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Could you face a disease outbreak? 
Fatal meningitis cases raise question
If you use compounding facilities, how do you know they’re safe?

By Joy Daughtery Dickinson, Executive Editor

[We sent an e-bulletin to our subscribers on Oct. 5 when the outbreak was first 
announced. If you would like to receive information about breaking news when it 
happens, we need your email address. Contact customer service at customservice@
ahcmedia.com or (800) 688-2421. Also, obtain daily breaking news on twitter @
SameDaySurgery.]

Like many outpatient surgery facilities, you face drug shortages. You might 
have felt relief that you’ve been able to rely on compounding pharmacies 
to obtain the drugs you need in the single-use dosage you need — until 

you learned about a nationwide meningitis outbreak from contaminated steroid 
medications originating at a Massachusetts compounding facility. 

As many as 14,000 people received methylprednisolone acetate steroid shots, 
primarily for back pain, according to the Associated Press (AP).1 The Centers for 
Disease Control and Prevention (CDC) says that at least two lots distributed to 
23 states were contaminated with fungus, AP said. At press time, the outbreak 
had left about 440 people sickened and 32 dead, according to the Centers for 
Disease Control and Prevention.

The facility at the epicenter of the outbreak, New England Compounding 

EXECUTIVE SUMMARY
While many outpatient surgery providers have turned to compounding pharma-
cies to alleviate drug shortages, the recent meningitis outbreak that caused 32 
fatalities, at press time, has mangers re-examining the issue. 
• Perform due diligence with a Compounding Pharmacy Assessment Question-
naire (CPAQ), from the International Academy of Compounding Pharmacists.
• Ensure the compounding pharmacy is accredited by the Pharmacy Compound-
ing Accreditation Board (PCAB).
• Ask your primary drug suppliers to send a confirmation in writing that they as-
sume responsibility for communication about recalls.
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Center (NECC), Framingham, MA, has voluntarily 
recalled and ceased distribution of all of its prod-
ucts. Also, drug inspectors found sterility and other 
issues at the Westborough, MA, plant of Ameridose 
Sterile Admixing Services, a sister company NECC. 
Ameridose, which produced injectable drugs, volun-
tarily recalled all its unexpired products in circulation 
on Oct. 31. At Ameridose, no illnesses have been 
reported from the problems.

Many state officials across the country are con-
ducting unannounced surveys of healthcare facili-

ties to ensure they are complying with the voluntary 
recall, according to the Ambulatory Surgery Center 
Association. Don’t expect the scrutiny to end for 
outpatient surgery providers. “… [O]n survey, you 
can expect under the circumstances we have had, 
that surveyors will be very focused on the review 
of evidence that your drug recall policies and pro-
cedures are working,” says Sheldon S. Sones, RPh, 
FASCP, pharmacy consultant based in Newington, 
CT, and president of the Connecticut Patient Safety 
Organization. (See more on drug recall policies, p. 
5.) Furthermore, outpatient surgery providers that 
use a compounding center might have legal liability 
if they fail to perform due diligence on compounding 
pharmacies and their processes, say some sources. 
However, don’t give up on compounding pharmacies, 
some advise.

 “I think it’s very important that we don’t throw 
the baby out with the bath water,” Sones says. 
“There are excellent leaders in the compounding 
industry that have to be sought out with due dili-
gence, usually with the aid and guidance of the facil-
ity’s pharmacy consultant.” 

Outstanding compound pharmacies do exist, 
Sones says. “You just have to fish them out,” he says. 
“At the end of the day, any provider, in any level of 
services, who doesn’t share the commitment to excel-
lence, will make those who engage that service vul-
nerable.”

Don’t rely solely on costs when selecting a com-
pounding pharmacy, he advises. “Keep in mind that 
costs are just one element of the decision, because in 
my opinion, at the end of the year what drops to the 
bottom line for these products is minor in the whole 
big picture and pales to the pain and suffering of  
patients and litigation,” Sones says. Consider these 
suggestions for what criteria you should consider:

• Perform due diligence on compounding pharma-
cies.

The International Academy of Compounding 
Pharmacists has an excellent due diligence piece, 
named the Compounding Pharmacy Assessment 
Questionnaire (CPAQ), Sones says.  (See Resource 
at end of the article.) “This five-page, multifaceted 
screen is a ‘must’ in my opinion to start the due dili-
gence piece,” says Sones, who says it “makes sounds 
business practice.” 

“I have all of my facilities asking compounders to 
complete and return this document,” he says.

Leaders at Sequoia Surgery Center in Visalia, CA, 
are questioning their compounding pharmacies after 
five of their patients who received steroid injections 
from the Massachusetts compounding facility under 
scrutiny went to the emergency department with flu-
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like symptoms. However, none of the patients tested 
positive for the fungal infection. The center notified 
about 250 patients to be alert to any symptoms.

“We are now checking with compounding phar-
macies, asking them to provide us with their quality 
assurance information,” says Alex Lechtman, MD, 
FACS, co-managing partner at Sequoia Surgery 
Center.

• Ensure the compounding pharmacy is accredited. 
While an individual facility might not be equipped 

to perform due diligence on the processes at a com-
pounding pharmacy, you can rely on a consultant 
pharmacist, in collaboration with an accreditation 
group, Sones says.

In the compounding pharmaceutical field, the 
accreditation group is the Pharmacy Compounding 
Accreditation Board (PCAB). Sones says, “My pos-
ture is that if a compounder isn’t accredited, we have 
to look elsewhere.” (See more tips for locating a com-
pounding pharmacy, right.)

• Ensure suppliers will keep you notified about 
drug recalls.

You need a reliable flow of information from sup-
pliers regarding drug recalls, says Sones. “The FDA 
has a web site for this [www.fda.gov/safety/recalls/
default.htm], but that should augment a direct con-
tact from manufacturers, not replace it,” he says. “I 
have asked our facilities to ask for their primary drug 
suppliers to send a confirmation in writing that they 
assume responsibility for this communication.”

Recalls such as the recent one involving the prod-
ucts tainted with meningitis have many outpatient 
surgery centers rethinking their use of compounding 
pharmacies, Lechtman says. His facility is no longer 
using a compounded pharmacy for the particular 
steroid injection involved in the meningitis outbreak. 
“But because of the nature of the field, and some of 
packaging , and especially the drug shortage in the 
United States for certain things, we feel we have no 
choice; we continue to use compounding pharmacies 
for some of our treatments,” he says. 

Propofol is one example, Lechtman says. “It’s a 
great drug, it works well, and in order to provide 
service at the level we want to provide to patients, we 
need access to medications, and we can’t get it except 
for compounding pharmacies,” he says. 

