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Incidents raise a red flag on risks
from improper sterilization

An employee at the St. Louis VA Medical Center identified spots on 
surgical trays prior to surgeries on Feb. 2, 2011. No single source 
was identified for the reason trays were pitted with metallic corro-

sion after completing wash cycles. Surgeries were suspended until thousands 
of replacement instruments were brought in. On March 8, the VA awarded 
a $6.8 million contract for the modernization and expansion of the Sterile 
Processing Department (SPD).

At Lawrence Hospital Center in Bronxville, NY, staff determined earlier 
this year that nine surgical trays did not go through the complete steriliza-
tion cycle. Lawrence officials voluntarily notified the state department of 
health. An internal investigation identified 10 patients who might have been 
exposed to the trays. Nurses contacted the patients by telephone and letter, 
and the hospital offered to test them free of charge. The hospital proactively 
established a hotline to answer questions from the general public. After its 
review, hospital officials independently decided to reinforce patient safety 
protocols with additional staff training. 

“Recently incidents in the news involving inadequately sterilized instru-
ments have created concern on the part of patients and healthcare workers 
alike,” says Sue Barnes, RN, CIC, national leader of infection prevention 
and control, Quality and Safety Department, Program Office, at Kaiser 
Permanente in Oakland, CA, and a board member for the Association for 
Professionals in Infection Control and Epidemiology (APIC). 

Barnes says there is good news, however: Due to transparency, the errors 
were shared. “This sharing is critical in improving healthcare systems to 
continue making them safer,” she says. “In the recent reported events, no 

Next month: How not to get sued in outpatient surgery
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special focus on how to avoid liability. We’ll discuss how to get your staff mem-
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patient infections or injury was reported, and it 
appears that redundancy and other human fac-
tors engineering strategies built into the systems 
resulted in prompt identification and remediation 
of the problems.” 

Such problems have gotten the attention of state 
officials, legislators, and others. Illinois is prepar-
ing to roll out an adverse event reporting require-
ment for hospitals and ambulatory surgery centers 
(ASCs). The state is setting up a reporting system 
for serious reportable events (“never events”), as 
defined by the National Quality Forum, accord-

ing to a staff person at the Illinois Department 
of Public Health in Chicago who asked not to 
be identified. One of the never events is “patient 
death or serious disability associated with the use 
of contaminated drugs, devices, or biologics pro-
vided by the healthcare facility.” 

In the wake of possible hepatitis outbreaks 
at two New York medical facilities, State 
Assemblyman Ken Zebrowski of New York City 
recently introduced Bill A05576 to create “the 
crime of reckless infection of a patient with a com-
municable disease by a health care provider.” One 
of the New York incidents involved improper 
sterile processing of surgical tools. According to a 
statement on his web site, the subject is personal 
for Zebrowski because his late father (former 
Assemblyman Kenneth Peter Zebrowski) con-
tracted HCV from blood transfused during a brain 
operation. 

In particular, the bill targets the reuse of a 
syringes and needles, but specifies that it is “not 
limited to” that breach in basic infection control. 
The bill requires the state department of health to 
notify patients who have been potentially infected 
and allows the state medical board to revoke 
licenses, according to Chris Bresnan, Zebrowski’s 
chief of staff. It also amends the statute of limita-
tions so that it begins when the patient finds out, 
not when the infection occurred, Bresnan says. 

Barnes says, “The focus being applied to infec-
tion prevention by media, legislators, and consum-
ers is proving to be extremely helpful in increasing 
the recognition of complex expert work done by 
sterile processing departments and raising the bar 
for all physicians and healthcare workers in pre-
venting infection.”

Complete these steps

What should your outpatient surgery program 
be doing in terms of sterilizing surgical trays?

“Surgical instrument reprocessing from point of 
use collection — where spray enzymatic foam is 
applied to prevent drying of body fluids on instru-
ments and spillage of the detergent in the halls — 
through decontamination, wrapping, sterilization, 
and storage involves both automated processes 
and manual processes,” Barnes says.

The goal? Zero sterilization failures, she says, 
“and more importantly, zero patient exposures to 
contaminated instruments.”

Human factors can lead to errors, however, 
Barnes points out. For that reason, “redundancy 
and other safety mechanisms are built into the 
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system,” she says. “Sterilization procedures are 
monitored through a combination of mechanical, 
chemical, and biological techniques designed to 
evaluate the sterilizing conditions and the proce-
dure’s effectiveness.” Consider these suggestions 
from Barnes and others:

• For items in storage, apply a “first in, first 
out” process.  Always check expiration dates.

• Before opening the OR, check the basic integ-
rity of the sterile wrapped tray (including water 
marks and tears or holds in the sterile wrap, the 
integrity of the instruments (no rust or pitting), 
and the appropriate change of indicators/integra-
tors. 

“These are all examples of human factors engi-
neering strategies that are designed to make the 
complex task of sterilization safer for patients and 
employees alike,” Barnes says.

• Machine design (washers and sterilizers) can 
provide an alert when there are technical failures 
and, in some cases, reduce the need for manual 
calculations. 

• After decontamination and before wrap-
ping, staff should make visual inspections and use 
checklists. “This inspection includes functionality, 
cleanliness, and integrity of instrument surface, 
ensuring there is no pitting or rust,” Barnes says. 
“Checklists can reduce reliance on memory and 
often can simplify tasks.” [See checklist from 
APIC with the online issue of Same-Day Surgery. 
For assistance, contact customer service at custom-
erservice@ahcmedia.com or (800) 688-2421.] A 
diagram or picture of what the tray should look 
like can help avoid problems with missing instru-
ments or parts from a tray.

• Quality tests can be applied such as a test 
designed to monitor the cleaning function of an 
automated instrument washer.

