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Multiple dead/paralyzed patients 
spotlights peer review, credentialing
Credentialing is one of the most challenging standards for outpatient programs

Peer review is one of the most critical aspects of credentialing. If this step is 
neglected, and you wait until recredentialing to review a physician’s perfor-
mance, you might end up with worse than a bad outcome on an accredita-

tion survey.
Consider this case: Christopher Duntsch, MD, a self-proclaimed expert in 

minimally invasive spinal surgeries, moved to Texas and was credentialed. 
Despite numerous poor outcomes and complaints from staff members and fellow 
physicians, he continued to operate for more than a year at one Texas hospital 
then another. He and his work were described as “the worst surgeon I’ve ever 
seen” and “surgical misadventures.” At one point, the hospital where he was 
working ordered him to be supervised for every surgery. However, the edict 
wasn’t enforced. During one case, the surgical staff had to physically restrain him 
to stop him from continuing to operate on a patient. The result of his work was 
four patients paralyzed and two patients who died. The Texas Medical Board 
indefinitely revoked his license because the board members decided that Duntsch 
posed a grave danger to patients.

EXECUTIVE SUMMARY
Recent spinal surgery cases conducted by one surgeon in which several patients ended 
up dead or paralyzed draws attention to the practice of peer review, an essential ele-
ment of recredentialing. Credentialing/recredentialing showed up as a major area of 
noncompliance (standard HR.02.01.03) in the first six months of 2013 for ambulatory 
programs (50%) and office-based surgery programs (60%) accredited by The Joint Com-
mission.
• Ensure the license, malpractice insurance, board certifications, and immunizations are 
up to date.
• Check physician outcomes: complications including post-discharge, National Practitio-
ner Data Bank reports, and patient satisfaction scores/complaints.
• Look at medical records to determine if there is adequate documentation and if the 
procedure reflects current standards and practice. Also determine if records are com-
plete and timely.
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“Respondent is unable to practice medicine with 
reasonable skill and safety due to impairment from 
drugs or alcohol,” the state board concluded.1-2 
(To see the full suspension order, go to http://bit.
ly/14ZKAl5.)

A minimally invasive surgeon recently was sus-
pended in Iowa after hospital officials learned that 
another state board had filed disciplinary action 
against him two years previously, according to a news 
report.3 That state board concluded that the surgeon 
practiced medicine with a “mental disability” (narcis-

sistic personality disorder) and engaged in unprofes-
sional conduct. He previously had used latex gloves 
while performing surgery on a patient with a known 
history of latex allergies, according to the news 
report. 

When should facilities intervene? “The first time 
something [adverse] happened: paralysis, a death in 
OR, hemorrhaging requiring blood usage, any major 
complication, immediately,” says Joyce K. (Deno) 
Thomas, senior vice president of operations at Regent 
Surgical Health in Westchester, IL. Regent calls this 
process “intensive” peer review. The medical chart 
is pulled and every detail is examined by the medi-
cal executive committee (the director of nursing, the 
administrator, and the medical director) in a closed-
door session, Thomas says. 

At Regent, the case is given a “severity indicator” 
that can range from a non-significant finding all the 
way to S5, which means privileges are removed. The 
required action is graded from no action required 
(normal care) to 5, in which privileges are lost tem-
porarily until there is a further investigation. At that 
point, the case goes before the board, Thomas says. 
The board agrees with the decision, disagrees, or asks 
for further information before making a final deci-
sion.

At Hanover, MA-based Ambulatory Surgical 
Centers of America (ASCOA), incident reports during 
a credentialing period are taken to the QA/PI com-
mittee and possibly peer reviewed, says Ann Geier, 
MS, RN, CNOR, CASC, senior vice president of 
operations. Peer review is “extremely important” and 
includes chart reviews, tissue review, and medical 
necessity, Geier says. Look for trends, and compare 
the physician’s outcomes to internal and external 
benchmarks, she says. For example, what is the pro-
vider’s infection/complication rate? 

“You will concentrate on post-op infections, return 
to OR, unscheduled hospital admissions, excessive 
blood loss, neurological deficits, prolonged PACU 
stays, etc.,” Geier says. 

Any time there is a crucial incident with a patient, 
such as a patient transferred to a hospital because 
of some unforeseen circumstances, the peer review 
process should examine whether there was anything 
about these circumstances that could have been fore-
seen, says Ray Grundman, MSN, MPA, FNP-BC, 
CASC, senior director of external relations and 
surveyor, Accreditation Association of Ambulatory 
Health Care (AAAHC). Grundman says, “Ask, 
is there something more we need to know about 
patients we’re admitting? Are we screening them 
properly?” (For advice on how to handle peer review 
at a small facility, see story, p. 124.)
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When it comes time for recredentialing, expand 
your focus, Thomas advises. “At reappointment, it’s 
not just about looking at the big, OMG ones,” she 
says. Thomas reviews data collected over two years 
though the QA program such as patient transfers to 
hospitals, infections, intraoperative complications, 
admissions to hospitals within 24 hours, and deaths 
within 24 hours. Keep a tally sheet, and break out the 
numbers for each physician, she suggests. 

In the case above with reports of patients being 
paralyzed or dying, recredentialing, “if it was done 
conscientiously and thoroughly,” should have caught 
the problems, Geier says. “The peer review, com-
bined with the complaints voiced by other physicians, 
should have triggered so many red flags,” she says. 
(See Geier’s list of red flags, p. 124.) 

Effective peer review is “intricately connected to 
reappointment and recredentialing,” Grundman says. 
Credentialing and recredentialing show up as a major 
area of noncompliance (standard HR.02.01.03) in 
the first six months of 2013 for ambulatory programs 
(50%) and office-based surgery programs (60%) 
accredited by The Joint Commission. Recredentialing 
should be performed every two to three years, 
depending on your bylaws and your state regulations, 
sources say. Medicare has clarified that three years 
is acceptable for organizations that undergo deemed 
status surveys, Grundman says. However, make sure 
you are adhering to the timetable spelled out in your 
bylaws, he advises. Some facilities say they recreden-
tial every two years, but it ends up being about two 
and one-half years. 

“They can change the bylaws and give themselves 
more time, but if the bylaws say one schedule, they 
need to maintain that,” Grundman says.

Ensure someone on your staff is the lead person to 
keep files up to date, and be certain that this step con-
tinues when there is job turnover, he says. Audit your 
own records, and have a checklist for everything, with 
a tickler file for time-sensitive items, Grundman says. 
“Not everyone’s license renews at the same time,” he 
points out. 

Consider these other essential elements of recreden-
tialing:

• Recheck the paperwork to ensure it’s current. 
Recheck the license, says Joyce K. (Deno) Thomas, 

senior vice president of operations at Regent Surgical 
Health in Westchester, IL. “It’s all online and very 
easy,” Thomas says. Also, ensure staff members 
haven’t had any state actions taken against them, 
Thomas says.

Ensure providers’ malpractice insurance is 
renewed, up to date, and matches what your orga-
nization says they have to have, which can vary by 

state, Grundman says. If the physician allows the 
insurance company to list you as a named insured, 
you will hear directly from the insurance company if 
there is a lapse in coverage, sources say.

Also ensure the physician’s immunizations are up 
to date, Grundman adds. Check board certification, 
and look at the specialty board requirements. These 
requirements will help you assess and monitor com-
petency, Geier advises.

“Ensure that the physician has maintained board 
certification if this is required by the facility. If not, 
why not?” she says. “Did the physician require proc-
toring on site? What were the results?”

• Examine medical records. 
Look at medical records to determine if there is 

adequate documentation of the surgical procedure, 
Grundman says. “Did the physician follow accepted 
norm for how these procedures are performed?” 
he asks. “Is this the most standard and up-to-date 
knowledge we’re using?” (For information on moni-
toring physician outcomes, see story, below.) 

Also, answer these questions, Geier suggests: Are 
charts complete within the centers timeframe set in its 
policies? Are op notes dictated in a timely manner? 