Consider having a policy that all recall notices 
will be responded to, and note that a review was 
conducted and no recalled item was in stock or was 
used, suggests Mark Mayo, executive director of the 
ASC Association of Illinois and principal in Mark 
Mayo Health Care Consultants, Round Lake, IL. 
“That way you document that you researched every 
item, even if you ‘know’ it probably does not apply 

to you,” Mayo says. “Better to have a proactive 
record.” 

REFERENCE

1. Perrone M. FDA seeks more authority amid meningitis out-
break. Nov. 14, 2012. Accessed at http://apne.ws/rfsqun.

RESOuRCE
The International Academy of Compounding Pharmacists 
(IACP) has developed an assessment questionnaire to assist 
providers and non-compounding pharmacies identify and 
evaluate compounding pharmacies. IACP’s Compounding 
Pharmacy Assessment Questionnaire (CPAQ) provides 
a comprehensive checklist of what to look for in a com-
pounding pharmacy practice and is based upon united 
States Pharmacopeia (USP) standards. The CPAQ docu-
ment is available at http://bit.ly/TNciy1. IACP also offers a 
free Compounding Pharmacy Locator Service that can be 
accessed at (800) 927-4227 or via IACP’s website at www.
iacprx.org.  n

Tips for Selecting a 
Compound Pharmacy

• Perform an Internet license search on the 
pharmacy’s state board through the FDA website 
(http://1.usa.gov/NVbCAC).

• Request copies of the most recent state health 
department inspections.

• Consider requiring sterility test results with 
each batch or shipment, especially if the pharmacy 
assigns a beyond-use date (i.e., the expiration date 
assigned by the preparer which supersedes the 
manufacturer’s original expiration date) that goes 
beyond the microbiological limits set by USP <797>, 
a chapter of the United States Pharmacopeial 
National Formulary.   

• When possible, visit the pharmacy as the 
appearance of the pharmacy on sales ads and bro-
chures can be deceiving.

• Seek a compound pharmacy that is accredited 
by the Pharmacy Compounding Accreditation 
Board (PCAB).

• Use free assessment tools from the International 
Academy of Compounding Pharmacists (http://
bit.ly/TNciY) and the American Society of 
HealthSystem Pharmacists (http://www.ashp.org/
sterilecompounding).

Source: gayer SI, gonazles S. Compounding. American 
Soc of Anes Newsletter 2012; 76(9):16-18.  



4 SAME-DAy SuRgERy ® / January 2013

There’s an outbreak – 
What do you do first?
Take care of patients, say those with experience

When you learn that a product you’ve adminis-
tered at your facility is involved in a recall and 

a disease outbreak, your mind might be racing in mul-
tiple directions about what you need to do.

The first priority? Your patients, say leaders at a 
surgery center that went through this process during 
the recent meningitis outbreak associated with tainted 
steroid injections.

“As soon as you’re aware, contacting the patients 
as quickly as possible is critical,” says Alex Lechtman, 
MD, FACS, co-managing partner at Sequoia Surgery 
Center in Visalia, CA, which had administered steroid 
injections from the compounding pharmacy at the epi-
center of the meningitis outbreak.

When managers at Sequoia, realized that the recall 
had been expanded to include a larger number of their 
patients — about 250 — they called in the director of 
nursing, some charge nurses, and other ancillary staff 
to work through the weekend calling patients. “We 
choose to make personal contact and not wait for 
someone to get a letter,” says Gina Mayo, RN, BSN, 
director of nursing. 

During the phone calls, staff told patients that there 
was potential contamination of injections they had 
received, and they were provided with information 
from the Centers for Disease Control and Prevention 
(CDC), Lechtman says. “We told them that if they had 
any symptoms of meningitis — headaches, stroke-like 
symptoms, unexplained fevers — they were to contact 
their regular physician or present to the ED immedi-
ately,” he says. 

The timeline was such that by the time Sequoia and 
other providers learned of the outbreak, it had been 
months since most of their patients had undergone 
the injections. Staff reassured patients that most of the 
patients who contracted meningitis came down with 
symptoms within a few weeks. “The likelihood of 
them having any symptoms was low, due to timelines, 
but with an abundance of caution, we told them that 
if they had any concerns, call their doctor or go to the 
ED,” Lechtman says.

The staff also referred patients to the CDC web site 
(http://www.cdc.gov/HAI/outbreaks/meningitis.html) 
and the FDA web site (http://1.usa.gov/QWKNdd).

When you realize that patients should be alerted to 
potential exposure to products of concern, collaborate 
with your medical staff to agree on who should make 

the contact and what information should be provided, 
says Sheldon S. Sones, RPh, FASCP, pharmacy con-
sultant based in Newington, CT, and president of 
the Connecticut Patient Safety Organization. Advise 
patients of the symptoms that should be cognizant of, 
Sones advises. “Thus, the level of drug recall/problems 
will dictate the degree of action taken,” he says.

At Sequoia Surgery Center, most patients were 
reached via phone, but one patient in Guatemala was 
reached by email, Lechtman says. “Those people we 
couldn’t contact quickly by phone or other means, we 
had public health nurses going door-to-door to contact 
them,” he says.

Some other facilities waited until Monday to start 
calling patients, but Sequoia managers didn’t want that 
delay, Lechtman says. “We did everything we’re sup-
posed to, and more, to make sure our patients were 
well taken care of,” he says. The center also focused on 
being “open and honest and available” to the media so 
the message was reaching patients through that outlet 
as well, Lechtman says. 

Eventually the center will send patients a letter 
based on a national template. The letter will encourage 
patients to remain watchful over the next few months, 
says Mayo. (To see a template from the FDA, go to 
http://1.usa.gov/WtzsH4.)

Work closely with local, state health 
authorities

Being in constant contact with local and state 
authorities, including your state’s infectious disease 
leader, is critical, Lechtman says.

“When updates came from the CDC, we were 
notified immediately,” he says. “If we had issues or 
problems, we contacted them immediately. Our local 
board sent public health nurses to homes of people we 
couldn’t get on the phone.”

After receiving questions from patients and consult-
ing with the center’s legal representative, the center 
opted not to cover the cost of meningitis testing for 
patients who had received the shots.

“Right now our recommendation from our attorney 
is that they go through their insurance for their care, 
and that since we were not responsible in any way, 
that if they have questions, they could take it up with 
their own lawyer,” Lechtman says.