At the Griffin Road campus of Lakeland (FL) 
Surgical & Diagnostic Center (LSDC), valida-
tion testing is done on all equipment including 

performing tray validation testing, an ultrasonic 
cleaner check, an evaluation of the automated 
instrument washers along with daily biological 
indicator (BI) and a chemical indicator (CI) on 
every load, says Emily Duncan, RN, CASC, execu-
tive director at the Griffin Road campus. “All 
implants get BI and CI in every load,” Duncan 
says. (For more suggestions from Duncan, see 
story below.)  n

Keys to success 
with sterilization

At the core of surgical infection prevention is 
sterile surgical instrument reprocessing, says 

Sue Barnes, RN, CIC, national leader of infec-
tion prevention and control, Quality and Safety 
Department, Program Office, Kaiser Permanente, 
and a board member for the Association 
for Professionals in Infection Control and 
Epidemiology (APIC). 

“Consequently, sterile processing department 
managers and staff are key strategic partners of 
infection preventionists in working to reduce the 
risk of surgical infections in hospital and ambula-
tory surgery centers,” Barnes says.

At the Griffin Road campus of Lakeland (FL) 
Surgical & Diagnostic Center (LSDC), “we try to 
make sure everyone is properly oriented on every 
new piece of SPD [Sterile Processing Department] 
equipment before we put it in operation, which is 
often very difficult to arrange with our busy OR 
schedules and shift demands, says Emily Duncan, 
RN, CASC, executive director at the Griffin Road 
campus.

The center now requires all techs to be SPD 
certified from groups such as the International 
Association of Healthcare Central Service Material 
Management (http://www.iahcsmm.org/index.
html). The facility has one person certified by 
the Certification Board for Sterile Processing and 
Distribution (http://www.sterileprocessing.org/
cbspd.htm). “The facility invests in making sure 
we attend conferences and financially help us 
acquire certification and ongoing CEU require-
ment to support this,” Duncan says.

Consider these other suggestions from Duncan:
• Use outside expertise.
Leaders at the Griffin Road campus have used 

consultants from 3M and SPSmedical Supply 
Corp. to evaluate the facility’s processes and make 
recommendations for improvement. They also 
consulted with the Association of periOperative 

EXECUTIVE SUMMARY
Recent incidents involving problems with surgical 
trays at the St. Louis VA Medical Center and Lawrence 
Hospital Center in Bronxville, Ny, have persuaded 
outpatient surgery managers to examine their steril-
ization processes.
• Before opening the OR, check the basic integrity of 
the sterile wrapped tray (including water marks), the 
integrity of the instruments (no rust or pitting), and 
the appropriate change of indicators/integrators.
• After decontamination and before wrapping, staff 
should make visual inspections and use checklists.
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Registered Nurses (AORN) and went by their 
recommended standards for processing ophthal-
mic instruments to avoid Toxic Anterior Segment 
Syndrome (TASS). The facility had one case in 
2007. 

Also, staff members stay updated on the lat-
est standards from the Association for the 
Advancement of Medical Instrumentation 
(AAAMI. Web: http://www.aami.org) and 
American National Standards Institute (ANSI. 
Web: http://ansi.org) as new updates and revisions 
are introduced. 

• Learn from your mistakes.
“We had an issue with our autoclave chamber 

getting rusted on the inside, and we discovered 
during a troubleshooting exercise with the service 
rep that we were using a chamber cleaner that was 
too corrosive in nature,” Duncan says. The facility 
had been instructed that the cleaner was recom-
mended; however, it didn’t work well with their 
particularly model.

“We have all learned by past costly mistakes, 
believe me,” Duncan says. 

• Maintain documentation.
A notebook catalog holds an alphabetical listing 

of instrument cleaning and disinfection instruc-
tions. “We had to work with the autoclave vendor 
to get multiple settings on our autoclave for the 
various settings, which are not just the 4 minutes 
and 30 dry time anymore,” Duncan says. 

The facility uses recommended or suggested 
enzymatic and detergent cleaners, per the manu-
facturers. Cleaning equipment includes printouts 
that are required to be checked and signed by the 
processing person and the user, Duncan says.

“I think we probably are not doing anything 
out of the ordinary except to say we have some 
very conscientious employees who are stickler for 
details in performing their SPD duties on a daily 
basis, and not afraid to bring any issues to the 
attention of the supervisor for immediate correc-
tion,” she says. (For more information, about this 
facility’s infection control efforts, see “Center’s 
CEO recognized for infection control efforts,” 
Same-Day Surgery, December 2010, p. 140.)  n

assistant vice president for the revenue cycle. 
When they were first implemented in 2007, she 
says, other hospitals were skeptical they could 
work. 

“Now, their boards are approving this con-
cept,” Gray says. 

The kiosks first were placed in the hospital’s 
Heart Services area, then the diagnostic center, 
says Gray. “Over time, we deployed it in other 
locations. We put kiosks in the family practice 
environment, and most recently, in both the main 
surgery and ambulatory surgery centers,” she says.

The kiosks are not completely self-service, 
because staff members are available to assist 
patients with navigating the system, says Gray. 
“We were still able to realize significant cost sav-
ings, since staff members can manage multiple 
kiosks at one time,” she says. “However, our 
platform was the same one we went live with four 
years ago and was somewhat outdated.” 

Patients occasionally complained that the 
system was difficult to use and wasn’t intuitive 
enough, Gray explains. For example, it included 
a “yes or no” checkbox that didn’t allow users 
to click inside the “yes” box, and it didn’t have a 
“back” button on every screen, she says. 

“When you are first starting out with kiosks, 
you might not think about little things that can 
make a difference to a patient,” says Gray.

An updated version recently was rolled out, and 
it makes the process much simpler for users, says 
Gray.

 “People can perform the registration more 
independently,” she says. “Feedback so far has 
been just wonderful.” Patients complete a brief 
survey after the registration is complete so that any 
problem can be addressed right away, Gray says.