“Physicians and other providers do not like com-
pleting recredentialing forms, but the center/facility 
needs to focus as much attention on these as on the 
initial applications,” Geier says. “Things can change, 
and it’s your responsibility to ensure that you’ve 
taken the time and made the effort to ensure a quali-
fied competent provider to each of your patients.” 
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What provider outcomes
should you check?

When recredentialing outpatient surgery provid-
ers, determine if someone is monitoring for 

surgical site infections (SSIs) or other complications 
after patients go home, says Ray Grundman, MSN, 
MPA, FNP-BC, CASC, senior director of external 
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relations and surveyor, Accreditation Association of 
Ambulatory Health Care (AAAHC).

“This is an obligation of the medical staff: to 
have ongoing monitoring to ensure the medical staff 
member maintains a high level of competence and 
qualification,” Grundman says. 

Look at use of new technology, says Ann Geier, 
MS, RN, CNOR, CASC, senior vice president of 
operations. “If the provider used new technology, 
how competent were they?” Geier says. “Look at 
the complication rate.” 

Check the National Practitioner Data Bank 
(NPDB). Joyce K. (Deno) Thomas says, senior vice 
president of operations at Regent Surgical Health 
in Westchester, IL, says, “It’s the bad girl/bad boy 
report card.” Also review where providers have 
privileges to ensure they still are in good standing, 
Thomas says.

Have the board determine the minimum number 
of cases the physicians must perform in the center, 
Geier says. “If they do not perform the minimum 
number, it makes it very difficult to determine com-
petency,” she says. “Other facilities rarely share 
information, if asked.”

If a low number of cases were performed or you 
are trying to recredential PAs or CRNAs who don’t 
come to your center very often, you might need to 
rely on “new” peer references, Geier says. “Focus 
on competency, and try to use open-ended ques-
tions rather than checklists,” she says. 

Check patient satisfaction surveys and patient 
complaints. For recredentialing, “the provider 
has a track record in your center, and you should 
look for positive and negative feedback from your 
patients and families that relate to the provider,” 
Geier says. n

Red Flags During 
Credentialing and 
Recredentialing
•  Reported lack of clinical competence.
•  Gaps in work history. This might occur 

if there was a leave of absence during the 
recredentialing period. Investigate.

•  Restricted privileges at admitting hospital.
•  Negative proctor report.
•  No response from references. Poor or 

unfavorable references. Ambiguous references.
•  Reports of physical or mental impairment, drug 

abuse.
•  Inability to work with others.
•  Failure to meet the minimum number of cases/

year requirement.
•  Cancellation of malpractice insurance.
•  Incomplete application or questionable answers 

to questions.
•  Board certification expired.
•  Skewed payer mix.
•  History of criminal activity.
•  Frequent location changes in short period of 

time.
•  Pending or settled lawsuits. Three or more 

malpractice claims. Numerous malpractice 
carriers.

•  Medical licenses in more than five states.
•  Active staff privileges that become “courtesy” 

or “inactive” without explanation.

Source: Ann Geier, MS, RN, CNOR, CASC, Senior Vice 
President of Operations, Ambulatory Surgical Centers 
of America, Hanover, MA. n

Is your facility small? Use 
this tip for peer review

Peer review is a challenge for very small facilities, 
acknowledges Joyce K. (Deno) Thomas, senior 

vice president of operations, at Regent Surgical 
Health in Westchester, IL. You might have two phy-
sicians, in different specialties, and they might not 
feel comfortable weighing in on whether complica-
tions are normal or not, she says. 

In that case, Thomas has taken identifying infor-
mation for the physician and patient out of the 
patient record and contacted a physician who is fel-
lowship-trained in that specialty in another city. She 

pays them a few hundred dollars to review the case. 
“If you’re really concerned about the practice 

of the doctor, it behooves you to pay and have 
someone in another community take a look at 
it,” Thomas says. “You’re not destroying patient 
confidentiality. You’re not destroying the doctor’s 
reputation, but you have intensive peer review of the 
complication.”

She has received rave reviews from The Joint 
Commission, Medicare, and her state for this pro-
cess. “They felt that was the true meaning of peer 
review,” Thomas says. And the benefits that extend 
beyond accreditation, she says. “If there is a risk of 
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Initiative reduces
SSIs from 7% to 2.6%

(Editor’s note: Some of the information in this story 
was taken from Kaiser Sunnyside Medical Center’s 
[KSMC’s] application for the 2013 James A. VOHs 
Award for Quality, which they won.) 

Kaiser Sunnyside Medical Center (KSMC) in 
Clackamas, OR, implemented a “Pathways to 

Zero SSIs” that resulted in a statistically significant 
drop in surgical site infections (SSIs) from approxi-
mately 7% (2006-2009) to 2.63% (2010-first quar-
ter 2012). 

Kaiser Sunnyside avoided costs of $576,000 by 
reducing SSIs by 33% for 2010 and 2011, which 
meant 24 fewer infections. This amount is based on 
data from the National Healthcare Safety Network 
(NHSN), which estimates the average cost of an SSI 
in the Northwest as being $12,000.

What lessons can Kaiser Sunnywide share with 
others in terms of targeting SSIs? Consider best prac-
tices, says Dana Trocino, RN, CIC, regional infec-
tion prevention manager with Kaiser in Clackamas, 
OR. “Create a robust plan with support,” Trocino 
adds. 

In July 2005, Kaiser Sunnyside enrolled in the 
American College of Surgeons’ (ACS’) National 
Surgical Quality Improvement Program (NSQIP).  
Between July 2005 and December 2009, KSMC’s 
SSI rate was approximately 7% in comparison to 
5.53% for other participating NSQIP hospitals. 

KSMC’s Surgical Site Infection Prevention 
Committee was formed in 2009. The SSI Prevention 
Committee included the regional chief operating 
officer for surgical services, regional chief quality & 
patient safety officer, assistant chief of staff, surgeon 
champions, director of inpatient and director of out-
patient surgical services, infection control specialist 
or education specialist, and the quality consultant 
for surgical services. The committee has oversight of 
all ORs in the region, including three regional ambu-
latory surgery centers. 

In 2010, it launched its “Pathway to Zero” infec-
tion reduction effort. Educational elements showed 
interventions as stones on the pathway to zero infec-
tions. The aim was to change the culture from that 

of “SSIs are inevitable” to that of “all SSIs are pre-
ventable.” 

The Surgical Site Infection Committee hosted a 
Surgical Summit kickoff meeting for perioperative 
staff and surgeons from across the Kaiser Northwest 
Region. Quality data was shared. A video presenta-
tion was played that was specifically developed for 
the summit showing a patient who experienced a 
postoperative SSI. 

A separate team focused on improving culture. 
Standardized procedures and processes were estab-
lished for antibiotic timing; appropriate surgical 
prep and hair removal; hand hygiene; communica-
tion, including briefings, debriefings, and time-outs; 
OR attire; and use of chlorhexidine gluconate wipes. 
(See specific steps in story, p. 126.) Teams collected 
data for each intervention, charted observations and 
audits of the processes, communicated findings, and 
modified procedures as needed. 

From 2006 through 2012, KSMC reduced SSIs 
by 45%. The program involved multiple initia-
tives to reduce SSIs from the Society for Healthcare 
Epidemiology of America (SHEA)/Infectious 
Diseases Society of America (IDSA) and the Institute 
for Healthcare Improvement (IHI) “Plus” Measures 
Toolkit, and the Surgical Care Improvement Project 
(SCIP).

Members of the infection control staff have tar-
geted measures embedded in the medical record 
that automatically create a report when any one of 
the targeted measures are triggered. These triggers 
include antibiotics ordered within 30 days of the 
procedure, wound cultures ordered within 30 days 
of the procedure, and diagnosis of a wound infection 
documented within the health record. The triggers 
identify cases to be reviewed by the infection control 
specialist.

