruptions that it causes is another attraction. And,
although cross-training is (should be) mandatory
for each department or center, being rotated to a
less-desired department rarely occurs. Lack of
trauma and OB coverage is a magnet to some,
while the rapid pace with generally healthy
adults is gratifying to others. 

Lest we forget, the ability to work less than full
time is a major attraction for mothers of young
children who wish to keep their skills sharp by
working, and yet not have to disrupt their families



by working a set number of hours per week or
month. 

While this shifting paradigm attracts staff to
ASCs, it does not necessarily meet the needs of
invested surgeons in their new business. They are
educated that there are three key factors to suc-
cess in an ASC: cases, staffing, and supply cost.
The proper blend of these three ingredients can
mean the difference between success and failure
(oh, yes, there are many ASC failures) for this
new surgery facility. While the concept of “less
staff is better than more staff” is often lost on the
average department head, in reality, it is true. The
key is the right staff and not the number of staff. 

So, what do the surgeons look for in their staff?
Personality: the ability to smile. You can teach
someone to do most anything but smile and have
a “can-do” attitude. I can feel the hate mail being
written right now, but the reality is that we all
want to surround ourselves with people who are
fun to be around. One of the very first qualities I
look for in my own staff is that smile. 

Next, they want dependable people. They want
staff who consistently are going to show up on
time. Whether you like it or not, arriving at your
job on time is a sign of respect for your employer.
They want respectful staff.

They talk about skills and those who excel at
what they do — and no, experience is not the No.
1 consideration. You may be the “best” orthopedic
nurse in the operating room, but if you don’t have
the others skills they are looking for, they will 
not want you. Too many times, I see technically
superb nurses get passed over for less-experienced
but more motivated and enthusiastic applicants.
The surgeons will say that they can put up with
teaching and training the staff to become techni-
cally competent rather than deal with personality
issues that jeopardize the success of the center.
Passive/aggressive personnel need not apply.

So, after all that, what happens next? The days
pretty much are past when there was a significant
variance in pay between not-for-profits and for-
profits. The pay usually is the same hourly rate
for either. The difference and opportunity comes
in the ability to share the profits. As staff, we
enjoy being chosen to work at the center, but we
are not naïve. We expect to be included in the
success of the center. When the surgeon receives a
distribution, we want one as well. The fact that
there are fewer of us on staff means that each one
has to pull just a bit harder, and we want and
deserve that recognition. 

Keep smiling!

(Editor’s note: Earnhart & 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.)  �

Infection control practices
change with technology

(Editor’s note: In this second part of a two-part
series on sacred cows in the OR, we discuss five infec-
tion control practices and whether they can be changed
safely. In last month’s issue, we discussed rituals that
exist because “it’s always been done that way.”) 

It is not an easy thing to change operating room
practices that have been in place since your

“older” nurses were trained, says Hilda Guevara,
RN, BSN, facility administrator of Central Park
Surgery Center in Austin, TX.

“It helps to understand why we have been per-
forming certain rituals and what has changed in
the past few years,” Guevara says. “Understanding
where we’ve been and why we can change elimi-
nates much of the reluctance a same-day surgery
manager might encounter,” she adds.

The rituals that are most commonly undergo-
ing evaluation or changes, according to Guevara
are:

• Cover gowns. In the past, cover gowns were
required any time you left the OR, says Guevara.
There were two reasons, she says.

“Members of the public would see surgical
scrubs and wonder what you might have on them
that could contaminate them or the food on the
salad bar,” she says. Although OR staff members
always change into clean scrubs if they should get
something on them during surgery, it was a mat-
ter of perception, she says. “We also wore cover
gowns to keep our scrubs clean when we left the
OR,” she adds. Now, 75% of OR managers no
longer require cover gowns,1 Guevara says.

“Guidelines have been changed to reflect the
myriad infection control studies that show no
higher risk to the patient if cover gowns are not
used,” she explains.

• Shoe covers. Although many same-day
surgery managers no longer require shoe covers,
Guevara points out that this is a policy that can
change depending on the situation.
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“One reason to wear shoe covers is to protect
your shoes during surgery. The other reason is to
avoid tracking dirt from the outside into the OR,”
she explains. 

Since many surgery staff members now keep a
pair of “OR” shoes and a pair of outside shoes
with them, the need for covers isn’t as great, she
says. If someone doesn’t have separate shoes for
inside and outside, common sense should deter-
mine if covers are needed, she says.

• Event-related expiration date. “We used to
pull trays of instruments we had sterilized and
wrapped after they had been on the shelf for
three or six months and send them back to be
sterilized again,” Guevara says. “Now, we realize
that once it’s sterile, it stays sterile as long as the
packaging isn’t damaged.” 