For the future, outpatient surgery providers might 
want to consider a system such as barcode scanning 
or recording in each patient’s medical record the lot 
number of each medication and each product used on 
each patient, says Mark Mayo, executive director of 
the ASC Association of Illinois and principal in Mark 
Mayo Health Care Consultants, Round Lake, IL. 
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“Otherwise you are alerting all patients over a time 
period — a shotgun approach — rather than target-
ing your notice just to those patients at risk,” Mayo 
says.  n

 

Drug recall policies
are a priority

(The following excerpt is reprinted from the Nov. 
4, 2012, issue of PHARM-ASC, written by Sheldon 
S. Sones, RPh, FASCP, pharmacy consultant in 
Newington, CT, and president of the Connecticut 
Patient Safety Organization.) 

Recent events have brought into focus the effective-
ness of your current recall policy…. a key element 

of performance that insulates all of the stakeholders 
from drugs that should not be used in the facility. This is 
an important issue that impacts patient safety and facil-
ity liability. We should seize the moment to make sure 
that our policy and procedure regarding drug, equip-
ment, and product recalls are in good stead. 

Can you say “yes” to all of these boxes? Your recall 
policy and procedure worked if:
o You receive prompt notification of recalls from 

your supplier by email or fax or phone.
o You knew about the recalls before my newsletters 

reached you.
o You placed all recalled products which you had on 

hand in an area that would not allow for mistaken use 
by staff.
o You placed the recall notification in a binder or 

folder that demonstrates your process worked and, in 
a chronological way, reveals your action on recalls of 
drugs and/or other supplies or equipment.
o You had affected drug or product that you 

reviewed with administrative and medical leadership 
regarding the issue of patient notification.

Your recall policy and procedure failed you and all 
the stakeholders if:
o You heard first about the recalls from this 

PHARM-ASC newsletter or the media rather than from 
your supplier.
o You never heard from your supplier.
Many of our facilities have secured letters of commit-

ment from primary suppliers which states that they have 
received their request for compliance with their “Recall 
Policy and Procedures” and attest to their willingness 
to comply. This is a smart business practice to ensure 
that both the supplier and the facility understand their 
responsibilities for this important process. (See sample 
policy and procedure on drug recalls, right.)  n

SuRGERY CENTER 
Subject: Drug Recalls 

Policy: As an important element of our overall 
commitment to safe medication practices, xxxxxxxx 
SURGERY CENTER will promptly remove and doc-
ument all drugs that have been recalled by the Food 
and Drug Administration and/or the manufacturers. 

Procedure: 
1. All vendors will be informed of our expectation 

for prompt recall information including those who 
supply “sample” or “professional supply.” Similarly, 
should product be procured from another facility 
for emergency supply, that providing facility shall 
be informed of the expectation of communication 
of recalls which they in turn have been advised of. 
(New) 

2. Vendors will be provided our fax number and/
or electronic contact address and to whose attention 
such information shall be transmitted (i.e. clinical 
director). 

3. On receipt of fax or electronic transmission, 
facility manager or designee shall examine all stock 
supplies and withdraw and sequester any affected 
product. 

4. Affected product will be returned to the supplier 
for replacement or quarantined on the advice of the 
pharmacy consultant and/or after guidance from the 
Food and Drug Administration (FDA) has deemed 
appropriate. (New) 

5. Notation will be made on fax or electronic 
transmission of all affected products. Should there be 
no affected product, this similarly shall be noted on 
the fax transmission or mailing from the manufac-
turer or supplier. 

6. All fax transmissions or written communica-
tions from manufacturers or wholesalers shall be 
placed on file for a minimum of three (3) years, 
whether or not affected product was discovered.

7. Potential patient advisement shall be made 
through a consensus decision involving leadership, 
the pharmacy consultant, and the FDA, based on the 
significance and severity of the cause for recall. 

(New) SSS12/07 Revised 10/08, 11/09, 11/10, 
11/12. 

Source: Sheldon S. Sones, RPh, FASCP, Pharmacy 
Consultant in Newington, CT.  n
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All Urban Consumers (CPI-U), according to the ASC 
Association (ASCA). 

“We are extremely disappointed that CMS contin-
ues to undervalue ASC reimbursements by using the 
CPI-U to update ASC payments, a factor that even 
their own actuaries believe is inappropriate,” said 
ASCA CEO Bill Prentice. “Using different update fac-
tors for ASCs and hospital outpatient departments 
widens the gap between HOPD payments and ASC 
payments, further incentivizes a disturbing trend of 
conversions of ASCs to HOPDs, and increases costs to 
the Medicare program, its beneficiaries, and taxpayers 
who support the program.”

Here are the other primary points from the final 
rule, as seen by the ASC Association:

• CMS continues to consider ASC cost reporting.

CY 2013 HCPCS Code, CY 2013 Long Descriptor, 
and Final CY 2013 ASC Payment Indicator**

• 0274T. Percutaneous laminotomy/laminectomy 
(interlaminar approach) for decompression of neural 
elements, (with or without ligamentous resection, 
discectomy, facetectomy and/or foraminotomy), any 
method, under indirect image guidance (e.g. fluoro-
scopic, CT), with or without the use of an endoscope, 
single or multiple levels, unilateral or bilateral; cervical 
or thoracic. G2

• 0275T. Percutaneous laminotomy/laminectomy 
(interlaminar approach) for decompression of neural 
elements, (with or without ligamentous resection, 
discectomy, facetectomy and/or foraminotomy), any 
method, under indirect image guidance (e.g. fluoro-
scopic, CT), with or without the use of an endoscope, 
single or multiple levels, unilateral or bilateral; lumbar. 
G2. 

• 0299T. Extracorporeal shock wave for integu-
mentary wound healing, high energy, including topical  
application and dressing care; initial wound. R2*

• 0300T. Extracorporeal shock wave for integu-
mentary wound healing, high energy, including topical 
application and dressing care. R2*

• 37205. Transcatheter placement of an intravascu-
lar stent(s) (except coronary, carotid, vertebral, iliac, 
and lower extremity arteries), percutaneous; initial ves-
sel. G2.

• 37206. Transcatheter placement of an intravascu-
lar stent(s) (except coronary, carotid, vertebral, iliac, 
and lower extremity arteries), percutaneous; each 

additional vessel (list separately in addition to code for 
primary procedure). G2. 

• 37224. Revascularization, endovascular, open or 
percutaneous, femoral, popliteal artery(s), unilateral; 
with transluminal angioplasty. G2. 

• 37225. Revascularization, endovascular, open or 
percutaneous, femoral, popliteal artery(s), unilateral; 
with atherectomy, includes angioplasty within the same 
vessel, when performed. G2. 

