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Avoid nightmares with temp workers 
— Take steps now, and avoid liability

If you hire a doctor, you can check to see if there have been any sanctions. If you 
need a driver for a semi, you can found out if he or she ever failed a drug and 
alcohol screen. Even retailers can find out if shoppers have admitted to stealing 

merchandise, says Jeff Wizceb, vice president of business development and account 
management at, HR Plus, a division of AlliedBarton Security Services in Chicago. 
But don’t expect to find out similar information about a temporary worker you hire. 
Many healthcare managers don’t have the tools available to know if that person 
presents a threat to their patients, Wizceb says.

Consider what sequence of events happened recently because a national registry of 
problem temp workers doesn’t exist, says Diana Acuna, healthcare product manager 
at HireRight, a leading provider of employment background screening, drug and 
health screening, and employment eligibility verification programs.  A temp worker, 
David Kwiatkowski, was arrested in July in New Hampshire on charges related to 
stealing drugs from a hospital. Subsequent reports indicate that he infected at least 
31 people with hepatitis C through infected syringes.

“He’d been fired in 2010 from a hospital in Arizona when a co-worker reported 
finding him passed out in the bathroom, but he continued to be hired as a temp 
worker in different hospitals in several different states until July 2012 when he was 
arrested,” Acuna says. This case provides an example of “gaps” in healthcare, she 
says. “It was very easy for him to go from one organization to another without any-
one knowing about the previous incidents,” Acuna says. “This is precisely why this is 
a problem and why it needs to be addressed.”

EXECUTIVE SUMMARY

Earlier this year, a temp worker was charged in an incident that involved stealing 
fentanyl syringes. He infected at least 31 people with hepatitis C through infected 
syringes. Two years previously, he’d been fired from a hospital where a co-worker 
found him passed out, but he continued to be hired as a temp worker in several 
states until he was arrested.  
• Have a policy and a process to conduct thorough background, licensing, and 
sanctions checks. Verify the license yourself, and keep proof.
• Check the last seven years of employment or the last three employers, and talk 
with those employers. Check licensing agencies and sanctions databases. Include 
a comprehensive criminal history check, and check the sex offender database.
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There is no mandatory federal disclosure by health-
care facilities about problem workers. However, there 
are some states that require disclosure, depending on the 
incident, Acuna says.

“The challenge is that it’s not consistent because 
there’s no federal law that has a global and consistent 
requirement for documenting and reporting this infor-
mation,” she says. “As a result, there are individuals 
who can fall through the cracks with a long list of inci-
dences because no employer, agency, or board has been 
able to compare records and put it all together.”

Who reports what?

From the perspective of an outpatient surgery man-
ager, it’s difficult to determine who is supposed to 
report what, and what kind of documentation and evi-
dence is required for reporting, Acuna says. 

“[O]ftentimes, that leads to incidents never being 
reported at all,” she says. Always check to determine if 
your state law requires reporting, sources emphasizes.

Adding to the problem is the fact that temp workers 
often are employees of a staffing agency, not the health-
care facility, Acuna says. If there is an indent at the facil-
ity involving a temp worker, the facility often reports it 
to the staffing agency. 

“The healthcare organization often believes that the 
staffing agency will report the individual to the appro-
priate licensing boards, but agencies often don’t,” she 
says. “Staffing agencies aren’t in the business of pro-
viding care. They’re in the business of staffing, so they 
don’t necessarily know which boards and agencies they 
should be reporting the employee to.” 

Also, the staffing agency often doesn’t have access 
to witnesses or the full context of the incident, so that 
“limits their ability to file an appropriate report,” Acuna 
says. (For tips on using a staffing agency and orienting a 
contract employee, see story, p. 120.)

Take these steps now

Despite the magnitude of the problem, there are steps 
that outpatient surgery managers can take to minimize 
the potential for liability, says Acuna and other experts 
interviewed by Same-Day Surgery. 

Wizceb says that when it comes to verifying temp 
workers have proper licensing and good reputations, 
outpatient surgery programs “have a large obligation, 
whether they realize it or not.”

If you have an incident, you name and brand are 
in the spotlight, he points out. “The media, public, or 
patient are going to see the facility name and not going 
to care if it was a temporary employee or a regular 
employee,” Wizceb says.

You must take steps to ensure temporary workers, 
as well as full-time employees, repair personnel, and 
other contractors who have access to patients, records, 
or other parts of the building have the proper due dili-
gence completed on them, he says. Acuna concurs “The 
healthcare organization has an ethical, legal, and finan-
cial responsibility to protect its patients,” she says.

• Have a process and policy in place.
Work with your legal counsel to develop a thorough 

background screening and reference check process and 
policy, Acuna advises.

“The most important step is to create a comprehen-
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sive background screening policy and conduct a thor-
ough background check that is based on very specific 
criteria defined for each role and position,” she says.

• Perform a thorough background check.
“[H]ave a process to conduct thorough background, 

licensing, and sanctions checks on all workers, including 
those who are temporary,” Acuna says.

You can perform these checks yourself, or require the 
agencies or staffing firms you work with to conduct the 
checks, she says. “If the third-party agency is conducting 
the checks, it’s important that the healthcare organiza-
tion verifies that the checks are completed in accordance 
with their policies and standards,” she says. “The best 
practice would be to include the requirements in the 
contract and conduct regular audits to ensure compli-
ance…”

Before the person sets foot on your property, have 
specific requirements of the temp agency in conduct-
ing due diligence, Wizceb says. “The due diligence may 
include personality testing, criminal record checks, 
license verifications, employment verifications, and any 
other job-related screening,” he says.