Registration kiosks will be added to other areas 
of the hospital this year, including the urgent care 
center and ED, says Gray. “Our methodology was 
really to address the high-volume peaks-and-valley 
locations where we could really get some staff sav-
ings,” she says.  

The next step might be enabling patients to reg-
ister themselves using smart phones, Gray says. 

“As advanced as health care is in terms of medi-

EXECUTIVE SUMMARY
A growing number of facilities are using registration 
kiosks, but patients might complaint that they are 
difficult to use. To make kiosks user-friendly:
• Include a “back” button on every screen.
• Have patients complete a survey after use.
• Address identified problems right away. 

Registration kiosks 
`intuitive’ for patients

The Medical Center of Central Georgia in 
Macon was an early adopter of registration 

kiosks, says Jane Gray, CPA, FACHE, FHFMA, 
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cal technology, we’re fairly slow to react to things 
that have been around in other industries for a 
long time,” she says. “I want to see a registration 
app [application]. That is where life and technol-
ogy are going.”

Simplicity for the patient is the key, Gray says. 
“In the future, instead of capturing the information 
on the kiosk, maybe patients will check in on their 
iPhone as they pull into the parking deck,” she 
says. (See story on financial assistance, p. 61.)  n  

Those sharing coverage
may qualify for help
Have staff offer financial assistance

Occasionally, individuals pose as others to 
“share” insurance coverage with family mem-

bers or friends, reports Jane Gray, CPA, FACHE, 
FHFMA, assistant vice president for the revenue 
cycle at the Medical Center of Central Georgia in 
Macon. 

“People also try to share eligibility under our 
financial assistance program, in order to avoid 
paying for healthcare,” Gray says. 

Some of these individuals might be surprised 
to learn they are eligible for financial assistance.  
Gray notes that a patient making $100,000 a year 
could have a million dollar medical bill and qual-
ity for financial assistance. “At some point, almost 
everybody needs assistance,” she says. “I don’t 
know if that idea has permeated society yet, but 
assistance is out there for more people than you 
would think.”

Staff members now look for verbal cues that 
might indicate a patient’s inability to pay and refer 
these patients to the hospital’s financial assistance 
program, says Gray. “In the course of a conversa-
tion with a patient, they might say something that 
would prompt you to ask them if they would like 
to speak with someone about qualifying for assis-
tance,” she says. 

The assistance program assesses uninsured indi-

viduals to see if they qualify for Medicaid or other 
programs, says Gray. “Some people know the sys-
tem and work it to death. Other people don’t even 
realize that they could qualify and are thrilled to 
death to get assistance,” she says.

When patients utilize one of the hospital’s reg-
istration kiosks, says Gray, they are asked for 
their date of birth and last four digits of their 
Social Security number. “So you get some element 
of protection there,” says Gray. “As the patient 
enters payment information, there is some degree 
of identity validation in making sure names match 
and so forth.”

Other signs of fraud are when patients have 
their insurance card but always forget a photo 
identification.  n

EXECUTIVE SUMMARY
Some patients who pose as others to “share” insur-
ance coverage might be eligible for financial assis-
tance. To avoid fraud:
• Look for cues that indicate a patient’s inability to 
pay. 
• Determine if patients receiving financial assistance 
have access to insurance coverage.
• Ask patients using registration kiosks for identifiers. 

Should you be
fearful of the future?
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

Question: Our surgeon group has been 
approached by the local hospital to buy an 

interest in our surgery center. We (the nursing 
staff) are fearful of this for our jobs and also deal-
ing again with the “hospital culture” that we came 
to this center to get away from. We found one of 
your articles that you do these types of mergers, 
and we want to know what we can expect — from 
the nurses point!

For more information on registration kiosks, contact:

Jane Gray, CPA, FACHE, FHFMA, Assistant Vice President, 
Revenue Cycle, Medical Center of Central Georgia, Macon. 
Phone: (478) 633-2097. Fax: (478) 633-4071. E-mail: Gray.
Jane@mccg.org.  

SOURCE
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Answer: First and foremost, you should not 
see this as a threat to your jobs. That is always 
the no. 1 concern of employees at the acquired 
facility: that they are going away and be out of a 
job. The reality is that usually in these situations, 
part of the deal is that the current staff remains 
unchanged. Some contracts even have it in writ-
ing. Most hospitals that purchase surgery centers 
usually know that that is a “culture” that they 
typically cannot match and are usually content to 
stay out of the way when it comes to management 
and operations. Good way to check is to ask the 
surgeons that own it and see what they say. If they 
are vague and don’t look you in the eye, you might 
want to polish up that resume!

Question: What is going to happen to ambula-
tory surgery centers (ASCs) when (and if) health-
care reform ever fires up?

Answer: Likely nothing. It should be business as 
usual. Specialty hospitals might have some chal-
lenges, but by and large I have seen nothing that 
will adversely affect ASCs. Some leaders are pro-
jecting that because more patients will be insured, 
more will undergo elective surgery.

Question: Our hospital is bringing in an outside 
consulting group to manage our surgical depart-
ment. Have you ever heard of this? To us it seems 
like a pretty serious move. Thoughts? 

Answer: It is not that uncommon actually. 
Often there is a specific reason they are bringing 
in outside people: adding new procedures or spe-
cialties, assessing staff and leadership, anticipating 
new or rapid growth within the department, and 
the like. Usually the staff has nothing to worry 
about and can learn from having an outside group 
come in.

Question: Social media is running rampant, and 
I think it could help our hospital surgical depart-
ment communicate with the community and the 
surgeons. My supervision disagrees and has pooh-
poohed the idea. What do you think?

