
MRSA becoming more prevalent among
outpatients — What should you do?

Cases of methicillin-resistant Staphylococcus aureus (MRSA) are
increasing among outpatients and driving up costs; in fact, a just-
released study indicates that the proportion of MRSA increased

more than 90% among outpatients with staph over the course of the study.1

“I think what we’re seeing, what the data definitely are showing us,
is that MRSA is much more prevalent in the community as a whole,”
says Linda R. Greene, RN, MPS, CIC, director of infection prevention
and control, Rochester (NY) General Health System, and member of the
board of directors for the Association for Professionals in Infection
Control and Epidemiology (APIC). Indeed, the study found a seven-
fold increase in the proportion of community-acquired strains of MRSA
in outpatient hospital units between 1999 and 2006.

“If you are an outpatient surgery manager, you have to have a high
level of awareness that there are not only people who have had previ-
ous hospitalizations and have the health care-acquired strain, but there
are young, relatively healthy people who have the community-acquired
strains,” she says. 

In a study just published by Duke University Hospital, in Durham,
NC, post-surgical infections due to MRSA can cost as much as $60,000
per patient.2 
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Methicillin-resistant Staphylococcus aureus (MRSA) is increasing among
outpatients.
• The nursing assessment should be thorough and include looking for what

appears to be spider bites or boils.
• Good antisepsis is critical, as is thorough disinfection of chairs and

equipment.
• Focus on all surgical-site infections, keeping MRSA in mind as a possible

cause, and follow new research as it’s released.
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Deverick J. Anderson, MD, MPH, an infectious
diseases specialist at Duke University Medical
Center and lead author of the study, said, “We
found that patients with surgical-site infections
[SSIs] due to MRSA were 35 times more likely to
be readmitted and seven times more likely to die
within 90 days compared to uninfected surgical
patients. These patients also required more than
three weeks of additional hospitalization and
accrued more than $60,000 in additional charges.”

The researchers found most of the outcomes
for MRSA compared to methicillin-sensitive

Staphylococcus aureus (MSSA) were worse, as
anticipated; however one finding was surprising,
according to Anderson. “Our findings show that
methicillin resistance contributed to longer hospi-
tal stays and increased hospital charges but did
not increase the risk of mortality,” he said.

The data show that patients with surgical-site
infections due to MRSA compared to MSSA on
average required six more days of hospitalization
and incurred $24,000 in additional charges. “For the
seven hospitals we looked at, the total estimated
cost resulting from surgical-site infections due to
MRSA was more than $19 million,” Anderson said.

MRSA kills about 20,000 people in the United
States each year, according to a statement released
with the study.3 The study’s authors say that infec-
tion control policies should consider the role of out-
patients in the spread of MRSA and that policies
should promote interventions to prevent MRSA
from spreading from outpatient to inpatient areas.
However, some infection control experts take a dif-
ferent approach.

Alex Kallen, MD, medical epidemiologist at
the Centers for Disease Control and Prevention
(CDC), says, “It makes more sense the other way:
Prevent inpatient going to outpatient.” Kallen
points out that while hospital-based MRSA has
existed since the 1960s or ’70s, primarily in hospi-
tals, the community-associated MRSA “devel-
oped out of the blue.” “It seems like outpatient
surgery centers see themselves on the border
between these two things,” he says.

Preoperative screening for MRSA is controversial
and not routinely recommended, say sources
interviewed by Same-Day Surgery. However, early
results of a study in Otolaryngology — Head and 
Neck Surgery showed potential benefit in pre-op
screening for Staphylococcus aureus (SA) for reducing
MRSA infection rates.4 Screening and treatment of
MRSA-colonized patients preoperatively might
reduce infectious complications in otolaryngology,
the authors found. However, larger studies are
needed, they added.

Approach screening on a case-by-case basis,
advises Henry F. Chambers, MD, professor of
medicine in the Division of Infectious Diseases,
University of California, San Francisco. “For exam-
ple, depending on procedure, consider the risk of
the procedure for being infected, and whether the
patient population has post-op infections caused
by MRSA,” Chambers says.

Track patient infections so you know the infec-
tion rate by procedure, he advises. “Regardless of
what organism causes the infection, if your rate is
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too high, steps need to be taken to correct that,”
he says. “If there are a lot of complicating infec-
tions caused by MRSA, look at your infection
control practices.” In the outpatient setting, when
you see infections, “MRSA is on the table as a
possibility causing that infection,” Chambers
says. 

However, in Chambers’ view, “screening patients
is overemphasized as a first step.” Kallen says
strains of SA are spread from one person to another
“with the health care worker in between.” His
advice? “Use common sense,” he says. Infection
control experts offer these suggestions:

• Consider preoperative antibiotics.
The preoperative antibiotic is important since the

drug is targeted at those microorganisms that nor-
mally colonize the skin and could subsequently get
into the surgical wound, Greene says. Guidelines in
the Surgical Care Improvement Project (SCIP) call
for the antibiotic to be administered within one
hour prior to surgery, she says. For some drugs
such as vancomycin, the guidelines allow for a 
two-hour time period, Greene says.

“Recommendations for preoperative antibi-
otics suggest that when patients are known to be
colonized or infected with MRSA, a drug that tar-
gets MRSA should be added or substituted in the
preoperative antibiotic regime,” she says. “This
would hopefully reduce the risk that patients
who carry MRSA on their skin would become
infected with MRSA in the surgical wound.”

• Perform a thorough nursing assessment.
Because outpatient surgery patients might be

carriers of MRSA, or infected with the disease, a
“very good patient assessment” is important,
Greene says. An accurate assessment is important
prior to surgery. Providers should ascertain patient
history including previous history of resistant
organisms such as MRSA as part of the routine pre-
operative history and physical. Likewise, on presen-
tation to the preoperative area, a through patient
assessment would include routine vital signs, skin
assessment including any new skin lesions, history
of MRSA, verification of the information obtained
preoperatively, and any changes since the preopera-
tive history and physical. With the community-
acquired strains, the disease might present as what
appears to be a spider bite or a boil, she says.

• Practice good hand antisepsis.
Clean your hands after contact with people,

Kallen advises. “If there are open or draining
MRSA wounds, keep them covered, and practice
hand hygiene before and after contact with that
wound,” he says. 

Use gloves, Green emphasizes. “Just because
you’re in an outpatient setting, it doesn’t mean
you shouldn’t have those things available; so if
someone has secretions, excretions, drainage,
there’s gloves and personal protective equip-
ment” available, she says.

Educate patients to remind caregivers to use
hand antisepsis, Greene advises. “Have patients
be own their advocates when they come into any
health care setting,” she says. “That’s the other
important message.”

• Address equipment disinfection.
Note that equipment or chairs could become

soiled with potential contamination from wound
drainage of a patient with MRSA, Kallen says. 

In the outpatient setting, there is a rapid turnover
of patients, Greene points out. “You must thor-
oughly disinfect equipment between patients,” she
says. “Far too often we ignore those basics.”