Be warned:  Many agencies will run background 
checks or other type of screening only if you require it, 
Wizceb says. He offers a list of items he considers to 
be part of a best practice for healthcare background 
searches. (See list on this page.) Always verify the license 
yourself, and put proof of licensure in the worker’s file, 
says Beverly Kirchner, RN, CNOR, CASC, president of 
Genesee Associates, a Dallas-based independent consult-
ing business working with ambulatory surgery centers 
(ASCs) and hospital systems with ASCs to improve 
quality of care, safety, and regulatory compliance. You 
are required to take this step, as you don’t have an 
agreement with the temp agency to act as your creden-
tial agent, sources say.

Wizceb adds, “Although the [healthcare] facility 
wouldn’t want to see the details of the report — co-
employment concerns — the agency or better yet, a 
third party should be able to provide a `clear’ or `not 
clear’ status back to you based on your criteria.” (For 
more information on background checks, see package 
of stories in the July 2012 issue of Same-Day Surgery. 
Also see “Where to investigate a job applicant’s his-
tory,” May 2011 SDS, p. 47.)

For accreditation purposes, the standards that apply 
to full-time staff also apply to temp workers, accord-
ing to The Joint Commission and the Accreditation 
Association for Ambulatory Health Care (AAAHC). 

• Confirm a temp worker’s reputation.
Verify a potential worker’s entire application, Acuna 

says.
“We generally recommend that healthcare facilities 

check back either the last seven years of employment or 

the last three employers, but organizations should work 
with their legal counsel to determine the criteria that is 
best for their organization,” she says. Talk with those 
employers, Acuna adds.

Check all the appropriate federal, state, and local 
licensing agencies and sanctions databases to ensure 
there is no record of disciplinary action, she says. 
“Confirm the worker’s licenses and credentials are cur-
rent and in good standing, and verify the individual is 
not on any exclusion lists that would prevent him from 
providing patient care.” 

Acuna advises that you include a comprehensive 
criminal history check, and check the sex offender data-
base (http://1.usa.gov/SVeMHy).  n

When a temp worker 
behaves questionably

One of your employees catches a temp work, or 
another staff person, with a syringe, but doesn’t 

witness him or her committing a crime. What should 
you do?

When this situation arose a few years ago at a hospi-
tal in Pittsburgh, more syringes were found on the temp 
radiology technician, and a drug test indicated he had 
taken fentanyl and other opiates, according to a media 
report.1 No one at the hospital called the police, and 

Best Practices for Healthcare 
Background Searches
• Social Security Validation (including pulling devel-

oped names and addresses)
• Felony and Misdemeanor records search at all 

counties that the individual has lived at for the 
past 7 years

• National Criminal File search
• Education Verification (if required as a part of the 

job)
• Employment Verification at all employers worked 

at for the past 7 years (include interviews with 
former supervisors)

• License Verification (if a requirement of the posi-
tion)

• Healthcare database searches such as; OIG, EPLS, 
FDA, etc.  

Source: Jeff Wizceb, Vice President of Business 
Development and Account Management, HR Plus, 
Chicago.  n
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neither the hospital nor the staffing agency notified the 
national accreditation organization for radiology techni-
cians, the media report says. The temp worker started 
a new hospital temp job in another state within a few 
days, and he went on to work at 10 hospitals in the next 
four years, the report says. Eventually, he was found to 
have infected at least 31 people with hepatitis C through 
infected syringes, the media reported. 

How can managers avoid this situation arising with 
their workers?

“There are a few steps they should always take,” says 
Diana Acuna, healthcare product manager at HireRight, 
a leading provider of employment background screen-
ing, drug and health screening, and employment eligibil-
ity verification programs. “As a best practice, these steps 
should be laid out in a policy, and employees and man-
agers should be trained on what to do in the event they 
witness something inappropriate or suspicious.”

Be certain that the incident was witnessed and not 
simply gossip or hearsay, Acuna emphasizes. “It’s 
always critical to document any incidents, noting 
details, dates and times, and any other witnesses who 
were there,” she says.

Approach the individual in a calm and honest man-
ner, and discuss the incident that was observed, Acuna 
says. There might be a simple explanation, she points 
out. “If it is not resolved, then the manager should 
report it to the appropriate director, and the investiga-
tion should continue,” Acuna says.

When the internal investigation is complete, report 
it to the appropriate licensing and sanctions boards or 
agencies, which will conduct their own investigation, 
she says. “These steps should be clearly defined in a 
written policy that’s been developed with the healthcare 
organization’s management and legal counsel,” Acuna 
says.

The consequences of actions involving drugs should 
be spelled out in the employee handbook or policy so 
the consequences are clear to the manager or supervi-
sor, and the employee, says Jeff Wizceb, vice president 
of business development and account management at, 
HR Plus, a division of AlliedBarton Security Services in 
Chicago.

“This could range anywhere from an informal dis-
cussion all the way up to a more severe disciplinary 
action up to and including termination, depending on 
the circumstances,” Wizceb says. “If processes and pro-
cedures are put into place, it should make it easier to 
take action.”

REFERENCE

1. Carusa DB, Ramer H. Med tech’s arrest shows flaws in system. 
Aug. 14, 2012. Accessed at http://apne.ws/S5oXXm.  n

Orient temp workers
to your facility 

Avoiding problems with temp workers starts with 
using the right agency, and it continues with having 

proper orientation for these workers.
Conduct due diligence when contracting with a staff-

ing agency, says Diana Acuna, healthcare product man-
ager at HireRight, a leading provider of employment 
background screening, drug and health screening, and 
employment eligibility verification programs.

“It’s important to determine if they specialize in 
healthcare staffing and what their familiarity is with the 
healthcare industry and its requirements,” Acuna says.

Review the firm’s screening policy, determine its com-
prehensiveness and effectiveness, and compare it to your 
organization’s policies and processes, she says. “Ask the 
staffing agency about its process for reporting incidents to 
the licensing boards and sanctions agencies, and ask for 
examples of how the firm has handled such incidents in 
the past,” Acuna says.