Answer: I think it is a great idea! We just did 
it as a company and have had great results. Bear 
in mind patient privacy issues, and see if you can-
not get him to change his mind. Show him this 
article! (Editor’s note: For more information on 
using social media, see these Same-Day Surgery 
stories: “Are you Twittering, getting friends on 
Facebook, and YouTube? – Social media embraced 
as marketing, educational, and recruitment tools,” 
November 2009, p. 105, and “Social sites continue 
posing risk problems,” November 2010, p. 126.) 

Question: We just opened a new surgery center, 
and we (the nurses) think we need to open up the 

third operating room that is just shelled in right 
now because the owners don’t want to pay to 
open it up. They say that we should be doing more 
cases in the other two rooms before we spend that 
money. (They are very cheap.) Isn’t there some 
regulation that requires you to only do so many 
cases in a room per day?

Answer: Cheap though they might be, you 
should have a quantifiable reason to open up a 
shelled operating room. The rule of thumb that I 
go by is that you should be utilizing about 76% of 
your available time before you take that next step. 
Once you go above that utilization benchmark, 
you lose the ability to “flip-flop” cases into other 
rooms. 

Question: Our orthopedic surgeon is going to 
open up an “office-based surgery center” and is 
trying to get some of the staff, me included, to join 
him at the new center. He says it is much cheaper 
to build than a fully licensed and state-certified 
surgery center and that he will share that savings 
with the staff. How good of an idea is this?

Answer: Well, probably not too good. Maybe 
your surgeon does not know that rarely can an 
office-based center receive reimbursement from 
health care providers for the facility fee/charge. 
There are exceptions, but not many. Because these 
centers are not state licensed, they are not eligible 
for Medicare certification and therefore not eli-
gible to enter into those contracts. These are good 
for plastic surgery centers and some others, but 
not for a typical orthopedic practice. You might 
want to ask him about that before you and oth-
ers jump ship. It will make you look cool when 
he realizes his potential error, but he probably 
will hate your pointing it out to him. [Earnhart 
& Associates is a consulting 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. Twitter: SurgeryInc.]  n

Protecting workers said
‘integral’ to quality care
OSHA rule, respirator design supported

The H1N1 influenza pandemic might prompt 
lasting changes in the personal protective 

equipment for healthcare workers and the rules 
that govern them.
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In the wake of the pandemic, a new report 
from the Institute of Medicine (IOM) supports 
the creation of an infectious disease standard with 
protections that parallel those in the Bloodborne 
Pathogens Standard. The Occupational Safety and 
Health Administration (OSHA) has included such 
a standard in its regulatory agenda, although no 
draft language has been issued.

The IOM panel also supports the establishment 
of standard criteria for facemasks and the develop-
ment of a powered air-purifying respirator (PAPR) 
specifically for healthcare.

Although the report is primarily designed to 
guide future research, it wades into issues that 
have been hotly debated and urges that they not be 
sidelined until the next pandemic. Healthcare pro-
viders need clear guidelines about how to protect 
workers from a novel viral respiratory infection, 
and there needs to be more research on the protec-
tions provided by facemasks compared to respira-
tors, the panel said. The bottom line: “While there 
are clear gaps and deficiencies in our knowledge 
base…there should be universal acknowledgement 
that PPE [personal protective equipment] use is 
an integral component of providing quality health 
care.”

The IOM report is an important step toward 
a respirator that healthcare workers will toler-
ate and wear, says Lewis J. Radonovich, MD, 
director of the National Center for Occupational 
Health and Infection Control in the Office of 
Public Health and Environmental Hazards of the 
Veterans Health Administration in Gainesville, 
FL, and Washington, DC. “What’s needed now is 
development of respiratory protection devices that 
are tailored to the needs of healthcare workers,” 
says Radonovich, who is spearheading a project to 
work with manufacturers on improved design.

Confusion over H1N1 guidance

From supply shortages to differing guidance, 
challenges emerged for facilities in the effort to 
protect healthcare workers from the novel influ-
enza virus.

The Centers for Disease Control and Prevention 
(CDC) advised using N95 respirators when car-
ing for patients with the novel influenza, but some 
state or local health departments recommended 
using facemasks unless performing aerosol-gen-
erating procedures. “Delayed and/or disparate 
recommendations often led to confusion among 
health care personnel and their employers, who 
had to decide what to tell personnel about what 

CNE/CME INSTRUCTIONS

Physicians and nurses participate in this CNE/ CME pro-
gram by reading the issue, using the references for 

research, and studying the questions. 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 
incorrectly, consult the source material. After completing this 
activity with this issue, you must complete the evaluation 
form provided and return it in the reply envelope provided 
to receive a letter of credit. When your evaluation is received, 
a letter will be mailed to you. 
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n ACOs and the outpa-
tient surgery setting

n Tips to save costs in 
ambulatory surgery

type of PPE to wear and when,” the IOM panel 
said.

The result was that healthcare workers in dif-
ferent parts of the country or at different facilities 
received different levels of protection from the 
H1N1 influenza. “During the 2009 H1N1 pan-
demic, the California standard was the only work-
place standard in the United States that required 
a mandatory level of worker protection to be pro-
vided to health care personnel,” the panel said.

Bill Kajola, industrial hygienist with the AFL-
CIO in Washington, DC, and a member of the 
IOM panel, says, “What we found was wide 
variation in the use of personal protective equip-
ment during the H1N1 pandemic. Some employers 
adhered to the CDC and OSHA guidelines in their 
entirety; other employers followed some of the 
recommendations; and other employers did very 
little.” An infectious diseases standard “is a means 
to put everybody on the same level playing field as 
far as the protections that all healthcare workers 
should expect,” he says. (Editor’s note: The IOM 
report, “Preventing Transmission of Pandemic 
Influenza and Other Viral Respiratory Diseases: 
Personal Protective Equipment for Healthcare 
Personnel Update 2010,” is available for free 
download at www.nap.edu/catalog.php?record_
id=13027. )  n
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• 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.