The community-acquired strain can be trans-
mitted from what appears to be a young, healthy
person to another patient, Greene warns. “It’s
really just being very proactive and remember-
ing, just because you’re dealing with healthy
adults, it doesn’t mean you shouldn’t be very
aware and practice all those things,” she says. 

• Focus on preventing all SSIs.
Preventing SSIs, not just MRSA, is the No. 1

desired outcome, Kallen emphasizes. 
“It’s important to have good infection control

process prevention for all SSIs, for all bugs,” he
says. If you focus simply on MRSA, that “will lead
to underappreciation of regular Staph aureus,”
Kallen says.

• Keep up with new research.
Many ongoing studies are addressing decolo-

nization of MRSA and the benefits, Kallen says.
“Keep your ears tuned to that type of research,”
he advises.
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New field of medicine:
Diabetes surgery
Summit releases consensus statement

Afirst-of-its-kind consensus statement on dia-
betes surgery is published online in the

Annals of Surgery. The report illustrates the find-
ings of the first international consensus confer-
ence — Diabetes Surgery Summit (DSS) — where
an international group of more than 50 scientific
and medical experts agreed on a set of evidence-
based guidelines and definitions that are meant
to guide the use and study of gastrointestinal
surgery to treat Type 2 diabetes. The document 
is considered to be the foundation of diabetes
surgery as a medical discipline of its own.

The Diabetes Surgery Summit was held in
Rome under the auspices of 22 international med-
ical and scientific organizations, including the
American Diabetes Association and the American
Society for Metabolic and Bariatric Surgery. A
draft of the DSS consensus statement was criti-
cally reviewed by official representatives of these
organizations during the First World Congress 
on Interventional Therapies for Type 2 Diabetes,
organized by New York — Presbyterian
Hospital/Weill Cornell Medical Center. 

Bariatric surgery is only available as a treat-
ment for severe obesity, defined as having a body
mass index (BMI) of 35 kg/m2 or more, according
to National Institutes of Health (NIH) guidelines
established in 1991. The DSS consensus statement
acknowledges that the cutoff is arbitrary and not
supported by scientific evidence, and it recog-
nizes the need to use more appropriate criteria
for surgery in patients with diabetes. 

“With an emphasis on caution and patient
safety, the DSS position statement boldly
advances a revolutionary concept: the legitimacy
of gastrointestinal surgery as a dedicated treat-
ment for Type 2 diabetes in carefully selected
patients,” explains lead author Francesco Rubino,
MD, director of the gastrointestinal metabolic
surgery program at NewYork — Presbyterian
Hospital/Weill Cornell Medical College and asso-
ciate professor of surgery at Weill Cornell Medical

College. “The recommendations from the
Diabetes Surgery Summit are an opportunity to
improve access to surgical options supported by
sound evidence, while also preventing harm from
inappropriate use of unproven procedures.”

The article in the Annals of Surgery, co-authored
by the DSS organizers on behalf of 50 voting dele-
gates, summarizes the mounting body of evi-
dence showing that bariatric surgery effectively
reverses Type 2 diabetes in a high proportion of
morbidly obese patients, sometimes within
weeks or even days, well before these patients
have lost a significant amount of body weight. 

Rubino’s experimental studies demonstrated
that gastric bypass surgery can improve Type 2
diabetes through direct anti-diabetic mechanisms
and not solely as a result of weight loss, a finding
that has been corroborated by other researchers
with experimental and human investigations.
Based on these data, the 50 international dele-
gates of the summit achieved strong consensus
that certain intestinal bypass operations engage
anti-diabetes mechanisms beyond those related
to reduced food intake and body weight. David
E. Cummings, MD, an endocrinologist at the
Diabetes & Obesity Center of Excellence of the
University of Washington in Seattle and senior
author of the consensus document, said, “This
and the remarkable clinical efficacy of gastroin-
testinal surgery justify considering it as a specific
diabetes intervention, rather than viewing dia-
betes remission merely as a collateral effect of
weight loss surgery. That understanding may 
also usher in a new era of drug discovery and
development based on the identification of the
metabolic pathways and mechanisms that drive
the disease.”

Philip R. Schauer, MD, of the Bariatric and
Metabolic Institute, Lerner College of Medicine,
Cleveland Clinic, another co-author of the report,
said, “The diabetes surgery consensus statement,
together with the combined American Diabetes
Association/European Association for the Study
of Obesity guidelines for treating diabetes pub-
lished in January 2009, are major steps forward
toward leading diabetes experts in recognizing
the important role that surgery may play in the
treatment of diabetes.”

The National Institutes of Health (NIH)
already has responded to the document’s call 
for research, issuing several recent Requests for
Applications for projects focusing on the effects
of gastrointestinal surgery on diabetes, including
patients with a BMI as low as 30 kg/m2 (i.e., with
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only mild obesity). Co-author Lee M. Kaplan,
MD, PhD, of the Boston Obesity and Nutrition
Research Center, Harvard Medical School,
Massachusetts General Hospital, said, “That’s in
line with the recommendations of the Rome sum-
mit. Understanding the mechanisms of action of
surgery on diabetes is a unique opportunity to
advance the treatment of the disease.” 

The BMI debate

In its position statement, the Diabetes Surgery
Summit states: “Surgery should be considered for
the treatment of Type 2 diabetes” in patients with
a BMI of 35 or more “who are inadequately con-
trolled by lifestyle and medical therapy.” The
statement goes on to state that diabetes surgery
also might be appropriate for treatment of people
with Type 2 diabetes and merely mild-to-moder-
ate obesity (BMI 30-35). 

This statement goes beyond parameters estab-
lished by the NIH for bariatric surgery in 1991,
which reserved bariatric surgery for people with
a BMI of 35 or more with an obesity-related con-
dition, or a BMI of 40 or more with or without
any obesity-related condition. These parameters
still are adhered to by most insurance companies
in determining coverage of the surgery. 

Schauer said, “The science of diabetes, obesity,
and surgery has significantly advanced since
1991, and the evidence suggests that a precise
BMI cutoff of 35 is not a good predictor of
whether or not surgery will induce diabetes
remission or improvement.”

BMI is an inadequate measure as a stand-alone
criterion for patient selection, Rubino said. “Once
a patient has full-blown diabetes, BMI can’t accu-
rately predict that patient’s cardiovascular risk,
much less who will and won’t be likely to benefit
from surgery,” he said. “It simply doesn’t make
sense to offer the surgical option to a patient with
a BMI of 35 and deny it to one with a BMI of 34,
especially if the latter patient has more severe
diabetes. The health risks associated with a BMI
of 35 may vary, too, with gender, race, and ethnic-
ity, compounding its inadequacy as a parameter
for patient selection. High up on our research
agenda is the search for new eligibility criteria
that should be based on diabetes-specific metrics
and include patient’s history, metabolic profile
and disease severity.”