• 37226. Revascularization, endovascular, open or 
percutaneous, femoral, popliteal artery(s), unilateral; 
with transluminal stent placement(s), includes angio-
plasty within the same vessel, when performed. G2. 

• 37227. Revascularization, endovascular, open or 
percutaneous, femoral, popliteal artery(s), unilateral; 
with transluminal stent placement(s) and atherectomy, 
includes angioplasty within the same vessel, when per-
formed. J8.

• 37228. Revascularization, endovascular, open or 
percutaneous, tibial, peroneal artery, unilateral, initial 
vessel; with transluminal angioplasty. G2. 

• 37229. Revascularization, endovascular, open or 
percutaneous, tibial, peroneal artery, unilateral, initial 
vessel; with atherectomy, includes angioplasty within 
the same vessel, when performed. G2. 

• 37230. Revascularization, endovascular, open or 
percutaneous, tibial, peroneal artery, unilateral, initial 
vessel; with transluminal stent placement(s), includes 
angioplasty within the same vessel, when performed. 
G2.

New ASC Covered Surgical Procedures for CY 2013

CMS final rule lists
pay rate increases
Pay hikes: 0.6% for ASCs, 1.8% for HOPDs

The Centers for Medicare & Medicaid Services 
(CMS) has released the final rule for ambulatory 

surgery center (ASC) and hospital outpatient depart-
ment (HOPD) payments in 2013.

HOPDs will receive a 1.8% increase, compared to a 
pay hike of 2.1% proposed last summer. Ambulatory 
surgery centers will see a 0.6% rate update, compared 
to a 1.3% proposed increase. CMS decreased its esti-
mate of the change in the Consumer Price Index for 

(Continued at right.)
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• 37231. Revascularization, endovascular, open or 
percutaneous, tibial, peroneal artery, unilateral, initial 
vessel; with transluminal stent placement(s) and ather-
ectomy, includes angioplasty within the same vessel, 
when performed. J8. 

• 37232. Revascularization, endovascular, open or 
percutaneous, tibial/peroneal artery, unilateral, each 
additional vessel; with transluminal angioplasty (list 
separately in addition to code for primary procedure). 
G2. 

• 37233. Revascularization, endovascular, open or 
percutaneous, tibial/peroneal artery, unilateral, each 
additional vessel; with atherectomy, includes angio-
plasty within the same vessel, when performed (list 
separately in addition to code for primary procedure). 
G2. 

• 37234. Revascularization, endovascular, open or 
percutaneous, tibial/peroneal artery, unilateral, each 
additional vessel; with transluminal stent placement(s), 
includes angioplasty within the same vessel, when per-
formed (list separately in addition to code for primary 
procedure). G2. 

• 37235. Revascularization, endovascular, open or 
percutaneous, tibial/peroneal artery, unilateral, each 
additional vessel; with transluminal stent placement(s) 
and atherectomy, includes angioplasty within the same 
vessel, when performed (list separately in addition to 
code for primary procedure). G2. 

• 58541. Laparoscopy, surgical, supracervical hys-
terectomy, for uterus 250 g or less.  G2. 

• 58542. Laparoscopy, surgical, supracervical hys-

terectomy, for uterus 250 g or less; with removal of 
tube(s) and/or ovary(s). G2. 

• 58570. Laparoscopy, surgical, with total hysterec-
tomy, for uterus 250 g or less. G2.

• 58571. Laparoscopy, surgical, with total hysterec-
tomy, for uterus 250 g or less; with removal of tube(s) 
and/or ovary(s). G2.

• 63001. Laminectomy with exploration and/or 
decompression of spinal cord and/or cauda equina, 
without facetectomy, foraminotomy or discectomy 
(e.g., spinal stenosis), 1 or 2 vertebral segments; cervi-
cal. G2. 

• 63003. Laminectomy with exploration and/or 
decompression of spinal cord and/or cauda equina, 
without facetectomy, foraminotomy or discectomy 
(e.g., spinal stenosis), 1 or 2 vertebral segments; tho-
racic. G2. 

• 63005. Laminectomy with exploration and/or 
decompression of spinal cord and/or cauda equina, 
without facetectomy, foraminotomy or discectomy 
(e.g., spinal stenosis), 1 or 2 vertebral segments; lum-
bar, except for spondylolisthesis. G2. 

* If designation is temporary.
** Final payment indicators are based on a compar-

ison of the final rates according to the ASC standard 
rate-setting methodology and the MPFS final rates. At 
the time this final rule with comment period was being 
developed for publication, current law authorizes a 
negative update to the MPFS payment rates for CY 
2013. For a discussion of those rates, we refer readers 
to the CY 2013 MPFS final rule with comment period.

Source: Centers for Medicare & Medicaid Services, Baltimore, MD.  n

 CMS has not taken any “concrete steps” toward 
a cost reporting system for ASCs, according to the 
ASCA. 

• No change in device reimbursement policies.
CMS still has not made changes to the “problem-

atic” way ASCs are paid for devices, the ASCA said.
• Twenty-five additional procedures added.
Only 16 procedures had been proposed to be added 

to the list of covered procedures in ASCs, but 25 were 
added, the ASCA says. (See list, below.) 

• Knee replacement procedure was not removed 
from inpatient only list

CPT 27447 (total knee arthroplasty) will continue 
to be reimbursed only when it is provided in the inpa-
tient setting.

• No new quality measures proposed.
The rule was published on Nov. 15, 2012. It takes 

effect Jan. 1, 2013, with a comment period that closes 

on Dec. 31, 2012. (To access the final rule, go to 
http://1.usa.gov/UPGS1Z. To read the CMS OPPS/
ASC fact sheet, go to: http://go.cms.gov/Tp53TE.) 

• Final rule to pay nurses for chronic pain services. 
The American Society of Anesthesiologists (ASA) 

expressed its concern regarding the CMS physician 
payment final rule that adopts a new national policy 
that will allow Medicare funds to be used to pay 
nurses to diagnose and treat chronic pain. 

According to the ASA, the policy jeopardizes patient 
safety, lowers the quality of health care, and increases 
the risk for fraud and prescription drug abuse.

“The basic premise of this rule is flawed,” said ASA 
President John M. Zerwas, M.D. “At a time when 
government healthcare programs are spending millions 
of dollars pursuing comparative effectiveness, value-
based payments and other quality related measures, it 
is baffling that CMS would pursue a policy departing 

(Continued from previous page.)
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so considerably from using evidence-based norms and 
the ‘triple aim’ of improving care, improving health, 
and reducing cost.” 

CMS overruled its Medicare administrative contrac-
tors (MACs) that reviewed this issue, according to the 
ASA. 