CNE/CME QBJECTIVES

21. Before opening the OR, what step(s) should 
you take, according to Sue Barnes, RN, CIC, 
national leader of infection prevention and 
control, Quality and Safety Department, Pro-
gram Office, at Kaiser Permanente?
A. Check the basic integrity of the sterile 
wrapped tray (including water marks)
B. Check the integrity of the instruments (no 
rust or pitting)
C. Check the appropriate change of indica-
tors/integrators.
D. All of the above  

22. Which statement is true of the registration 
kiosks at the Medical Center of Central Geor-
gia?
A. The kiosks are completely self-service, 
B. Volunteers are available to help patients 
with navigating the system.
C. Staff members are available to help pa-
tients navigating the system.

23. What concern did an Institute of Medicine 
panel have about the use of personal pro-
tective equipment (PPE) during H1N1 that 
influenced the panel to support an infectious 
diseases standard?
A. Differing guidance was confusing and led 
to different levels of protection.
B. Not enough PPE was available to protect 
workers.
C. The PPE wasn’t effective and many workers 
became ill.
D. New forms of PPE would be developed 
under a new standard.

Answers: 21. D; 22. C; 23. A 
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Covering Compliance with The Joint Commission and AAAHC Standards
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Do you need to gear up for an accreditation 
survey in a short amount of time? One sur-

gery center went from being a new center with 
policies and procedures that were inadequate to 
achieve accreditation to being fully compliant 
with accreditation standards in 90 says, and they 
probably could have been ready in 60 days, 
according to the consultant who assisted Spring 
Surgery Center in The Woodlands, TX, with the 
process.

Richard Bays, RN, MBA, CPHQ, CLNC, of R 
Bays Consulting in Houston, TX, says the first 
step was to identify their resources in terms of 
staff and their expertise, and the second step was 
to assign oversight of appropriate chapters of The 
Joint Commission standards manual. 

All of the RNs, plus the materials management 
staff person, were assigned 2-3 chapters each. 
“We assigned different chapters to the people 
most likely to be leaders of those areas,” Bays 
says. For example, the materials management 

staff person handled compliance with biomedical 
issues and the Occupational Safety & Health 
Administration (OSHA).

The staff looked at their policy manual to 
determine how to make their policies compliant 
with all of the accreditation criteria. “There were 
a lot of things we didn’t have in there,” says 
Leslie Jernigan, RN, BSN, clinical nursing man-
ager.

Bays provided basic templates, based on the 
center’s specialties and operational guidelines. 
“Everyone does things differently,” he says. The 
center can tweak areas, such as how they handle 
their sterilizer.

One area the staff re-examined was a section 
on emergency management. “We’re ambulatory, 
so our `what to do in an emergency’ was save a 
life and get them out of there,” Jernigan says. 

The staff had to specify who they would con-
tact and how they would get patients to a hospi-
tal. The staff also had to spell out their 
contingency plans for disasters such as tornados, 
hurricanes, and chemical disasters. The policy 
explained: “Would we take patients? No; we 
would not take patients in case of an emergency. 
We don’t have an ER; we don’t admit patients,” 
Jernigan says. 

Revising the policies was a lot of work, she 
says. “To give us some incentive, the owners gave 
us monetary compensation for the extra work,” 

Freestanding surgery center goes from zero
to being fully accredited in just 90 days

EXECUTIVE SUMMARY
Spring Surgery Center in The Woodlands, TX, 
went from being a new facility with policies and 
procedures that were inadequate to achieve 
accreditation to being fully accredited in 90 days.
• The RNs and the materials management staff 
person each were assigned 2-3 chapters in the 
accreditation manual.
• The owners provided financial compensation for 
the work that was required. 
• An outside consultant educated staff in areas of 
special focus by the surveyors, including infection 
control, the Life Safety Code, medication man-
agement, employment records, credentialing, and 
communication. 
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Jernigan says. Staff did the survey preparation in 
their spare time. “When we had a couple of days 
when we weren’t busy, we would work on it for 
five or six hours,” Jernigan says. While the mone-
tary compensation helped as an incentive, the 
staff knew they had to pass accreditation, she 
says. “We certainly would have had very 
decreased patient volume” otherwise, Jernigan 
says.

Once the policies were revised, Bays would 
review them and revised the wording as needed. 
During the survey, the surveyor spent an entire 
day going through the policies manual, Jernigan 
says.

Educate, educate, educate

Bays also provided focused education for lead-
ers of areas that he knew would be a focus for 
The Joint Commission. 

“Infection control is an extremely popular now, 
for state or federal surveys,” he says. “We identi-
fied who would be spearheading that area, and 
we made sure the specific EPs [elements of per-
formance] were in place.”

Life safety code is another important area, Bays 
says. “Firewall penetration is a focus review,” he 
says.

A third area is medication management, which 
includes safely administering medications. Also, 
surveyors have been looking closely at employ-
ment records and physician credentialing. “They 
are making sure we have proper licensing and 
credentialing for the physicians, and also records 
for the employees,” Bays says. For this reason, 
one area of focus is the human resources stan-
dards, he says. 

Another strong focus is communication, Bays 
says. “They want to see you can demonstrate 
communication up and down the chain of com-
mand,” he says. “They want you to have pro-
cesses in place so that information can flow in 
both directions as changes are identified.”

The education included mock surveys, a Q&A 
session, and a general educational session with 
booklets of what staff could expect in different 
clinical areas, such as the surgical suite. For each 
area, Bays told staff what questions they were 
most likely to be asked and what standards the 
surveyors would want to see demonstrated. “No 
one was surprised” at the survey, he says. [In the 
online issue, see example of department-specific 
questions to prepare for a survey. For assistance, 
contact customer service at (800) 688-2421 or cus-

tomerservice@ahcmedia.com.]
When facilities run into major problems during 

their survey, it’s usually because there’s been a 
breakdown between what is required in the 
accreditation manual and how the standards are 
implemented, Bays says. It’s not that staff mem-
bers are unwilling, he says. They simply don’t 
know how to put practices into place that will 
appease the standards, Bays says. “You need 
someone knowledgeable to communicate in a 
teaching session, not “here’s a quick answer sheet 
for a test,” he says.

