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July issue: Best tips from your peers about how not to get sued

Our next issue is one of our readers’ favorite one of the year: how to 
avoid liability and non-compliance. We’ll tell you about new areas 

of liability for the clinicians on your staff. We’ll cover tools that can help 
you make sure patient safety is optimized. We’ll share proven ideas that 
already are being used by ambulatory surgery providers. Don’t miss this 
special issue of Same-Day Surgery! n

Teen’s death, $6 million settlement
put the spotlight on alarm fatigue
The Joint Commission issues ‘Sentinel Event Alert,’ considers NPSG

(Editor’s note: This is part one of a two-part series on alarm fatigue. In this 
issue we discuss how to reduce alarm fatigue. In next month’s issue, we tell you 
how The Johns Hopkins Hospital reduced alarms up to 74% in some areas.) 

The death of a 17-year-old female at a surgery center and the resulting $6 
million malpractice settlement due to allegations that staff were not alerted 
by alarms, along with a just-released “Sentinel Event Alert” on alarm 

fatigue, has outpatient surgery managers reviewing their policies and their prac-
tices.

High school junior Mariah Edwards had a routine tonsillectomy in March 
2012. Afterward, Mariah was placed in the postanesthesia care unit (PACU) and 
given fentanyl. Over the next 25 minutes, her respiratory condition rapidly wors-
ened and went unnoticed by nurses, according to a statement from the firm Ross 
Feller Casey in Philadelphia.1 

The nurses failed to perform required assessments and were not warned by the 
equipment monitoring Mariah’s vital signs because it was not set properly and was 
muted, the law firm said. “Sadly, as a result of these oversights and others, Mariah 
sustained significant brain damage due to oxygen deprivation and died 15 days 
later,” the firm said.

Patients should ask questions not only about the procedure, but also about 
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EXECUTIVE SUMMARY
A teen died at a surgery center after nurses were not 
alerted by alarms that had been set improperly and were 
muted, according to the law firm involved in the resulting 
lawsuit that netted a $6 million malpractice settlement. 
• The Joint Commission has just released “Sentinel Event 
Alert” on alarm fatigue and has proposed a National Pa-
tient Safety Goal (NPSG).
• Identify the default alarm settings and appropriate limits. 
Identify situations when alarm signals are not clinically 
necessary. 
• Establish guidelines for tailoring alarm settings and limits 
for individual patients.

recovery room care, said Joel J. Feller, the family’s 
attorney and a founding partner at Ross Feller Casey, 
in a statement. The firm has provided a list of such 
questions on its website at http://www.rossfellercasey.
com/post-op-checklist. 

The firm said that as a result of Mariah’s death, the 
surgery center imposed policy changes, including the 
following:

• Each patient who has received IV narcotics in the 
PACU must be assigned one-on-one nurse care.

• Patient monitoring equipment may no longer be 

muted.
• Curtains restricting the view of the patient can no 

longer be drawn.
• There must be a dedicated charge nurse to oversee 

nurse staffing and patient flow in the unit.
ECRI Institute, an independent, nonprofit institute 

that researches and assesses best practices in patient 
safety and quality, has called clinical alarms the no. 1 
health technology hazard of the year. Over a recent 
four-year period, a Food and Drug Administration 
(FDA) database shows that there were more than 560 
alarm-related deaths. The Joint Commission’s (TJC’s) 
sentinel event database includes reports of 80 alarm-
related deaths and 13 serious alarm-related injuries 
during a similar period. TJC has just released on 
Sentinel Event Alert on medical alarm safety and has 
proposed a National Patient Safety Goal (NPSG) to 
address the issue.

In an interview with Same-Day Surgery, Paul 
Schyve, MD, senior advisor for healthcare improve-
ment at TJC, said, “The danger specifically of alarm 
fatigue is that alarms that are important to the 
patient’s safety are ignored. The ignoring may occur 
because they’ve literally been shut off, or may not be 
loud enough to be heard, turned down because of 
volume, or the number of alarms going off, they liter-
ally — even though they are going off loud enough to 
be heard — are ignored because so many alarms going 
off at the same time.” 

In releasing the recent “Sentinel Event Alert,” 
TJC said, “Pre-set or default settings also may cause 
problems because the device sounds a warning 
even when no action or decision by a caregiver is 
required. Rather than calling attention to a patient’s 
needs, these settings may distract caregivers.” TJC, 
along with the Association for the Advancement of 
Medical Instrumentation (AAMI), ECRI Institute, and 
American College of Clinical Engineering, held a sum-
mit in 2011 to address concerns about medical device 
alarms. (For more information on the summit, see 
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Resources at end of this article.) 
The solution requires actions related to “people, 

processes, and technology,” TJC says. “By making 
alarm safety a priority, lives can be saved,” it says.

Steps to reduce alarm fatigue from TJC

TJC’s “Sentinel Event Alert” recommends that 
healthcare organizations take the following actions, 
which it says correspond with recommendations made 
by AAMI and ECRI Institute: 

• Ensure that there is a process for safe alarm 
management and response in areas identified by the 
organization as high risk. Seek input from patient care 
providers, healthcare engineers, risk managers, and 
information technology professionals, to establish 
policies and processes for alarm safety that include 
the regular review of trends and patterns that reveal 
improvement opportunities. 

A multi-disciplinary task force or an alarms system 
safety committee can take a “deep dive” approach 
to alarm systems in your hospital, suggests Mary K. 
Logan, JD, CAE, president of the AAMI. “On the task 
force or committee, include nursing, clinical engineers/
biomedical equipment technicians, individuals that 
can analyze alarm data, risk managers, device vendors, 
and patient safety officers,” Logan says.

Support from administrators, department heads, 
and other upper management personnel is critical, she 
says.

• Prepare an inventory of alarm-equipped medical 
devices used in high-risk areas and for high-risk clini-
cal conditions, and identify the default alarm settings 
and the limits appropriate for each care area.

Schyve says, “What we recommended is that they, 
number one, look at where all the alarms are they use 
in high risk areas, essentially preparing an inventory 
that are used in high risk areas for high risk condi-
tions, also for high risk populations and, finally, for 
high risk individual patients.”

These are clinical judgments that should be made 
by clinical providers, he emphasizes.

