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Upcoming issues: Salary survey results 
and your best cost-saving ideas

The January and February issues of Same-Day Surgery are two of readers’ 
favorite issues of the year. In the January issue, we’ll give you the results of 

our annual salary survey so you’ll know if your pay is equal to your peers. In 
February, we’ll have the field’s best cost-saving and revenue-generating ideas. 
Don’t miss these special issues of Same-Day Surgery! n 

Salespeople in operating room pose
risks, require vetting and guidelines
Vendor credentialing by outside companies gaining more attention

By Joy Daughtery Dickinson, Executive Editor

(Editor’s note: This is the first part of a two-part series on sales reps in the OR. 
This month we give you an overview of how outpatient surgery providers are 
addressing the issue. Next month, we discuss how to use an outside company to 
credential sales reps and how to inform patients that reps will be in the OR.)

As much as managers might like to tightly control access to patient care 
areas and other sensitive parts of a healthcare facility, the nature of the 
business requires having salespeople and other vendors on-site regularly. 

Perhaps the most invasive visitor is the salesperson who needs to be in the OR dur-
ing surgery to provide guidance to a doctor using new equipment.

Healthcare facilities are tightening their policies and procedures on those visi-
tors, with many implementing requirements for training in infection control and 
OR protocol, along with immunizations and background checks. Dan Flynn, a 
surgical instrument sales representative with K&D Medical in Columbus, OH, has 
been visiting ORs during procedures for 35 years and says facility policies have 
changed a great deal in that time. 

“They had to put a stop to the free flow of reps going into the OR. It was just 
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too much,” Flynn says. “Thirty-five years ago, there 
were just a handful of us going into the OR, and we 
were trained, and the hospitals knew they could trust 
us. Now there are so many reps that hospitals are say-
ing they need some way to certify us and verify that 
we can be there without threatening patient safety.”

Facilities always have expected surgical salespeople 
to be knowledgeable about OR procedures and never 
interfere with the procedure, Flynn notes. They are not 
allowed to make a sales pitch of any kind during the 
procedure, he says. Rather, they are there to observe, 

for their own benefit, and to offer guidance to the 
surgeon on how best to use the instrumentation. Most 
equipment manufacturers provide training for their 
salespeople on how to conduct themselves properly in 
an OR or other patient care setting.

However, now facilities are requiring more formal 
training in bloodborne pathogens, privacy issues, and 
similar concerns, Flynn says.

Avoid liability with training

The increased focus on vendor credentialing is nec-
essary to protect patients and avoid significant liability 
risks, says Sharona Hoffman, JD, professor of law 
and bioethics, Edgar A. Hahn professor of jurispru-
dence, and co-director of the Law-Medicine Center 
at Case Western Reserve University School of Law in 
Cleveland, OH. 

It is prudent to require training of salespeople 
before allowing them in the OR, she says. At a mini-
mum, the person must be briefed on protocol and 
the major do’s and don’ts during surgery, she says. It 
would be better to have a formal training program on 
all the issues of concern, she says. Also, Hoffman says 
managers should require that the salesperson have a 
good reason for being in the OR.

“It’s reasonable to say that the surgeon is using a 
new instrument or device and might need some advice 
from the salesperson during the procedure. That is a 
legitimate reason to be there,” Hoffman says. “If the 
salesperson wants to be there just to see the device in 
use, to gather information for the manufacturer, that’s 
probably acceptable too. If the person wants to be 
there just out of curiosity, probably not.”

Barbara Smith, administrator at Beckley (WVA) 
Surgery Center,  reports that at other centers where 
she has worked, sales reps repeatedly showed up to 
meet with surgeons in the OR, although their meeting 
had nothing to do with a particular case. “That has 
happened for so long, it’s not even funny,” Smith says. 

Smith become so frustrated with their actions that 
she took a policy to her board enforcing the right of 

EXECUTIVE SUMMARY
Healthcare facilities are taking a stricter approach to 
allowing salespeople in the operating room (OR) during 
surgery. Other vendors also pose risks if not properly vet-
ted and their actions at the facility aren’t limited.
•  Some facilities rely on outside credentialing companies 
to check the visitor’s qualifications.
•  More facilities are requiring situation-specific training for 
vendors who will be in patient care areas.
•  The potential for liability and negative media attention is 
high if a vendor contributes to an adverse event. 
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her staff to say to a rep, “We’re sorry. We can’t let 
you in scrubs and let you go in the back. You have no 
reason to be back there with the doctor at this point. 
He’s doing an eye case, and you want to talk to him 
about something else.” 