For this reason, it is common to leave trays on
the shelf until needed unless the wrapping is
damaged, she says.

• Hand scrub. A 10-minute initial surgical
hand scrub with three to five minute scrubs
between cases is one ritual that is still alive, says
Guevara. “Although new scrubs, even some that
don’t require brushes, do eliminate the need for
lengthy scrubs,2 this is one ritual many OR staff
members are reluctant to give up,” she says.

At Guevara’s facility, staff are given the option
of reducing the initial scrub to five minutes with
a three-minute scrub between cases.

“Although some of the new surgical hand-
scrub products are more costly, shorter scrub
times are not as hard on the skin,” she says. 

Shorter times help staff avoid various skin 
conditions such as eczema and rashes that result
from constant scrubbing, she adds. (For more
information about alternatives for surgical hand
scrubs, see Same-Day Surgery, July 2001, p. 73.)

• Knife blade changes. Another ritual that
may continue, depending on the surgeon’s pref-
erence, is the use of two knife blades, Guevara
says. “Most surgeons have always used one knife
for the initial incision and another for any other
dissection,” she says. 

Some surgeons choose to do so because they
believe that making the initial incision dulls the
knife`s edge, and they want a sharp blade for the
rest of the procedure, she explains. Other sur-
geons believe the use of two blades is better from
an infection control perspective, she adds.

“There are data that show that there is no
increased risk with the continued use of the first
knife because the microbes on the knife are the
patient’s own microbes,” Guevara says.3

The best course of action for this ritual is to let
the surgeon decide, she adds.

References

1. Sacred Cow Survey. OR Manager. September 2000; 
16:1-22.

2. Larson EL. APIC guidelines for handwashing and
handwashing antisepsis in healthcare settings. Am J Infect
Control 1995; 23:251-269.

3. Hill R, Blair S, Neely J, et al. Changing knives a waste-
ful and unnecessary ritual. Ann R Coll Surg Engl 1985; 67:
149-151.  �

Programs offer free 
eye surgery for needy

Across the country, outpatient surgery pro-
grams are volunteering their surgeon’s time

and ORs to provide eye surgery for patients who
otherwise could not afford it.

“There are a lot of medically negligent people
in the United States who don’t have resources to
have eye surgery here,” says Thomas Kidwell,
MD, medical director of Eye Surgery Center in
Rancho Cordova, CA. 

Since 1996, the center has been participating in
a national program put on by Mission Cataract
USA, a nonprofit foundation offering free cataract
surgery one day a year to people of all ages who
have no means to pay. This year’s effort will be
held May 3-4 (free eye screenings) and May 10-11
(free eye surgery). While those dates are the offi-
cial ones, many programs choose to schedule
their free surgery at other times of the year. (For
more information on Mission Cataract USA, see
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Many same-day surgery programs find that offering
free eye surgery once a year to needy people is a
low-cost way to give something back to the commu-
nity, boost morale, and receive positive publicity.
• Mission Cataract USA offers an instruction

packet and media kit for $250. This year’s offi-
cial effort is scheduled for May 3-4 (free eye
screenings) and May 10-11 (free eye surgery),
although the dates are optional.

• Some facilities have developed their own pro-
grams based on Mission Cataract USA. One
program has found that the December holidays
are ideal because the patient census is low.
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resource box, below right.)
Some centers, such as McGowan Eye Care

Center in Framingham, MA, have developed
their own free eye-surgery program modeled
after Mission Cataract USA. Because the New
England center has a low patient census around
the December holidays, the McGowan center
selected the last Tuesday before Christmas to
offer the free surgery all day, explains Bernard L.
McGowan, MD, director of the center. The proce-
dures, which average about 15, include cataract
and glaucoma laser procedures. McGowan’s pro-
gram, which targets people who cannot afford
medical insurance, has included patients brought
in from other countries by their relatives.

Both centers screen patients.
“We do a screening ahead of time to make sure

patients have cataracts and they qualify,” Kidwell
says. Many patients may not qualify because of
other health care problems, such as diabetes, he
says. It’s important to know what resources are
available for patients who don’t have medical
insurance but don’t qualify for the free surgery,
Kidwell says. “Explore the resources available in
your own community so you have options to
give people,” he advises. (See editor’s note at the
end of the story.)

Volunteers are at the heart of both programs.
With Mission Cataract USA, staff and surgeons
are asked to volunteer their time. Vendors donate
intraocular lenses (IOLs), and the Eye Surgery
Center’s optical shop donates glasses.

In McGowan’s program, the surgeons volun-
teer and staff are paid. Vendors donate all of the
supplies and medications.