• Establish guidelines for alarm settings on alarm-
equipped medical devices used in high-risk areas and 
for high-risk clinical conditions. Include identification 
of situations when alarm signals are not clinically nec-
essary. Organizations should consider how to reduce 
nuisance alarm signals and to determine whether criti-
cal alarm signals can be heard in patient care areas. 

According to TJC, between 85% and 99% of alarm 
signals don’t require clinical intervention. In an ambu-
latory surgery center, there may be a risk that alarms 
are going off that alert staff to something that isn’t a 
problem, so as a result, staff may begin to ignore the 

alarms, Schyve says. You must set priorities in terms 
of which alarms staff need to pay attention to, he says.

For example, if a heart rate alarm goes off, staff 
may know that the heart rate might drop for a couple 
of minutes, then return to normal, so they don’t need 
to rush into the room to resolve the issue. Does that 
mean you’ve set the alarm to be too sensitive so that 
it’s going off more than it should? Yes, Schyve says, 
however, it points to the need for clinical judgment 
“which alarms are important, and what should be 
the parameters for a particular alarm.” When you use 
default parameters for every patient, regardless of the 
health of the patient or the procedure, some alarms 
might be too sensitive, while others might not be sen-
sitive enough for particularly patients, he says. “It’s 
not that one would expect physicians would order 
specific alarm limits for each patient individually,” 
Schyve says. “Surgeons and nurses sit down together 
and decide what guidelines, under what circumstances 
should we use alarms and change from default levels.”

When the members of the task force or commit-
tee have a clear understanding of the problem, they 
should state the facility’s goal, such as “eliminate 
X percent of alarm signals throughout the facility,” 
Logan says. “Share your goals with hospital staff, 
administration, department heads, everyone,” she 
says. “Make sure they are all on board.”

Collect baseline data from your network or direct 
observations, Logan advises. She suggests review-
ing the data collection recommendations in AAMI’s 
white paper titled “Using Data to Drive Alarm System 
Improvement Efforts, The Johns Hopkins Hospital 
Experience.” (See “The Safety Innovations Series” in 
Resources at end of article.)

“Share the baseline data with unit managers, and 
work with unit managers in developing a plan of 
action — e.g., re-setting alarm parameters,” she says.

• Establish guidelines for tailoring alarm settings 
and limits for individual patients. The guidelines 
should address situations when limits can be modi-
fied to minimize alarm signals and the extent to which 
alarms can be modified to minimize alarm signals. 
Inspect, check, and maintain alarm-equipped medical 
devices to provide for accurate and appropriate alarm 
settings, proper operation, and detectability. Base the 
frequency of these activities on criteria such as manu-
facturers’ recommendations, risk levels, and current 
experience.

Develop alarm system policies, such as who sets 
alarm parameters and who can change them, Logan 
says.

“Compare the data after implementation of the 
action plan to the baseline data to find improvements 
or benchmarks toward your goal,” Logan says.
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• Provide training and education for all clinical 
care team members on safe alarm management and 
response in high-risk areas. 

“Create new education and training programs on 
alarms systems for staff, and assess these programs on 
a regular basis for effectiveness,” Logan advises. 

The Johns Hopkins Hospital reduced the number of 
non-critical bedside alarms in some areas of the hospi-
tal up to 74%. A vendor was responsible for the train-
ing, says Maria Cvach, MSN, RN, CCRN, assistant 
director of nursing clinical standards at Johns Hopkins 
and leader of the hospital’s alarm improvement efforts 
since 2006.

In addition, “We have alarm champions on each 
unit who are knowledgeable,” Cvach says. The hospi-
tal relies on unit-based experts to determine what kinds 
of training they need in their area, she says. 

• Share information about alarm-related incidents, 
prevention strategies and lessons learned with organi-
zations such as AAMI, ECRI Institute, the FDA and 
TJC.

“Recognize the solutions and resolution of alarms 
system management improvement as long-term and 
ongoing, not a one-time thing,” Logan says.

REFERENCE

1. PRNewswire. 17-year-old girl’s tragic death after routine 
tonsillectomy leads to post-operative care changes. Feb. 5, 
2013. Accessed at http://prn.to/11L3OYO.

RESOuRCES

• The Joint Commission’s “Sentinel Event Alert” on alarm 
fatigue can be accessed at http://www.jointcommission.org. 
Under “Topics,” select “Sentinel Event – Sentinel Event Alert.”
• Read a summary of the 2011 summit on alarm fatigue, at www.
ismp.org/sc?id=170. Inside this publication there is a list of “top 
10 things . . . .” that healthcare facilities can do now to improve 
alarm systems.
• The AAMI “Horizons” 2011 Issue focusing on alarm sys-
tems can be accessed at http://www.aami.org/publications/
AlarmHorizons/index.html. 
• AAMI has a collected of white papers, collective called “The 
Safety Innovations Series,” that highlight recommended 
actions, steps, pathways, and analytical tools for alarm system 
solutions. Web: http://www.aami.org/htsi/safety_innovation.
html. n

issue, we focus on education and training. In 
future issues, we’ll discuss sharps safety, personal 
protective equipment (PPE), employee safety, and 
hazardous materials, plus more.] 

While the Occupational and Safety Administration 
(OSHA) and other agencies have multiple 

regulations for ambulatory surgery providers, regula-
tory compliance isn’t the only reason to know these 
regulations, said Beverly Kirchner, BSN, RN, CNOR, 
CASC, president of Genesee Associates, a Dallas-based 
national ambulatory surgery center development, con-
sulting, and management company.  

“If we don’t keep our staffs safe, we can’t keep our 
patients safe,” she said.  Kirchner spoke at the recent 
annual meeting of the Ambulatory Surgery Center 
Association (ASCA).

Keep in mind that if an employee falls out of com-
pliance with an OSHA regulation, the employer gener-
ally pays the fine, but if a contract employee breaks 
the rule, the employee will be fined. If you have a 
physician who, for example, puts his coffee cup on his 
anesthesia cart every morning, and he has been edu-
cated and the education has been documented, “you 
have to show they’ve been educated and oriented, or 
you are subject for the fine,” Kirchner said. Fines can 
be thousands of dollars, even for small infractions, she 
says.

One of the key elements to a successful safety 
program is employee participation, Kirchner said. 
“Who better to point out hazards in your facility than 
employees who work there?” she said. 

When the OSHA survey begins, notify the medical 
director immediately, Kirchner said. Also, the chair-
man of your board should be on “standby,” she said. 
Prepare for the survey to last 6-8 hours.