The DSS consensus document emphasizes the
importance of multidisciplinary approaches to
guide the development of the discipline of diabetes

surgery from the outset. A specific recommenda-
tion of the Diabetes Surgery Summit called for the
establishment of a multidisciplinary, international
taskforce that includes endocrinologists, surgeons,
clinical and basic investigators, and bioethicists,
among others. 

The International Diabetes Surgery Taskforce
has been established as a nonprofit organization
that will cooperate with existing professional soci-
eties, government agencies, and patient advocacy
groups in order to expand and disseminate evi-
dence-based knowledge of diabetes surgery.  ■

How you can make 
this a banner year
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

Last year was a very interesting year in politics
and scandals, but not a good year for busi-

ness. We sure put a lot of faith in 2010.
I asked several of you, in person and via e-

mail, about your goals for 2010. Take a look: 
• Spend more time on identifying new surgi-

cal procedures. For example:
— spine cases: minimally invasive and anterior

approach cervical and lumbar cases;
— lap-band surgery;
— more eye surgery cases. (Editor’s note: For

more information about spine cases, see “Spine
procedures move to outpatient setting,” Same-
Day Surgery, July 2007, p. 80. For more informa-
tion about lap-band surgery, see “Some bariatric
cases move to outpatient arena,” SDS, October
2002, p. 124.) 

• Hire a marketing individual to solicit new
surgeons into your facility. 

This position used to be the norm in the early
surgery center days, but then it dropped off as
everyone got lazy and the times were good. Well,
the competition is there and getting stronger, and
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it’s time to up the ante and get new blood in 2010.
A good marketing person can pay for their ser-
vices with one case a month. Get on it!

• Expand staff roles in your facility.
Find ways to get members of your staff more

involved in their jobs. More and more people I
talk with refer to what they do as their “job.”
What kind of a deal is that? Perk it up, make it
interesting for them. No one in health care should
have a “job,” they should have a career! Kick butt!

• Put your computer to use.
Others have said they were going to learn their

computer system beyond just posting cases. It
truly is amazing the types of canned reports you
can get from these information systems. Explore it.

Put up your web site. These can be done now for
free, so hop on it. Let your staff get creative. (See
“expand staff roles,” above.) Many centers are using
them for videos of surgery, registration, maps to
your center, etc. (Editor’s note: For more informa-
tion, see these SDS stories: “Are you Twittering,
getting friends on Facebook, and YouTube?”
November 2009, p. 105; “Should you allow live
broadcasts of cases? Some answer definitive ‘no,’
June 2008, p. 61; and “Online preregistration frees
up phone registrars,” March 2009, p. 28.)

Back up your hard drive at home. (Fifteen peo-
ple listed it.) Ensure the backup is fully protected
and compliant with federal privacy regulations.

• Miscellaneous.
Some of the comments I heard for 2010 are: put

on a fresh coat of paint, replace the plastic plants in
the waiting room, get rid of any magazines before
2002, post monthly goals in the lounge, buy lunches
for the surgeons, request to sit in on a surgical exec-
utive committee meeting to see what they complain
about, don’t make patients pay for parking when
they have surgery, and put a picture of staff mem-
bers up on the wall and show them off.

Many of you have promised the mirror that
you were going to update physician preference
cards. That is a task that can be shared by many.
(See “expand staff roles,” above.)

My suggestion for 2010: If you do nothing else,
do this. Every day, designate one person, just one,
to go around the waiting room and look each per-
son in the eye and ask, “Can I help you with any-
thing?” “Do you have any questions?” “Are you
comfortable?” It has to be genuine, or it doesn’t
work. When that is finished, have the person go
back to the recovery area and do the same thing
with the patients. I know other staff members do
this anyway, but it cannot be overdone. All patients
who get moved onto the operating table should

have someone pat their hand, tell them it will be
“OK,” and give them a wink. They might not
remember it, but you will. Your return on this
investment will be invaluable. 

2010 — our year! [Earnhart & Associates is a con-
sulting firm specializing in all aspects of outpatient
surgery development and management. Contact
Earnhart at 13492 Research Blvd., Suite 120-258,
Austin, TX 78750-2254. E-mail: searnhart@earnhart.
com. Web: www.earnhart.com. Tweet address: Earnhart
_EAI.] ■

Latest research on 
obstructive sleep apnea
Urine test for pediatrics, plus link to ecstasy

Researchers at the University of Chicago have
discovered a technique that is able to deter-

mine whether a child has obstructive sleep apnea
(OSA) by screening their urine. 

“These findings open up the possibility of devel-
oping a relatively simple urine test that could detect
OSA in snoring children. This would alleviate the
need for costly and inconvenient sleep studies in
children who snore, only about 20% to 30% of
whom actually have OSA,” said lead author 
David Gozal, MD, professor and chairman of the
Pediatrics Department at the University of Chicago.
The study results are published in the Dec. 15 issue
of the American Thoracic Society’s American Journal
of Respiratory and Critical Care Medicine.

Gozal and researchers from University of
Chicago and the University of Louisville studied
90 children who were referred to the sleep clinic
to be evaluated for suspected sleep disordered
breathing. They also recruited 30 healthy, non-
snoring children from the community to serve 
as controls. The children all underwent standard
overnight polysomnography and were catego-
rized as having OSA, habitual snoring or no
sleep-disordered breathing. 

The children’s first sample of urine was collected
the morning after the sleep study. The researchers
used a sophisticated electrophoresis technique to
screen hundreds of proteins simultaneously and
found that a number of the proteins were differ-
ently expressed in children with OSA compared to
children with habitual snoring or healthy, nonsnor-
ing children. “It was rather unexpected that the
urine would provide us with the ability to identify
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OSA,” said Gozal. “However, the field of biomark-
ers is one that is under marked expansion, and this
certainly opens the way for possible simple diag-
nostic screening methods in the future.”

While it is estimated that 1%-3% of all children
up to the age of 9 may suffer from OSA, many more
(up to 12%) experience habitual snoring. Because
OSA can lead to cognitive, behavioral, cardiovascu-
lar, and metabolic consequences in children, differ-
entiating it from habitual snoring is essential. 
The initial approach is surgical by removing the
enlarged tonsils and adenoids, and some children
might end up needing CPAP after their surgery.

“We wish to validate these findings in urine
samples from many children from laboratories
around the country and to develop a simple
color-based test that can be done in the physician
office or by the parents,” said Gozal.

Ecstasy use may lead to sleep apnea 

Repeated use of the drug known as “ecstasy”
significantly raises the risk of developing sleep
apnea in otherwise healthy young adults with no
other known risk factors for the sleep disturbance,
a new study by Johns Hopkins scientists suggests. 

The finding is the latest highlighting the poten-
tial dangers of the amphetamine-style chemical
used illegally by millions of people in the United
States. The Johns Hopkins scientists note that
sleep apnea itself can lead to an assortment of
health problems, including a decline in cognitive
function, an increased risk of diabetes, and an
increased risk of death from heart disease.

“We know that abusing drugs can have numer-
ous harmful effects. Our findings show yet
another reason not to use ecstasy,” according to
lead researcher Una D. McCann, MD. Users claim
the drug enhances intimacy, diminishes anxiety,
and facilitates some forms of psychotherapy.