The centers have reaped positive publicity
from their efforts. Boston television stations have
featured the program several times, McGowan
says. “Last year, they put our name on the blank
screen with our telephone number, which they
left up for 10 seconds,” he says. “You can’t pay
for that kind of advertising.”

However, the greatest advantage comes from
the feeling of giving something back to the com-
munity, McGowan and Kidwell agree.

“There’s an incredible number of people work-
ing who can’t afford health insurance,” Kidwell
says. Their cataracts may prevent them from
working, he says. “By correcting their vision,
they may be able to go back to work or better
meet requirements of their work,” Kidwell says.

The effort is a morale-booster for surgeons and
staff, and the December holidays are the perfect
time, McGowan says.

“We have such a high percentage of patients
who are snowbirds, and there is a lull that occurs,”
he says. “Most people don’t want to be operated
[on] around Christmastime. This gives us chance
to keep our staff employed, use our facility, do
something for the community, and give this trea-
sure — sight.”

[Editor’s note: Members of the International
Associations of Lions Clubs in the United States 
and Canada work with LensCrafters stores to collect
unwanted eyeglasses for recycling. In the United
States, the glasses are sent to one of six regional
recycling centers where Lions and other groups pre-
pare them for distribution.The first Wednesday in
December, LensCrafter stores set aside a morning to
provide free eye exams and eyeglasses to needy resi-
dents. Also, some Lions Clubs purchase eyeglasses
for the needy. For more information, call (630) 571-
5466 Ext. 363 or go to www.lionsclubs.org/English/
FGiftOS.html.]  �
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For more information on offering free eye surgery,
contact:
• Thomas Kidwell, MD, Medical Director, Eye

Surgery Center, 10725 International Drive,
Rancho Cordova, CA 95670. Telephone: (916)
631-2000. Fax: (916) 631-2041. E-mail: thomas.
kidwell@ncal.kp.org. 

• Bernard L. McGowan, MD, Director, McGowan
Eye Care Center, 297 Union Ave., Framingham,
MA 01702. Telephone: (508) 872-4590. Fax:
(508) 872-0038. E-mail: blmeyes@mediaone.net.
Web: www.mcgowaneyecare.com.

There’s a $250 registration fee to participate in
Mission Cataract USA, which is tax-deductible. The
fee covers the instruction packet and media kit,
posters, fliers, and camera-ready advertisements.
Each registered participant receives week-by-
week, step-by-step instructions, including how to
get started, how to recruit staff and community vol-
unteers, and how to inform community leaders
about the project. The packet also provides finan-
cial guidelines and necessary forms in English and
Spanish. The media kit provides press releases,
public service announcements, and demonstra-
tions of how to get local media to visit your facility.
It also contains posters, fliers, and camera-ready
ad slicks in English and Spanish. For more infor-
mation or to register, contact:
• Mission Cataract USA, 1233 E. Brandywine

Lane, Fresno, CA 93720. Telephone: (800) 343-
7265 or (559) 433-1116.
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Sugar A, Rapuano CJ, Culbertson WW, et al.
Laser in situ keratomileusis for myopia and
astigmatism: Safety and efficacy — A report by
the American Academy of Ophthalmology.
Ophthalmology 2002; 109:175-187.

Laser in situ keratomileusis (LASIK) surgery is
safe and effective for low to moderate myopia

and astigmatism, but it is less predictable for mod-
erate to high myopia and astigmatism, according
to a new report from the San Francisco-based
American Academy of Ophthalmology.

Annoying side effects, including dry eyes, night-
time starbursts, and reduced contrast sensitivity,
occur relatively frequently in LASIK procedures,
the report said. Many patients have difficulty driv-
ing at night after the surgery, the authors said.
Complications involving the LASIK flap have been
reported to occur in about 4% of primary LASIK
cases, according to the report.

LASIK is an excellent procedure for many, but
not all patients, the authors concluded. “The best
results are obtained by surgeons who pay atten-
tion to checking the microkeratome and laser
before surgery and maintain excellent surgical
technique,” the authors said. They emphasized the
importance of good postoperative care. “While
most patients require very little intervention by the
doctor after surgery, when a question or problem
does arise, the doctor needs to be available. Failure
to promptly address post-surgical complications
can have severe consequences.”

The report was based on a review of 47 articles
published between 1968 and 2000. The review
was conducted by the Ophthalmic Technology
Assessment Committee 2000-2001 Refractive
Surgery Panel. 