Data were captured in a comprehensive Quality 
Dashboard Report, which was shared widely 
throughout the facility, including frontline staff, 
surgeons, and administrative leaders for the OR. 
A quality consultant was hired for compliance and 
reporting, and an education consultant was hired 
for preparation and simulation training, for a total 
personnel cost of $71,640. Other costs included a 
poster board for the Oregon Nursing Quality and 
Research Consortium for $100; facilities, audiovi-
sual, and food for the Surgical Summit at $19,645; 
summit supplies and printing expenses (copies and 
badges) at $1,200; and “Pathway to Zero” poster 
boards at each facility for $250, for a total of 
$21,195.

Preventing SSIs is one of the 10 focus areas of 
the Centers for Medicare & Medicaid Services’ 

a lawsuit, and you’re really questioning if the doc-
tor has the required skill level, that $200 [or more] 
could mean the difference between your current situ-
ation and a $100,000 lawsuit.” n
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Partnership for Patients. (For more information, go 
to http://partnershipforpatients.cms.gov. ) n 

 

Pathway to reduce SSIs
focused on 12 areas

The “Pathways to Zero SSIs” at Kaiser 
Sunnyside Medical Center in Clackamas, OR, 

included these activities:
• Appropriate attire for the OR. 
Emphasis included: elimination of cloth skull-

caps and requirement of disposable hospital-
provided caps; hospital-laundered scrubs only and 
changed daily; elimination of exposed jewelry; 
and scrubs and attire in the operating room must 
cover all exposed skin. Staff fill out a Surgical 
Glitch Form Report when an event occurs, and 
they send the form to a quality consultant, accord-
ing to Donna J. Berning, RN, MS, CPHQ, regional 
nurse consultant, surgical services for Kaiser in 
Clackamas. OR Attire Compliance Audits are com-
pleted at each facility and sent to the consultant for 
monitoring. (The Debriefing – Glitch Form Report 
Categories, Surgical Glitch Form Report, and 
Surgical Team Glitch-Form Checklist are  included 
with the online issue of Same-Day Surgery.  If you 
need assistance, contact customer service at cus-
tomerservice@ahcmedia.com or(800) 688-2421.)

• Hand hygiene. 
Re-education focused on the importance of 

hand hygiene in the perioperative arena. A “Self 
Efficacy” tool was developed by the Regional 
Surgical Services Unit-Based Team. (A copy is 
included with the online issue.) Each facility man-
ager distributed 20 random audits to staff members 
to be completed over the final four hours of their 
shift. Audits were sent to the quality consultant 
to monitor and reported to the SSI Prevention 
Committee. Defects were addressed.

• Appropriate hair removal. 
Clipping was transferred to the Surgical Prep 

Unit and eliminated in the OR with the excep-
tion of select cases. Twenty cases were randomly 
audited per month/per site by the quality consul-
tant and reported to the SSI Prevention Committee. 
Defects were addressed.

• Surgical skin prep. 
Single agent preps were eliminated. ChloraPrep 

was selected as the standard prep for all opera-
tions except for select cases. All OR nurses were 
educated and required to demonstrate competency. 
Twenty randomly selected cases were audited 

per month/per site by the quality consultant and 
reported to the SSI Prevention Committee. Defects 
were identified, and surgeons were contacted if the 
first-choice prep was not used.

• Preop antiseptic bathing — CHG wipes. 
Pre-bathing with Chlorhexidine (CHG)-

impregnated cloths was used for all procedures 
involving a skin incision. CHG wipes were dis-
tributed in the PreOp Clinic or physician’s office. 
Patients were instructed to use the wipes the eve-
ning before and the morning of the procedure. 
Twenty randomly selected cases were audited 
per month in inpatient operations by the quality 
consultant for compliance and reported to the SSI 
Prevention Committee. Defects were identified and 
addressed.

• Culture. 
“Don’t forget about culture,” says Dana 

Trocino, RN, CIC, regional infection prevention 
manager at Kaiser in Clackamas, OR.

A cultural assessment was conducted, followed 
by additional evaluations and administration of a 
Safety Attitudes Questionnaire (SAQ) sponsored 
by the Kaiser regional senior leaders. Kaiser lead-
ers contracted with Pascal Metrics in Washington, 
DC, to supply a standardized  questionnaire and 
summary of the results, Berning says. (See con-
tact information in resource at end of this story.) 
Categories in the survey include teamwork, job 
satisfaction, safety, perceptions of management, 
stress recognition, and working conditions. Kaiser 
places the lower metrics on a dashboard with goals 
for improvement, and each unit-based team creates 
its own projects to achieve the goal, she says.  “The 
‘what’ is clearly defined,” Berning says. “The ‘how’ 
each team achieves it is within the team itself.” 

A Culture Committee was formed and included 
the director of outpatient surgical services, the 
regional COO for surgical services, regional chief 
quality & patient safety officer, assistant chief 
of staff, surgeon champions, and director of 
inpatient surgical services. This team focused on 
strengthening the role of the surgeon as a leader. 
Simulation-based training was developed as part 
of a collaborative project with Baylor University 
Dallas. Four key behaviors were emphasized for the 
surgeon to demonstrate to level the hierarchy in the 
OR and establish the surgeon as the role model for 
safety in the OR. (See box, p. 127.)

• SCIP infection measures. 
The Surgical Care Improvement Project (SCIP) 

was developed by the Centers for Medicare & 
Medicaid Services and implemented in 2006. The 
infection-related SCIP measures include remove 
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hair with clippers, appropriate antibiotics, pro-
phylactic antibiotics IV in appropriate time, dis-
continue antibiotics within 24 hours, maintain 
perioperative normothermia, and remove foley 
catheter by second postop day. These processes 
were monitored monthly, and defects were 
addressed. Failures also were discussed individually 
with surgeons.

• OR environment. 
Multidisciplinary teams included representa-

tives of environmental services and engineering and 
facilities, as well as an OR education consultant. 
The consultant provided education and simulation 
training in the following: decreasing OR traffic 
once final timeout has occurred, consistently prac-
ticing 18 Association of periOperative Registered 
Nurses (AORN) standards, recognizing when 
standards of practice are not being met, and being 
empowered to speak up if they see or hear some-
thing that causes concern or break in recommended 
practice.

• Glucose monitoring.
 All surgical patients have their glucose levels 

checked in the holding area and one hour after 
incision. Any patient with a level greater than 
140mg/dL is started on an insulin infusion. A gly-
cemic control team, made up of pharmacists and 
internists trained in perioperative glucose control, 
assume management of the infusions, ensure proper 
transitions off the drips, and maintain a glucose 
level between 80ml and180mg/dL.

• Postoperative antiseptic dressing. 
Postoperative dressings were standardized 

(for operations with a closed incision) to a silver 
impregnated dressing (Acticoat) or antimicro-
bial gauze (AMD, polyhexamethylene biguanide 
coated).

• Bariatric surgery/antibiotic dosing by weight. 
SCIP measure was expanded so that they can 

be best described as antibiotic management. 
Appropriate weight-based dosing and re-dosing 
based on duration of the case and the half-life of 
the antibiotic was addressed. Standard protocols 
were developed for the anesthesia team reflect-
ing these factors. Randomly selected cases were 
monitored by the Infection Control Department for 
compliance. Defects were discussed with surgeons.

• Isolation precautions within the perioperative 
arena. 

Perioperative staff members were educated 
regarding isolation for patients in contact precau-
tions. Color headers were added to the electronic 
record indicating isolation precautions as an alert. 

4 Key Behaviors 
Emphasized for Surgeons

1. Engage the team. Set the tone, set expecta-
tions, open two-way communication.

2. Introduce the patient. Allow team to think of 
patient as a person and not just another case. 

3. Make safety a focus. Model safety behaviors, 
e.g., respect to time out, sterility, count policies, 
etc.

4. Empower the team to speak up. Encourage 
and solicit feedback from the team.

Source: Kaiser Permanent Sunnyside n

Drug errors with narcotics 
raise potential for liability 
Both over- and under-prescribing pose legal risks

(Editor’s note: This story package is the second 
part of a two-part series on prescribing errors. In last 
month’s issue, we addressed liability risks. In this 
month’s issue, we discuss liability with narcotics as 
well as “alert fatigue” with electronic medical records.)