Any employee, including physicians and allied 
health staff, should be prepared to name the person 
responsible for safety and health, she said. 

Keep in mind that most OSHA surveyors work in 
industry, not healthcare, Kirchner pointed out. For 
that reason, when you’re asked a question, “Clarify 
what they’re really asking you” before you respond, 

EXECUTIVE SUMMARY
The Occupational Safety and Health Administration 
(OSHA) has more than 1,100 regulations for ambulatory 
surgery providers.
• Your employees are the best source for identifying haz-
ards in your facility.
• Look at job descriptions and education to see if they 
match what employees are doing.
• Review your safety plan with staff at least annually and 
any time you make changes.

Education is key part
of OSHA regulations

[This is the first part of a multi-part series on 
compliance with the Occupational Safety and 
Health Administration (OSHA). In this month’s 
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she suggested. Pull requested data, but “don’t give 
them anything more than what they ask for,” she said.

OSHA makes it the employers’ responsibility to 
ensure all employees’ job assignments are appropri-
ate to the skills and education level of the employee, 
Kirchner said. Employers are responsible for ensure 
the employees are certified, competent, or qualified for 
the job the employee is assigned to perform, she said. 
“So when you write job descriptions and do education 
and set up jobs, in the job description give the exact 
level of education that job requires and the skill sets,” 
Kirchner said.

In general, a multi-specialty facility will need more 
training than a single-specialty surgery center, she says. 
Also, members of the business office don’t need the 
same training as the clinical staff, she said. 

The person creating the education and conducting 
the training should have undergone training himself 
or herself, Kirchner said. Document that their training 
goes above and beyond other staff, she said.

Set up your training so there are no interruptions, 
Kirchner said. Also, OSHA will want to examine 
how you evaluate your training each year, she said. 
Develop objectives for each training class, and have 
staff members evaluate whether you met those objec-
tives and how you could better meet them, Kirchner 
said. 

OSHA surveyors look at job descriptions and 
education to see if they match what employees are 
doing, Kirchner said. When you’re developing goals 
and objectives for each year, include hazards. For 
example, recovery and preop nurses might think they 
can drink in those areas if they have covered contain-
ers. “Whether OSHA accepts that depends on whom 
you talk to,” Kirchner said. When a patient coughs, 
the spray may land on the lid and be ingested by the 
staff person, she pointed out. “They will fine you, in 

the preop and postop areas,” she said.
Include education on the dangers of formalin, 

Kirchner suggested. “I have walked in and seen them 
storing that by an autoclave,” she said. 

Surveyors will ask physicians and allied health staff 
about fire safety and other areas, she said, so they need 
“mini-orientations.” They should include the fire plan, 
evacuation plan, and disaster planning. 

Review your safety plan with staff at least annually 
and any time you make changes, Kirchner said. [For a 
copy of Kirchner’s OSHA Compliance Checklist, see 
the online issue of SDS. If you need assistance, contact 
customer service at customerservice@ahcmedia.com or 
(800) 688-2421.]

RESOuRCE
Occupational Safety and Health Administration’s 
Injury and Illness Prevention Programs White Paper 
— January 2012. Web: http://www.osha.gov/dsg/
InjuryIllnessPreventionProgramsWhitePaper.html. n

Follow industry news
while it is happening

We recently sent multiple tweets from ses-
sions at the annual meeting of the Ambulatory 
Surgery Center Association (ASCA). Have 
you joined us on Twitter @SameDaySurgery? 
This is the first place we place breaking news. 
Twitter is a great place to find out what your 
peers and competitors are doing. You can go 
to twitter.com to sign up now!

Dermatitis rates are
vastly under-counted
Real rate some 100 times higher

Healthcare workers might be suffering in silence 
from work-related dermatitis. Cases of work-

related dermatitis are about 100 times greater than 
the rate reflected in federal data, and healthcare 
workers are at greater risk than most other occupa-
tions, according to an analysis of the National Health 
Interview Survey.1

Almost one in 10 (9.2%) healthcare workers 
with dermatitis reported that they had been told by 
a health provider that the skin disorder was work-
related, which is about double the rate of other 
occupations. Overall, the prevalence of work-related 
dermatitis was about 100-fold higher than the count 
reported by the U.S. Bureau of Labor Statistics (BLS), 
researchers at the National Institute for Occupational 
Safety and Health (NIOSH) found.

Yet even that number is an understatement 
of the problem of work-related dermatitis, says 
Kenneth Rosenman, MD, chief of the Division 
of Occupational and Environmental Medicine at 
Michigan State University in East Lansing and a 
national expert on surveillance of occupational inju-
ries and illnesses.

Many people don’t talk to their doctors about the 
work-relatedness of their skin conditions, Rosenman 
says. In 2011, Michigan conducted a Behavioral Risk 
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Factor Surveillance System survey and asked a ques-
tion: “Do you think your skin condition was prob-
ably work related?” Adding that question boosted 
the prevalence of work-related dermatitis by 76%. 
That increase means about 16% of healthcare work-
ers who have dermatitis have a condition that is likely 
work-related, he says.

This problem is not just a numbers game, 
Rosenman emphasizes. By failing to detect cases of 
occupational dermatitis, employee health profession-
als lose the opportunity to make corrective changes, 
he says. “We could better address the work practices 
or substitute a different cleaning agent,” he says.

Better surveillance data also reveals the burden 
and risks of various industries and occupations. 
Rosenman has criticized using an employer survey as 
the sole method of determining federal injury and ill-
ness data. “[The dermatitis research] is just another 
example that the BLS employer-based survey is totally 
inadequate,” he says.

Frequent hand washing damages skin

Healthy People 2020 sets a goal of reducing occu-
pational skin dermatitis by 10%. But that might be a 
particular challenge in healthcare because of frequent 
hand washing and donning and doffing of gloves, says 
Marty Visscher, PhD, director of the skin sciences pro-
gram at the Cincinnati Children’s Hospital.

“If people comply with the hand hygiene guidelines, 
they’re going to have skin damage,” she says.

In 2011, the Bureau of Labor Statistics reported 
that 6.3 out of 10,000 hospital workers have work-
related skin disorders, about twice the rate of 3.3 for 
all workers.