According to the American Association of Nurse 
Anesthetists (AANA), “Medicare has done the right 
thing,” says Christine Zambricki, DNAP, CRNA, 
FAAN, senior director federal affairs strategies, AANA 
in Washington, DC.

“Published data shows the benefits of CRNA care 
in terms of excellent quality, lower costs, and provid-
ing access to all patients, particularly to underserved 
populations in rural and frontier communities,” 
Zambricki says. “This rule ensures Medicare patient 
access to all medically necessary services within CRNA 
scope of practice.  This is consistent with major recom-
mendation of the Institute of Medicine.” (To access the 
CMS decision, go to http://bit.ly/10hyAos.)  n

Don’t risk suit for failing 
to disclose surgery risks 
Cover ‘quality of life’ risks

Ninety percent of informed consent disputes involve 
disagreements about who said what and when, 

according to an analysis of 481 malpractice claims and 
patient complaints from Australia involving allegations 
of deficiencies in the process of obtaining informed con-
sent.1

Of the cases studied, 45 involved disagreements over 
whether a particular risk ought to have been disclosed 
before treatment. 

“Many physicians express concern about the scope 
of their duty to disclose rare and remote risks,” says 
Marie Bismark, MD, one of the study’s authors and a 
senior research fellow at the University of Melbourne’s 
Centre for Health Policy in Australia. “These sorts of 
cases are legally interesting and have given rise to some 
high profile medico-legal court decisions.”

However, the study’s findings suggest it is actually 
rare for a dispute to involve a head-to-head disagree-
ment over whether a particular risk ought to have been 
disclosed. “It is much more common for informed 
consent cases to involve a failure to get the basics right: 
spending enough time with patients, communicating 
clearly, and talking about common risks,” says Bismark. 
“This is where most disputes arise.”

The cases in which doctors did not disclose a risk, 

EXECUTIVE SUMMARY
Many informed consent cases involve physicians’ 
failure to spend enough time with patients, com-
municate clearly, and discuss common risks. To avoid 
lawsuits:
• Staff should discuss risks with significant “quality-of-
life” implications.
• Specify verbally and in writing that the patient was 
informed of the risks of declining an intervention or 
not being admitted. 
• Discuss alternative treatments as well as the alterna-
tive not to treat.

and the patients alleged that they should have, mostly 
involved failure to disclose the risk of chronic pain, 
potential need for reoperation, possibility of a poor 
cosmetic outcome, risk of sexual dysfunction, and the 
risk of visual or hearing loss. “Remember to discuss 
risks with significant ‘quality-of-life’ implications, rather 
than just focusing on conventional clinical risks such as 
bleeding and infection,” advises Bismark.

Document discussion

Anupam B. Jena, MD, PhD, an assistant professor 
of health care policy and medicine at Harvard Medical 
School and an assistant physician in the Department 
of Medicine at Massachusetts General Hospital, both 
in Boston, has analyzed claims in which patients were 
told about the risks of not agreeing to a procedure and 
ended up with a bad outcome after declining the proce-
dure. 

In one case, an elderly man presented to an emer-
gency department (ED) with chest pain, and the ED 
physician and cardiologist recommended hospital 
admission. “The physicians were concerned that he was 
having an acute coronary syndrome and risked a heart 
attack in the near future,” says Jena. “The patient felt 
better and decided to go home.”

A week later the patient returned to the ED with a 
heart attack that he ultimately survived. He sued the 
ED physician and the cardiologist, and he claimed that 
he should not have been allowed to go home. “This 
example raises many issues about what should be 
expected for informed consent,” says Jena. “If a physi-
cian informs a patient of the risks and benefits of an 
intervention, there is an assumption that this eliminates 
all further risk of malpractice.”

That situation is not always the case, however, says 
Jena, who adds that even if no malpractice occurred 
and the claim ultimately is dismissed, the physician 
defendant would likely incur significant defense costs. 
“The challenge of the current medical liability system is 
that even though the physician may not be held liable, 
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there are important downstream costs that have to be 
incurred to reach that conclusion,” he explains. He gives 
these risk-reducing practices. 

• Physicians should specify, verbally and in writing, 
that the patient was informed of the risks of declining a 
physician’s recommendation. 

• Physicians should take the time to explain to the 
patient exactly why the procedure is necessary and what 
harm could occur if the patient chooses not to have it.  

• To ensure that information is understood, physi-
cians should ask patients to repeat the information back 
and document the conversation. 

“At the end of the day, much of malpractice is about 
better communication between the physician and the 
patient,” says Jena. 

If a patient later claims he or she was never told of 
the risks, the attorney has to verify this information and 
might investigate the matter by first exploring whether 
there is documentation of the conversation.

“If not, the matter may boil down to ‘he said, she 
said.’ In that case, it is impossible to predict how the 
claim will evolve,” says Jena. “Because defense costs 
are typically substantial, some insurers may choose to 
settle the case, rather than take it to court.” (See related 
story, below, on what physicians must disclose to obtain 
informed consent.)

REFERENCE

1. Bismark MM, Gogos AJ, Clark RB, et al. Legal disputes over 
duties to disclose treatment risks to patients: A review of neg-
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9(8):e1001283. Doi:10.1371/journal.pmed.1001283.
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For more information on malpractice litigation, contact:
• Roberta Carroll, RN, MBA, CPCU, Senior Vice President, Aon Risk 
Solutions — National Health Care Practice, Odessa, FL. Phone: 
(813) 926-8069. Email: roberta.carroll@aon.com.
• Anupam B. Jena, MD, PhD, Assistant Professor, Department of 
Health Care Policy, Harvard Medical School, Boston. Phone: (617) 
432-8322. Email: jena.anupam@mgh.harvard.edu.
• Tammi J. Lees, Esq., Roetzel & Andress, Cleveland, OH. Phone: 
(216) 696-7562. Fax: (216) 623-0134. Email: TLees@ralaw.com.  n

Legally, what do you
need to tell patients? 
‘Material risks’ must be disclosed

Do you always document that you discussed the 
risks of treatment with the patient? This practice 

is a good one, but overly broad or highly detailed docu-

mentation of the discussion might work against you in 
a lawsuit, says Tammi J. Lees, Esq., an attorney with 
Roetzel & Andress in Cleveland, OH. 

The general statement “I discussed all material risks 
with the patient” might not preclude a patient from 
claiming that he or she was not told about a particular 
risk that materialized, explains Lees. 