According to an analysis of 2,646 malpractice 
claims from all medical specialties closed at The 

Doctors Company in Napa, CA, 5.8% contained 
medication-related errors. Of these, 18% included 
narcotic analgesics, with hydrocodone accounting for 
eight claims (27% of the total).

Hydrocodone is the most widely prescribed pain 
medication in the United States, and a Food and Drug 
Administration (FDA) panel voted to tighten restric-
tions on prescribing it in January 2013. “If the FDA 

Staff place patient safety reports on all near-misses 
or actual incidences for quality staff to track and 
trend and for the Infection Control Department to 
monitor and follow-up with education as needed.

RESOURCE

• Pascal Metrics, 1025 Thomas Jefferson St. NW, Suite 
420 East, Washington, DC 20007. Phone: (202) 333-9090. 
Fax: (202) 280-1250. Web: http://www.pascalmetrics.com. 
E-mail: experience@pascalmetrics.com. n



128 SAME-DAy SuRgERy ® / November 2013

accepts the panel’s recommendation, it will go to the 
Department of Health and Human Services for final 
approval. Refills without a new prescription would 
be prohibited, and only written prescriptions from a 
physician would be permitted,” says David Troxel, 
MD, medical director of The Doctors Company. 

If these restrictions are subject to an “FDA Alert,” 
it will become the standard of care, and if an adverse 
drug event results from violating it, the physician 
might be held liable, says Troxel.

Many of the professional liability claims involved 
adverse events that occurred in the post-anesthesia 
care unit, intensive care unit, or critical care unit and 
involved pain medicine overdose, failure of commu-
nication between prescribers of pain medications, and 
inadequate monitoring of patients receiving pain med-
ications, says Troxel. “The most common adverse 
event is respiratory depression, often in patients with 
unrecognized obstructive sleep apnea,” says Troxel. 
“This can result in the need for ventilator support and 
sometimes in death.”  

Compared to medication-related errors in all 
claims, monitoring, administration, and order-
ing errors were more common in claims involving 
narcotic analgesics, according to the analysis. “A 
common contributor to these adverse drug events 
is failure of communication, sometimes resulting in 
poor coordination of care between physicians, often 
during hand-offs, and between physicians and nurses, 
often during shift changes,” says Troxel. “Hopefully, 
monitoring protocols, e-prescribing, and [electronic 
health record] drug alerts will obviate this problem.”

 
Difficult position

Troxel has seen patients’ allegations of overpre-
scribing opioids for chronic pain management result 
in a medical board action against the physician.

“Physicians are put in a difficult position,” he says. 
“They can be sanctioned for overprescribing opioids, 
resulting in dependency or addiction, and they can be 
criticized for failing to prescribe sufficient opioids to 
relieve patient pain and thereby causing pain and suf-
fering.”

Troxel advises physicians who prescribe opioids 
to take the FDA’s Risk Evaluation and Mitigation 
Strategy (REMS), a three-hour online course on long-
acting and extended-release opioids. (For more infor-
mation, go to http://1.usa.gov/qiruyI.)

“REMS covers three basic components: prescriber 
training to ensure safe use, patient counseling on safe 
use and risks, and a medication guide for each opioid, 
which patients receive when prescriptions are filled,” 
says Troxel. n

Did you override 
an EMR’s alert?
Be prepared to explain why

Do you routinely ignore warning prompts given by 
an electronic medical record (EMR)? The alerts, 

given when providers prescribe a drug to which the 
patient is allergic, or for which there is an interaction, 
do increase safety, says John Davenport, MD, JD, phy-
sician risk manager of a California-based HMO, “but 
in order to avoid their own liability, the allergies and 
interactions programmed into these systems tend to be 
exhaustive and often include trivial or rare reactions.” 

This factor often causes “alert fatigue” — the 
automatic overriding of a warning prompt by provid-
ers, says Davenport. “When you override a warning 
prompt, be prepared to answer the trial question, ‘Isn’t 
it true that your computer record warned you that the 
drug you were prescribing could cause a reaction with 
this patient’s medication?’” he advises. 

Ideally, says Davenport, the physician can truthfully 
respond that he or she was aware and judged the inter-
action or potential allergy to be trivial. “It would fur-
ther support your care and defense to be able to point 
to specific documentation of this opinion and that you 
discussed it with the patient,” he says. Davenport rec-
ommends giving feedback to the EMR provider to help 
them design and fine-tune more reasonable alerts.

Another potential legal risk involves the ease 
with which EMR prescriptions can be refilled, says 
Davenport. Though a medication might be refilled 
with just one click, it still is the physician’s responsibil-
ity to know that the drug being refilled is the proper 
drug in the proper amount for the patient’s condition, 
he advises.  

“A common fact pattern seen in litigation is failure 
to monitor a prescription drug — liver function when 
refilling statins, or electrolytes when refilling diuretics, 
for instance,” says Davenport. “The ease of EMR pre-
scription refills contributes to this.” n

ACS: Don’t perform 
these tests/treatments
Orthopedic surgeons also release a list

The American College of Surgeons (ACS) and 
Commission on Cancer (CoC) have released sepa-

rate lists of specific tests or procedures that are com-
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monly ordered but not always necessary in surgery and 
surgical oncology. The list includes this recommenda-
tion:  Avoid admission or preoperative chest X-rays for 
ambulatory patients with unremarkable history and 
physical exam (H&P).

The recommendations are part of the “Choosing 
Wisely” campaign, an initiative of the ABIM 
Foundation. The mission of the ABIM Foundation is to 
advance medical professionalism to improve the health-
care system. They collaborate with physicians and 
physician leaders, medical trainees, healthcare delivery 
systems, payers, policy makers, consumer organiza-
tions, and patients.

The list from each organization identifies five tar-
geted, evidence-based recommendations that can sup-
port conversations between patients and physicians 
about what care is necessary. In addition to the recom-
mendation on X-rays, the ACS set forth the following:

• Don’t perform axillary lymph node dissection 
for clinical stages I and II breast cancer with clinically 
negative lymph nodes without attempting sentinel node 
biopsy.

• Avoid the routine use of “whole-body” diagnostic 
computed tomography (CT) scanning in patients with 
minor or single system trauma. 

• Avoid colorectal cancer screening tests on asymp-
tomatic patients with a life expectancy of less than 10 
years and no family or personal history of colorectal 
neoplasia. 

• Don’t do computed tomography (CT) for the eval-
uation of suspected appendicitis in children until after 
ultrasound has been considered as an option.

“These recommendations will help to enhance the 
patient-surgeon relationship and heighten the quality of 
care surgical patients receive, which is one of our high-
est priorities,” said David B. Hoyt, MD, FACS, ACS 
executive director. 

The Commission on Cancer made the following five 
recommendations:

• Don’t perform surgery to remove a breast lump for 
suspicious findings unless needle biopsy cannot be done.

• Don’t initiate surveillance testing after cancer treat-
ment without providing the patient a survivorship care 
plan. 

• Don’t use surgery as the initial treatment without 
considering presurgical (neoadjuvant) systemic and/or 
radiation for cancer types and stage where it is effec-
tive at improving local cancer control, quality of life, or 
survival.

• Don’t perform major abdominal surgery or tho-
racic surgery without a pathway or standard protocol 
for postoperative pain control and pneumonia preven-
tion.

• Don’t initiate cancer treatment without defining 

the extent of the cancer (through clinical staging) and 
discussing with the patient the intent of treatment.

The ACS solicited recommendations from its 
Committee on Trauma and its advisory councils for 
colon and rectal surgery, general surgery, and pediatric 
surgery, as well as the Commission on Cancer. All of 
the recommendations collected from the ACS commit-
tees and councils were reviewed, and five items were 
identified. 

The CoC appointed a multidisciplinary task force to 
develop its list. Recommendations for candidate inter-
ventions were solicited from panel members and other 
leaders from the Commission on Cancer. The panel 
voted on each intervention to select the final list of rec-
ommended interventions.