The problem often begins with frequent hand-
washing. Depending on the patient load, a nurse on a 
12-hour shift might perform hand hygiene 70 to 200 
times, says Visscher. If that includes frequent hand-
washing, the outer barrier of the skin is compromised, 
she says.

“Soap wears away some of the structural materi-
als in the top layer of the skin,” she says. “That opens 
up channels for irritation ... The number one reason 
people will give you for not doing hand hygiene is the 
irritation. It is a factor.”

Frequent use of creams can help

Hand sanitizers are designed to enable repetitive 
hand hygiene without damaging the skin. But if the 
skin already is damaged, the alcohol-based rubs can 
cause additional irritation, says Visscher.

“When the skin is damaged enough, it has tiny 

cracks. When people use alcohol hand rubs, they get 
stinging and burning,” she says. “We can’t ignore 
healthcare workers when they’re saying this hand sani-
tizer stings.”

Intensive treatment with hand creams can reduce 
irritation and erythema, Visscher found in a study 
of workers in the NICU at Cincinnati Children’s 
Hospital. The study group used a cream called 
Remedy, which is free of petroleum and mineral oil, 
and applied it at least 10 times a day on off days and 
five times on work days. Workers using the test cream 
had less erythema than a group using their usual prod-
ucts and a control group.2 

Visscher advises healthcare workers to have “proac-
tive use of skin repair” — to put moisturizing cream on 
their hands frequently throughout the day. Lotion can 
be provided in break rooms and bathrooms, she says. 
“If they can carry a hand sanitizer in their pocket, they 
can carry a small tube of lotion in their pocket,” she 
says. Glove use itself is irritating because of the friction 
of pulling them on and off and the potential for mois-
ture to build up on the skin beneath the glove, she says.

Lotions or creams should be free of petroleum-
based products, such as petrolatum, or petroleum 
jelly, and mineral oil, because they can compromise 
the integrity of the gloves, Visscher says. In her study, 
about 80% of the personal lotions or creams used 
by healthcare workers contained petrolatum or min-
eral oil. The Association of periOperative Registered 
Nurses (AORN), in its “Perioperative Standards and 
Recommended Practices for Inpatient and Ambulatory 
Settings,” agrees that lotions should not contain 
“petroleum or other ingredients” that could have a 
detrimental impact on gloves. In addition, AORN says 
lotions should not contain anionic-based materials 
and chemicals. Also, they should be “evaluated and 
approved by an interdisciplinary group,” AORN says. 
These lotions should be compatible with antiseptics 
and have water listed as the number one ingredient, the 
association says.

Nurses and other health professionals may treat 
their own skin problems with over-the-counter prod-
ucts. Hospitals should encourage healthcare workers to 
report skin conditions, says Rosenman.

“There has to be a culture at the healthcare facility 
that ‘We want to know when you think you’re hav-
ing a work-related problem,’” he says. “Even if you’re 
self-treating, or you’re seeing your personal healthcare 
provider, we still want to know because we want to see 
if there’s a pattern in the hospital.”
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Reinventing the box: We 
are doing it, you can too
By Stephen W. Earnhart, MS, 
CEO, Earnhart & Associates
Houston, TX

I will ease you into this topic. While it has me 
excited, I will contain that excitement as I will lose 

you if I don’t.
We are building our largest and most demanding 

facility to date! Well, I couldn’t contain myself.
The surgical facility in question is neither a hospi-

tal surgery center, nor a joint-ventured center, nor a 
physician-owned center. It is a surgical hospital out-
patient department (HOPD) about three miles from 
the parent hospital. It will, gloriously, have hospital 
reimbursement and no physician owners!

Most of the surgeons who will operate out of 
the facility are employees of the hospital (which is 
quickly a coming trend), although we will allow non-
employed surgeons privileges but no equity. They 
will use it because of the location and services it will 
provide.

This is our 12th such facility. The others are all 
successful, as this one will be. The difference with this 
facility is that everything will be re-engineered, from 
the physical design, to staffing mix, to job descrip-
tions, to ambience, to the roles of the staff, and many 
other changes. This facility has been in the works for 
over two years, but we are finally throwing dirt and 
anticipate opening Q1 2014. 

We have designed the layout differently from any 
we have ever done. It is designed 100% for efficiency 
in operations and staffing economics. It includes an 
open floor plan and lots of built-ins. 

Every job description we have ever used has been 
torn up and redone, word for word. Nothing will be 

standard. Every staff member will be hand-picked for 
skills, professionalism, and ability to work and play 
well with others. Wherever possible, staff members 
will be cross-trained and incentivized to maximize 
patient safety and satisfaction while reducing cost in 
every area of operations. 

I like how the computer industry — Apple, Google, 
and the like — treat their staff and allow for creativ-
ity. It works for them, and it will work in healthcare. 
Many of those practices will be incorporated into the 
center. Because all of the employees at the facility will 
be employees of my company, and we will manage 
the facility, we can make this happen. Nothing will be 
the “norm.”

Every efficient and effective service and industry 
technology will be used and maximized. If it works, 
it will be incorporated into operations. I have always 
believed in technology and know that the cost of 
technology always goes down. We plan to negotiate 
religiously for the best of the best. 

Is this going to be the surgical facility of the future? 
In some ways, yes. I have been in this industry a long 
time, and I plan to incorporate what I have learned 
over the years.

Now, you’re thinking, “Who cares? Do what you 
want, and stop blowing your own horn already.” 
Valid, but with the exception of the physical layout 
and organizational structure, everything we will do, 
you can do at your facility! It makes no difference if 
you are working in a hospital or a freestanding ASC.

As an industry, we don’t staff our facilities well. 
We need to recognize that with fewer and fewer 
nurses around and available, we need to start looking 
at how we staff and how we assign responsibilities 
in our facilities. We all once had cars that we had no 
idea what the gas mileage was or what was in a hot 
dog. (I still don’t want to know. It’s one of my favor-
ite foods.) It stands to reason we need to start looking 
at our processes differently, just as we do everyday 
occurrences in our day-to-day lives. 

With 10,000 patients per day turning 65, and every 
day after for the next 20 years, we need to change our 
payer mix to new opportunities and start capitalizing 
on specialties and services that come with that grow-
ing market share. Most of us are shunning Medicare 
while our competitors are expanding their specialties 
in ophthalmology, auditory, and urology. Many in 
this age bracket are losing their vision and hearing, 
and they are leaking. Why not get into those areas?!