The team led by McCann, professor in the
Department of Psychiatry at the Johns Hopkins
University School of Medicine, previously linked
ecstasy, or methylenedioxymethamphetamine
(MDMA), to a variety of neurological problems,
including subtle cognitive deficits, impulsive
behavior, and altered brain wave patterns during
sleep. These problems are thought to arise from the
drug’s targeted toxic effects on neurons that pro-
duce the hormone serotonin. Studies in animals
and people have shown that MDMA use shortens
the filament-like ends of these nerve cells, prevent-
ing them from making normal connections with
other neurons.

Because these cells regulate multiple aspects of
sleep, McCann’s team recruited 71 sleep study vol-
unteers, all MDMA users, by advertising for “club
drug users” in newspapers and fliers. All had typi-
cally used other recreational drugs as well. They also
recruited 62 participants who had similar patterns of
illegal drug use but had never taken MDMA. The
MDMA users had taken the drug at least 25 times in
the past, a number previously shown to have lasting
effects on serotonin neurons. All of the volunteers
were otherwise physically and mentally healthy and
had abstained from drug use for at least two weeks
prior to the study.

To evaluate the participants’ breathing patterns
during sleep, each volunteer spent a few nights at
a sleep research center. From “lights out” at 11
p.m. to “lights on” at 7 a.m., study volunteers
slept while hooked up to a variety of devices to
measure breathing, including airflow monitors at
their noses and mouths and bands around their
chests and abdomens to measure expansion. The
researchers diagnosed sleep apnea by counting
the rate of incidences of shallow or suppressed
breathing, with mild apnea requiring five to 14 of
these incidences, moderate apnea requiring 15-29,
and severe apnea requiring 30 or more. 

Results published in the Dec. 2, 2009, issue of
Neurology, the medical journal of the American
Academy of Neurology, showed that rates of mild
apnea were similar between the two groups, with
15 MDMA users and 13 other volunteers affected.
However, while eight MDMA users had the mod-
erate form of apnea and one had the severe form,
none of the other volunteers had either of these
more serious forms. Results showed that the more
participants had used MDMA in the past, the
more severe their apnea was likely to be.

Known risk factors for sleep apnea include 
older age, obesity, and other medical conditions.
However, McCann says, of the 24 ecstasy users who
had sleep apnea, 22 were age 31 or younger, and
none had any known serious medical problems.
“Our subjects were otherwise healthy young adults,
so this is a very surprising finding,” she says.

Though the researchers suspect that the cause for
the MDMA users’ sleep apnea centers on affected
serotonin neurons, the exact mechanism remains 
a mystery. McCann explains that these neurons
appear to help sense blood oxygen levels, control
airway opening and generate breathing rhythms.
Any of these pathways could be separately influ-
enced by ecstasy use, she says. The researchers are
working to tease apart which pathway is at play in
MDMA users.  ■
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Guarantee addresses 
complications, billing payer

(In this second of a two-part series on innovative
care and pricing plans being used for outpatient
surgery, we tell you how a facility offers a guarantee
involving complications and billing insurance. In last
month’s issue, we told you how Geisinger Health
System in Danville, PA, has used a checklist of best
practices to save money, plus implemented a price
guarantee for members of its health plan.)

St. Luke’s Hospital & Health Network in
Bethlehem, PA, offers a surgical guarantee as

part of a partnership with urogynecologists at
The Institute for Female Pelvic Medicine &
Reconstructive Surgery (IFPM) in Allentown, PA. 

If a patient develops specific complications
directly related to the mesh pelvic reconstructive
surgery within 30 days of surgery, the patient and
her insurance company will not be billed for ser-
vices rendered by St. Luke’s or participating gyne-
cologic surgeons for the initial surgery or the
follow-up care.

Vincent Lucente, MD, chief of urogynecology
at St. Luke’s, said, “The partnership between the
hospital system and our practice is a trailblazing
relationship enabling us to realize the concept of
‘pay for performance’ or ‘nonpayment for non-
performance.’” 

When developing the guarantee, the surgeons
and hospital administrators developed a step-by-
step plan. The team approached those steps as a
standard protocol for all four of the surgeons at
IFPM, so that the same process is followed for

each patient, every time, regardless of which sur-
geon performs the surgery. The resulting multi-
faceted plan follows the patient prior to surgery,
through the procedure, during her short hospital
stay, and during recovery. 

Donna Sabol, MSN, RN, vice president and chief
quality officer at St. Luke’s, said this is the hospital’s
second surgical guarantee. The first was developed
for inpatient robotic prostate surgery in September
2008. The administrators anticipate adding others,
including at least one in 2010, but that procedures
has not yet been identified, she said. 

“The reason for implementing the guarantee is
that we are so confident in the skill of the surgeons
and the health care team and outcomes, that it’s a
way to say to patients, ‘this is a good program, a
quality program, and we’re willing to put some-
thing behind that.’” Sabol says. “Patients have told
us that for them, it adds a lot of confidence.” 

While the data from the pelvic procedures
haven’t yet been compiled, the robotic prostate
surgery guarantee has resulted in about a 25%
increase in volume, she says. Additionally, the hos-
pital has not lost any money due to complications
under the pelvic or prostate guarantees, Sabol says. 

Before the guarantees were added, the hospital
examined the data and knew they weren’t having
the kinds of complications covered under the
guarantee, she says. “We felt confident we could
do the guarantee,” Sabol says. While no health
system can expect to have zero defects forever,
“that’s what we’re shooting for, and that’s what
we’ve been able to do up to this point.” 

Extensive education with the nursing and OR
staff is critical to understanding the procedure, as
well as the guarantee, Sabol says. “For example, for
the nursing staff and the aides on the med/surg
unit, we actually had them observe a procedure 
in the OR or observe a video of doctor . . . doing
surgery. So they understand what’s happening in
surgical procedure and can explain to the patient
and reinforce what the doctor . . . teaches them
about the procedure itself.” 

Before adding a guarantee, meet with your sur-
geons, nurses, and other OR staff to identify what
you’re doing well and where improvements need to
be made, she says. “Get everything clearly written
on paper.” 

Your team needs to ensure that you not only
have a written guarantee, but also patient educa-
tion materials and care order sets, Sabol says.
Also, involve your legal advisors in the wording
of the guarantee, she says. Marketing also plays a
critical role, Sabol says. “It’s not good if no one

20 SAME-DAY SURGERY ® / February 2010

St. Luke’s Hospital & Health Network in Bethlehem,
PA, offers a surgical guarantee as part of a private
partnership with urogynecologists. If a patient devel-
ops specific complications directly related to mesh
pelvic reconstructive surgery within 30 days of
surgery, the patient and her insurance company will
not be billed for services rendered by the hospital or
surgeons for the initial surgery or the follow-up care.
• An earlier robotic prostate surgery guarantee

resulted in about a 25% increase in volume,
• The hospital has not experienced complications

that resulted in lost insurance reimbursement
with either procedure.
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knows about it,” she emphasizes.
At the time of the launch of the pelvic proce-

dure guarantee, St. Luke’s sponsored the 2009
U.S. Women’s Open at a nearby country club.
Because incontinence is a quality-of-life issue for
women, the staff thought the guarantee tied in
nicely with women’s sports, says Denise Rader,
marketing director for St. Luke’s. 