The American College of Surgeons and Commission 
on Cancer lists are posted online at: www.facs.org/
choosingwisely.

AAOS releases Choosing Wisely list
The American Academy of Orthopaedic Surgeons 

(AAOS) has released a list of specific tests or procedures 
that are commonly ordered but not always necessary in 
orthopedics, as part of the Choosing Wisely campaign. 
The academy made the following five recommenda-
tions:

• Avoid performing routine post-operative deep vein 
thrombosis ultrasonography screening in patients who 
undergo elective hip or knee arthroplasty.

• Don’t use needle lavage to treat patients with 
symptomatic osteoarthritis of the knee for long-term 
relief.

• Don’t use glucosamine and chondroitin to treat 
patients with symptomatic osteoarthritis of the knee.

• Don’t use lateral wedge insoles to treat patients 
with symptomatic medial compartment osteoarthritis of 
the knee.

• Don’t use postoperative splinting of the wrist after 
carpal tunnel release for long-term relief.

“More than one in four Americans require medical 
attention due to a musculoskeletal condition, and that 
number continues to grow,” explained Joshua J. Jacobs, 
MD, AOS president. “As orthopedic surgeons, our 
duty to our patients is to restore mobility and improve 
their quality of life through evidence-based, high-quality 
treatment.”

The Choosing Wisely lists are developed after 
months of careful consideration and review, using 
the most current evidence about management and 
treatment options. Over the next year, more than 30 
other specialty society partners will release Choosing 
Wisely lists, including the American Society of 
Anesthesiologists and the American Society of Colon 
and Rectal Surgeons. For more on the Choosing Wisely 
campaign, go to http://www.choosingwisely.org. n
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Technology is more
than just equipment
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Houston, TX

In preparing for a presentation I’m making on 
accountable care organizations (ACOs), I am realiz-

ing, more than ever, the cost to healthcare for not uti-
lizing the technology that is available to our facilities. 
The cost is not only in dollars, but in pain, suffering, 
and hardship that this lack of utilization places on our 
patients. We can take payments and make deposits 
on our cell phones for services, but we cannot get an 
accurate accounting of what medications our patients 
are taking on a daily basis before surgery.

Twenty percent of what is spent on healthcare in 
this country is in response to complications from the 
services we provide to our patients. Twenty percent 
of over a trillion dollars a year is significant — due to 
errors!  Billions of more dollars more could be saved 
by elimination of duplicate services and tests that we 
order on patients who already had them. Not all these 
costs are from surgical patients, but a significant por-
tion comes directly from the operating room.

What can we do? 
Electronic health records (EHR) are the key compo-

nent of reducing these errors and cost of duplication 
of services. Populating the electronic record with the 
patient’s current and past tests, medications, complica-
tions, operations, and outcomes is a start for us. There 
are many reasonably priced companies that provide 
this service to us now, and prices have come down 
dramatically in just the past year due to competition. 
If you looked before and didn’t want to spend the 
money, look again. 

I recently was part of our audit that we do for oper-
ating suites and sat in on several patient registrations 
the day of surgery. I was amazed at the patients who 
forgot to list surgical procedures they had in the past, 
medications they were taking but forgot to mention, 
complications from other surgeries they didn’t men-
tion to the nurse who did the intake days before. One 
patient forgot that her father had a “real high tem-

perature during surgery that almost killed him.” 
I always have been a huge proponent of having our 

patients register online, in the comfort of their living 
room, with no pressure from the staff person from 
the center asking them questions about fading events. 
There is great software out there that has all of the 
patient’s complete health history in one place that can 
be sent to the surgeon, anesthesia staff, and nursing 
staff. It is comprehensive and doesn’t have to rely on 
their memory during one phone call or on one sheet 
of paper they complete when they are under pressure. 
It is accurate, up to date, and doesn’t rely upon spotty 
memory or stress. 

The ability for our staff to check an electronic 
record on a tablet is far superior to a hastily scribbled 
and often unintelligible and unreadable note while 
trying to move the patient out of the room for a quick 
turnaround. The unpressured thought that went into 
that record would more accurately determine the care 
the patient will receive in recovery or on the floor.

The ability of the staff members to read a clearly 
legible patient chart on a bright, crisp display terminal 
at the patient’s bed is so superior to a piece of paper 
viewed by one. Inconstancies and inaccuracies are far 
less likely to make it to an electronic format. 

Some last thoughts. With EHR, think of the reduc-
tion in delayed cases that will occur with all the lab 
results on the screen, along with the patient’s H&P 
sent directly from their primary care physician. Think 
about the online registration ability for the patient 
to access the map to your facility vs. writing down 
driving instructions that are rarely understood, which 
results in further delays. 

I know many of you are currently “electronic.” 
For those of you who are not, you are going to be 
amazed! [Earnhart & Associates is a consulting firm 
specializing in all aspects of outpatient surgery devel-
opment 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

ASC Association offers 
online benchmarking

A new online clinical and operational benchmark-
ing tool for ambulatory surgery centers (ASCs) is 

available through the ASC Association (ASCA). ASC 
administrators and staff can use the new program, 
named ASCA Benchmarking, to compare data about 
their ASC’s clinical outcomes, staffing, billing perfor-
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CNE/CME INSTRUCTIONS

Physicians and nurses participate in this CNE/ CME 
program and earn credit for this activity by fol-

lowing 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

• 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.

1. How often should you do recredentialing?
A. Every two years.
B. Every three years.
C. Every two to three years, depending on 
your bylaws and your state regulations, 

2. Kaiser Sunnyside Medical Center (KSMC) 
implemented a “Pathways to Zero SSIs” that 
involved a culture change to what?
A. Surgical site infections (SSIs) are inevitable.
B. Some SSIs are preventable.
C. Most SSIs are preventable.
D. All SSIs are preventable. 

3. According to an analysis of 2,646 malpractice 
claims from all medical specialties closed at 
The Doctors Company, what was the most 
common adverse event?
A. Pain medicine overdose
B. Respiratory depression
C. Neither of the above.

4. Which of the following test or procedure is 
commonly ordered by not always necessary, 
according to the American College of 
Surgeons (ACS)?
A. Admission or preoperative chest X-rays for 
any ambulatory patients.
B. Admission or preoperative chest X-rays 
for ambulatory patients with unremarkable 
history and physical exam (H&P).

Share your best tips
for saving money

Do you have a cost-saving tip you’d like to share 
with your peers? These ideas will be saved in an 

upcoming issue of Same-Day Surgery. Contact Joy 
Daughtery Dickinson at (404) 262-5410 or  
joy.dickinson@ahcmedia.com. n

mance,  and more to national performance statistics 
and use their findings to drive operational improve-
ments in their ASC. 

Designed by ASC benchmarking experts, the survey 
features an easy-to-use interface, smart data entry, in-
depth reporting, and online tools that streamline the 
data reporting process. You can visit www.ascassocia-
tion.org/ASCABenchmarking to watch a one-minute 
video about the program and to access an introduc-
tory subscription rate for 2013. n

n How complications 
can result in $1 million 
verdict

n Surgery programs 
use new approaches 
for tattoo removal

n Reducing colorectal 
surgical site infections

n How to avoid 
allegations of 
Medicare fraud
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A patient in Pennsylvania developed an infection six 
days after cataract removal, and the result was 

complete loss of vision. Another Pennsylvania patient 
underwent a bunionectomy, and 10 days later tested 
positive for osteomyelitis with a resistant organism. 
The patient’s big toe had to be amputated.

These actual cases at ambulatory facilities, reported 
to the Pennsylvania Patient Safety Authority, show 
how seemingly minor surgical procedures can have 
major infection control problems. In fact, 84% of 
the 733 events related to infection-control that were 
reported from ambulatory facilities from March 2004 
through July 2012 were healthcare-associated surgical 
site infections (SSIs) that were a “complication of a 
procedure/treatment/test.” (To access the authority’s 
free report, “Strategies to Fully Implement Infection 
Control Practices in Pennsylvania Ambulatory 
Surgical Facilities,” go to http://bit.ly/19ja094.)