Why are we still doing our own billing when the 
professional companies out there do it so much bet-
ter? Figure it out: You almost certainly are losing 
money billing internally. No time to detail it here. 
(For information, see my column on “The big ques-
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tion: To bill, or not to bill?” Same-Day Surgery, 
September 2012, p. 100.) 

Everything you need to do with your patient on 
the day of surgery can be done in 45 minutes before 
surgery. Airlines “on-time” schedules are listed in 
newspapers, on TV, and in social media, but yet we 
still make our patients work around our schedules. 
That preoperative time will change going forward as 
patient satisfaction and outcomes play a greater role 
in reimbursement. No long will we be able to hide 
those facts that we grossly inconvenience our patients 
to cover up our own inefficiencies. 

How many members of your staff have a finan-
cial incentive to add to your bottom line? I spoke 
to a group of professionals a couple of months ago, 
and no facility represented in the room had a profit-
sharing plan for staff. You want to crosstrain staff 
and demand efficiency? You’d better cough up some 
dough. Also, it is the right thing to do. The benefits 
are immense. Look at the Googles, Apples, and 
Yahoos of the world. Every employee at those com-
panies are tied to the bottom line.

Refresh your facility as you would your house if 
you were selling it. Look at the colors of your walls. 
Ninety-five percent of every center I go into looks 
like something out of a psychiatric hospital movie. 
Get some color! Patients and staff respond to visual 
stimulation! 

Put in Wi-Fi. Tell your IT people that they work 
for you when they cry about “violating their net-
work.” Do it for your patient’s families. I get Wi-Fi in 
airport bathrooms, for heaven sake! 

Get EMR. If you cannot afford it, I can refer you 
to people that will not charge anything upfront. 
Patients like being in high-tech places. (Actually, I just 
made that up; but I do, so therefore I assume others 
do as well.)

Use as much per diem staff as you can. Full-time 
staff members tend to get stagnant, complacent, and 
set in their ways (with the exception of those read-
ing this, of course. You rock!) New faces in the right 
place can add a new sense of excitement and ideas in 
an otherwise bureaucratic workplace. 

Start having free lunch again once a week, once 
a month, or once a year for your staff. Have a door 
prize for something — anything. Jazz it up! 

Make a “family wall” in the lounge where people 
can put pictures of their kids or families or pets. 
Make a facility “wall.” Light things up! 

Get with social media. It offers so much! 
Don’t make your patients spend 20 minutes regis-

tering when they are tired, caffeine-depleted, scared, 
and hungry. Let them register, sign their paperwork, 
and cover their co-pays online in their favorite chair. 

Get with it, or you won’t be around much longer. 
[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

AAAHC Institute
releases benchmarks
Latest report covers 4 procedures

The AAAHC Institute for Quality Improvement 
has released its July to December 2012 bench-

marking reports for knee arthroscopy, cataract sur-
gery, low back injection, and colonoscopy. The best 
performers in each category have shared their tips and 
best practices.

 “The AAAHC Institute strives to help ambula-
tory surgery centers in their mission to provide the 
highest levels of safety and patient satisfaction, and 
these reports allow us insights into best practices,” 
said Naomi Kuznets, PhD, senior director and general 
manager of the AAAHC Institute. 

The reports include data such as pre-procedure, 
procedure and discharge time comparisons, intra-
operative complications, non-routine procedures, 
anesthesia, wrong-site surgery prevention, and patient 
outcomes. Highlights of the studies include the fol-
lowing:

• Knee arthroscopy.
Virtually all knee arthroscopies are performed in 

the ambulatory setting. The July-December 2012 
clinical study of the procedure, the latest in a series 
conducted since 2000, includes results from 41 orga-
nizations that perform more than 9,190 procedures 
annually. Among the findings:

— Procedure times. Median pre-procedure 
time was 88 minutes. The range was 60 to 135. 
Organizations with the shortest pre-procedure times 
attributed their results to calling their patients the day 
before the procedure to remind them of their appoint-
ment time and making sure they understand the pre-
procedure requirements.  

Average procedure times ranged from 13 to 81 
minutes. The median was 28. Median discharge 
time was 75 minutes. The range was 35 to 141. 
Organizations with the shortest discharge times 
attributed their results to having patients leave the 
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operating room as they are waking up so their com-
fort level can be assessed as soon after the procedure 
as possible.  

— Patient outcomes. Seventy-five percent had to 
wait less than one month from scheduling to the time 
of the procedure. Eighty-nine percent indicated they 
were able to schedule their procedures as soon as they 
wanted. Ninety-nine percent said they had an ade-
quate understanding of the procedure. One hundred 
percent said they experienced little or no discomfort 
during the procedure.

Ninety-nine percent said they were comfort-
able post-discharge. One hundred percent said they 
received written discharge instructions. Ninety-nine 
percent said they would recommend the procedure to 
a friend or relative.

• Cataract extraction with lens insertion.
Cataract and lens operations are the number one 

outpatient surgical procedure and account for about 
one-half of all low vision cases in adults over age 40. 
The AAAHC Institute has conducted clinical stud-
ies on this procedure since 1999. Key July-December 
2012 clinical findings reported by 92 organizations 
that perform more than 170,000 cataract surgeries 
annually include:

— Procedure times. The median pre-procedure 
time, defined as patient check-in to start of the proce-
dure, was 81 minutes. The range was 30 to 137 min-
utes. Organizations with the shortest pre-procedure 
times use processes that include pre-arrival review of 
patient information. Average procedure times, defined 
as the time the procedure starts; i.e., incision, to the 
time the procedure has ended (dressing on), ranged 
from six to 34 minutes. The median was 14 minutes.

The median discharge time, defined as end of the 
procedure until patient meets discharge criteria, was 
21 minutes. The range was 4 to 64. Organizations 
with the shortest discharge times attributed their 
results to practices such as having the physicians’ 
offices provide discharge instructions to patients at 
the time of procedure scheduling.  

— Patient outcomes. Eighty-nine percent had to 
wait less than one month from scheduling to the time 
of the procedure. Ninety-six percent indicated that 
they were able to schedule their procedures as soon 
as they wanted. Ninety-nine percent said they had an 
adequate understanding of the procedure. Ninety-
eight percent said they were comfortable during the 
procedure, and 99% said they were comfortable post-
discharge.