Some sources say your agreement with the temp 
agency should require that they conduct background 
checks, that they share this information with you, and 
that they report mandated incidents to proper authorities, 
as well as document for you that they have done so.

Once an agency is in place and temp workers are 
hired, you need a policy and procedure on the use of 
contract labor that includes expectations of qualifications, 
says Beverly Kirchner, RN, CNOR, CASC, president of 
Genesee Associates, a Dallas-based independent consult-
ing business working with ambulatory surgery centers 
(ASCs) and hospital systems to improve quality of care, 
safety, and regulatory compliance. The staffing agency 
should be able to provide most of the education and com-
petencies, Kirchner says. 

The Centers for Medicare and Medicaid Services 
(CMS) wants contracted labor workers to be oriented 
to the facility, and it wants to ensure they can react 
appropriately in an emergency, Kirchner says. Have 
your own mini-orientation program to cover safety 
requirements from the Occupational Safety and Health 
Administration, environmental safety such as fire, cardiac 
arrest, disasters (internal), surgical site infection preven-
tion, and hand hygiene. [A Contract Employee Checklist 
that Kirchner developed for a surgery center to use to 
meet CMS standards is enclosed with the online edition 
of this month’s issue at www.same-daysurgery.com. For 
assistance, contact customer service at (800) 688-2421 or 
customservice@ahcmedia.com.] Kirchner acknowledges 
that her list is detailed, and she thinks most facilities 
could provide less information, but “my feelings are if my 
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staff has to have this type of training and expectations to 
ensure patient safety and quality of care, then why would 
I not want someone who is filling in to meet the same 
standards of my employees?” 

Kirchner requests that the staffing agency send a 
new contractor to the facility at least a day before the 
work assignment, at their expense, so the facility can 
conduct an orientation and complete a mini employee 
file, Kirchner says. She suggests limiting the orientation 
to one hour for contract labor. (An Agency Personnel 
Orientation Checklist is enclosed with the online issue of 
this newsletter.) Use the checklist to create a miniature 
version of an employee file, she advises. 

Have a copy of the malpractice insurance and verify it 
to be accurate and covering the employee, she says.

“You might say this [process] is a cross between 
credentialing a provider and orienting an employee,” 
Kirchner says.

Evaluate the contract employee’s performance each 
day he or she works, she advises. (An Agency Personnel 
Performance Evaluation is enclosed with the online 
issue.) “The evaluation should be shared with the con-
tracted person, their agency, and a copy placed in their 
mini personnel file,” Kirchner says. “The evaluation does 
not have to be long, but should cover points like observa-
tion of care the employee provided to your patients, hand 
hygiene, safety, how they worked with others in the cen-
ter, etc.” (For a resource that can ensure vendors and reps 
are credentialed for your facility, see Resource, below.)  

RESOuRCE
• Vendormate of Atlanta offers a vendor/rep credentialing pro-
gram that checks vendors and reps for vaccinations, training, and 
understanding policies, such as the federal Privacy Rule. Phone: 
(877) 483-6368. Web: http://www.vendormate.com.  n

century, defined management as “the art of getting 
things done through people.” She described manage-
ment as philosophy. I would check “like” if she were 
alive and on Facebook. 

We all manage. We manage our finances, our 
resources, our children, our surgeons, anesthesia, our 
back table, our supplies, our staff, and hundreds of 
other processes required to just get things done. Just 
about everything we do involves management. It would 
be difficult to take a vacation and not manage how long 
it takes to get to the airport for our flight. The same 
goes for managing our surgical block times with the 
surgeons. 

I find that managing people is one of the most dif-
ficult functions we can do. Some managers think that 
every person in their department is an idiot and not 
capable of original thought and, therefore, they have to 
micro-manage every process to get things done. Others 
manage as if every person is a part of the whole and 
understands their jobs and collectively achieves their 
goals. Rarely do either extremes exist or work in today’s 
environment. 

However, I have noticed in my clients over the 
years that there are mutations of both. See where your 
employer fits. It will help you deal with managing, 
either put upon you or delivering.

• Surgical Environment A.
This facility is just getting started and wanting to be 

successful by not losing money too rapidly, yet keeping 
an eye on eventual breakeven and beyond. Clearly these 
are the most difficult facilities for a manager or for a 
staff member being managed. 

More than likely, members of the group have never 
worked together before, and egos and hormones are 
raging. Most want to be noticed and grow with the new 
company, while others are just working for a paycheck. 
Lots of hands-on or micromanagement needs to occur 
in this scenario because, for the first year or two, it truly 
is going to be a group of individuals and not a collective 
unit just yet. There are typically lots of turnover, shifting 
of roles, authority, and tears. This department’s goal is 
focused on a distant point of light and not immediate 
egos and interpersonal relationships.

• Surgical Environment B.
This facility has been up and running for a few years 

now and continue to grow and expand. These are the 
easiest facilities to manage because to get to this point, 
members of the staff have been working as a unit rather 
than as a group of individuals with a common outcome.

To get here, though, there usually is a lot of trial 
and error with staff. I have never seen a facility where 
the original staff is still in place after two years — ever! 
Some just do not play well with others, and no amount 
of training or cuddling will change them. Passive-

Environment dictates 
how you should manage
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Houston, TX

Mary Parker Follett, described as an influential 
social commentator and writer in the early 20th 
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aggressive individuals have no place in a small, intense 
environment that requires teamwork and cohesiveness. 
The truly ignorant have been gone a long time ago. 

• Surgical Environment C.
This facility is established, successful, reached its peak 

years ago, and is in maintenance mode. Job security is 
not the issue here, but rather boredom and mediocrity. 
Keeping yourself and staff motivated often is difficult 
because it is the same thing day after day, year after 
year. 