When reps regularly abused the privilege, Smith 
talked to the doctor in advance to tell them about the 
policy and that it would be enforced. Additionally, 
reps aren’t allowed in the ORs if the patient hasn’t 
signed off to allow it, she adds. 

Patient privacy is a significant concern regarding 
sales representatives in the OR. The vendor does not 
have a formal relationship with the patient and there-
fore is not legally required to comply with Health 
Insurance Portability & Accountability Act (HIPAA), 
Hoffmann says. However, the facility should require 
compliance as part of its approval process, she says. 

“The visitor in the OR should be required to follow 
all privacy rules, and that means they have to under-
stand HIPAA and how it can be violated,” Hoffman 
says. “There are obvious restrictions like no video 
cameras or photographs, but the salesperson also 
should be required to follow all HIPAA requirements 
just as if he or she was an employee of the hospital.”

How do surgery programs handle?

Here is a round-up of how some outpatient surgery 
providers are handling reps in the OR:

• TMC Orthopaedic and Surgical Tower, Tucson, 
AZ. 

“We do allow sales reps to be in the operating 
room with the surgeons for the sole purpose of assist-
ing the scrub tech with a new product when and 
where necessary,” says Stuart Katz, MBA, FACHE, 
director of the orthopaedic service line. However, the 
center has a strict policy against “up-selling” anything 
during a procedure.

Sales reps must have had all immunizations that are 
required of staff and surgeons, Katz says. “If we don’t 
have their information on file or they don’t bring it 
with them, they’re SOL.” 

* West Morris Surgery Center, Succasunna, NJ, 
and Rockland Bergen Surgery Center in Montvale, 
NJ.

Use a vendor credentialing service so the center will 
know the rep is compliance with infection control 
issues such as TB skin tests, advises Bonnie Brady, 
RN, CNOR, administrator. 

Also, patient approval is an important piece of the 
process, Brady says. “You should get a patient signa-
ture or include it in your consent and know that the 
patient is OK with it,” she says.

At her centers, vendors must sign in and be 
aware of fire policies and procedures, Brady says. 
Additionally, reps should be identified as a guest with 
a badge or with a different colored OR cap, she says. 

• Grant Bone and Joint Center, Grant Medical 
Center, Columbus, OH. 

Hospitals in central Ohio are requiring companies 
to wear red bouffant OR caps, says Gail Ramm, RN, 
BSN, clinical nurse educator.

“The reps can be easily picked out of a group of 
people, and the staff can easily identify them if they 
should need assistance with education of instrument 
sets, implants, etc.,” Ramm says. n

Sentinel Event Alert issued 
on retained surgical items

The Joint Commission (TJC) has issued a Sentinel 
Event Alert urging surgery programs to take a 

new look at how to avoid mistakenly leaving items 
such as sponges, towels, and instruments in a patient’s 
body after surgery.

Unintended retention of foreign objects (URFOs), 
also known as retained surgical items (RSIs), are a 
serious patient safety issue that can cause death or 
harm patients physically and emotionally, TJC says. 
The agency has received more than 770 voluntary 
reports of URFOs in the past seven years. These cases 
resulted in 16 deaths, and about 95% of these inci-
dents resulted in additional care and/or an extended 
stay. Research has indicated that objects left behind 
after surgery might cost as much as $200,000 per case 
in medical and liability payments, TJC says. Some 
actions recommended by TJC in the alert include:

• Organizations should create a highly reliable 
and standardized counting system to prevent URFOs 
and make sure all surgical items are identified and 
accounted for.

Have a list of all instruments and other items that 
will be used in a case, and check these before the 
procedure begins, says Stephen Trosty JD, MHA, 
CPHRM, ARM, president of Risk Management 
Consulting Corp. in Haslett, MI. “There has to be a 
person, based upon the job description, who has the 
responsibility to conduct the count and to verify it 
against the list of instruments, etc., to be used,” Trosty 
says. This person’s job description should be estab-
lished in the policy and procedure, he says.