Ninety-four percent reported that their vision was 
better post-surgery. Ninety-nine percent reported that 
their physicians rated their eyesight as better (98%) 
or the same (1%) post-surgery. Ninety-four percent 

returned to normal activities of daily living within one 
week of the procedure. Ninety-nine percent said they 
would recommend the procedure to friends or rela-
tives with cataracts. 

• Low back injection.
More than 1.5 million low back injections (LBI) 

for the treatment of pain or mobility problems are 
given each year, and that number is expected to rise 
as the population ages. This report is the sixth study 
of this procedure in the ambulatory setting conducted 
by the AAAHC Institute. This 2012 study included 
information from 31 organizations that perform a 
combined total of more than 64,890 LBI procedures 
annually. Findings include:

— Procedure times. Median pre-procedure time, 
which is the time from when the patient checks in to 
the time the needle is inserted, was 43 minutes. The 
range was 10 to 85 minutes. Organizations with the 
shortest times attributed their results to processes 
including contacting the patient to prepare for the 
procedure prior to the procedure day. Average pro-
cedure times ranged from three to 25 minutes. The 
median was seven.

Median discharge time was 22 minutes. The range 
was one minute to 42 minutes.  Organizations with 
the shortest discharge times attributed their results to 
not using or using low levels of sedation, or control-
ling the type and amount of medication administered.  

— Patient outcomes. Ninety percent had to wait 
less than one month from scheduling to the time of 
the procedure. Ninety-three percent indicated they 
were able to schedule their procedures within a rea-
sonable time. Ninety-nine percent said they had an 
adequate understanding of the procedure. 

Eighty-five percent reported that they were per-
forming their usual daily activities. Eighty percent 
indicated that their pain had improved. Fifty percent 
had reduced their pain medications.

• Colonoscopy.
Nearly 60% (3.7 million) of colonoscopies to 

detect colorectal cancer are performed in ambulatory 
settings. The AAAHC Institute has been studying 
this procedure since 2001. Key July-December 2012 
clinical findings from 100 organizations that perform 
more than 353,300 colonoscopies annually include:

— Procedure times. The median pre-procedure 
time, from patient check-in to insertion of the scope, 
was 59 minutes. The range was 17 to 129 minutes. 
Organizations with the shortest times use processes 
including preparing the patients and paperwork prior 
to arrival and having staff familiar with and dedicated 
to admissions. Average procedure times, from “scope 
in” to “scope out,” ranged from nine to 29 minutes. 
The median was 16 minutes. Procedure time might 
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vary with the complexity (number of findings, biop-
sies, removals) of the colonoscopy.

The median discharge time was 40 minutes. The 
range was 15 to 75 minutes. Organizations with the 
shortest times attributed their results to well-trained 
anesthesia providers and the use of midazolam and 
propofol or propoful alone.   

— Patient outcomes. Eighty-one percent had to 
wait less than one month from scheduling to the time 
of the procedure. Ninety-seven percent indicated that 
they were able to schedule their procedures as soon 
as they wanted. One hundred percent said they had 
an adequate understanding of the procedure. Seventy-
seven percent said they experienced little or no dis-
comfort during their bowel preparation. Ninety-nine 
percent said they experienced little or no discomfort 
during their procedure.

Ninety-eight percent said they were comfort-
able post-discharge. One hundred percent said they 
received written discharge instructions. Ninety-nine 
percent said they would recommend the procedure to 
a friend.

Organizations that participated in the AAAHC 
Institute studies all were volunteers, and most were 
accredited by the Accreditation Association for 
Ambulatory Health Care (AAAHC). Organizations 
are invited to participate through the AAAHC 
Institute website and, when possible, through mailing 
to members of relevant specialty societies. To order 
copies of the reports or for more information, please 
visit the AAAHC Institute online at http://www.
aaahc.org/en/institute.  n

ever-increasing mountain of evidence continues to 
show that these procedures are the most successful 
and durable treatment for obesity and several related 
diseases,” said Daniel B. Jones, MD, MS, FACS, 
professor of surgery at Harvard Medical School in 
Boston and one of a 12-member panel that developed 
the guidelines. “However, we’ve gleaned important 
new insights, cautions, and best practices based on the 
thousands of studies that were published in medical 
journals in just the last four years alone, and these are 
reflected in the new guidelines.” 

Among the 74 evidence-based recommendations is 
the reclassification of sleeve gastrectomy, a restrictive 
surgical weight loss procedure that limits the amount 
of food patients can eat, as a proven weight loss sur-
gical option, rather than an investigational one; that 
surgical eligibility be expanded to include patients with 
mild to moderate obesity and diabetes or metabolic 
syndrome; that women should avoid pregnancy before 
surgery and for 12 to 18 months after surgery; and a 
team approach to perioperative care “is mandatory 
with special attention to nutritional and metabolic 
issues.” The guidelines also provide recommenda-
tions on patient screening and selection, preoperative 
and postoperative management, selection of surgical 
method, and criteria for hospital readmission after sur-
gery. 

Sleeve gastrectomy isn’t ‘investigational ‘

Laparoscopic sleeve gastrectomy joins laparoscopic 
adjustable gastric banding, laparoscopic Roux-en-Y 
gastric bypass, and laparoscopic biliopancreatic diver-
sion BPD, BPD/duodenal switch as primary bariatric 
and metabolic procedures for patients requiring weight 
loss and/or metabolic control. Research demonstrates 
sleeve gastrectomy has benefits comparable to these 
other procedures in terms of weight loss, resolution of 
obesity-related conditions, and rate of complications. 

The guidelines do not recommend one primary 
procedure over another as each procedure poses dif-
ferent risks and benefits. It is recommended that the 
surgical method chosen should be based on specific 
patient goals and motivations, and surgeon and institu-
tional expertise and experience. However, laparoscopic 
procedures are preferred over open procedures due to 
lower early postoperative morbidity and mortality.

Data have emerged on other procedures including 
gastric plication, electrical neuromodulation, and endo-
scopic sleeves, but the guidelines continue to classify 
them as investigational because of a lack of sufficient 
outcomes evidence.

Surgery for mild to moderate obesity and metabolic 
disease

Guidelines updated
for bariatric surgery

Significant new scientific evidence published over 
the last four years has prompted three major medi-

cal societies to change their guidance on who should 
receive metabolic and bariatric surgery and which 
methods should be used.