The staff typically is more set in their ways, which 
can make new ideas difficult to be accepted or imple-
ment. It is hospital departments with these staff that 
spawned the birth of freestanding surgery centers as 
younger and more aggressive surgeons wanted change 
that the staff was content not to accommodate. 

It is critically important that managers in this envi-
ronment be aware of the perceptions by surgeons. 
Managers should proactively meet with them and find 
ways to remove barriers to their productivity and facil-
ity efficiency. 

So where are you? Where would you like to be? 
Obviously there are exceptions and nuances that change 
each of these examples, but as I said, these examples are 
from my experience and not yours. 

So your managing and being-managed style is very 
much decided upon by where you are in the life cycle of 
your surgical environment.  Most of us pick our work-
place based upon such examples.  Do you? [Editor’s 
note: Earnhart & Associates is a consulting firm special-
izing in all aspects of outpatient surgery development 
and management. Earnhart & Associates’ address is 
238 S. Egret Bay Blvd., Suite 285, Houston, TX 77573-
2682. Phone: (512) 297.7575. Fax: (512) 233.2979. 
E-mail: searnhart@earnhart.com. Web: www.earnhart.
com.]  n

the Centers for Medicare and Medicaid Services as a 
setting to test innovative payment and service delivery 
models. “These new models will certainly be piloting 
additional ways to manage care throughout the medi-
cal disciplines in a more team-centered mode,” she says. 
“This, combined with the formation of accountable 
care organizations, … will only further drive team-based 
approaches.”

Consider these other impacts predicted by Kusler-
Jensen:

• More alignment among providers.
Expect additional alignment and tighter integration 

with healthcare systems as well as accelerated consolida-
tion. “One change that will need to occur is working 
with physicians as health systems’ partners, not their 
customers,” Kusler-Jensen says. 

Providers and systems will introduce pay-for-perfor-
mance collaboration with Medicare Advantage patients, 
she says. “This will create a whole new working rela-
tionship, one that surgery centers owned by physicians 
are familiar with,” Kusler-Jensen says. 

Multiple factors will impact where surgical cases are 
performed, she says. “These include in-network health-
care insurance coverage, alignment of physicians with 
specific healthcare systems, patient preference of loca-
tion, and perhaps, the requirement to disclose financial 
relationships between health entities, including physi-
cians, hospitals, pharmacists, other providers, and man-
ufacturers and distributors of covered drugs, devices, 
biological, and medical supplies.”

• You might receive more information electronically.
Prepare for the possibility of receiving information 

from integrated electronic health records, Kusler-Jensen 
says.

“If the center is aligned with the larger healthcare sys-
tem where the information is maintained, it should not 
be an issue,” she says. “However, if the center is inde-
pendent, procurement of this information may be diffi-
cult and may require IT security clearance or requesting 
the information in a timely manner to obtain the neces-
sary information prior to surgery.”

• An increased emphasis on education. 
Healthcare reform puts a heavier emphasis on keep-

ing patients well, which presents a challenge for outpa-
tient surgery providers who have a limited amount of 
time to interact with patients.

“Providers must become more active educators, help-
ing patients see the benefits and tradeoffs of lower-cost, 
higher quality care, as a whole throughout the health-
care system,” Kusler-Jensen says. 

In an ideal world, education should begin when the 
surgery is scheduled, she says. “Utilization of web por-
tals to access preoperative health care information and 
expectations for the postoperative course can provide 

How will reform changes
impact your clinicians?



There has been a lot of talk about how healthcare 
reform will impact facilities, but how will the way 

physicians, nurses, and other providers care for patients 
on a day-to-day basis be impacted? Expect more of 
a team-centered approach to care, says Jane Kusler-
Jensen, BSN, MBA, CNOR, specialist master, service 
operations/healthcare providers/strategy and operations, 
Deloitte in Chicago. Kusler-Jensen gave a presenta-
tion on this topic at the Association of perioperative 
Registered Nurses (AORN) Leadership Conference in 
July.

Kusler-Jensen points to the Innovation Center within 
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a patient with 24/7 access to information,” she says. 
“This information can be personalized for the patient 
by the locations where one receives care, the physician 
performing the procedure, as well as the type of pro-
cedure being performed. (For more information, see 
“Innovative ideas for patient education,” Same-Day 
Surgery, November 2011, p. 122. For more information 
on the impact of healthcare reform, see “Healthcare 
reform moves forward, but where do you stand?” SDS, 
September 2012, p. 93.)  n

MedPAC letter calls  
for ASC cost reporting 

In September, the Medicare Payment Advisory 
Commission (MedPAC) responded to the proposed 

ambulatory surgery center (ASC) payment rule by call-
ing for cost reporting for all ASCs, according to the ASC 
Association (ASCA).1 

MedPAC includes no one representing an ASC and 
is dominated by hospital-affiliated commissioners, the 
ASCA pointed out. 

In its letter to the Centers for Medicare and Medicaid 
Services (CMS), MedPAC noted that it agrees with 
CMS that the Consumer Price Index — For All Urban 
Consumers (CPI-U) is an inappropriate update factor 
for ASC payments and might not reflect ASCs’ cost 
structure. However, the MedPAC letter went on to 
state: “CMS should collect new cost data and use that 
information to examine whether an existing input price 
index is an appropriate proxy for the costs of these 
facilities or an ASC-specific market basket should be 
developed.” 

The letter did note that as the Medicare system 
moves toward global payments, the need for cost data 
might diminish. The association said, “ASCA continues 
to oppose cost reporting based on concerns regard-
ing the additional burden it would place on ASCs and 
because of the unreliability of the data that has been col-
lected previously.”1 

In addition, because ASC payment rates are based 
on the relative costliness of procedures performed in 
HOPDs, ASCA noted in comments to the proposed 
ASC payment rule that “[t]he delta between the ASC 
and HOPD [hospital outpatient department] conversion 
factor should be consistent from year-to-year, meaning 
that both systems are updated using a single inflation 
factor. An ASC-specific market basket moves no closer 
to the full alignment of the parallel payment systems 
than any other factor EXCEPT application of the 
update applied to the OPPS (hospital market basket).”