“On the other hand, if the physician provides a 
detailed listing of the disclosed risks, it could be pre-
sumed that an omitted risk was never disclosed,” says 
Lees. She advises physicians to use language such as, 
“the risks discussed with the patient included, but were 
not limited to…” 

To obtain informed consent, the physician does not 
need to disclose every conceivable risk to the patient but 
must disclose the “material risks” that are inherently 
and potentially involved with respect to the treatment, 
says Lees.

Know scope of disclosure

A physician could be sued successfully for failing 
to disclose a material risk if that risk materializes and 
directly causes injury, and the judge or jury determines 
that a reasonable person would have decided against 
the treatment had the risk been disclosed prior to the 
treatment, says Lees. 

In addition to disclosing the material risks of the 
proposed treatment, the physician should also disclose 
the benefits to be expected from the proposed treat-
ment, any alternatives to the treatment, the associated 
risks and benefits of the alternatives, and the results 
likely if the patient remains untreated, says Lees. 

Many states have adopted a “reasonable patient” 
standard, which means that the scope of the physician’s 
disclosure is governed by the patient’s informational 
needs, notes Lees. “A risk is considered material if a 
reasonable person, while in the condition that the phy-
sician knew or should have known the patient was in, 
would be likely to consider important the risk in decid-
ing whether or not to refuse the proposed treatment,” 
she says.

Roberta Carroll, RN, senior vice president at Aon 
Risk Solutions — National Health Care Practice in 
Odessa, FL, says that informed consent is “not a one-
stop process. It doesn’t have to occur in the hospital set-
ting. It can start much earlier, in the physician’s office.”

Informed consent requirements vary by state, but in 
general, should typically include what the procedure is, 
why the treatment is recommended, reasonable risks, 
and likely benefits, says Carroll. “One thing people 
often tend to forget is to talk about alternative treat-
ments, as well as the alternative not to treat,” she 
adds.  n
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With healthcare reform
moving on, now what? 
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Houston, TX

With the elections over, the majority of the country 
has spoken. Like it or not, healthcare is going 

to irrevocably change in the United States. There are 
challenges to say the least, but there are also lots of 
opportunities for the U.S. healthcare industry as we 
start down this path. 

This is how I see it winding up:
• Hospitals. 
The number one goal for accountable care organiza-

tions (ACOs) is to reduce costs to enjoy a reasonable 
reimbursement for their services. Hospitals cannot 
reduce costs. It just cannot be done in their current 
environment. From a surgical standpoint, hospitals 
must find a lower cost alternative to in-house surgery. 

Quickly, outpatient surgery is going to reach the 
point that 85% of all surgery performed in the United 
States can be done within a facility that allows one or 
two overnight stays. This absolutely cannot be done 
cost effectively in the hospital! Why? Too much over-
head, too much red tape, and too much bureaucracy. 

Hospitals are going to have to develop off-site, satel-
lite surgical hospital outpatient departments (HOPDs) 
to become more efficient and cost-effective. Earnhart 
& Associates has developed many of these centers, and 
they essentially function like a freestanding surgery 
centers but without surgeon partnerships or ambula-
tory surgery center (ASC) reimbursement that drain 
the profitability away from the hospital. These facili-
ties can be built in a fraction of the time and expense 
of building out internal hospital surgical departments. 
They are typically managed by an outside management 
company, similar to how current for-profit ASCs are 
run.   

• ASCs. 
Their day in the sun is winding down as more hos-

pitals actively compete against them. Capital is tight 
for ASCs, and there are fewer entrepreneurial surgeons 

willing to risk it all in the face of massive healthcare 
changes. Most ASCs are and have been built with an 
exit strategy to sell to hospitals eventually. That “even-
tually” is much closer than it was before the elections. 

As I mentioned months ago in my column, start lin-
ing up relationships with your local hospital. Like it 
or not, it might come down to that. But with so many 
surgery centers near hospitals, there only will be a few 
that are chosen.

There are still steps ASCs can take to remain profit-
able and flourish in the upcoming changes, so it is not 
all bad. Be patient, but also receptive.

• Patients. 
While many more will have insurance, access will be 

grossly delayed to most due to not enough entry points 
and not enough money to develop more. Quickly we 
will see longer wait times for doctor visits, diagnostic 
work-ups, and treatment. This is just a new fact of 
life with the coming changes. The days of going to see 
your doctor and receiving treatment quickly soon will 
be over. You now have 30,000,000 more people ahead 
of you in a rapidly shrinking industry where healthcare 
portals are slamming shut. 

• Surgeons. 
Most of you will become employees of hospitals and 

healthcare systems. The majority of you will welcome 
it. With company-paid malpractice, a fixed income 
with incentive bonus (that practically none of you will 
reach), office staff that is no longer your responsibility, 
a predictable work schedule, and a 40-hour work week 
with no emergencies to deal with, you will be wonder-
ing why you never considered it before. The downside 
for some of you will be working for people who don’t 
understand healthcare and your acceptance of some-
thing less than you are used to having.

• Solution. 
There really is only one solution or “antidote” to 

the above scenarios: money, of course. You will need 
money to buy access for yourself, your families, and 
loved ones to the hundreds, if not thousands, of “cash-
only” surgery centers, emergency departments, and 
hospitals that will spring up all over the country as 
those with resources are willing to pay out of pocket 
for what we now take for granted. A large portion of 
healthcare intervention is episodic, so most of us would 
be willing to bypass or “buypass” the mess ahead by 
writing a check. Start saving. [Editor’s note: Earnhart 
& Associates is a consulting firm specializing in all 
aspects of outpatient surgery development and man-
agement. 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
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CNE/CME INSTRuCTIONS

Physicians and nurses participate in this CNE/ CME program and 
earn credit for this activity by following these instructions.

1. Read and study the activity, using the provided references 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 semester, 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 letter will 
be e-mailed to you instantly.  n

COMING IN FUTURE MONTHS

Top 10 medical innovations 
listed for the year 2013

CLEVELAND — Every year the Cleveland (OH) 
Clinic releases the Top 10 list of medical innovations 

for the coming year. The unveiling of the Top 10 medi-
cal innovations expected to have a significant impact on 
healthcare in the coming year has become a highly antici-
pated event at the annual Medical Innovations Summit. 

As in past years, these up-and-coming technologies 
were revealed during a video presentation and by a panel 
of Cleveland Clinic physicians. This year’s was no differ-
ent, but what had changed, perhaps, was the wide range 
of innovations that were presented.

“This is probably the year with the most breadth and 
the most depth in choices,” said Michael Roizen, MD, 
institute chair and chief wellness officer at the clinic. “We 
have everything from an insurance plan to a drug, to a 
procedure.”