The key to getting ready for a survey in a 
hurry? “I think that with proper leadership and 
guidance, it does put you ahead of the game, but 
you need the raw talent of your employees and 
systems in place,” says Bays. “That’s a necessity.”

The staff were pleased with the outcome of 
their survey. Jernigan says, “We passed with fly-
ing colors. I think they were quite impressed with 
everything that was documented.” (For informa-
tion on how staff at a surgical hospital prepared for its 
first survey in 30 days, see story, below.)  n

Getting ready in a hurry?
Learn from this facility

Humble (TX) Surgical Hospital originally was 
an ambulatory surgery center (ASC) owned 

by one physician, but it evolved into a surgical 
hospital owned by several. The ASC had never 
been accredited, so when it was preparing for its 
first accreditation survey, “we literally started 
from scratch,” says Carla Turner, RN, director of 
quality and performance improvement.

The staff moved into the new facility in August 
and had three months to write their policies and 
put them in place, Turner says. “A great group of 
people jumped in,” she says. “We didn’t know 
where we were going or what was expected of 
us.”

Turner started by attending a summit con-
ducted by her accrediting organization, The Joint 
Commission, which she highly recommends for 
those preparing for their first survey. “I received 
a wealth of knowledge during those days,” she 
says. The presenters went through the standards 
page by page, Turner says. They explained 
details, such as the fact that a triangle with a “3” 
in it means it has direct impact on the survey. “If 
you miss one of those, you have an increased 
chance of being cited,” Turner says. “We knew 
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where to focus.”
The presenters also explained how accredited 

facilities have access to The Joint Commission 
extranet, which has a significant number of 
resources, she says. 

Starting with the standards

Turner used the standards as an outline for her 
policies and procedures. “It was a work in prog-
ress,” she says. “We had a lot to do in a short 
period of time.”

The standards were a greater help than trying 
to rewrite someone else’s standards or trying to 
write policies based on the extensive Life Safety 
Code, she says. While there are plenty of policy 
templates available for purchase on the Internet 
and from consultants, your policies need to com-
ply with your state’s regulations, Turner points 
out. 

“We kept in close ties with the Life Safety Code 
handbook and the Texas Administrative Code,” 
she says. “I think in all honesty, if we hadn’t had 
The Joint Commission standards to build upon, 
we would have been running in circles,” Turner 
says. 

By following the standards, “we could not only 
get accredited in a short time, but we had every-
thing they require and more.”

Along with her administrator, Julie McKay-
Smart, Turner assigned pieces of the standards to 
the facility’s other eight directors who each over-
saw a specific department, such as preop or 
PACU.“All I can say, honestly, is that a single per-
son can’t do this,” Turner says. Those directors 
put together policies and procedures on those 
standards and brought them to Turner to type in. 
That core group met weekly to discuss their prog-
ress. Policies and procedure changes and new 
forms must be reviewed and approved by the 
governing body, and that approval must be docu-
mented.

All of this work happened when the surgical 

hospital was open for business. “It was very chal-
lenging,” Turner says. “There were a lot of 12- 
and 15-hour days.”

One critical piece of the survey preparation 
was having a mock survey.

“When the mock surveyors came in, they were 
tougher on us than the Joint Commission,” 
Turner says. “They really helped us. We were 
80% finished, but they were able to pull in and 
show areas we needed help in.”

For example, the staff thought they had a good 
system for medication management, but there 
were areas of the documentation that weren’t 
100% clear, she says. “They identified those 
issues,” Turner says. “We went back to the stan-
dard, and we wrote our documentation to better 
reflect the standards. So we were right on when 
the true survey happened.”

Using an outside consultant for the process 
was a huge help, she says.

The consultant, Richard Bays, RN, MBA, 
CPHQ, CLNC, with R Bays Consulting in 
Houston, TX, spent 30 days with an “intense 
plan” that focused on the major accreditation 
issues for the facility. “I’m not saying there is any-
thing you shouldn’t be in compliance with, but 
the major areas you know they will look, you 
should focus on that,” Bays says. 

For example, in the OR, the surveyors will 
want to see that the time out is performed prop-
erly and that there are proper infection control 
practices, including proper sterilization of equip-
ment, he says.  

“There may be some small detail missing about 
documentation of something  that’s not common 
— you might fall short on something like that — 
but if you’re delivering safe patient care and 
adhering to standards of practice, you’ll have a 
much easier time to ramp up for surveys,” Bays 
says.

One of the most important areas of preparation 
is telling members of the staff what the survey 
will be like, he says. “A lot of it is being nice to 
surveyors,” he says. “They’re working hard to 
evaluate massive amount of information in a few 
short days. Whatever you can do to make it easier 
to surveyors, by finding information, being more 
open in your communication with the surveyor, 
that will facilitate that survey to go smoother.” 
(See information about a ready-to-go list, p. 4.) 

To others who have a short time to gear up for 
their first survey, Turner offers these encouraging 
words: “It’s not impossible,” she says. “It can be 
done.”  n

EXECUTIVE SUMMARY
Staff at Humble (TX) Surgical Hospital had only a 
few weeks to prepare for their first accreditation 
survey. They credit their success to the following 
steps:
• attending a summit by the accrediting organiza-
tion 
• distributing the work among several directors 
and meeting weekly;
• hiring a consultant to conduct a mock survey.
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Do you have a
ready-to-go list?

Having your ready-to-go list assembled at the 
start of your survey can help your survey 

run smoothly, according to The Joint 
Commission.1 (See list for Accreditation Association 
for Ambulatory Health Care, right.) 