MedPAC: Practice doesn’t make perfect

As part of its letter to CMS, MedPAC commented 
on the appropriateness of the ASC Quality Reporting 
Program measure of facility volume for six broad cat-
egories of procedures. 

“Because the evidence of a link between facility vol-
ume and outcomes is primarily based on high-risk pro-
cedures rather than the low-risk procedures commonly 
performed in ASCs, we do not believe that the volume 
of ASC procedures is a good proxy for ASC quality,” 
MedPAC said. “Moreover, adoption of this measure 
could lead ASCs to increase their volume to improve 
their performance on this measure, even though a link 
between the volume of outpatient surgery procedures 
and outcomes has not been demonstrated.”

MedPAC also expressed concerns about the potential 
effect of ASC growth on overall Medicare spending. 
“Taken together, these two ‘concerns’ fly in the face of 
recent research and trends in Medicare spending,” the 
ASCA said.1 

The ASCA letter to CMS noted that in 2011, “total 
spending dropped for eight of the 10 most commonly 
performed ASC procedures, for a total reduction of 
$72 million for those eight procedures.” In addition, 
payments to ASCs increased only by 3%, the low-
est increase from the previous year since 1997, when 
MedPAC began tracking the data, the ASCA said. 
“Finally, previous studies have shown that more than 
70% of ASC volume is a result of the migration of ser-
vices out of the more expensive HOPD setting’ thereby 
any increase in volume within the ASC setting would 
lead to greater savings for the Medicare program, its 
beneficiaries, and taxpayers,” the association said.

Other recommendations and observations that the 
MedPAC letter puts forth include:

• supporting a CMS proposal to implement a “com-
posite APC” rate for low-dose rate (LDR) prostate 
brachytherapy, which is now paid separately in ASCs as 
CPT codes 55875 and 77778, but paid as a single rate 
when provided in the hospital outpatient prospective 
payment system;

• reiterating its March 2012 recommendation to set 
the ASC payment update at 0.5% rather than the 1.3% 
recommended in the proposed payment rule;

• concluding that ASC payments have been “at least 
adequate” in recent years;

• calling for CMS to develop and release its plans for 
making ASC quality reporting data public;

• recommending that the Department of Health and 
Human Services (HHS) adopt a value-based purchas-
ing program for ASCs with incentive payments derived 
from existing Medicare spending for ASC services; 

• suggesting that measures related to surgical site 
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infections, later hospital admissions, and the patient 
experience be included in the ASC quality reporting 
program.

REFERENCE

1. Ambulatory Surgery Center Association. MedPAC calls for 
cost reporting for ASCs. Gov Affairs Update Sept. 6, 2012; 
2(34).  n

CMS ‘never pay’ rule is
game-changer for CFOs

The Centers for Medicare and Medicaid Services 
(CMS) no longer will pick up the tab for prevent-

able surgical site infections (SSIs) following cardiac 
implantable electronic device (CIED) procedures, 
including pacemaker and defibrillator implants. The 
decision aims to protect patients from acquiring these 
hospital-acquired infections, but it also will significantly 
impact hospital practices, according to a new national 
survey of hospital CFOs.

The survey polled 50 hospital CFOs at academic 
health centers and community hospitals across the 
United States to determine how hospital practices are 
likely to change as the result of the new CMS rule. 
Interestingly, the survey found that more than 50% 
of hospital CFOs plan to adopt new technology in 
response to the Medicare cuts for heart device infec-
tions, according to Medical Device Daily, also published 
by AHC Media, which publishes Same-Day Surgery.

“It is clear that hospital CFOs plan to implement a 
number of changes within their respective hospitals to 
lessen the impact of the new CMS ‘never pay’ rule and 
drive down CIED infections as much as possible,” said 
Robert White, CEO of Tyrx in Monmouth Junction, 
NJ, which makes implantable combination drug-device 
products designed to help reduce CIED infections.

White said that the costs of a pacemaker or defibril-
lator implant procedure can be upward of $75,000 and 
often exceeds $100,000. That’s a significant bill the hos-
pitals will have to foot if the procedure is followed by 
a CIED-related infection. It’s no wonder 62% of CFOs 
surveyed consider the financial impact of the new CMS 
rule to be “very significant,” to their hospital organiza-
tions.

Tyrx also was interested in finding out what these 
hospital CFOs plan to do to lessen the financial impact 
of this new rule. White said he was “actually a bit sur-
prised” when the results indicated that nearly all CFOs 
surveyed had adopted, or said they plan to adopt, new 
technologies designed to help reduce the risk of CIED 

infections. Also, half of those surveyed specifically cited 
increased use of the Tyrx AIGIS Antibacterial Envelope.

“That’s good for us, but also a surprise,” White said.
The AIGIS Envelope is designed to aid in the stabi-

lization of CIED placement as well as to help reduce 
surgical-site infections associated with CIEDs. AIGIS 
products contain the antimicrobial agents rifampin and 
minocycline, which have been shown to reduce infec-
tion by organisms representing most infections reported 
in CIED-related endocarditis, including “superbugs” or 
MRSA, Tyrx noted. 

The AIGIS is an envelope/pouch that holds the 
implanted device when it is inserted into the surgically 
created pocket. Once implanted, the resorbable polymer 
begins to break down and  releases the two antibiotics. 
Minocycline and rifampin are released into the pocket 
for 7-10 days to help reduce the possibility of infection.