The top 10 list includes:
1. Bariatric surgery for control of diabetes. 
Exercise and diet alone are not effective for treating 

severe obesity or Type 2 diabetes. Once a person reaches 
100 pounds or more above his or her ideal weight, losing 
the weight and keeping it off for many years almost never 
happens. While the medications we have for diabetes are 
good, about half of the people who take them are not 
able to control their disease. Cleveland Clinic experts said 
that over the years, many doctors performing weight-loss 
operations found that the surgical procedure would rid 
patients of Type 2 diabetes, often before the patient left 
the hospital. 

2. Neuromodulation device for cluster and migraine 
headaches. 

The sphenopalatine ganglion (SPG) nerve bundle, 
located behind the bridge of the nose, has been a specific 
target for the treatment of severe headache pain for many 
years. Researchers have invented an on-demand patient-
controlled stimulator for the SPG nerve bundle. This 
almond, is placed through a minimally invasive surgical 
incision in the upper gum above the second molar.

The lead tip of the implant is placed at the SPG nerve 
bundle on the side of the face where headache pain typi-
cally is experienced by the patient. When a patient feels 
a headache coming on, a remote control device is placed 
on the cheek. It delivers as-needed stimulation to the SPG, 
which blocks the headache pain in about 5-10 minutes, 
according to Cleveland Clinic experts.

6. Femtosecond laser cataract surgery. 
Unlike a surgical blade that cuts, a femtosecond laser 

separates tissue by ablating and cleaving it. The novel 
FDA-approved bladeless cataract procedure is revolution-

izing surgery by making it more predictable and accurate, 
which allows surgeons to make smaller, more precise 
incisions. It also requires less energy time inside the eye, 
causes less inflammation, and offers more stability when 
implanting a new lens.

A femtosecond is one quadrillionth of a second. This 
is the amount of time that numerous laser pulses of near 
infrared light are used by a surgeon in this new cataract 
procedure. The femtosecond laser helps make a perfect 
circular hole in the lens capsule, splits the lens into sec-
tions, and then softens and breaks up the cataract. The 
damaged lens is removed using ultrasound, and an intra-
ocular lens is then implanted. The device already has 
been used successfully in ophthalmology, particularly for 
LASIK (laser in-situ keratomileusis) refractive surgery.

Others items in the top 10 list include:
3. Mass spectrometry for bacterial identification.
4. Drugs for advanced prostate cancer. 
5. Hand-held optical scan for melanoma. 
7. Ex vivo lung perfusion. 
8. Modular devices for treating complex aneurysms. 
9. Digital Breast Tomosynthesis (DBT), or 3D mam-

mography.
10. Health Insurance / Medicare Program /Rewards 

for Better Health.  n

n Could advice from a 
vendor or consultant 
get you sued?

n There are multiple 
ways to calm patients 
before surgery – What 
works?

n Latest benchmarks 
for outpatient surgery 
procedures

n The no. 1 factor that 
determines the size of 
surgical malpractice 
claims
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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 sur-
gery issues and concerns into daily practices.
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1. How should you find out about drug recalls, 
according to Sheldon S. Sones, RPh, FASCP, 
pharmacy consultant based in Newington, CT, 
and president of the Connecticut Patient Safety 
Organization?
A. Relay solely on the FDA web site.
B. Rely solely on direct contact from manufactur-
ers.
C. Check on the FDA web site, but also arrange 
for direct communication from manufacturers.

2. How did Sequoia Surgery Center handle requests 
to cover testing from patients who had received 
steroid injections that may be contaminated 
with meningitis at a compounding pharmacy?
A. The center covered the cost of testing.
B. under the advice of an attorney, the center did 
not cover the cost of testing and advised pa-
tients to go through their insurance. 

3. According to the final Medicare payment rule for 
2013, what is the status of CPT 27447 (total knee 
arthroplasty)?  
A. The knee replacement procedure was re-
moved from inpatient only list.
B. The knee replacement procedure will continue 
to be reimbursed only when it is provided in the 
inpatient setting.

4. Which is true regarding liability risks involving 
informed consent, according to Tammi J. Lees, 
Esq., an attorney with Roetzel & Andress?
A. Physicians should focus solely on conven-
tional clinical risks such as bleeding and infec-
tion, rather than discussing risks with significant 
“quality-of-life” implications.
B. To obtain informed consent, the physician 
needs to disclose every conceivable risk to the 
patient.
C. It is not advisable for physicians to ask patients 
to repeat instructions back.
D. If the physician provides a detailed listing of 
the disclosed risks, it could be presumed that an 
omitted risk never was disclosed.
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2012 SALARY SURVEY RESULTS

In the last year, how has your salary changed?

With outpatient surgery becoming increas-
ingly complex, in terms of technology and 

patients, there is a growing trend toward requir-
ing nurses to have their bachelor’s of science in 
nursing (BSN) degree.

At press time, New York and New Jersey were 
debating “BSN in 10” bills that would require 
RNs in those states to obtain their BSN within 
10 years. This trend is supported by a 2011 
Institute of Medicine (IOM) report that called 
for nurses to achieve “higher levels of educa-
tion.”1 

“Although a BSN education is not a panacea 
for all that is expected of nurses in the future, 

it does, relative to other educational pathways, 
introduce students to a wider range of compe-
tencies in such arenas as health policy and health 
care financing, community and public health, 
leadership, quality improvement, and systems 
thinking,” the report said. The advantage of 
having more nurses with BSNs is that they will 
be better able to handle healthcare demands 
as they evolve, the IOM said. Research indi-
cates that staffing models with nurses who have 
higher educational preparation, such as BSN vs. 
ADN or diploma, have better outcomes.2 

A BSN will pave the path for nurses to achieve 
master’s and doctoral degrees, which are neces-

Growing trend in outpatient surgery:
Requirement for nurses to have their BSN 
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What is your annual gross income from your  
primary healthcare position?
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sary for nurses to serve as primary care pro-
viders, nurse researchers, and nurse faculty, 
the 2011 IOM report says. “The committee 
recommends that the proportion of nurses with 
baccalaureate degrees be increased to 80% by 
2020,” the IOM said. 

According to the results of the 2012 Same-
Day Surgery Salary Survey, 30.6% of all 
respondents (nurses and non-nurses) have a 
BSN. This number compares with 28.6% who 
have an ADN and 18.4% who have a 3-year 
diploma. (See graphic, “What is your high-
est degree?” p. 3.) The survey was sent to 709 
readers in September 2012. There were 49 
respondents, for a 7% response rate. 