The ready-to-go list includes information and 
documents that should be available for the 
Preliminary Planning Session and Surveyor 
Planning Session, both of which typically occur 
on the first day of survey. The items include: 

• performance/quality improvement data;
• infection prevention and control surveillance 

data; 
• infection control plan; 
• environment of care management plans and 

team meeting minutes; 
• organization chart; 
• list of all sites eligible for survey; 
• list of contracted services; 
• list of patient appointment schedules or sur-

gery schedules for each survey day. 
The complete ready-to-go list can be found in 

the Accreditation Handbook for Ambulatory Care 
posted for surveyed organizations on The Joint 
Commission web site. It is also included in the 
handbook for office-based surgery practices. In 
addition, the list appears in the Survey Activity 
Guide posted on the Joint Commission Connect 
extranet. It is called the Document List in the Table 
of Contents. 

“The list helps surveyors tailor the survey to 
the organization and helps us be more effective 
and efficient,” says Angelica Flores, MD, Joint 
Commission ambulatory care surveyor. “The pur-
pose of a survey is to help the organization iden-
tify risk points which might lead to compromised 
safety. The more prepared the organization is, by 
making these documents available, the more we 
can help during our short time there.”

This list is especially important if the organiza-
tion is complex, Flores says. “If I have to spend 
my time trying to locate the required elements of 
a plan to determine whether the organization 
even has a complete plan, there is less time to 
review a plan — e.g., an infection control plan — 
in the context of an organization’s unique charac-
teristics, and therefore, less time for education.” 

How critical is it for the organization to pro-
vide the ready-to-go list? 

“Surveyors can manage the survey without the 
ready to go list, but missing documents might 
lead to something being found non-compliant 
when it really wasn’t,” Flores says. “This can be 
cleared through clarification at a later date, but it 
is more work for the organization. More prepara-
tion will produce a better survey.”

REFERENCE

1. The Joint Commission. Have your ready to go list...ready 
to go. Ambulatory Advisor 2011; 1. Web: http://www.joint-
commission.org/assets/1/18/AA_Issue_1_2011.pdf.  n

Documents wanted
for AAAHC survey

Michon Villanueva, assistant director of 
Accreditation Services for the Accreditation 

Association for Ambulatory Health Care 
(AAAHC), suggests that facilities going through 
accreditation with their organization have the fol-
lowing documents available for surveyors. This 
list is not intended to be comprehensive. Items 
that surveyors would look for include:

• meeting minutes of governing body and vari-
ous committees or departments;

• QI program and studies completed since last 
survey;

• infection prevention program;
• high level disinfection and sterilization 

records, logs, and maintenance records;
• clinical record policies;
• credentialing and privileging policies;
• emergency and disaster preparedness plan 

and documentation of drills;
• pain assessment and management protocol;
• pediatric patient protocol;
• patient rights & responsibilities policies;
• personnel policies;
• patient transfer protocol;
• patient satisfaction data;
• risk management program;
• recalls for drug/equipment policies;
• peer review policies;
• equipment maintenance/repair logs;
• contracts;
• recent financial data.
During the survey, members of the survey 

team will provide the organization with their 
selection from credentials records, personnel 
records, and clinical records.  n



 
Instrument Cleaning, Wrapping/Packaging, and Sterilization 

 
COMPETENCY  

   
 
Name: ____________________________                  Date: _____________________      Circle:    PASS          FAIL 
 
Facility: ___________________________                 Recertification Due Date: ________________________________ 
 
Department: ______________________                    Certifier Name: ________________________________________ 
 
Manager: __________________________                 Certifier Signature: _____________________________________ 
 
             

 
CRITICAL ELEMENTS- MUST MEET ALL ELEMENTS 

 
MET 

NOT 
MET 

Pre-Cleaning:   
1. Applies appropriate PPE for type of precleaning   
2. Cleans/ wipes gross debris with wet cloth at point of use or immerses in approved enzymatic 

cleaner per manufacturer’s directions.  
a. Discards precleaning solution after use 

  

3. Transports to cleaning area in approved container   

Cleaning:    
1. Washes hands.   
2. Applies personal protective equipment  (PPE) - eyewear and mask or face shield, impervious long 

sleeve gown & gloves 
  

3. Pre-rinses instruments under cold running water to remove any visible soil   
4. Drains basket or utilizes mechanical device to lift out individual instruments   
5. Places instruments in appropriate container with manufacturer approved enzymatic detergent.    

• Leaves hinged instruments in open position and disassembles those with removable parts 
• Labels basin with product name and date mixed. (Secondary label per EHS Hazardous 

Communication Policy.) 
• Instruments are soaked per manufacturer’s guidelines 

  

6. Scrubs all surfaces with scrub brush, pipe cleaners, or other cleaning tools, paying special 
attention to serrated edges, box locks, and other hard to reach places. 

• Must be scrubbed while submerged in enzymatic cleaner  to prevent aerosolization of BBP 
• Brushes and cleaning tools are replaced when needed 
• No metal brushes are used 
• Discards enzymatic detergent after use 

  

7. Rinses instruments thoroughly in cool tap water.   
8. If Ultrasonic machine is used: 

• Runs cycle per manufacturer’s recommendations. 
• Removes instruments from pan when cycle complete and rinses in tap or distilled  

water per manufacturer’s guidelines. 
• Allows to air dry completely. Towels, etc will leave lint 

  

Milking of Instruments:   

1. After cleaning, places hinged instruments and those with movable parts in a milk solution 
(prepared per Manufacturer’s guidelines). 

  

2. If new solution, marks container with contents, date of preparation, expiration date (14 days post 
preparation) and initials. (Secondary label per EHS Hazardous Communication Policy.) Discards 
if solution has separated, has gray tint or has reached expiration date. Soaking bin should be 
washed & disinfected between each preparation). 