[For more information on LASIK, including
concerns about advertising, see, “Your advertis-
ing for LASIK can nullify informed consent,”
Same-Day Surgery, January 2001, p. 1. You can
access the story in the archives at www.same-
daysurgery.com. Your user name is your sub-
scriber number. Your password is sds (in small
letters) and your subscriber number again.]  �
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Ease of use important 
for medical event reporting

The report To Err is Human: Building a Safer
Health System, which was issued in 2000 by

the Institute of Medicine in the Washington, DC,
indicated a lack of information on medical event
reporting within ambulatory health care settings,
including same-day surgery programs.1

This lack of information implies that the number
of ambulatory health care settings that have medi-
cal event reporting systems is low, says Naomi
Kuznets, PhD, director of the Accreditation Associ-
ation for Ambulatory Health Care’s Institute for
Quality Improvement (IQI) in Wilmette, IL. A more
recent survey by IQI of 539 ambulatory health care
facilities that included freestanding surgery centers
shows that 33% of participants have reporting sys-
tems in place, she adds. 

“The Institute of Medicine report included only
1½ pages of information on outpatient care that
did not necessarily reflect all ambulatory care,”
Kuznets says. The lack of information collected in
the study implied that the state of medical event
reporting within ambulatory care organizations is
rudimentary, she adds. After a literature search

showed that there is little information regarding
medical event reporting within ambulatory care
facilities, IQI staff recognized a need to find out
what is being done, she explains. The result is the
IQI Medical Event Reporting Special Report.

Of the 539 respondents to the study designed
by IQI, a total of 180 or 33% reported participa-
tion in a system that collects information on ill-
nesses or injuries related to medical treatment
and/or instances in which illness or injury
related to medical treatment is likely to occur,
Kuznets says.

Respondents described three types of reporting
systems, Kuznets says. Fifty-three percent of
respondents participate in voluntary programs 
in which the medical event reporting system is
imposed internally or through a professional
association; 43% participate in involuntary pro-
grams that are imposed by state, federal, regula-
tory, or network organizations; and 3% participate
in both types of programs, she explains.

Responses show the voluntary programs offer
more appropriate information, more feedback,
and more opportunity to use the data in a posi-
tive, actionable manner, Kuznets says. The prob-
lem with mandatory systems imposed by other
organizations is the lack of feedback that does
not enable the reporting ambulatory organization



a chance to use data to improve quality, she adds.
Attributes of a medical event reporting system

that are being used by study respondents include: 
• ease of reporting (more than 86%);
• frequent reports (more than 58%);
• actionable feedback (more than 54%);
• information important to the participating

program’s unique situation (more than 50%). 
• reports from several sites (more than 40%);
“Unique information that applies specifically

to a participant’s specialty makes the medical
event reporting system more useful,” Kuznets
says. For example, a same-day surgery program
that specializes in ophthalmology will not want
the same information about anesthesia incidents
that a multispecialty program that performs a
high percentage of laparoscopic procedures will
want, she explains.

The types of systems used by study partici-
pants ranged from voluntary participation in
medical society or professional organization sys-
tems, vendor systems, or internal systems to
involuntary participation in federal, state, insurer,
and surgery center network systems, she says.

When asked how much they would be willing
to spend to participate in a reporting system, 102
respondents suggested costs that ranged from $5
to $180,000 per year. The median cost was $200,
and the average cost was $2,235, Kuznets says.

While the report spells out the features that are
most likely to increase participation in medical
event reporting, Kuznets points out that none of
the systems in use by the participants measure
“near-miss” events. “This is one area in which
ambulatory care programs could really increase
their opportunities to learn in situations in which
they aren’t liable for any injuries but could iden-
tify potential problems proactively,” she says. 

[Editor’s note: Copies of the IQI Medical Event
Reporting Special Report can be ordered by contact-
ing: The Institute for Quality Improvement, Accredi-
tation Association for Ambulatory Health Care, 3201
Old Glenview Road, Suite 300, Wilmette, IL 60091.
Telephone: (847) 853-6060. Fax: (847) 853-9028. 
Web: www.aaahciqi.org. The cost is $25 plus $5 for
shipping.]

Reference
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Fancy charts not needed
to ensure positive survey

The best way to present your organization dur-
ing an accreditation survey is to “take con-

trol” within the first 30 minutes by telling the
surveyors you want to tell them about a specific
aspect of your facility.

“Surveyors have no secret list of what they
really want to hear, but they do want you to con-
vince them that you know your patients, you
know what they need, and you have looked for
ways to improve care,” says Ann Kobs, president
and CEO of Type 1 Solutions, a Cape Coral, FL-
based consulting firm. 

When you are presenting the quality portion 
of your story, don’t use the quality staff person,
Kobs suggests. “One of the basic principles of
quality improvement is that everyone partici-
pates, especially those closest to the customer,”
she says. 

For this reason, Kobs recommends that a
physician or a staff person who is not in nursing
but represents a discipline that collaborates in
improving care present the quality improve-
ment program. 