The new guidelines from the American Society 
for Metabolic and Bariatric Surgery (ASMBS), the 
American Association of Clinical Endocrinologists 
(AACE), and The Obesity Society (TOS) were pub-
lished in the latest issues of “Surgery for Obesity 
and Related Diseases,” “Endocrine Practice,” and 
“Obesity,” the official peer-reviewed journals of each 
of the societies. The original clinical guidelines from the 
three organizations first appeared in 2008. 

“Bariatric or metabolic surgery is among the most 
studied surgical interventions in medicine, and this 
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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

According to the guidelines, patients with body mass 
index (BMI) of 30-34.9 kg/m2 with diabetes or meta-
bolic syndrome may be offered a bariatric procedure, 
“although current evidence is limited by the number 
of subjects studied and lack of long term data dem-
onstrating net benefit.” It is further noted that there is 
insufficient evidence for recommending a bariatric sur-
gical procedure specifically for glycemic control alone, 
lipid lowering alone, or cardiovascular disease risk 
reduction alone, independent of BMI criteria. (Editor’s 
note: Type 2 diabetes is one of the co-morbidities the 
Centers for Medicare and Medicaid Services consid-
ers in determining whether bariatric surgery will be 
covered for a Medicare beneficiary who is morbidly 
obese, as long as the surgery is furnished at a Medicare-
approved facility.)

Jaime Ponce, MD, ASMBS president, said, “These 
clinical guidelines provide evidence-based recommen-
dations and information to help surgeons, primary care 
doctors and other health professionals make the most 
informed decisions for the benefit of patients.”

The guidelines are available at http://bit.ly/
YAJHtW.  n

Clarification for G-codes
and the associated charge

Several ambulatory surgery center (ASC) leaders 
have reported questions concerning how to report 

G-codes with no associated charges, according to the 
ASC Association (ASCA) web site (www.ascassocia-
tion.org).

Per the QualityNet web site (https://www.quali-
tynet.org), quality data G-codes must be entered on the 
CMS-1500 claim form and have an associated charge 
to be accepted into the Centers for Medicare and 
Medicaid Services (CMS) warehouse. These codes will 
populate fields 24 D and 24 F on the CMS-1500 claim 
form, the ASCA says. Consider these other tips:

• The submitted charge field cannot be blank.
• The line-item charge should be the numeral “0” 

(zero). Please note that dollar signs ($) or decimal 
points are not accepted.

• If a system does not allow a zero line-item charge, 
a nominal amount can be substituted; the beneficiary is 
not liable for this nominal amount.

• Entire claims with a zero charge will be rejected. 
The total charge for the claim cannot be zero.

• When a zero charge or a nominal amount is sub-
mitted to the carrier or contractor, payment for the 
amount included in the ASC QDC line is denied and 
tracked.

`SDS’ reader survey
is now online

This year, we’re going digital with our annual 
Same-Day Surgery reader survey – and giving 

away a free publication to subscribers who take 
it. To participate, go to the web address at the 
bottom of this message and enter your responses. 
When you’re done, you’ll receive a PDF of our 
new 57-page publication, “2012 Healthcare 
Salary Survey & Career Guide.”

Thanks in advance for sharing your thoughts 
about SDS and how we might better meet your 
needs as a subscriber. Here’s the web address for 
the survey: https://www.surveymonkey.com/s/
SDSsurvey2013.  n

CMS has designated FMQAI as the ASC Quality 
Reporting (QR) Program Support Contractor. FMQAI 
provides technical support and feedback to assist 
ASCs with quality data reporting. Questions can be 
submitted about the ASC QR Program to FMQAI via 
the QualityNet web site or by calling (866) 800-8756 
weekdays from 7 a.m. to 6 p.m. ET.  n

n Ensure you are in 
compliance with high 
alert medications

n Training scrub techs: 
Is on-the-job training 
sufficient?

n Tips on improving 
productivity in the 
operating room

n Are you ready for 
your sterile processing 
to be scrutinized?
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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. After a surgery center settled for $6 million follow-
ing the death of a teen, reportedly after alarms were 
improperly set and muted, what change(s) was/were 
made, according to the law firm Ross Feller Casey?
A. Each patient who has received IV narcotics in the 
PACU must be assigned one-on-one nurse care.
B. Patient monitoring equipment may no longer be 
muted.
C. Curtains restricting the view of the patient can no 
longer be drawn.
D. There must be a dedicated charge nurse to oversee 
nurse staffing and patient flow in the unit.
E. All of the above.

2. Which of the following is/are recommended by 
the Association of perioperative Registered Nurses 
(AORN) concerning lotions or creams used to avoid or 
reduce dermatitis?
A. Lotions should not contain petroleum or other 
ingredients that could have a detrimental impact on 
gloves. 
B. Lotions should not contain anionic-based materials 
and chemicals. 
C. Lotions should be evaluated and approved by an 
interdisciplinary group. 
D. Lotions should be compatible with antiseptics and 
have water listed as the number one ingredient.
E. All of the above.

3. In the most recent benchmarks for knee arthroscopy 
from the AAAHC Institute, organizations with the 
shortest pre-procedure times attributed their results 
to which of the following?
A. Calling their patients the day before the procedure 
to remind them of their appointment time 
B. Making sure patients understand the pre-proce-
dure requirements
C. A& B
D. Neither A nor B  

4.  In new guidance from three major medical societ-
ies on metabolic and bariatric surgery, what was the 
recommendation on sleeve gastrectomy?
A. The reclassification of it as a proven surgical option.
B. The reclassification of it as an investigational option.



OSHA Survey 

Purpose: To observe and assess the Blood Borne Pathogen plan/program as defined by OSHA and the center. 

  To observe and assess the Hazard Material plan/program as defined by OSHA and the center. 

  To observe and assess the Sharps Safety plan/program as defined by OSHA and the center. 

To evaluate the education provided for staff annually for Blood Borne Pathogens, Hazardous Material handling, 

and sharp safety. 

To review evaluation documentation of sharp safety devices as performed by staff. ( Must be staff not leadership) 

 

Administrative  

Action Item Request for Information 

1. Safety Plan Be prepared to discuss the Safety Plan. 

 Safety Plan should include but not be limited to the following items: 

 a. Describe the Plan in  no more than a paragraph  / Policy statement 

 b. Describe purpose of plan 

 c. Guidelines 

      1. Responsibility : Who oversees the Plan ? (QAPI Committee) Who does the plan direct? Staff, 
leadership, medical staff, vendors, etc…. 