“Ideally there should be a verifying count by 
another person,” Trosty says. “This can occur before 
the surgeon enters the OR, if at all possible, so as not 
to delay the surgery more than is necessary.”
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In the timeout, you might want to include that a 
surgical count has been recorded, sources suggest. 

• Organizations should develop and implement 
effective evidence-based organization-wide standard-
ized policy and procedures for the prevention of 
URFOs through a collaborative process promoting 
consistency in practice to achieve zero defects.

The cases studied by The Joint Commission showed 
that one of most common root causes of URFOs are 
the absence of policies and procedures. (For more root 
causes, see story, this page.) Have specific recommen-
dations for counting procedures, wound opening and 
closing procedures, and when intra-operative radio-
graphs should be performed, The Joint Commission 
says.

Have a policy requiring counts for all instruments 
used in a case before surgery begins, before closing, 
and after closing, Trosty recommends. All of the 
counts should agree, he says. “There has to be an 
enforced policy that procedures do not begin before 
the count and no closure before the count,” Trosty 
says.

A job description should spell out who does the 
count in each procedure, he says. “I would suggest 
that a verifying count be conducted by a second per-
son if at all possible and time allows,” Trosty says. If 
the second count does not agree with the initial count, 
don’t close the patient until the patient is checked to 
see if the object can be found, he says. “There should 
then be a final count after the closure as a final veri-
fication,” Trosty says. This process is redundant, he 
acknowledges, “but it is better to do multiple checks 
than to leave objects in a patient.”

Have a policy that addresses instruments that are 
not accounted for at the conclusion of surgery and 
after closure. An intra-operative radiograph should 
occur only “when necessary based upon the type of 
object/instrument not accounted for, where in the 
body it could be, and the potential negative conse-
quence of this type of object being left in the body,” 
Trosty says.

If an intraoperative X-ray is inconclusive or can-
not be taken, the patient might have to be admitted or 
carefully monitored during the recovery care period, 
sources say.

• Organizations should research the potential of 
using assistive technologies to supplement manual 
counting procedures and methodical wound explora-
tion. (For more on assistive technologies and other 
steps to address retained foreign objects, including an 
example of a count policy in the online issue, see the 
July 2013 issue of Same-Day Surgery.) 

• Effective communication should be a standard 
part of the surgical procedure, including team brief-

ings and debriefings, to allow the opportunity for any 
team member to express concerns they have regarding 
the safety of the patient, including the potential for an 
URFO.

The cases studied by TJC showed the most com-
mon root causes of URFO include failure in com-
munication with physicians and failure of staff to 
communicate relevant patient information.

The staff and physicians should know the policies, 
Trosty says. “If there is a serious concern that might 
fall outside of the policy, there should be a system/
mechanism by which this can be raised by any mem-
ber of the team,” he says. 

• Appropriate documentation should include the 
results of counts of surgical items, instruments, or 
items intentionally left inside a patient (such as needle 
or device fragments deemed safer to remain than 
remove), and actions taken if count discrepancies 
occur. Tracking discrepant counts is important to 
understanding practical problems.

“All of this information regarding objects/instru-
ments unaccounted for, as well as the existence of all 
of the counts and results, should be documented in 
the medical record/chart,” Trosty says. “There should 
always be this information in the chart, for each 
count, verification, or lack of concurrence, as well as 
any activity or action taken to verify what and where 
an item might have been left or the reason for no 
action being taken, i.e. radiograph.” 

RESOURCE

The Sentinel Event Alert on unintended retention of 
foreign objects (uRFOs) can be found at http://bit.
ly/1gSoMul. n

 

What are reasons
for retained items?
TJC examines risk factors, root causes

Research has indicated that common risk fac-
tors for unintended retention of foreign objects 

(URFOs)  include overweight patients, urgent proce-
dures, more than one surgical procedure and multiple 
surgical teams or multiple staff turnovers during the 
procedure, according to The Joint Commission, which 
recently issued a Sentinel Event Alert on URFOs. 
Occurrence of an URFO was four times more likely 
when the procedure changed unexpectedly.1  

The alert warns that objects most commonly 
left behind after a procedure are soft goods such as 
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sponges and towels, small miscellaneous items such as 
broken parts of instruments and stapler components, 
and needles or other sharps. 