The health system held a press conference as
part of the tournament kickoff, Rader says. The
conference included a female patient giving a tes-
timonial about how she was unable to participate
in sports, including golf, because of incontinence
issues. The marketing department also contacted
urogynecological and medical journals, as well as
the local media. Information about the guarantee
also was added to the web site. Two weeks later,
Lucente appeared on Good Morning America
Health to discuss the procedure.

St. Luke’s says the guarantee has enhanced the
relationship between the hospital and the private
group of surgeons who perform the pelvic proce-
dures. Sabol says, “It shows how, when you have
good working relationships and professional,
direct, and open dialog between surgeons and
administrators, they trust you can do some good
things for patients.” (Editor’s note: to see a copy of 
the limited guarantee, go to www.mystlukesonline.org/
docs/pdf/urogyn-termsandconditions5_3__v3.pdf. To 
see the patient acknowledgement, go to www.mystlukes
online.org/docs/pdf/urogyn-ptacknmt4_2__v3.pdf.) ■

Co-workers’ compliments 
help improve morale

Looking for ways to improve staff morale?
At Mercy Medical Center in Oshkosh, WI,

staff are in the habit of saying things such as,
“You did a good job today,” or “It was a busy
shift today, but we really pulled it off!” Peer
recognition slips are also used. 

“We had one staff member fill one out the
other day for another staff member who started
buying small stuffed animals to hand out to kids
coming in for surgery,” says Connie Campbell,
director of patient access. “The receptionist had
seen the comfort one child had from bringing in
his own, so thought this way we could give them
one if they didn’t bring one in on their own.”

Diane Manuel, director of patient access for
admissions and the emergency department at

Wake Forest University Baptist Medical Center in
Winston-Salem, NC, says that compliments about
staff are always shared with the other managers,
the division associate director, and the receiving
employee. “We have a hospital program that
allows employees to nominate fellow employees
for ‘star performance’ recognition,” she says. 

The employee receives a star performer certifi-
cate stating, “You make a difference” along with the
compliment. Certificates are posted in the depart-
ment, and copies are kept for use in performance
evaluations. Yearly luncheons are held for all of the
hospital’s star performers, and prizes are awarded. 

“Some nominations come by way of patients
and others from fellow employees,” says Manuel.
“Patients often write in or call our patient relations
department to compliment employees who pro-
vided extended assistance to patients or their fami-
lies. Compassion in times of extreme circumstances
is another common compliment from the outside.”

Recently, two patient access staff members
received “You make a difference” certificates
because of a letter written by a patient. The patient
named the two individuals, saying, “They give a
great impression of your hospital. We were very
worried and anxious about surgery. They helped
us relax and feel confident.”

Manual says, “The patient was a same-day
admission for surgery and had to wait a long
time for a room assignment. The patient access
employees had a recliner moved into the waiting
lobby, provided the patient with blankets, and
issued meal tickets to both the patient and the
accompanying family member.”

Employees often compliment their co-workers
for working extra hours during short-staffed times
or for showing patients, families, or other employ-
ees exceptional concern or providing exceptional
assistance. 

Nominations also can come from other depart-
ments, when patient access employees provide
information and assistance, and from supervisors
and managers for employees who demonstrate
exceptional performance in their work, on Six
Sigma projects, or who provide outstanding assis-
tance to other employees, patients, and employees
from other departments. 

In other cases, compliments may be the result of
work done on special projects and teams. A small
gift accompanies the certificate, such as small first-
aid kits or carry bags. “At the luncheons, there are
drawings from the names of all the attendees,”
says Manuel. “These awards are always gift certifi-
cates for local restaurants and stores.”  ■
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Depression, exhaustion, 
and patient safety
Study links surgeons’ mental well-being, errors

Surgeons who are burned out or depressed are
more likely to say they had recently committed

a major error on the job, according to the largest
study to date on physician burnout. The findings
suggest that the mental well-being of the surgeon
is associated with a higher rate of self-reported
medical errors, something that might undermine
patient safety more than the fatigue that is often
blamed for many of the medical mistakes.

Although surgeons don’t appear more likely to
make mistakes than physicians in other disciplines,
surgical errors may have more severe consequences
for patients due to the interventional nature of the
work. Some estimate that as many as 10% of hospi-
talized patients are affected by medical errors.

“People have talked about fatigue and long
working hours, but our results indicate that the
dominant contributors to self-reported medical
errors are burnout and depression,” said Charles
M. Balch, MD, a professor of surgery at the Johns
Hopkins University School of Medicine and one
of the study’s leaders. “All of us need to take this
into account to a greater degree than in the past.
Frankly, burnout and depression hadn’t been on
everybody’s radar screen.”

There were 7,905 surgeons who responded to a
June 2008 survey commissioned by the American
College of Surgeons for a study led by researchers
from Johns Hopkins University School of Medicine
and the Mayo Clinic. Nine percent reported having
made a major medical mistake in the previous 
three months. Overall, 40% of the surgeons who
responded to the survey said they were burned out. 

Researchers asked a variety of questions, includ-
ing queries that rated three elements of burnout —
emotional exhaustion, depersonalization, and per-
sonal accomplishment — and others that screened
for depression. Each 1-point increase on a scale 
that measured depersonalization, a feeling of with-
drawal or of treating patients as objects rather 
than as human beings, was associated with an 11%
increase in the likelihood of reporting an error. Each
1-point increase on a scale measuring emotional
exhaustion was associated with a 5% increase.

Mistakes also varied by specialty. Surgeons
practicing obstetrics/gynecology and plastic
surgery were much less likely to report errors

than general surgeons. 
Researchers acknowledged the limitations of self-

reporting surveys, saying they couldn’t tell from
their research whether burnout and depression led
to more medical errors or whether medical errors
triggered burnout and depression among the sur-
geons who made the mistakes. The results were
published online in the Annals of Surgery and will be
published in the printed journal in a spring issue. 

Notably, the research shows that the number 
of nights on call per week and the number of 
hours worked were not associated with reported
errors after controlling for other factors. Julie 
A. Freischlag, MD, chair of the Department of
Surgery at the Johns Hopkins University School 
of Medicine and another of the study’s authors,
said, “The most important thing for those of us
who work with other surgeons who do not appear
well is to address it with them so that they can get
the help they need.”  ■

Emergency airway 
for difficult intubations 

Be prepared, that old Boy Scout motto, is being
applied with great success to operating room

patients whose anatomy might make it difficult for
physicians to help them breathe during surgery,
Johns Hopkins researchers report in a new study.