The survey also found 82% of CFOs surveyed 
plan to use internal reporting measures to reduce the 
incidence of the CIED infections, while 74% of CFOs 
surveyed also believe their facilities may reduce the use 
of CIEDs when alternative therapies are available. Only 
6% of hospital CFOs responded that their organization 
had not taken any actions to reduce the incidence of 
existing healthcare-acquired infections.

Patients with surgical site infections following CIED 
procedures spend an average of two extra weeks in the 
hospital, undergo repeat surgical procedures to treat the 
infection, and cost the facility an average of $72,485, 
the survey noted. Also, such patients experience signifi-
cant increases in morbidity and mortality, with one-year 
mortality rates of between 26.5% and 35.1%, depend-
ing on the type of device.

“Surgical site infections are expensive to treat and 
have a significant financial impact on hospitals as well 
as on patients’ health and wellbeing,” White said.  n

GOLD STARGOLD STAR
Award

SDS names Overholt  
winner of Gold Star award

Bergein Frederick Overholt, MD, of Knoxville, TN, 
has been name a winner of Same-Day Surgery’s 

Gold Star award as part of its 35th anniversary celebra-
tion. SDS is awarding Gold Stars to outstanding leaders 
and innovators in the outpatient surgery field. 
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Overholt was selected for being a pioneer and leader 
in the field of outpatient surgery from its early years. 
Overholt’s efforts led to state licensure and certification 
of the nation’s first state licensed and Medicare-certified 
endoscopy ambulatory surgery center. He received the 
William Beaumont award from the American Medical 
Association in1986 for his pioneering work in devel-
oping flexible sigmoidoscopy-colonoscopy. In 1975, 
he received the Schindler Award from the American 
Society for Gastrointestinal Endoscopy for development 
of the flexible fibersigmoidoscope.

Overholt is a past president of the American Society 
for Gastrointestinal Endoscopy and the American 
Association of Ambulatory Surgery Centers. He served 
as chief of staff at St. Mary’s Memorial Hospital in 
Knoxville for two years. He has published extensively in 
the medical literature.

Overholt is medical director of the Knoxville-based 
Laser Center of the Thompson Cancer Survival Center, 
where he participates in a broad clinical and research 
program centering on photodynamic therapy (PDT) 
and other endoscopic therapies for Barrett’s esophagus 
and for reflux disease. Overholt serves as the president 
of Gastrointestinal Associates and medical director of 
AmSurg. He is board certified by the American Board of 
Internal Medicine and the subspecialty board of gastro-
enterology and is a master of the American College of 
Gastroenterology.

He has been active in his community, including ser-
vice on the school board for 16 years and three years 
as chairman. He and his wife, Lyn, have two children, 
Scott and Suzanne, and six grandchildren. SDS salutes 
our Gold Star winner! [Would you like to nominate 
someone else or yourself for a Gold Star award? 
Contact Joy Daughtery Dickinson, executive editor, at 
(229) 551-9195 or joy.dickinson@ahcmedia.com.]  n

have acquired HCV and other bloodborne viruses 
from infected healthcare workers who might be asymp-
tomatic. This transmission can occur when an HCV-
infected surgeon, for example, incurs a sharps injury or 
scalpel cut during a procedure and exposes the patient 
to infectious blood.

The identification of HCV-positive healthcare work-
ers raises the issues of work restrictions and informing 
patients, much as it did when the CDC went to a uni-
versal HIV test recommendation in 2006. Asked about 
the issue, the CDC said the HCV testing recommenda-
tion applied to healthcare workers as well as the general 
public. The CDC has been asked whether healthcare 
workers who test positive should inform their employers 
if they think their job might put patients of risk of infec-
tion. The CDC referred inquiries to the 2010 guidelines 
by the Society for Healthcare Epidemiology of America 
(SHEA).

The SHEA guidelines are specific in recommending 
recurrent testing for HCV viral counts and applying 
work restrictions to HIV-positive workers who perform 
exposure-prone invasive procedures. (For information 
on how to access those guidelines, see Resource, below.) 
The precautions to be taken range from double glov-
ing to a restriction on performing certain procedures 
if the worker has a high HCV viral load. SHEA came 
out against mandatory testing, but it emphasized that 
healthcare workers performing such surgical procedures 
are “ethically obligated” to know their status. [Does 
your outpatient surgery program have a policy in this 
area? If so, contact Executive Editor Joy Daughtery 
Dickinson at joy.dickinson@ahcmedia.com or (800) 
688-2421.]  

RESOuRCES
• “Recommendations for the Identification of Chronic 
Hepatitis C Virus Infection among Persons Born During 1945-
1965” from the Centers for Disease Control and Prevention. 
Web: http://1.usa.gov/PbqdWi.

• “SHEA Guideline for Management of Healthcare Workers 
Who Are Infected with Hepatitis B Virus, Hepatitis C Virus, 
and/or Human Immunodeficiency Virus” from Infection 
Control and Hospital Epidemiology. Web: http://bit.ly/
SbMzWt.  n

Millions have HCV — 
What about surgeons?

The Centers for Disease Control and Prevention 
(CDC) recently recommended that millions of Baby 

Boomers born from 1945 to 1965 get tested for hepa-
titis C virus (HCV) so they can take advantage of new 
treatment options and reduce transmission of the lead-
ing cause of liver transplants. (To access those recom-
mendations, see Resource, below.)  

Conspicuously absent in this important public health 
initiative was any mention of HCV testing of surgeons 
and other healthcare workers involved in so-called 
“exposure-prone” invasive procedures.

It is well-documented in outbreaks that patients 

A gentler, kinder prep
for virtual colonoscopy?
Four pills replace liters of laxative 

One of the most unpleasant aspects of colorectal 
cancer screening for many patients is the amount 
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of laxative they must drink the night before. Some 
become so anxious about drinking so much liquid that 
they avoid the entire procedure, which puts them at risk 
of undiagnosed cancer. Under a new practice at Mayo 
Clinic in Arizona, Scottsdale, four pills replace the mul-
tiple liters of laxative for people having a CT colonogra-
phy, also known as a virtual colonoscopy.