Cases studied by The Joint Commission showed 
some of the most common root causes of unintended 
retention of foreign objects (URFOs) are the follow-
ing:

• The absence of policies and procedures.
Periodically review the efficacy of policy occurrence 

and adherence to see if there are any systemic prob-
lems that should be addressed, recommends Stephen 
Trosty JD, MHA, CPHRM, ARM, president of Risk 
Management Consulting Corp. in Haslett, MI. “If 
there are any identified, there has to be a comprehen-
sive review of the policy, of the identified problems 
with adherence, when and in what type of procedures 
the problems occur, and then steps taken to remedy 
the problem and make any necessary modifications or 
changes to the policy,” Trosty says

Give responsibility for review and assessment to 
a specific person who ideally has some knowledge 
and background in quality improvement and/or risk 
management, he says. “If such a person does not exist, 
then the person assigned the responsibility should be 
sent for education on how to conduct these reviews 
and the system and process to be used to do it,” 
Trosty says. “It should be the same process used in all 
instances of identified issues or problems occurring.”

• Problems with hierarchy and intimidation in the 
surgical team.

“The person(s) doing the count MUST have the 
ability to call a timeout to ensure that the count occurs 
regardless of whether or not the physician is happy,” 
Trosty says. “Intimidation by the physician cannot 
and must not be allowed. Any issues must be reported 
to the administrator and medical director, who must 
take immediate action concerning the physician, he 
says. “If it is allowed to occur and not be dealt with, 
the problem will continue and will fester, and the 
policy/procedure will not occur on a regular basis,” 
Trosty says

This stance must be clearly communicated to all 
physicians, staff, the administrator, and medical direc-
tor. “Ideally, this should be included in job description 
for medical director and administrator,” Trosty says. 

Have a clear and enforced policy saying that physi-
cians cannot and must not intimidate staff for insisting 
on and carrying out the counts, he emphasizes. If this 
does occur, the medical director should speak with 
the physician, Trosty says. If the behavior continues, 
immediate and appropriate action should be taken, 
he says. It is important that adherence to the policy 
occurs, Trosty says. This policy should become part of 
the medical staff bylaws and should be included in the 

credentialing requirements for physicians, he says.
Inadequate or incomplete staff education.
Staff members’ job descriptions should include 

the responsibility to conduct the various counts 
based upon job title. “This should be discussed and 
explained to all applicants and staff on a regular 
basis,” Trosty says. 

Have regular educational sessions dealing with this 
issue and its importance, he says. “If staff members 
do not fulfill this responsibility, it must be reported to 
appropriate person for follow up and counseling of 
person.  If it continues, appropriate disciplinary action 
must occur.”

Any final count discrepancies should be reported 
to medical director and administrator, who can note 
it, establish a format for a letter or memo, and send 
it to appropriate agency. “This information must be 
retained and used for future educational activities for 
staff and physicians,” Trosty says.

REFERENCE

1. Pennsylvania Patient Safety Authority. Beyond the count: pre-
venting retention of foreign objects. Pennsylvania Patient Safety 

Advisory, June 2009; 6(2):39-45. n

Ideas to reduce
OR contamination

Simple remedies — from keeping the antibacterial 
gel dispenser clean to giving health care workers 

their own hand sanitizer — can help keep patients 
safe by decreasing contamination in operating and 
recovery rooms, suggest two studies presented at the 
Anesthesiology 2013 annual meeting.

Keeping hand sanitizer dispensers  clean decreases 
their bacterial contamination by 75%, while health-
care workers with personal gel bottles attached to 
their belts were nearly 30% more likely to use the 
hand sanitizer, the studies found. 

The studies investigated operating room contami-
nation and resulted in common sense remedies to 
increase sanitization. The first study looked at bacte-
rial counts on such high-touch surfaces as the hand 

EXECUTIVE SUMMARY
Simple remedies can help keep patients safe by decreas-
ing contamination in operating and recovery rooms, sug-
gest two studies presented at the Anesthesiology 2013 
annual meeting.
• Keep the antibacterial gel dispenser clean.
• Give healthcare workers their own hand sanitizer.
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sanitizer dispenser and the electronic medical record 
keyboard. The second study followed the compliance 
of a hand hygiene policy before and after personal 
sanitation gel devices were worn on the belts of medi-
cal personnel.