Don’t get caught up in preparation of elabo-
rate charts, storyboards, multimedia presenta-
tions, or other presentation paraphernalia, she
advises. 

“You do need to show that you use statistical
tools to analyze data, but other than that, it is best
for staff members to just tell their story,” she says. 

“If all staff members are articulate and telling
the same story, that is adequate,” she adds.

Also, make sure the focus on quality improve-
ment doesn’t stop with the administrative pre-
sentation, Kobs recommends. 

“As the surveyors go through the organization,
it is good to hear that concern about quality doesn’t
stop in administration,” she says. ��
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For more information about preparing for accredita-
tion surveys, contact:
• Ann Kobs, President and CEO, Type 1 Solutions,

166 S.E. 18th Terrace, Suite A, Cape Coral, FL
33990. Telephone: 87SENTINIL. E-mail: AEJBBK
@aol.com.
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Legislation delays 
HIPAA for one year

Newly signed legislation (H.R. 3323) delays
implementation of the standards and code

sets regulation of the Health Insurance Portability
and Accountability Act (HIPAA) for one year
until Oct. 16, 2003. 

The delay is effective for providers that have
filed a compliance plan or can demonstrate com-
pliance by the new deadline. 

The Chicago-based American Hospital Associ-
ation has issued guidance to assist providers in
complying with the new law. Go to the organiza-
tion’s web site at www.aha.org/hipaa/resources/
electransactextention.asp. 

The law does not affect the April 14, 2003,

deadline for complying with the medical privacy
requirements. 

[Editor’s note: For more information on HIPAA
requirements, see “Your facility could be held
liable if others misuse your patient records,”
Same-Day Surgery, March 2001, p. 25. Archives
are available on www.same-daysurgery.com.

Also, the Federated Ambulatory Surgery Associa-
tion will hold a HIPAA conference for surgery centers
in mid-July 2002 and is developing other HIPAA
resources. For more information, contact: FASA, 700
N. Fairfax St., Suite 306, Alexandria, VA 22314.
Telephone: (703) 836-8808. Fax: (703) 549-0976. 
E-mail: fasa@fasa.org. Web: www.fasa.org.]  �
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AVOIDING MEDICATION ERRORS:
Saving Lives, Time, and Dollars

Thursday, April 18, 2:30 to 3:30 p.m., ET
Educate your entire facility for one low fee 

including FREE CE or CME!
Presented by Leilani Kicklighter, RN, ARM, MBA,

DFASHRM, and R. Stephen Trosty, JD, MA
Medication errors are a terrifying fact of life.  It’s estimated that
more than 7,000 people annually die in hospitals from medica-
tion errors and that 16% of all medical errors come from errors
in medication.  As if the cost in lives is not horrifying enough,
the cost in dollars and to reputations can be staggering.  

Plus, each participant can earn 
CE or CME for one low facility fee!

Invite as many participants as you wish for the low facility fee of
just $249 for AHC subscribers and $299 for nonsubscribers, and
each participant will have the opportunity to earn CE or CME.

Call (800) 688-2421 to register today!
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At the conclusion of this audio conference, participants will be able to describe how to
develop procedures that will help them prevent medication errors.

In this audio conference, two highly 
experienced risk managers will:

Give practical strategies and advice on how you and
your facility can avoid medication errors
Provide tips on how you can avoid the damage 
medication errors can cause to your patients and to 
your institution
Guide you through the controversial concept of 
self-reporting errors
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CE/CME objectives

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

• Identify qualifications for credentialing a sur-
geon to perform ankle arthroscopy. (See, “New
techniques available for foot, ankle problems.”)

• Identify the one attribute that is essential for
the person filling the role of APC coordinator.
(See, “OPPS changes simpler with one coordinator.”)

• Identify the one method used to reduce the
amount of bruising experienced by patients
undergoing a segmental facelift. (See, “Mini-
facelifts offer quick recovery, attract patients.”)

• Identify the percentage of study participants
utilize a medical event reporting system of some
type. (See, “Ease of use important for medical event
reporting.”)  �
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Please save your monthly issues with the CE/CME
questions in order to take the two semester tests in
June and December. A Scantron form will be inserted
in those issues, but the questions will not be repeated.