There has been no standardized surveillance defini-
tion for many higher-volume procedures performed 
in ambulatory facilities, the authority says. The cur-
rent standard for some definitions is the National 

Minor surgery can equal major infection control woes

EXECUTIVE SUMMARY
A report from the Pennsylvania Patient Safety Authority 
showed that 84% of the 733 events related to infection-
control that were reported from ambulatory facilities from 
March 2004 through July 2012 were healthcare-associated 
surgical site infections (SSIs) that were a “complication of a 
procedure/treatment/test.”  
• Perform a risk assessment that includes training and ex-
perience of your s staff members and the procedures that 
are performed at your facility.
• Look to the manufacturers’ instructions and sales reps for 
information, especially when devices change.
• Educate staff at hire, annually, and as needed. 
• Ensure your inventory of equipment and devices is large 
enough.

Healthcare Safety Network (NHSN). Expect fed-
eral action on this front shortly. By Dec. 31, the 
Department of Health and Human Services (HHS) 
will develop a set of ASC procedures for which SSI 
definitions and methods should be developed for 
ambulatory surgery centers (ASCs). 

Another challenge for ambulatory surgery pro-
grams is meeting infection control standards. For the 
first half of 2013, 47% of hospitals, 37% of ambula-
tory care facilities, and 26% of office-based surgery 
facilities were out of compliance with The Joint 
Commission standard IC.02.02.01, which requires 
the facility to reduce the risk of infections associ-
ated with medical equipment, devices, and supplies. 
Additionally, 28% of ambulatory facilities were out 
of compliance with IC.01.03.01, which requires the 
organization to identify risks for acquiring and trans-
mitting infections. To improve compliance and reduce 
infections at your facility, consider these suggestions:

• Perform a risk assessment before you create a 
written targeted infection prevention program.

Risk assessment includes items such as the training 
and experience of your staff members and the proce-
dures that are performed at your facility, says Marsha 
Wallander, RN, associate director of the Accreditation 
Association for Ambulatory Health Care (AAAHC). 

“You can hire a nurse who has an excellent back-
ground in infection prevention, but if she doesn’t have 
a background in high-level disinfection and steriliza-
tion, you can’t put her in charge of those processes 
until she’s been educated,” she says.
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Every facility’s risks are different, Wallander says. 
“It’s hard to have a canned infection control pro-
gram,” she says. “It doesn’t take into account the 
uniqueness of each patient population and staff train-
ing level.”

• Adhere to the manufacturers’ practice instruc-
tions. 

The engineering and design of equipment changes 
over time, Wallander says. For example, an endo-
scope manufacturer might add a lumen to a scope, she 
says.

“If you don’t take the time to read the instructions, 
this version of the same company’s piece of equipment 
may need a different cleaning process, a different push 
in teaching,” Wallander says. “If you try to do to a 
new piece of equipment what you did to the old piece 
of equipment, you might not end up with a piece of 
sterile equipment.” 

Take the time to read the instructions, Wallander 
advises. Also, make sure you have a resource for ques-
tions and concerns, such as the manufacturer’s sales 
rep, she says. 

• Educate your staff. 
Ensure the staff member assigned to perform clean-

ing or disinfection process is competent. 
“The staff has to be educated,” Wallander says. 

“That takes time.”
The manufacturer’s rep or technical staff can be a 

good resource for documented inservices, sources say.
AAAAHC standards require infection control 

prevention and training during initial orientation, at 
least annually, and as needed, Wallander says. “As an 
example, if you’re hired as an employee today, I’ll see 
you have that infection prevention and safety training 
tomorrow or this week, then I’ll see you have perti-
nent refresher training on an annual basis,” she says. 
“If I buy a new piece of equipment in three months or 
six months, I also have to train the staff on that.”

Employees can demonstrate their competence at 
least annually, Wallander says. For example, a sterile 
processing tech can demonstrate the step-by-step pro-
cess needed to clean a specific high-risk piece of equip-
ment according to written policy and manufacturer 
instructions, she says.

• Ensure appropriate inventory of surgical tools 
and instruments. 

“If an organization doesn’t have an appropriate 
inventory, it’s very difficult for sterile processing to 
keep up with the reprocessing turnaround time,” 
Wallander says. 

Don’t use shortcuts, she emphasizes. “Cutting 
corners compromises the safety of the patient and the 
staff,” Wallander says. “I don’t want to work with a 
sharp instrument that hasn’t been sterilized.” n

Advance directives
can `trip up’ ASCs

Ambulatory surgery centers are being cited for 
including a blanket statement in their policies that 

the facility doesn’t honor advance directives, said Kara 
Newbury, JD, assistant director of health policy at 
the Ambulatory Surgery Center Association (ASCA). 
Instead, you can decline to implement “elements” of 
advance directives, Newbury said. Newbury spoke at 
an Ambulatory Surgery Center Association webinar 
on “CMS’ Interpretive Guidelines: How to Comply 
with Recent Changes.” 

“We know that many centers currently use a blan-
ket statement of refusal,” Newbury said. “CMS makes 
it clear in the revised interpretive guidelines that this is 
not acceptable.”

Gina Throneberry, RN, MBA, CASC, CNOR, 
director of education and clinical affairs at the ASCA, 
concurred. “Many have in their policy, as part of the 
consent verbage, that we do not honor advance direc-
tives but will transfer a patient to a higher level of care 
if needed,” Throneberry said. “Delete it. It probably 
will be cited by a surveyor.”

The interpretive guidelines for advance directives 
from the Centers of Medicare and Medicaid Services 
(CMS) have been amended. It still says, “Each ASC 
patient has the right to formulate an advance directive 
consistent with applicable State law and to have ASC 
staff implement and comply with the advance direc-
tive;” however, a newly added section adds “subject 
to the ASC’s limitations on the basis of conscience. To 
the degree permitted by State law, and to the maxi-
mum extent practicable, the ASC must respect the 
patient’s wishes and follow that process.”

The new wording also states that the surgery cen-
ter can decline to implement elements of an advance 
directive based on conscience or any other reason 
allowed by state law, if that limitation is stated clearly 
in the advance directives policies.

Information on advance directives doesn’t neces-
sarily have to be given to the patient in advance of the 
day of surgery, but it does have to be in advance of the 
procedure, Newbury said. “You must include a clear 
and precise statement of limitation if you can’t imple-
ment any element of an advance directive on the basis 
of conscience or other reason,” she said.

A statement of limitations must do the following, 
she said: 

• Clarify the difference between ASC-wide con-
science objections and those that might be raised by 
individual ASC staff member,
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EXECUTIVE SUMMARY
Under recent changes from the Centers for Medicare 
and Medicaid Services (CMS), you cannot have a blanket 
statement in your advance directive policies saying that 
your facility doesn’t honor them but that the facility will 
transfer a patient to a higher level of care if needed.
• You can decline to implement elements of an advance 
directive on the basis of conscience, if permitted by state 
law.
• Any limitations to following advance directives must be 
stated clearly in your advance directives policies.

• Identify the state legal authority allowing such an 
objection.

• Describe the range of medical conditions and pro-
cedures affected by the objection. 

Newbury said that language that should be 
included in the ASC’s notice of limitation could indi-
cate, if permitted by state law, that the facility would 
“always attempt to resuscitate a patient and transfer 
that patient to a hospital in the event of deteriora-
tion.” Include such language in your policy and in 
your statement to patients, she said.

Often advance directives are handled in the physi-
cians’ offices, Newbury acknowledged, “but it’s still 
the ASC’s responsibility to make sure an informed 
consent process is in place, and each patient has been 
educated.”

Based on these changes, Newbury and Throneberry 
advised the following:

• Become familiar with your state requirements.
Before you develop policies on advance directives, 

know what your state permits, Newbury advised.
“It gives us some leeway,” she says. “It’s not practi-

cal to honor, for example, a DNR [do-not-resuscitate] 
clause in an ASC setting,” she said.