The researchers showed that a comprehensive
program designed to help physicians quickly iden-
tify and treat anesthetized patients in which place-
ment of a tube is difficult has dramatically reduced
the need for high-risk emergency surgical proce-
dures to open obstructed airways. At the heart of
the program is a rolling cart armed with most any
supply a physician would need to navigate a diffi-
cult airway and restart breathing, from flexible
scopes and long catheters to medications and a sur-
gical airway kit, just in case. While it might sound
simple, the standardized cart cuts out the need for
operating room staff to race around during a crisis
to track down the gear needed to get oxygen flow-
ing again, says Lauren C. Berkow, MD, one of the
study’s leaders.

“It seems an obvious solution, but it’s not what
people are used to doing,” says Berkow, an assis-
tant professor of anesthesiology and critical care
medicine at the Johns Hopkins University School
of Medicine. “People had to run to five different
places to get the right equipment. The stakes are
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pretty high. Oxygen is vital. Time is of the essence.
You want to make sure you have everything you
need and know how to use it when that patient
with an emergency rolls through the door.”

During the four years before Johns Hopkins
put its difficult airway program into place, an
average of 6.5 patients a year needed to have
their airways opened surgically. Over the 11 years
that followed, ending in December 2006, an aver-
age of just 2.2 patients a year needed the emer-
gency procedure. In the past year, Berkow says,
no patients at Johns Hopkins have needed
unplanned emergency airway surgery.

The findings are in the December issue of the
journal Anesthesia & Analgesia.

The cart is but one part of Hopkins’ difficult air-
way program. Doctors have been educated how to
spot someone with a potentially life-threatening
obstruction and how to use the items on the cart to
properly deal with it. When it is difficult to put a
breathing tube in place for a particular patient,
that information goes into the patient’s electronic
health record so future providers will be aware of
and prepared to deal with potential problems.

The decrease in the number of surgical airway
procedures at Hopkins occurred despite an increase
in patients reported to have a “difficult airway” as
well as an overall increase in the number of patients
receiving anesthesia per year, Berkow says. Airway-
related deaths also declined after the initiation of
the program, but the difference was not statistically
significant because of the small numbers.

More patients are appearing with difficult air-
ways as the population gets older, sicker, and larger,
all signals that inserting a breathing tube could be
tricky, Berkow says. Presently, only 1%-10% of
patients have difficult airways, she says. A minis-
cule number of those will require surgical interven-
tion to ensure air is getting into the lungs.

“We took disorganization and created an orga-
nized, standardized system, which we’ve continued
to adapt and update as new technology comes out,”
Berkow says, “We keep all of our staff updated on
the system, and we found it improves outcomes.”

According to the authors, the cart includes the
following:

• Drawer One: Clamp, Rochester (one); 

Magill Forceps (one); Magill Forceps, small (one);
Yankauer suction (two); intravenous catheters (18,
16, 14 gauge — one); cotton-tipped applicators
(one); tongue blades (10); Steriglide™ (10); 10-mL
syringes (one); 16-gauge needles (four); alcohol
swabs (five); Lidocaine labels (one); Phenylephrine
labels (10); Bivona swivel connector (one); mucosal
atomization device (one); anti-fog solution (one);
biopsy valve (one); suction valve (one); Lidocaine
HCl, 4% (one); Lidocaine HCl, 0.5% (three vials);
Phenylephrine, 1% (one vial); Glycopyrrolate, 0.02%
(two vials); Lidocaine HCl, topical 2% (two vials);
difficult airway ID bracelets (one bottle); Lidocaine,
2% jelly (three to four tubes); and Lidocaine, 2%
(three vials). 

• Drawer Two: Endotracheal tubes (sizes 6.0, 
7.0, 8.0, 9.0 —  three); emesis basin (one); suction
catheter, 14F (three); endotracheal tube stylets (pedi-
atric and adult sizes — four); light wand stylets
(infant, child, and adult sizes — three); light wand
handle (one); nasopharyngeal airways (sizes 6.5 F,
7.0 F, 7.5 F, 8.0 F — five); short laryngoscope handle
(one); and Miller No. 4 laryngoscope blade (one).

• Drawer Three: Baby-safe ventilating bag
(one); oxygen face mask, adult (one); oxygen tub-
ing (one); nasal cannula (one); airway, Ovassapain
(one); airway, Williams (one); O2 face mask, pedi-
atric (one); and adult nebulizer (one).

• Drawer Four: LMA (sizes No. 1, No. 1.5, No.
2, No. 2.5, No. 3, No. 4, and No. 5 — seven).
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■ What you should do now
to prepare for ICD-10

■ Avoid this fatal post-op
error with children

■ Technology helps you
avoid unneeded equipment
purchases

■ What services should 
you outsource?

COMING IN FUTURE MONTHS

CNE/CME instructions

Physicians and nurses participate in this CNE/
CME program by reading the issue, using the

references for research, and studying the ques-
tions. Participants should select what they believe
to be the correct answers, then refer to the answers
listed in the answer key to test their knowledge. To
clarify confusion on any questions answered incor-
rectly, consult the source material. After completing
this semester’s activity with the June issue, you
must complete the evaluation form provided and
return it in the reply envelope to receive a certificate
of completion. When your evaluation is received, a
certificate will be mailed to you.  ■



• Drawer Five: Intubating LMA (one);
cricothyrotomy kit (includes scalpel, Kelly clamp,
and size 5.0-mm uncuffed endotracheal tube);
and spare battery (one).

• Top and side of cart: Light source (one); 4.7-
mm flexible fiberoptic scope (one); Aintree intu-
bation catheter (one); and airway exchange
catheter (8F, 11F — two).

The research was supported by funding from
the Medic Alert Foundation and a grant from
MCIC Vermont.  ■
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CNE/CME questions
• Identify clinical, managerial, regulatory, or social

issues relating to ambulatory surgery care.
• Describe how current issues in ambulatory surgery

affect clinical and management practices.
• Incorporate practical solutions to ambulatory

surgery issues and concerns into daily practices.

5. Community-acquired strains of methicillin-resistant
Staphylococcus aureus (MRSA) can present in
what form, according to Linda R. Greene, RN,
MPS, CIC, director of infection prevention and
control, Rochester General Health System.

A. A spider bite
B. A boil
C. A rash
D. A or B

6. Researchers at the University of Chicago have
discovered a technique that is able to determine
whether a child has obstructive sleep apnea
(OSA) by:

A. screening their urine.
B. performing a new airway test.
C. performing a new sleep test.
D. None of the above.

7. When St. Luke’s Hospital & Health Network added
a guarantee for its robotic prostate surgery pro-
gram, how was volume affected?

A. 10% increase
B. 15% increase
C. 20% increase
D. 25% increase 

8. In a recent study by the American College of
Surgeons led by researchers from Johns Hopkins
University School of Medicine and the Mayo Clinic,
what percent of surgeons reported that they were
burned out?

A. 20%
B. 30%
C. 40% 
D. 50%

Answers: 5. D; 6. A; 7. D; 8. C.