9. According to John J. Stienstra, DPM, FACFAS, a
podiatric foot and ankle surgeon at the Permanente
Medical Group, same-day surgery managers should
look for what qualifications when credentialing a
surgeon to perform ankle arthroscopy?
A. experience in arthroscopy in general
B. training or class specific to arthroscopy of 

the ankle 
C. podiatric or orthopedic training only
D. none of the above

10. According to Valerie A. Rinkle, MPA, executive
director of Hospital Resource Management, what
is one attribute that is essential for the person fill-
ing the role of APC coordinator?
A. clinical background
B. coding expertise
C. persistence in following up with others
D. none of the above

11. What is one method used to reduce the amount of
bruising experienced by patients undergoing a
segmental facelift, according to Daniel Morello,
MD, a plastic surgeon?
A. tissue glue
B. less anesthesia
C. new post-op pain medications
D. fewer dressings

12. What percentage of study participants utilize a
medical event reporting system of some type,
according to the Accreditation Association for
Ambulatory Health Care’s Institute for Quality
Improvement’s Medical Event Reporting Special
Report? 
A. 23%
B. 33%
C. 68%
D. 89%

CE/CME questions

Newsletter binder full?�
Call 1-800-688-2421
for a complimentary�

replacement.



Some 8,000 people say thanks but no thanks 

Despite the lingering possibility of late-onset
anthrax infection, more than 8,000 people

potentially exposed in the bioterrorism attacks 
of 2001 have turned down offers of additional
antibiotics and immunization with the controver-
sial vaccine, Bioterrorism Watch has learned. 

Faced with insufficient data to truly assess
the risk, the Centers for Disease Control and
Prevention (CDC) in Atlanta offered the addi-
tional measures but fell short of actually recom-
mending them. 

Additional treatment offered as an ‘option’

Operating on a thin margin of data about
anthrax exposures, incubation periods, and sub-
sequent infections, the CDC concluded it couldn’t
make a formal recommendation. The additional
antibiotics and vaccine were made available as
“options” to those exposed. 

“The feeling was that this was the best thing
we could do for people, and at least, leave it up 
to them to make a decision,” says Ian Williams,
PhD, medical epidemiologist in the CDC national
center for infectious diseases. “We don’t know
what the answer is, but these are the options. We
were really caught between a rock and a hard
place on this one.”

The 10,000 people potentially were exposed to
anthrax in Connecticut, Florida, New Jersey, New
York City, and Washington, DC. 

They were all originally recommended to 
take at least 60 days of post-exposure antibiotic

prophylaxis, but emerging data suggest that
there has been a surprising lack of compliance. 

In some preliminary surveys, fewer than half of
those exposed were fully adhering to their origi-
nal 60-day regimen. The CDC now has under-
taken a telephone survey of all 10,000 people to
identify adverse reactions and other reasons for
the lack of adherence. (See related story, p. 3.)

The vaccine and additional antibiotic options
were brought into play in part because the CDC
knew it had large numbers of people who had
not completed the original 60-day regimen. But
the offer of additional care may have been under-
mined to some degree by prior adverse antibiotic
reactions and fear of an anthrax vaccine that has
been mired in controversy for years. Then again,
many of those exposed may have felt they were
no longer at risk and if their status changed, they
would consult a physician. 

Anthrax alive at 100 days 

Though no known cases of anthrax have
developed in any of the individuals who were
prescribed the 60-day antibiotic course, the CDC
also was aware of some disturbing data in ani-
mal studies. Traces of live anthrax spores have
been detected in test animals’ lungs up to 100
days following exposure, raising the theoretical
possibility that the spores remaining still could
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cause disease. In that regard, one of the addi-
tional options offered to the exposed people was
to take antibiotics for another 40 days (bringing
total therapy time out to 100 days). 

The other option was to take the additional
drug regimen and also be vaccinated against
anthrax. The latter option included three doses
of anthrax vaccine over a four-week period, but
antibiotics still had to be taken as the vaccine
took effect. 

The vaccine was not designed for post-exposure
prophylaxis, but the theory is that it may provide
additional protection by inducing an immune
response to anthrax. 

“People were unclear what the upper limit [for
the onset of infection] was,” Williams says. “That
is what really drove both the vaccine and the
antibiotic [offer]. We thought that 40 additional
days to make 100 days looked sufficient based on
our scant data. The vaccine was added because, is
100 days enough? I can’t tell you absolutely for
sure that it is enough.”

Thousands took their chances

Most people were willing to take their chances
that late onset anthrax will not occur. 

Of the exposed cohort of some 10,000 people,
1,547 elected to receive more antibiotics after
their 60-day regimen. Another 192 opted to be
immunized with the anthrax vaccine and take
additional antibiotics while the series of shots is
given. Are the other 8,000-plus people at any real
risk?

“Our feeling is that there shouldn’t be any
late cases of anthrax, based on what we know,”
Williams says. 

“But that very well might be dose-dependent.
We can’t quantify the dose. If you go back and
look at the animal studies that were done, they
were actually done with probably lower doses
than we have seen in the [U.S. Senate] Hart office
building. But based on the data we can draw
from animal models, it looks like there shouldn’t
be late onset cases,” he explains.