The more strict regulation (state vs. Medicare) is 
the one that needs to be followed. State regulations 
are particularly important in terms of limitations for 
advance directives, Throneberry said. “If it’s allowed 
under state law, state that the center will always 
attempt to resuscitate and transfer,” she said. Have the 
governing body approve the new language of limita-
tions, and document that action in the meeting min-
utes, Throneberry said. 

Also, keep in mind that laws are state-specific, she 
said. “What works for one state might not be the best 
for another state,” Throneberry said. You should be 
able to pull the information you need about advance 
directives from your state government’s web site, she 
said. 

• Educate your staff.
Educate your staff about your advance directives 

policies and procedures, Throneberry said. Include 

the business office staff, as well as part-time and PRN 
staff, she added. 

Throneberry said, “A surveyor will walk around 
and may ask anyone, `What is your policy on advance 
directives?’ Once you decide how to work in a state-
ment of limitations, educate everyone on that change.”

• Address the advance directive preoperatively. 
When your staff members make preadmission calls 

before surgery, ask the patients if they have advance 
directives, and document this information in the medi-
cal record, Throneberry said. “If they do, ask them 
to bring it with them the day of surgery,” she said. “If 
not, ask the patient if they would like more informa-
tion.”

• Steps for the day of the procedure. 
If a patient brings an advance directive to the center, 

a copy should be made and placed in the ASC medical 
record, Throneberry advised. “If they forget, you need 
to document that you have made an attempt to get the 
document for the patient,” she said. For example, “you 
told them to bring it in on the preadmit phone call, and 
they forgot.”

Understand that the responsibilities for advance 
directives don’t necessarily end when your patient 
leaves the facility, Newbury pointed out. “If the patient 
is transferred, a copy of the advance directives must be 
provided with the medical record,” she said. n

CMS grants waivers to 
areas of Life Safety Code 

The Centers for Medicare & Medicaid Services 
(CMS) has granted a series of categorical waiv-

ers (CMS S&C 13-58-LSC) for several requirements 
in the 2000 edition of the “Life Safety Code” (LSC) 
published by the National Fire Protection Association 
(NFPA), according to The Joint Commission (TJC). 

CMS issues waivers for hospitals, critical access 
hospitals, ambulatory surgical centers, long-term care 
facilities, and inpatient hospices when the require-
ments, if rigidly applied, result in unreasonable hard-
ship for the organization, but only if the waiver does 
not adversely affect the health and safety of patients or 
residents, TJC said. Joint Commission staff petitioned 
CMS to approve the waivers to reduce the finan-
cial burden on healthcare organizations and to take 
advantage of provisions found in later editions of the 
LSC. Waivers are available for several requirements in 
the following categories: 

• clean waste and patient record recycling containers;
• doors;
• emergency generators and standby power systems;



4 Supplement to same-day surgery ® / November 2013

• extinguishing requirements;
• medical gas master alarms;
• openings in exit enclosures; 
• suites. 
Healthcare organizations immediately can take 

advantage of the waivers without seeking formal 
approval from CMS, TJC said. However, organiza-
tions are expected to have written documentation 
that they have elected to use a waiver, the agency 
said. This documentation can be done by noting it 
in the “additional comments” field of the statement 
of conditions (SOC) in the basic building informa-
tion (BBI) for those categorical waivers associated 
with the Life Safety Code. For the requirements in 
the Environment of Care (EC) chapter, organiza-
tions should document the decision in the EC com-
mittee minutes (or an equivalent place), according 
to TJC.  

Organizations also should notify the surveyor 
at the beginning of a survey that they have chosen 
the waiver, the agency said. It is not acceptable for 
an organization to first notify surveyors of waiver 
election after an LSC citation has been issued, 
according to TJC.

The Joint Commission will not be revising 
the elements of performance (EP) language in 
the standards manual because organizations are 
not required to choose the categorical waivers. 
However, they will be referenced in the Life Safety 
chapter introduction in the standards manual. At 
press time, a complete listing of the waivers was to 
be published in the November 2013 issues of “Joint 
Commission Perspectives” and “Environment of 
Care News.” 

The Accreditation Association for Ambulatory 
Health Care (AAAHC) will follow methodology 
similar to what The Joint Commission is planning 
when encountering these areas during a Life Safety 
Code survey where waivers are being applied, says 
Jack Egnatinsky, MD, medical director at AAAHC. 

“It is nice to see CMS using common sense 
and logic in granting these waivers,” Egnatinsky 
says. (For more information, go to http://go.cms.
gov/18UYXmi.) n

New tools available
for AAAHC accreditation

The Accreditation Association for Ambulatory 
Health Care (AAAHC) has reached an agree-

ment with Basha, a software company, and 

PowerDMS, a document management solution 
company, to license the AAAHC standards for use 
in their software tools. 

The tools allow surgery center administrators to 
do the following:

• electronically store appropriate policies, pro-
cedures, and maintenance records adjacent to rel-
evant standards;

• search for specific standards by keyword;
• better monitor where their surgery center 

stands in meeting regulatory compliance require-
ments, including accreditation standards and fed-
eral and state rules.

John Burke, PhD, president and CEO of 
AAAHC, said, “These two systems offer organiza-
tions seeking their first accreditation, or preparing 
to reaccredit, a new tool to help them simplify the 
process.” (Editor’s note: For more information 
on Basha’s ASCpro software system, go to http://
www.ascpro.com. For more information on the 
PowerDMS cloud-based application, go to http://
www.powerdms.com/index.aspx.) n

Helping you understand
anesthesia standards

Do you have time to sort through the interpre-
tive guidelines from the Centers for Medicare 

and Medicaid Services (CMS) for the Conditions 
of Participation (CoPs) regarding anesthesia and 
sedation? The manual is hundreds of pages. Do you 
know what documents surveyors are looking for 
when they come to your facility, and do you know 
what questions they will ask? Most of the most 
recent changes are effective immediately.

Help is on the way. AHC Media, publisher 
of Same-Day Surgery, has published “Cracking 
the Code: Understanding the CMS Hospital CoP 
Standards on Anesthesia,” which explains the anes-
thesia standards and PACU standards. The chapters 
are organized in the order in which the anesthesia 
standards are contained in the hospital CoP manual. 
Our book covers anesthesia services, organization 
and staffing, preanesthesia evaluations, the intraop-
erative anesthesia record and required policies and 
procedures, and post-anesthesia assessments. We 
include hundreds of pages of policies and procedures 
and other informative practical material you can 
start using immediately.

For more information on this book, go to http://
bit.ly/Ze16Xm. n



 
 

Kaiser Permanente Surgical Services & Interventional Services 
Transforming Culture through Observing Our Own Practice and Self Reporting 

(Self Efficacy) 
 

 

 

 
 

 

By participating in this Self Efficacy audit, I understand that I am honestly reporting on my own 
practice regarding the policies that are in place by KPNW for the following audit. 

 

 

HAND HYGIENE Audit 
 

Definition of hand hygiene:  After each patient contact, I used water, soap, and friction on both 
hands for minimum of 15 seconds OR use waterless alcohol rubbed into hands until dry.     
 