One of the most challenging areas for hospitals
and ambulatory organizations undergoing

accreditation is meeting National Patient Safety
Goal (NPSG) 02.03.01 requiring organizations to
improve the timeliness of reporting and receipt of
critical tests and critical results and values. In the
first half of 2009, 38% of hospitals and 21% of
ambulatory organizations failed to comply with
this goal. (For more information on hospital
noncompliance, see story, p. 2.) 

“We want the organization to make sure they
have a process in place where they are reporting
critical test results in a timely manner, depending
on their baselines, and have an appropriate time-
frame to get the critical test results to the practi-
tioner to act on,” says Pat Adamski, RN, MS,
MBA, director of the Standards Interpretation
Group and The Office of Quality Monitoring, The

Joint Commission. “They need to have a method-
ology to evaluate the process, to see how well
they’re doing and make improvements as they
see are needed,” Adamski says. 

Organizations are now required to list only
critical tests that will necessitate a call to practi-
tioners when results are abnormal. For 2010, the
organization must define what are considered
critical results and diagnostic procedures. The
focus is on critical results and not the test.

Another common area of compliance problems
is credentialing and privileging, according to
accreditation sources. In fact, in the first half of
2009, 45% of ambulatory organizations failed to
comply with HR.02.01.03, which says the organiza-
tion grants initial, renewed, or revised clinical priv-
ileges to individuals who are permitted by law and
the organization to practice independently. 

“Credentialing is one of those things that
ambulatory organizations tend not to be as thor-
ough about as a hospital would,” Adamski says.
“They don’t go through all the steps to obtain all
they need to require credentialing and privileges.
There’s a lack of a comprehensive process.”

An official with the Accreditation Association
for Ambulatory Health Care (AAAHC) also have
noticed compliance problems in this area. “It’s
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Covering Compliance with The Joint Commission and AAAHC Standards

Joint Commission, AAAHC report 
most common problems with compliance
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Two areas where noncompliance is common involve
critical test reporting and credentialing/privileging.
• Have a methodology to evaluate the critical test

reporting process and make improvements as
needed.

• Organizations are now required to list only critical
tests that will necessitate a call to practitioners
when results are abnormal.

• Credentialing should be performed for all allied
professionals, and the responsibility typically lies
with nurses. The privileging should be consistent
with the services provided in the organization,
and the providers should be privileged for spe-
cific procedures.
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not only verification, but privileging also is an
issue,” says Michon Villanueva, AAAHC assis-
tant director of accreditation services. 

Another issue is adherence to an organization’s
own credentialing and privileging processes,
Villanueva says. “The privileging is not consis-
tent with the services provided in the organiza-
tion, or the providers are not being privileged for
specific procedures,” she says.

Here are some other common noncompliance
areas for ambulatory organizations with Joint
Commission standards:

• MM.03.01.01 The organization safely stores
medications; 27% failed to comply in the first
half of 2009. 

“This is usually related to medications not
being in a secure environment — being left out
where patients or families could potentially have
access,” Adamski says. 

Also, it’s important to store medications accord-
ing to manufacturers’ recommendations, she says.
“Some will need to be refrigerated at the appropri-
ate temperature,” Adamski says. “Others should
be at room temperature.”

Where ambulatory organizations have diffi-
culty is when they are closed on weekends and
don’t have mechanisms to ensure the refrigerator
maintains its temperature over the weekend, she
says. All facilities with refrigerated medications
should have a thermometer that records tempera-
tures, Adamski says. “On Monday, they can eye-
ball it to make sure the temperature was OK on
the weekend,” she says. “They don’t have to
worry about whether medications are still
viable.” 

• UP.01.03.01 A timeout is performed immedi-
ately prior to starting procedures; 24% lacked
compliance in the first half of 2009. 

The biggest issue is lack of participation by the
full team, Adamski says. “Some participate, and
some aren’t engaged in the process,” she says.
Anesthesiologists should be included, some
providers suggest.

The Joint Commission simplified the Universal
Protocol for 2010, Adamski says. “Because of the
difficulty engaging some of the participants in the
process, we’ve gone back to the basic: verifying a
minimum of the right patient, right procedure,
and right side in timeout,” she says. Also verify
the correct implant or lens, providers suggest. 

Additionally, organizations must ensure the
timeout is documented, Adamski says. 

• WT.05.01.01 The organization maintains
records for waived testing; 21% failed to comply

in the first half of 2009.
“Sometimes ambulatory areas aren’t as diligent

about maintaining records,” Adamski says.  ■

Hospitals have problems 
with egress corridors 
Top noncompliance areas reported

Close to half (45%) of hospitals accredited by
The Joint Commission failed to meet stan-

dard LS.02.01.20, which says the hospital main-
tains the integrity of the means of egress.

The standard is part of compliance with the
NPFA 101 Life Safety Code. Typically, hallways are
blocked by supplies or carts, says Pat Adamski,
RN, MS, MBA, director of the Standards Inter-
pretation Group and The Office of Quality
Monitoring, The Joint Commission. Surgery 
areas are particularly vulnerable to blocking 
exits, she says. 

The Joint Commission has moved the Life
Safety Code requirements to their own chapter,
she says. This allows organizations to become
more familiar with the Life Safety Code and bet-
ter educate staff, Adamski says. 

“We are talking about the health and well-
being of staff and patients,” she says. “If you
can’t get through an egress corridor, you may 
not be able to evacuate during a fire.”

Here are additional compliance problems for
hospitals:

• LS.02.01.10 Building and fire protection fea-
tures are designed and maintained to minimize
the effects of fire, smoke, and heat; 43% failed
to comply in the first half of 2009.

Fire and smoke doors are a significant prob-
lem, Adamski says. “If you’re working in hospi-
tals or ambulatory clinics, and the fire alarms go
off, the fire doors automatically close,” she says.
“If something keeps one of those doors from clos-
ing, and it compromises the smoke chambers,
etc., often staff notice, but do they pick up phone
and call? No, they just close the doors instead of
saying, ‘the automatic closer doesn’t work.’” 

Doors also might fail due to being held open
by illegal doorstops or other items, some sources
say. Also, a door might lack a seal, they say.

Educate members of your staff that they can
have a significant impact, Adamski says. “If they
let someone know, someone can fix it,” she says.
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“The next time you have a fire drill or alarm, it
will be fixed and automatically close.”

• EC.02.03.05 The hospital maintains fire
safety equipment and fire safety building fea-
tures; 38% of hospitals failed to comply in the
first half of 2009.

Making sure the fire alarms, sprinklers,
portable fire extinguishers, and hamper switches
are inspected, tested, and maintained, Adamski
says. Many organizations use outside vendors for
these tasks, she says. “Make sure the process to
share results or outcomes of inspections and test-
ing goes up chain of command,” Adamski says.
“If there are resources needed to make repairs,
make sure those resources are released.”

• RC.02.03.07 Qualified staff receive and
record verbal orders; 40% of hospitals failed to
comply in the first half of 2009. 