If such an event occurred, the disease presum-
ably still could be treated — provided the person
seeks medical care. Still, making assumptions
about anthrax can be tricky. 

The CDC has been on a steep learning curve
throughout the bioterrorism attack, with officials
caught off guard by the ability of anthrax to dis-
perse and spread during mail handling. 

In addition, the ability to predict risk of infection

in an exposed individual remains elusive, said
Julie Gerberding, MD, director of the CDC divi-
sion of healthcare quality improvement. 

“We know that the exposure dose probably
varies depending on how close you are to the
source when it’s released and how long you are
in the [area] of release,” Gerberding reported at

a recent CDC
meeting on
post-expo-
sure prophy-
laxis for
anthrax. 

“[But]
despite our
capacity to
think about
populations,
we cannot

accurately identify individual exposure, and we
cannot accurately quantify individual risk,” she
explained.

Faced with that conundrum, the CDC put the
same options on the table for all 10,000 people
potentially exposed.

“The risk was probably different in different
places,” Williams says. “If you look at Capitol
Hill, the concentration of anthrax released was
probably much higher than say, Connecticut,
where a letter just went through a post office. But
that’s group risk. Individual risk is different. [We]
can’t tell you exactly what your risk is. We’ll give
you the best available data, but you are going to
have to make that decision.”

Of the 190 people receiving anthrax vaccine, 80
had some political connection in Washington, DC,
and 44 were postal workers in that city. Another 
49 people in New Jersey were vaccinated; and the
remainder were in New York City (12), Florida
(four), and Connecticut (three). Of those who
chose additional antibiotics only, 849 were in
Washington, DC; 354 in New Jersey; 248 in New
York City; 55 in Connecticut; and 41 in Florida. 

A mixed message? 

The CDC has drawn criticism for its approach,
particularly for making a controversial vaccine
available but leaving the immunization decision
up to patients and their providers. 

“It would have been much better if they had
come out and said, ‘Yes, we think in order to have
as much protection as possible against the poten-
tial of developing disease, you should receive both
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“This is not an experiment
to help us later. We don’t
have a control group. All
we are doing is using the

best science we have,
which suggests that 

this is best way to give
protection to people.”



antibiotic and vaccine,’” says Phillip Brachman,
MD, a professor in the Rollins School of Public
Health at Emory University in Atlanta. 

The vaccine has been embroiled in a safety
dispute since the military began a mandatory

immunization policy several years ago, with
some veterans saying it made them sick and
others refusing to take it.

“A number of [the exposed people] undoubt-
edly read about the problems some of the military
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Side effects undermine 
anthrax drug adherence 
More than half dropped drugs by 30 days 

Amid the hype and horror of the 2001
anthrax attacks, it seemed a given that the

people potentially exposed would be particu-
larly diligent in completing their antibiotic regi-
mens. But as time passed — and side effects
continued or worsened for some — compliance
fell off dramatically for many of the 10,000 peo-
ple put on 60-day regimens for ciprofloxacin
and doxycycline, according to preliminary data
from the Centers for Disease Control and
Prevention (CDC). 

None of the people who started on antibi-
otics have developed anthrax, but the CDC
wants some answers on the lack of adherence.
To that end, the CDC is conducting a telephone
survey project that will attempt to reach all
10,000 people for whom post-exposure antibi-
otic prophylaxis was recommended. The inter-
views began in late January and are expected to
continue through March 2002. The people were
potentially exposed to anthrax in Connecticut,
Florida, New Jersey, New York City, and
Washington, DC.

“We are making sure we get in touch with all
of these people to evaluate how they did in terms
of taking antibiotics,” says Ian Williams, PhD,
medical epidemiologist in the CDC national 
center for infectious diseases. “We have data
showing adherence definitely wasn’t as high 
as people, prior to this outbreak, would have
thought it would be.”

The CDC attempted a variety of methods to
assess compliance prior to the phone survey,
including tracking individuals who did not
return to refill their medication. Other methods
include giving a sample of those exposed ques-
tionnaires that were self-administered, given by
a nurse, or by telephone, according to Nancy
Rosenstein, MD, medical epidemiologist in the
CDC national center for infectious diseases. 

“In general, adherence has declined over the
course of the [first] 30 days to as low as 45%,”
Rosenstein said at a recent CDC meeting on
post-exposure prophylaxis for anthrax. 

Some groups were more compliant than oth-
ers. For example, employees who worked in 
the American Media Building in Boca Raton,
FL, were closer to 70% compliant, she said. But
only 45% compliance at 30 days was also found
in a “high risk group” of mail handlers in New
York City, she added. 

“Adherence experts tell me that when we
actually count pills, the self-reporting numbers
probably overestimate real adherence by as
much as 20%,” Rosenstein said. “So the real esti-
mates of adherence — taking the antibiotics
every day — are obviously substantially lower.”