Location________________________ 
 

Date of Reporting: ____________________           
 
Time :_______-_________( throughout a 4 hour period in your shift) 
 

 
Done Not Done 

Method used 
   Soap / H2O        or      Alcohol 

% Compliance 

RN   
  

 

Tech   
  

 

Surgeon   
  

 

Anesthesia   
  

 

Other   
  

 

Total   
  

 

 
 

Hand Hygiene Indications 
 

1. Before entering / after leaving OR suite 

2. Before / after patient contact  
3. After transporting patient  
4.  After removing gloves or other PPE 

5.  After handling specimens 
6.  Before / after eating 
7.  After using hands to cover cough, sneeze, or wipe nose 

 

Every patient's right - Everyone's responsibility 
 
Send to: Donna Berning, HQPS, KSMC Trailer 

GET PERSON’S
ATTENTION

EXPRESS
CONCERN

REACH
DECISION

STATE
PROBLEM

PROPOSE
ACTION

Source: Kaiser Sunnyside Medical Center (KSMC) in Clackamas, OR November 2013 / Online Supplement to SAME-DAY SURGERY



 
 

SURGICAL TEAM GLITCH-FORM CHECKLIST 

KPNW Regional Surgical Services 
DO NOT copy or place this document in the patient’s medical record  

This document is intended for Quality Improvement purposes ONLY  

 

 

             

             

             

             

             

             

             

             

             

             

             

             

             

             

             

             

             

             

             

             

    
 

 

Date Surgeon Anesthesia 

Scrub Circulator Other 

Briefing Safety Conversation NO Time-Out Safety Conversation NO 

Two (2) person identifiers verified   Correct Patient / Correct Procedure?   

Briefing occurred   Side / Site Verified?   

Correct Procedure Verified/ Side - Site Verified   
Site Marking Visible Before/ After Prep / 
Draping   

Correct Position verified   Antibiotic Timing Confirmed   

SITE marked appropriately    Team Safety Conversation- Debrief NO 

Accurate procedure consent form is signed and available   Procedure Verified?   

Relevant images displayed   Has wound classification been verified?   

Implants, equipment, or special requirements available   Are relevant counts correct?   

Antibiotics administered appropriately      Have specimens been verified?   

All members present   Physician-administered medication charted?   

Comment: DVT prophylaxis plan?   

Pain management Plan?   

GLITCH FORM – Complete only when indicated 
 

Best Practice(s) What Went Well?            
               
               
 
Issues- What Could Have Gone Better? 
 
Workplace Safety:              
                
               
 
Infection Control Concerns:  (SSI Initiatives / OR Attire Policy Followed)       
               
               
 
Equipment / Instrumentation (Attach count Sheet):           
               
               
 
Teamwork / Culture:              
               
               
 
Other:                
               
 
__________________________________________________________________________________________ 
 

 

______________ 

__________________________________________________________________________________________ 

 

Patient Label 

 
Source: Kaiser Sunnyside Medical Center (KSMC) in Clackamas, OR.
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Surgical Services Debriefing / Glitch Call Out Form

Code Name Description

UE Uneventful Debreifing form blank, or w/ no problems identified (with or without) good proctices

Code Name Description

GP-1 Instrumentation Favorable comments about SPD, instrument set-up, sets complete

GP-2 Traffic Control Traffic in and out of OR room limited to appropriate reasons and personnel

GP-3 Individual Praise Favorable comments about one member of the team

GP-4 Efficiency Favorable comments about room turnovers, start time

GP-5 Infection Control Favorable comments about Infection Control practices

GP-6 Room Prep Set up correct and well organized

GP-7 Team Excellence Favorable comments about team dynamics

GP-8 Work Place Safety Favorable comments about workplace safety issues

DOCUMENTATION

Code Name Description

D-1 Consent Issues Consent not in chart, unavailable, inaccurate, or incomplete

D-2 Other Pre-op Documentation Other documentation not in chart/unavailable/inaccurate/incomplete, includes x-rays, side/site and orders

D-3 H&P Missing/Incomplete H&P missing or incomplete

D-5 Scheduling Discrepancy Discrepancy between procedure as documented on schedule vs. planned procedure

Code Name Description

E-1 Broken - Equipment Equipment damaged/broken

E-2 Missing - Equipment Equipment missing

E-3 Unavailable Equipment unavailable

E-4 Power Source Issues with electrical powwer source

E-5 Incorrect Equipment Incorrect equipment provided

E-6 Supplies Not Stocked Supplies not stocked

INSTRUMENTS

Code Name Description

I-1 Broken - Instrument Broken or damaged instruments

I-2A Case Cart - Pick sheet incorrect Pick sheet not up to date

I-2B Case Cart - Picked incorrectly Case cart not picked according to Pick Sheet

I-3 Missing Instrument Missing instrument in tray

I-3A Missing Instrument on Count Sheet Missing instrument identified on Count Sheet

I-3B Missing Instrument not on Count Sheet Missing instrument not noted on Count Sheet

I-4 Unclean Instruments opened in OR and have visible blood or bone fragments

I-5 Incorrect Instrument Wrong instrument in tray

I-6 Incorrectly assembled Instruments in tray incorrectly assembled

I-7 Incorrectly labeled Instrument set incorrectly labeled

I-8 Instruments required flashing Some instruments needed flashing during case

I-9A Missing Tray on Pick Sheet Missing Tray noted on Pick Sheet

I-9B Missing Tray not on Pick Sheet Missing Tray not noted on Pick Sheet

UNEVENTFUL

GOOD PRACTICES

EQUIPMENT

 
Source: Kaiser Sunnyside Medical Center (KSMC) in Clackamas, OR.
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Surgical Services Debriefing / Glitch Call Out Form

SUPPLIES

Code Name Description

S-1 Expired Expired supplies stocked in OR (excluding blood)

S-2 Missing - Supplies Unavailable supplies - including implants (excluding case cart issues and blood)

S-3 Wasted Supplies opened but not used

S-4 Blood Issues with blood supplies (unavailable/delayed)

S-5 HealthConnect (Unapproved Product) Supply not in HealthConnect

S-6 Reprocessed Reprocessed item failure

INFECTION CONTROL

Code Name Description

IC-1 Unnecessary OR Traffic Excessive/unnecessary room traffic

IC-2 Break in sterility Break in sterility

IC-3 Pt Unclean Patient unclean on arrival to OR

IC-4 Unclean OR Room not cleaned properly prior to next case

IC-5 Insect in OR Insect discovered in OR during case

IC-6 Room Temp Room temp either too warm or too cold

IC-7 Poor Hand Hygiene Poor Hand Hygiene

TEAM

Code Name Description

T-1 Education Opportunity Inservice opportunity identified (non-KPHC related)

T-2 Behavior Inappropriate behavior by a member of team towards other(s) on team

T-3 Team Dynamics Poor dynamics interfering with effective teamwork

T-4 Room Setup Room setup not done/inaccurate

X-RAY

Code Name Description

X-1 Tech Unavailable X-ray Tech unavailable when needed

X-2 Equipment Broken/Unavailable Problem with x-ray equipment

WORKPLACE SAFETY

Code Name Description

W-2 Environment OR Environment issues with potential to compromise workplace safety, but did not result in injury

W-3 Equipment - Safety Equipment issues with potential to compromise workplace safety, but did not result in injury

OTHER

Code Name Description

Other Other Other - not on the list anywhere else.

NARRATIVE FIELDS

Code Name Description

Equipment Equipment Tex column to include Equipment involved in issue with the case

 
Source: Kaiser Sunnyside Medical Center (KSMC) in Clackamas, OR.
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Surgical Glitch Form Report

2013

(Facility)  2013 Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec YTD Ranking

D-1 Consent Issues 0

D-2 Other Pre-op Documentation 0

D-3 H&P Missing/Incomplete 0

D-5 Scheduling Discrepancy 0

E-1 Broken-Equipment 0

E-2 Missing-Equipment 0

E-3 Unavailable 0

E-5 Incorrect Equipment 0

E-6 Supplies Not Stocked 0

Equipment 0

GP-3 Individual Praise 0

GP-4 Efficiency 0

GP-5 0

GP-7 Team Excellence 0

GP-8 0

I-2A Case Cart - Pick sheet incorrect 0

I-3 Missing Instrument 0

IC-2 Break in sterility 0

IC-3 Pt Unclean 0

I-8 Instruments required flashing 0

Other 0

S-2 Missing - Supplies 0

T-1 Education Opportunity 0

W-2 Environment 0

W-3 0

X-1 tech Unavailable 0

Monthly Total 0 0 0 0 0 0 0 0 0 0 0 0 0

Source: Kaiser Sunnyside Medical Center (KSMC) in Clackamas, OR. November 2013 / Online Supplement to SAME-DAY SURGERY