  

3. Immerses instruments briefly in the milk solution per manufacturer’s guidelines   
4. Removes (DO NOT RINSE) and allows to air dry.   

Inspection:    
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Instrument Cleaning, Wrapping/Packaging, and Sterilization 

 
COMPETENCY  

   

1. Checks instruments for the following prior to packaging:   
• Hinged instruments for ease of opening and alignment of jaws and teeth. 
• Sharp or semi-sharp instruments for sharpness. 
• All instruments for cracks, chips, sharp edges or worn spots. 
• Malleable instruments for dents and bends. 

  

2. Removes from service ANY instruments with any defects and turns into to appropriate person for 
repair 

  

Packaging for Sterilization:   

1. Heavier instruments are always inserted or placed in the wrap first   
2. Curved tips are always pointed in the same direction   
3. Sharp tips can be covered w/ gauze or special tip covers for protection   
4. Cupped or concave instruments are positioned to avoid water/condensation collection   
      Wrapping:   
1. Uses only the one-step wrap in appropriate size for contents. DO NOT CUT WRAP TO SIZE   
2. Places the steam indicator in the center of pack. One end should be visible when pack opened.   
3. All instruments must be in the open position or disassembled to their smallest parts   
4. Separates the metal bowls/basins with appropriate material (e.g. gauze, towel) to prevent 

condensation and expose all surfaces to sterilization 
  

5. Secures with a MAXIMUM of 3 strips of appropriate steam indicator tape.    
6.  Labels the package using a special water proof pen:   

 Date of sterilization 
 Load # 
 Initials of person preparing package 

  

Peel Pack/ Pouch:   

1. Selects appropriate size package.   
2. Places the steam  indicator in package so it is visible from outside the pack/pouch   
3. All instruments must be in the open position or disassembled to their smallest parts   
4. Protects sharp points with gauze or tip protectors.   
5. Seals open end of package ensuring even seal without wrinkles and excessive air. Air acts as a 

barrier to heat and steam 
  

7. Labels the package using a special water proof pen:   
 Date of sterilization 
 Load # 
 Initials of person preparing package 

  

Autoclave:   

1. Ensures weekly biological monitor result is on file and logged    
2. Describes proper procedure for Biological Monitoring referring to package directions   
3. Describes the proper procedure for a positive result   
4. Completes autoclave log each time autoclave is run, monitor is sent, or maintenance is performed.    
5. Follows Manufacturer’s directions for the loading and operation of the autoclave ensuring that 

packs are loaded in a manner that allows for free steam and air circulation 
  

6. Places all pouches in the same direction   

7. Sets autoclave controls for the appropriate type of packaging   

8. Does not EVER use the “Unwrapped or Flash” cycles   
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Instrument Cleaning, Wrapping/Packaging, and Sterilization 

 
COMPETENCY  

   
9.  Articulates reasons for instrument recall/resterilization and makes appropriate notation on log 

• Failed biological monitor  
• Visible condensation- repackages and resterilizes single package if only one; repackages 

and resterilizes entire load if more than 1 package affected.  
      A PACKAGE W/ CONDENSATION MUST NEVER BE USED 
• Steam indicators have not changed to appropriate color  
• Package integrity concerns, compromised storage and handling conditions 

  

10. Verifies knowledge and performance of routine maintenance per manufacturer’s recommendations   
11. Has appropriate autoclave cleaner and maintenance supplies available (List) 

 distilled water 
 autoclave cleaner 
 others(s) __________________________________________________ 

  

 
Comments:  
 
______________________________________________________________________________________________   
 
______________________________________________________________________________________________   
 
______________________________________________________________________________________________   
 
______________________________________________________________________________________________   
 
______________________________________________________________________________________________ 
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Instrument Cleaning, Wrapping/Packaging, and Sterilization 

 
COMPETENCY  

   

 
SOURCE: Association for Professionals in Infection Control and Epidemiology. 
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Richard Bays MBA, RN, CPHQ, CLNC 

RBaysConsulting@Gmail.com 

Department/Line of Service Sample Survey Questions  
  
 

 Operating Room / Recovery Room 
 

o Walk me through Mr./Mrs.______’s patient’s procedure. 
o Where is your intra-operative plan of care? 
o How do you ensure that the correct patient has the correct procedure at the 

correct site? 
o Explain your procedure for obtaining informed consent. 
o Tell me about your procedures for reducing the risk of healthcare acquired 

infections. 
o What do you do to prevent fires in the OR? 
o What would you do if a fire broke out? 
o In what types of cases do you have a “time out” before incision to confirm correct 

patient, procedure, and type? (Answer should be: ALL cases). 
o Do your surgeons support your patient safety initiatives (i.e. site marking and 

time-out)?  What is the surgeon’s role? 
o Is each patient re-evaluated immediately prior to beginning moderate sedation or 

anesthesia? 
o What processes are in place to prevent the mix-up of medical gasses? 
o Is monitoring of pain, physiological status and mental status conducted in 

recovery?  Show me how that assessment is documented. 
o Do you ever have to cancel or delay a case due to staffing problems? 
o Who is responsible for discharging the patient from PACU? 
o Do you have specific discharge criteria for PACU?  Can you demonstrate through 

documentation in the record that the patient met criteria for discharge? 
o Who recovers the patient?  How are they competent? 
o Are sales representatives allowed in the OR?  If so, explain the process.  
o What have you done for quality improvement?  
o What is your surgical wound infection rate? 
o When are the patients to receive the pre-op antibiotic? 
o Do you label medications on the sterile field? 
o Are anesthesia medications in your area always secured? 
o Show me where you have documented narcotic wastage. 
o How do you handle “DNR’s” in OR? 
o What are you monitoring in OR? 
o Have you made any improvements? 
o How would you handle malignant hyperthermia? 
o What happens if a patient codes in the OR? 
o How do you keep families informed about their loved ones who are in surgery? 
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