In terms of self-reported adverse events,
within two weeks of taking ciprofloxacin, 
19% were reporting severe nausea, vomiting,
abdominal pain, and diarrhea. At 30-day sur-
veys, many people had switched to doxycy-
cline, but self-reported adverse events increased
to 45%. 

Again, the predominant symptoms were
severe nausea, vomiting, diarrhea, and abdomi-
nal pain. About 12% of the people reporting
adverse events required additional follow-up
with medical chart review and physician inter-
views, she said.

“I don’t want to in any way minimize the
impact of these symptoms on people’s daily
life, but when we actually investigated further,
we were unable to identify anybody who actu-
ally required hospitalization or an emergency
room visit for their adverse events,” Rosenstein
said. 

Thus, based on Food and Drug Administra-
tion criteria, no serious adverse events have been
linked to taking antibiotics for anthrax exposure.
A more complete picture of the adherence prob-
lems should emerge from the CDC telephone
survey of all recipients. Preliminary surveys have
found that 6% to 12% of respondents reported at
least missing some of their doses because of the
side effects, she said.  ■



folks claimed they had experienced after having
the vaccine,” Brachman says. 

“They associated their problem with the vac-
cine. Remember, that those people in the military
who have made those complaints are a very small
number, considering the total number of doses
given,” he adds. ”So there are very few voices cre-
ating a lot of concern.”

Brachman did what remains the only clinical
trail on the safety and efficacy of an anthrax vac-
cine precursor when he worked for the CDC in
the 1950s. 

In a study of goat’s-wool workers — which
was once an occupational risk group for anthrax
in the United States — he found the vaccine safe
and effective. He reported few side effects to vac-
cination and an efficacy rate of 92.5%.1 The vac-
cine used in the study was a protective-antigen
variety similar to the current vaccine. However,
the manufacturing process has since changed and
a different strain of anthrax is now used. 

“There have been a few minor changes, and
some people make a lot more out of it then it
really should be,” he says. “A different strain 
is being used to prepare the vaccine, but that
should make no difference because the organism
is not in the vaccine. It is the protein product
from the organism.”

Dearth of data

An Institute of Medicine committee that con-
vened to look at the current anthrax vaccine cited
a dearth of data in concluding: “The published
studies have found transient local and systemic
effects (primarily erythema, edema, or indura-
tion) of the anthrax vaccine. 

“There have been no studies of the anthrax
vaccine in which the long-term health outcomes
have been systematically evaluated with active
surveillance. . . . The committee concludes that 
in the peer-reviewed literature, there is inade-
quate/insufficient evidence to determine whether
an association does or does not exist between
anthrax vaccination and long-term adverse health
outcomes. . . . To date, published studies have
reported no significant adverse effects of the vac-
cine, but the literature is limited to a few short-
term studies,”2 the committee said.

For its part, the CDC would not have made the
vaccine an option for those exposed if it had any
doubts about its safety, Williams says. 

“It seems to be a very safe, efficacious vac-
cine,” he says. “[The] CDC reviewed the data

with the military, which has the most experience
with this.” 

Still, some people may have been confused
because the CDC did not roll out the vaccine
right after the exposures occurred. Thus, the
response was somewhat tepid to a vaccine “add-
on” option 60 days after the potential exposure.
One problem is that the U.S. military, which con-
trols the dispersal of anthrax vaccine, did not
release any stocks in the immediate aftermath of
the bioterror attacks, he says. 

“One of the lessons we have learned is that if
the vaccine had been available when this first
started, I think the post-exposure prophylaxis
would have been approached much differently,”
Williams says.

With the military now more amicable on the
issue, if a bioterrorist strikes again with anthrax,
the vaccine could play an important role from the
onset, he emphasizes. 

“If this should happen again, the vaccine
might be used closer to day zero,” Williams says.
“After a series of doses over a month or so, most
people will develop an antibody response, so it
would obviate the need for additional antibiotics.
It will be used in more of a true post-exposure
fashion.”

Those who have been recently vaccinated will
be followed over time. Indeed, the CDC is dis-
cussing following the whole cohort of 10,000
people. It is an interesting group, having been
potentially exposed to anthrax, taken prolonged
antibiotic regimens, and in some cases, received
a vaccine whose long-term safety is in some
question. 

Another curious fact — as with other post-
exposure regimens for diseases — is that no one
will ever know if the additional measures taken
by 1,739 of these people actually prevent a late-
onset anthrax infection. 

“This is not an experiment to help us later,”
Brachman says. “We don’t have a control group.
All we are doing is using the best science we
have, which suggests that this is best way to give
protection to people.”
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