In virtual colonoscopy, computerized tomography 
(CT) is used to produce hundreds of cross-sectional 
images of the abdominal organs. In the new Mayo 
protocol that began this past summer, patients having 
virtual colonoscopies simply take four tablets of the 
cleansing agent bisacodyl.

“Our hope is that this will make people less anxious 
and more likely to get screened and will ultimately result 
in fewer deaths from colorectal cancer,” says C. Daniel 
Johnson, MD, chair of the Department of Radiology at 
Mayo Clinic in Arizona. 

The development of the new protocol was based 
on a study by Johnson and published in “Abdominal 
Imaging” journal last year. The study found that the 
new four-tablet procedure worked as well as the stan-
dard liquid laxative for virtual colonoscopies. The new 
protocol is not intended for standard colonoscopies 
because the cleansing requirements between the two 
procedures differ.

Virtual colonoscopy was found to be highly accurate 
for detection of intermediate (6-9 m) and large (greater 
than 1 cm) polyps. Because most patients will not have 
a polyp, no further workup is necessary. Only the 12% 
of patients identified with a polyp during a colonogra-
phy then would need to have a colonoscopy. Because 
most colon cancer arises from preexisting polyps, detec-
tion and removal of these lesions can help eradicate it.

For a video of Johnson talking about the new proto-
col, go to http://bit.ly/PZfdND.  n

“The AE technique is not available except in a few 
select centers around the country including HSS,” 
said Frank Cordasco, MD, surgical director of the 
Ambulatory Surgery Center and member of the Sports 
Medicine and Shoulder Service at HSS. “We believe the 
AE should be the preferred procedure for ACL recon-
struction in the skeletally immature.”  

Twenty years ago, few children or adolescents pre-
sented at doctors’ offices with ACL injuries. Today, 
these injuries are common because children and young 
adolescents are participating in sports earlier in life and 
at a higher level of competition.  In the study, research-
ers, including Cordasco and HSS pediatric orthopedic 
surgeon Daniel Green, MD, compared two ACL recon-
struction techniques for children that minimize contact 
with the growth plate: the AE technique and the over-
the-top reconstruction (OT). In the OT, surgeons slide 
a graft through a hole drilled into the shinbone, but the 
graft is then attached to the back of the thighbone. The 
OT requires an open incision and does not mimic the 
natural ACL footprint. While other studies have com-
pared joint stability (kinematics) of the two procedures, 
this is the first to study contact stresses.

In the AE, surgeons mimic the adult surgery, but 
the ligament is attached only to the epiphysis and does 
not cross into the growth plate. The AE is performed 
arthroscopically and mimics the natural ACL footprint. 

The researchers found that the AE and OT per-
formed similarly, but the AE performed better when the 
knee was at 15 degrees, which is commonly experienced 
by individuals running down a field.  n

Pediatrics fare better 
with this ACL technique

A new study demonstrates the superiority of a specific 
technique to perform anterior cruciate ligament 

(ACL) reconstruction in children. 
In recent years, the number of ACL surgeries in 

pediatric athletes has skyrocketed. The study shows 
that a technique called the All-Inside, All-Epiphyseal 
ACL Reconstruction (AE) provides great knee stability 
and effectively controls joint stress. The study was con-
ducted by researchers at Hospital for Special Surgery in 
New York City. It was presented at the recent annual 
meeting of the American Orthopaedic Society for Sports 
Medicine.

Top performers named
on key quality measures 

A new quality report from The Joint Commission 
includes 620 hospitals that are leading the way 

nationally in using evidence-based care processes closely 
linked to positive patient outcomes. The hospitals iden-
tified as attaining and sustaining excellence in account-
ability performance in 2011 represent about 18% of 
hospitals accredited by The Joint Commission reporting 
core measure performance data. 

The annual report, “Improving America’s Hospitals: 
The Joint Commission Annual Report on Quality and 
Safety 2012,” summarizes the performance of more 
than 3,300 Joint Commission-accredited hospitals on 
45 accountability measures of evidence-based care pro-
cesses closely linked to positive patient outcomes. The 
Top Performers on Key Quality Measures designation 
is based on performance related to accountability mea-
sures for surgical care, venous thromboembolism (VTE) 
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CNE/CME INSTRuCTIONS

Physicians and nurses participate in this CNE/ CME pro-
gram and earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests 
can be taken after each issue or collectively at the end of 
the semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the 
activity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit let-
ter will be e-mailed to you instantly.  n

COMING IN FUTURE MONTHS

• 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 sur-
gery issues and concerns into daily practices.

n Strategies for a 
smooth and successful 
survey 

n Are you overusing 
preop testing?

n A new fun way to 
train your staff 

n What is included in a 
proper H&P

1. What generally should be included in a background 
check of temp employees, according to Diana 
Acuna, healthcare product manager at HireRight? 
A. Either the last three years of employment or the 
last employer.
B. Either the last five years of employment, or the 
last two employers.
C. Either the last seven years of employment or the 
last three employers.
D. Either the last 10 years of employment or the last 
five employers.