      2. Safety Officer responsibilities and Safety Officer’s responsibility to educate the staff 

      3. Types of surveys to be conducted a. environment, b hazardous material, c equipment, d. sharps, 
e. personal protection equipment usage 

      4. Reports: a. type of reports (environment, equipment, safety compliance (“PPE”) b. how often 
reports will be completed, c. who reviews the reports 

      5. Organizational chart for safety 

    6. Areas of data collection should include but is not limited to: a. Safety Management of 
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Environment, b. Security, c. Hazardous Material handling, d. Hazardous Material Disposal, e. 
Emergency Preparedness ( disaster, fire, cardiac arrest, malignant hyperthermia), f. Life Safety 
Equipment (maintenance, testing), g. Medical Equipment (biomedical), h. Utilities 

    7. Establish outcome measures for all areas of the surveillance items. Examples: Cleanliness of the 
building, equipment checks for high risk equipment quarterly by biomed such as anesthesia machines, 
testing of the defibrillator every morning, security system, fire alarm system, medical gas system, 
sterilization equipment. 

   8. Establish outcome measures of emergency supplies and equipment.  Examples: emergency call 
system, panic button, cameras at doors and other areas of high risk, ambu bags, ventilators,  

  9. Personnel preparation for emergencies.  a. Fire Drill report card and training, b. Evacuation plan and 
quarterly testing of  bomb threat, other disasters that are common to your area (tornados, hurricanes, 
earthquakes, floods) 

 10. Annual evaluation of sharp safety products process and expected outcome. 

  

Policies and Procedures Prepare a binder with all OSHA related Policies and Procedures 

 1. Pull OSHA related policies and procedures from the center’s policy and procedure manual(s)  
These policies include but are not limited to : 

  Blood Borne Pathogens 

  Hazardous Waste Handling and Disposal 

  Sharps Safety Plan and  Policy 

  Hazmat issues: Blood Spills, Mercury Spills (although most of us to do not have mercury filled 
equipment any more), chemical spills.  Make sure policy tells where spill kits are located. Make 
sure staff can tell surveyor where kits are located. Identify the methods to be used to inform 
employees of the hazards of non-routine tasks. 

  List of all chemicals in the center, phone numbers for information in case of an emergency 

  Transportation of contaminated instruments and equipment to decontamination (make sure 
you have biohazard stickers for the transport carts, tables or whatever way you transport 

  Traffic Patterns for clean and dirty (contaminated) equipment, supplies, trash, etc… 

  Eye Wash Station as well as testing documentation; identification of person responsible for 
regular cleaning of eye wash station 

  Exposure control policy and procedure 
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  Use of PPE and audits of use of PPE by staff and others working in the facility (physicians and 
anesthesia providers) 

  Policy on eating and drinking in the center(where you can and cannot eat and drink must be 
identified) 

  Sharps Safety Zone for the OR  

  Policies on other Safety Devices used in the center 

  Immunization Policy 

  Policy on respiratory protection program 

  Policy on how to handle sharp injuries (must include initial handling and follow-up) 

  Policies on chemicals used in the center 

  Sharps disposal policy ( what you can use, recapping of needles, containers and when they are 
to be considered full and must be changed) 

  Immunization of Staff and other providers working in the center policy 

  Fire Drill policy (report card should be added to the policy) 

  Evacuation Plan for Fire with escape route assignments; procedure to account for all employees 
and patients 

  Disaster Plan for all potential disasters in area where the center is located 

  Policy on smoke evacuation from electrosurgical unit in OR 

  Policy on trace gas testing 

  Policy on Sharps Safety Evaluation  (must describe process) 

  Policy on OSHA 300 form and posting of form in a conspicuous place for all employees to see 
from February 1 through April 30; entries must be made within 7 calendar days with any 
supplemental record constructed within 7 calendar days of the recordable case; forms must be 
retained for 5 years 

  PPE hazard assessment 

Competencies Annual and Ongoing Competencies proof in personnel file the following but not limited to the 
following was completed annually: 

  Sharp Safety 

  Use of PPE 

  Use of Equipment 

  Use of Chemicals /Hazmat 
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  Proper transporting of biohazard trash and contaminated equipment and instruments 

  Safety Drills (Fire, Malignant Hyperthermia, Cardiac or Respiratory Arrest) 

  

MSDS Book is up to date 

 Staff and Physicians must know where the  MSDS book is kept 

 Staff must be able to use book and pull out sheets on any item that the surveyor request to see 

 Verify an MSDS sheet for every chemical within facility.  Remove any MSDS sheets for which the 
product is no longer purchased or kept within facility. 

Sharp Evaluations Completed annually by staff (not leadership) Evaluation forms are kept to prove process was done 

  

  

Education To be done at least annually 

  Sharp Safety Program 

  Fire Safety including building evacuation 

  Biohazard Safety 

  Blood Borne Pathogens 

  Outside Training for Safety Officer 

  Hazmat Safety 

  Environmental Safety 

  Patient Safety 

  Employee Safety 

  

Committee The center can have a separate Safety Committee with meetings or Safety can be combined with QAPI 
Committee 

  Be sure Committee Organizational chart reflects safety 

  Be sure Committee Minutes discuss safety at least quarterly 

  Be sure MEC minutes discuss safety at least quarterly 

  Be sure Board Minutes discuss safety at least quarterly 

  Provide evidence that the physicians and Allied Health Staff credentialed have some sort of 
safety education annually.  It can be in a one page newsletter or other media.  
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Survey Have staffed prepared for a surprise survey and what to do when the surveyor walks in and identifies 
his or herself. 

 Provide space for the surveyor to work and interview staff, physicians and leadership team 

 Pull requested data and no more 

 Be prepared to take surveyor on tour (they may or may not take pictures) 

 Be prepared to pull personnel file on anyone the surveyor interviews 

 Be prepared to pull credentialing files on anyone the surveyor interviews. 

 Have Contract for Medical Waste disposal ready for the surveyor to see 

 Ask clarifying questions to determine what surveyor is asking.  .   Do not guess. 

 Be prepared to know more about your business than the surveyor.  He or she may not be from a 
medical background.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                                                                                     Source: Genesee Associates, Dallas.    
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