The Centers for Medicare & Medicaid Services
(CMS) requires that verbal orders be authenticated
within 48 hours, unless state laws allow more time,
Adamski says. “A chronic problem in organization
is making sure if you have a phone or verbal order
from a doctor or licensed independent practition-
ers, that they come back and sign off on the order
within 48 hours,” she says.  ■

Patient grievance process 
is given a second look

In 1999, the Centers for Medicare & Medicaid
Services (CMS) established a hospital Patient’s

Rights’ Condition of Participation (CoP). CoPs
are the minimum health and safety standards
that health care providers must meet to partici-
pate in the Medicare and Medicaid programs.
The Patient’s Rights’ CoP guarantees a patient the
right to receive information and requires hospi-
tals to establish a patient grievance process.

Though in effect since 1999, the patient
grievance mandate contained in the Patient’s
Rights’ CoP essentially lay dormant until CMS
published its Interpretive Guidelines. The guide-
lines, effective Sept. 19, 2005, defined “grievance”
and set forth time frames by which a hospital
must investigate and resolve patient grievances.
The guidelines also require hospitals to:

• inform the patient and/or the patient’s rep-
resentative of the hospital’s grievance process,
including the right to file a grievance with the
state agency;

• coordinate its existing mechanism for utiliza-
tion review notice and referral to the Quality
Improvement Organization (QIO) for Medicare
beneficiary concerns;

• keep data on all complaints and grievances;
• incorporate grievance data into the hospital’s

quality improvement process.
A similar process is in place for ambulatory

surgery centers in light of the May 18, 2009,
Medicare Interpretive Guidelines.

So why should a facility take a new look at its
patient grievance process? According to Lisa Venn,
JD, MA, manager of compliance at University
Hospitals in Cleveland, the reason lies in The Joint
Commission’s loss of statutory deeming authority.
Venn says when Congress revoked The Joint
Commission’s unique deeming authority in July
2008, The Joint Commission had to apply for deem-
ing authority just like every other accreditation
organization. As part of its deeming authority
application, The Joint Commission revised its stan-
dards and elements of performance (EPs) in an
effort to demonstrate that they are equal to or
stricter than CMS’ Conditions of Participation. As
part of the standards revision process, she says, The
Joint Commission significantly overhauled its com-
plaint resolution Standard RI.01.07.01. Now, The
Joint Commission’s complaint resolution standard
more closely resembles CMS’ patient grievance
CoP. Venn notes that, while effective, these stan-
dards are under review by CMS.

Before the revision, The Joint Commission
standards were relatively silent on the issue of
the patient complaint process and hence not the
focus of Joint Commission surveyors, explains
Venn. A facility “should take this opportunity to
prepare for a surveyor’s review of its patient
grievance process,” says Venn. 

Complaint or grievance — have a policy

Another committee? This doesn’t have to be a
frustrating item on your to-do list. If you don’t
have already have a committee to deal with
grievances or complaints, build from what you
already have in place to do it, suggests Sue Dill
Calloway, RN, Esq., BSN, MSN, JD, director of
hospital patient safety at The Doctors Co. in
Columbus, OH.

CMS and The Joint Commission require commit-
tees, and both give sole responsibility of owning
the process to the facility’s governing body, which
can delegate responsibilities to a special committee.
CMS refers to a grievance committee and The Joint
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Commission calls this a complaint resolution com-
mittee. Whatever it’s called, Calloway has some
suggestions on who needs to be at that table.

Calloway recommends it be multidisciplinary.
Generally, the person responsible for risk man-
agement should be included, she says. Patient
safety “probably” should be, as well as your pri-
vacy/security officer. Calloway says the con-
sumer ombudsman usually runs it, and if you
have internal legal counsel, she suggests includ-
ing them as well.

She also suggests including the patient satis-
faction personnel or the staff who are responsible
for reviewing patient satisfaction surveys since
those might contain complaints or grievances that
must go through the process.

If you’re thinking, “‘Oh man, another commit-
tee,’” she suggests looking at “what committee
do we have right now that meets that everybody
who we need is probably going to be there so that
when we’re done, we can just reconvene and
have the people stay over?” In one hospital she
worked for, the performance improvement com-
mittees was large, and almost everybody was
required to sit in. So when that meeting ended,
grievance committee members were simply
asked to stay for a short meeting. 

Because there is not much guidance on how the
committee should build its agenda, she says her
committee, in looking at revising its policy, would
look especially for system-related issues. “We
drafted a policy that really specified what the com-
mittee was going to do and how important it was.
And you need to put that in your patient safety
plan. You should have a patient safety plan and a
PI plan because you need to know how that corre-
lates with your plan,” she says.  ■

Changes announced 
to 2010 standards

There are many accreditation standard changes
by the Accreditation Association for Ambula-

tory Health Care (AAAHC) effective with this
month’s publication of the 2010 Accreditation
Handbook for Ambulatory Health Care.

For the first time since the handbook was pub-
lished, a new core chapter has been added:
“Infection Prevention and Control, and Safety.”
The chapter includes specific requirements on

equipment sterilization, a sharps injury preven-
tion program, and an infection control program
that includes guidelines from nationally recog-
nized sources. Sponges, sharps, and instrument
counts are now required. Also, “there are very
specific requirements on monitoring and docu-
mentation of cleaning or disinfection of materials,
medical equipment, accessories,” says Michon
Villanueva, AAAHC assistant director of accredi-
tation services.

All AAAHC/Medicare deemed information,
which appears in chapters throughout the hand-
book, also will be contained in a separate handbook
section titled Policies and Procedures for Ambulatory
Surgery Centers Seeking AAAHC Accreditation and
Medicare Deemed Status. Included is a reference doc-
ument demonstrating the “crosswalk” between
AAAHC standards and Medicare requirements for
ambulatory surgery centers (ASCs). “It’s helpful to
understand what are the requirements, especially
for those seeking Medicare certification for the first
time,” Villanueva says.

The surgery services chapter includes an addi-
tional requirement for policies about antisepsis that
involve hand hygiene and surgical attire. Staff are
no longer allowed to wear their work attire into the
facility from outside, Villanueva says. For example,
“we don’t want them to go out for lunch and come
back and go into a sterile area,” she says. 

In the pharmaceutical standards (Chapter 11),
providers who prescribe medications must provide
appropriate patient education or tell patients where
they can obtain further information, Villanueva
says. Also, the facility most maintain a list of look-
alike, sound-alike medications and address how to
prevent errors with these medications, she says.
Also, the facility most have processes to address the
maintenance, cleaning, distribution, and use as neb-
ulizer units, IV infusion pumps, and other mechani-
cal device used in the medication delivery process,
Villanueva says. 

Some of the other revisions to the AAAHC
standards include additional requirements for
risk management that an active infection control
program be implemented (Chapter Five), and
new directions for demolition, construction, or
renovation of ambulatory organizations (Chapter
Eight).

For its part, The Joint Commission has changed
some wording and adding some technicality related
to the hospital deeming application for Medicare.
Some minor changes were made to credentialing
and privileging for telemedicine, which are effective
July 15, 2010.  ■
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