2. What should be included in a mini-orientation 
program for a temp employee, according to Beverly 
Kirchner, RN, CNOR, CASC, president of Genesee 
Associates?
A. Safety requirements from the Occupational 
Safety and Health Administration
B. Environmental safety such as fires, and disasters 
(internal)
C. Cardiac arrest
D. Surgical site infection prevention and hand 
hygiene
E. All of the above

3. When you manage an outpatient surgery program 
that is established and successful, what should your 
focus be, according to Stephen W. Earnhart, MS, CEO 
of Earnhart & Associates?
A. Be aware of the perceptions by surgeons. Pro-
actively meet with them, and find ways to remove 
barriers to their productivity and facility efficiency. 
B. Focus on cost reduction and revenue enhance-
ment.
C. Focus on reducing liability.
4. under healthcare reform, what factors will influ-
ence where surgery is performed, according to 
Jane Kusler-Jensen, BSN, MBA, CNOR, specialist 
master, service operations/healthcare providers/
strategy and operations, Deloitte?
A. In-network healthcare insurance coverage
B.Alignment of physicians with specific healthcare 
systems
C. Patient preference 
D. The requirement to disclose financial relation-
ships between health entities
E. All of the above

care, heart attack, heart failure, pneumonia, children’s 
asthma care, inpatient psychiatric services, and stroke 
care. 

The surgical care measure has improved to 97.6% 
in 2011 from 82.1% in 2005, an improvement of 15.5 
percentage points. This composite includes antibiotics 
within one hour before the first surgical cut, appropri-
ate prophylactic antibiotics, stopping antibiotics within 
24 hours, cardiac patients with 9 a.m. postoperative 
blood glucose, patients with appropriate hair removal, 
beta-blocker patients who received beta-blocker periop-
eratively, prescribing VTE medicine/treatment, receiving 
VTE medicine/treatment, and urinary catheter removed.

The list of top performers increased more than 50% 
to 620 hospitals from its debut last year, and 244 of 
the hospitals named in the new report are appearing on 
the list for the second year in a row. Each of the Top 
Performers met two 95% performance thresholds on 
2011 accountability measure data. First, each hospital 
achieved performance of 95% or above on a single, 
composite score that includes all the accountability mea-
sures for which it reports data to The Joint Commission, 
including measures that had fewer than 30 eligible cases 
or patients. Second, each hospital met or exceeded 95% 
performance on every accountability measure for which 
it reports data to The Joint Commission, excluding any 
measures with fewer than 30 eligible cases or patients.  n
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AGENCY PERSONNEL 

ORIENTATION  CHECKLIST 

 
General 
_____ Tour of facility 
_____ Location of locker rooms, lockers and rest rooms. 
_____ Location of crash cart, MH Cart, defibrillator 
_____ Fire code, extinguishers, alarm boxes and exits 
_____ Use of the telephone, overhead pages and rosters 
_____ Job description 
_____ Policies and Procedures 
_____ Breaks and lunches 
_____ Emergency information 
 
OR Technician/RN 

_____ Preference Cards 
_____ Autoclaves 
_____ Flash autoclaves and records 
_____ Equipment room 
_____ Documentation 
_____ Specialty equipment/instruments 
_____ Traffic patterns throughout OR suites 
_____ Instrument room 
 
OR R.N. 
_____ Documentation 
_____ OR Records 
_____ Pharmacy/Narcotics Wastage Forms 
_____ Specimens – How to handle 
_____ Oxygen shut-off 
 
Pre-Op/PACU 

_____ Documentation 
_____ Pre-op and PACU Records 
_____ Pre-op surgery checklist 
_____ Pharmacy/Narcotics monitors 
_____ Supplies – location and re-stocking 
_____ Discharge instructions 
 
_____ OSHA, TB, Hepatitis documentation provided 
 
Agency Personnel Signature:  _____________________________ 

 
Preceptor:  _____________________________________________ 

 
Date:  _________________________________________________ 



 

 

AGENCY PERSONNEL 
PERFORMANCE EVALUATION 

 
NAME: _____________________________________ DATE:  ____________________ 
 
PRECEPTOR:  ______________________________________________________________ 
 
 
         YES  NO  N/A 
 
1. Was at facility at the time requested.   ____  ____  ____ 

2. Had appropriate and positive interactions with  ____  ____  ____                                           
staff and patients. 

3. Clinical skills adequate for assigned procedures.  ____  ____  ____ 

4. Demonstrates competency to create and maintain  ____  ____  ____                                  
a sterile field.  

5. Communicates and documents administration of   ____  ____  ____                            
drugs and solutions.  

6. Demonstrates competency to perform sponge  ____  ____  ____                               
and needle counts. 

7. Displayed a professional manner to patients and  ____  ____  ____                              
staff. 

8. Documentation is correct on nurse’s notes.   ____  ____  ____ 

9. Assisted others and acted as part of the team.  ____  ____  ____ 

10. Professional appearance.     ____  ____  ____ 

11. Demonstrates awareness of the individual rights  ____  ____  ____                                 
of the patient. 

12. Provides privacy through maintaining confidentiality. ____  ____  ____ 

13. Exercises safe judgment in decision-making.  ____  ____  ____ 

14. Practices within ethical and legal guidelines.  ____  ____  ____ 

15. Acceptable for additional assignments.   ____  ____  ____ 

 

 

 



 

Contract Employee Checklist 

Employee Name:_____________________________________ 

Agency Name:_______________________________________ 

Documentation Expiration Date Date Completed Orientation 
1. Verification of current 

license 
   

2. Proof of annual in-
services 
a. TB 
b. Review QAPI Plan 
c. Review Infection 

Control Plan 
d. Electrical Safety 
e. Charting 
f. Emergency 

Protocols 
g. Radiation Safety 
h. Fire Plan/Drills 
i. Disaster Plan 
j. Haz-Mat 
k. Ergonomics 
l. PPE Requirements 
m. Medication 

Management 
n. OSHA 
o. Emergency Medical 

Equipment 
p. MSDS Updates  

   

3. Proof of additional 
education (CE) 

   

4. Proof of Malpractice    

5. Annual Competencies    
6. Proof of Background 

Check 
   

7. Proof of Negative Drug 
Screen 

   

8. Orientation checklist    
9. Immunization Record    

10. TB    
11. Hep B    
12. Evaluations    

13. BCLS    
14. ACLS    

15. PALS    
 