Annette Ross Svagerko, RN, CNOR, OR 
nurse manager at Nationwide Children’s 
Surgery Centers in Columbus, OH, recently 
returned to school to complete her BSN. Ross 
Svagerko says she now appreciates the need for 

nurses to have a “professional degree.”
“In the fast pace of the surgery center, I 

think it is even more important to have a 
strong knowledge base and every advantage 
possible to provide expert care to the patient,” 
she says. “Critical thinking skills are honed 
in a BSN program, and we have to have those 
skills at the tip of our fingers in the ambulatory 
surgery setting.”

Since her centers have become a part of the 
hospital, they follow that facility’s employ-
ment initiatives, which include preference for a 
BSN. “An RN may be hired, with the expecta-
tion that they will obtain their BSN within five 
years of hire,” Ross Svagerko says.  

It simply makes senses that if surgery cen-
ters are using the best technology and equip-
ment, the nurses operating those equipment 
should have a higher nursing degree, says 
Arthur E. Casey, CASC, senior vice president 
of business development at Houston TX-based 
Outpatient Healthcare Strategies, a Consulting 
Management Services Firm focusing primarily 
on Hospital Perioperative Services, HOPDs, 
and Ambulatory Surgery Centers.

“Nursing is evolving into its own discipline 
with its own theory in science,” Casey says. 
“With ongoing ever-changing health systems, 
our nurses must keep up.”

Midlands (TX) Memorial Hospital is a 
good example of this trend. The hospital hires 
nurses with the understanding that they com-

EXECuTIvE SuMMARY
Outpatient surgery nurses are increasingly expenses 
to have their bachelor’s of science in nursing (BSN).
• New York and New Jersey are debating “BSN in 10” 
bills for all RNs.
• As nurses age, recruiting and retention is a growing 
issue. Give staff freedom to set up their areas within 
state and national requirements. Also offer bonuses 
based on pre-set criteria. 
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plete their BSN within five years of their start 
date, according to Marcy Madrid, director, 
marketing and media relations.  All currently 
employed RNs have the same timeframe expec-
tation, with an understanding that those in 
different life stages might need additional flex-
ibility and need to be on an education plan to 
obtain their BSN in an appropriate amount of 
time, Madrid says. The goal is for 80% of the 
staff to have BSNs by 2020, she says.  

Don’t look at the BSN as the only criteria of 
a good nurse, however, says Stuart Katz, MBA, 
FACHE, director and orthopaedic service line 
administrator of TMC Orthopaedic Outpatient 
Surgery Center, Tucson, AZ. “… the proof of 
the education is in the bedside manner of the 
nurse and how she performs with the patients 
and other customers,” Katz says. “You can be 
well-read and not be a good nurse. The BSN 
degree does not imply competency.” (For infor-
mation on how to recruit and retain staff, see 
story, below.) 
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Tips for recruiting
and retaining staff

As managers and staff near retirement age, it 
becomes critically important to be able to 

recruit and retain employees. (See results of the 
question, “How long have you worked in health-
care” from the Same-Day Surgery Salary Survey, 
p. 4.) 

At Nationwide Children’s Surgery Centers in 
Columbus, OH, the mean age of the staff is 35 
years. “We have been fortunate that we have 
been able to recruit and retain young nurses 
who thrive in the self-directed outpatient surgery 
environment,” says Annette Ross Svagerko, RN, 
CNOR, OR nurse manager. 

To what does she attribute successful retention 
of staff? “Among the staff, we have discussed 
this many times, and it supports the research 
that shows that a sense of purposefulness and 
empowerment causes the staff to remain,” Ross 
Svagerko says. 

For example, administrative support has been 
critically important for “evidence-based practice 
from the bottom up,” she says. “Allowing nurses 
to practice their profession is the key to keep-
ing a stable work force,” Ross Svagerko says. 
“Doing things ‘just so the look consistent to 
Joint Commission’ is a really poor way to prac-
tice.”
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She encouraged her staff to set up their 
environment as they wished, as long as it was 
within guidelines from the American Society of 
PeriAnesthesia Nurses (ASPAN) and Association 
of periOperative Registered Nurses (AORN), 
as well as The Joint Commission and state/fed-
eral mandates. “This gave the staff a sense of 
responsibility and ownership for their area,” Ross 
Svagerko says.

Her facility also put in a bonus structure when 
the first surgery center (SC) opened. “The staff 
is paid less than the in-house nurses but have 
an opportunity to earn a bonus based upon 
the criteria established by the SC management 
staff,” Ross Svagerko says.  The bonus criteria 
includes compliance with standards from The 
Joint Commission such as medical record audits, 
satisfaction survey results for staff and patients, 
time-out audits, site verification audits, quality 
controls on refrigerators, and on-time starts. Also 
included are items such as education coordination 
for staff, environment of care rounds, federal pri-
vacy law compliance, magnet redesignation proj-
ects. The criteria are re-evaluated quarterly, and 
the bonuses are based upon achieving the criteria.

In addition to bonuses, there are other ben-
efits that prove useful in recruiting and retention, 
according to Arthur E. Casey, CASC, senior vice 
president of business development at Houston, 
TX-based Outpatient Healthcare Strategies. 
Casey says they include not having to work week-
ends and holidays; slightly higher wages; enough 
paid time off (PTO) to keep applicants at their 
seniority level or close to it from the job they are 
leaving; annual evaluations with the possibility of 

salary increases; and medical, dental, and vision 
coverage premiums close to the rate they would 
have to pay at a hospital.

Another recruitment tip is to put a dol-
lar amount on the benefits you offer, sug-
gests Stuart Katz, MBA, FACHE, director of 
TMC Orthopaedic Outpatient Surgery Center, 
Orthopaedic Service Line Administrator, Tucson, 
AZ.

“The most beneficial is we have been able to 
identify the employee benefits to the staff and 
what they mean in terms of dollars to them rather 
than just what their hourly rate is,” Katz says. 
“There are places in town where the hourly rate 
is a little higher, but our benefit package, when 
taken in terms of dollars, added to the hourly rate 
exceeds the packages available elsewhere.”

How can you prepare to fill spots of managers 
who are retiring?

Consider having staff fill in for the OR supervi-
sor when that person is out, Katz suggests. “This 
gives the staff the opportunity to see what it is 
like to be in charge and deal with the day-to-day 
problems of running a department,” Katz says.

SouRce

For more information about outpatient surgery staffing 
and other issues, contact:

• Arthur e. casey, CASC, Senior Vice President of Business 
Development, Outpatient Healthcare Strategies, San 
Diego, CA. Telephone: (281) 851.9857. Fax: (281) 966-
1805. E-mail: Arthur@OutpatientHCS.com. Web: www.
OutpatientHCS.com.  n
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