“Perioperative infection and contamination is a seri-
ous threat to patient safety,” said Devon C. Cole, MD, 
anesthesiologist in the Department of Anesthesiology, 
University of Florida, Gainesville. “The hand sanitizer 
is touched to sanitize a presumably unsanitary hand 
and is therefore uniquely vulnerable to contamination. 
It just made sense to measure the bacteria on the dis-
penser handles of these containers.”

Bacteria on sanitizer dispensers were sampled at 
four-hour intervals at two hospitals during the work 
day and also at 5 a.m. and 8 p.m. At the first hospital, 
all the hand sanitizer dispensers were cleaned with a 
germicidal disposable wipe after each patient was dis-
charged. At the second hospital, no disinfection of the 
dispensers was done.

Hand sanitizer dispensers accumulated a rising 
number of bacteria throughout the day at both hospi-
tals. However the number of bacterial colony-forming 
units at the second hospital was significantly higher. 
At 5 a.m. and 8 p.m., there was an average of one 
bacterial unit. At the end of the day, an average of 93 
bacterial units had accumulated on the dispensers. At 
the first hospital, the number of bacterial units rose 
from one at 5 a.m. to 23 at 6 p.m., significantly less 
than hospital number two. 

“Often the last object touched by the anesthesia 
provider before the patient’s IV is the hand sanitizer 
dispenser,” explained Cole. “Too small a volume 
of sanitizer, inadequate coverage of finger tips, and 
a short drying time will all enable bacteria to per-
sist on the providers’ hands. Routine cleansing of 
the dispensers will reduce this reservoir of bacteria. 
Decontamination of the dispenser should be an impor-
tant part of anesthesia workstation cleaning.”

In the second study, attending physicians, fellows, 
residents, and nurses were observed for compliance 
with the hand hygiene policy before and after they 
were given a personal sanitation gel dispensing device 
to be worn on their belts. Next, compliance rates with 
and without the personal sanitation gel dispenser were 
compared.

Colby L. Parks, MD, anesthesiologist in the 
Department of Anesthesia at the University of 
Wisconsin, Madison, said, “Despite the availability of 
wall-mounted hand sanitation dispensers, compliance 
was less than ideal. This study shows that a simple 
intervention in which a personal antibacterial hand gel 
dispenser is readily available, works better for a busy 
healthcare provider’s workflow pattern, presumably 

leading to decreased patient and surrounding-care-
area contamination.”

The study found that the overall compliance with 
the hand hygiene protocol after the implementation 
of personal gel dispensers increased 29%. More than 
307 encounters were observed. In the 146 encounters 
prior to the implementation of the personal gel dis-
pensers, compliance for pre- and post-patient contact 
hand hygiene was 23% and 43%, respectively. For the 
161 encounters after the individual gel dispensers were 
provided, the compliance for pre- and post-patient 
contact was 53% and 72%, respectively. (For more 
infection control coverage from the Anesthesiology 
meeting, see our tweets @SameDaySurgery Oct. 
13-17, 2103.) n

On-time OR starts 
can be improved
Patient/staff satisfaction, cost savings increased

Late starts to the first surgical case of the day can be 
improved, according to two studies presented at 

the Anesthesiology 2013 annual meeting. Improving 
efficiency potentially reduces costs, increases patient 
and staff satisfaction, and increases the number of 
cases that can be performed daily.

“In 2011, fewer than half of the first cases of the 
day started on time,” said Sophia van Hoff, MD, 
anesthesiologist at Dartmouth Hitchcock Medical 
Center, Lebanon, NH. “While this was not unique to 
our hospital, it led to dissatisfaction for both patients 
and staff. Correction of these delays was targeted as a 

EXECUTIVE SUMMARY
Late starts to the first surgical case of the day can be 
improved, according to two studies presented at the An-
esthesiology 2013 annual meeting. Improving efficiency 
potentially reduces costs, increases patient and staff 
satisfaction, and increases the number of cases that can 
be performed.
• Changes at Dartmouth Hitchcock Medical Center caused 
on-time starts to rise to 82%. The average delay decreased 
from 7.2 minutes to 4 minutes. Dartmouth estimated 
that an improvement to greater than 80% on-time starts 
would result in nearly $2 million a year in combined cost 
saving in overtime pay, additional cases, and increased 
revenue. 
• Vanderbilt University Medical Center improved first-case 
on-time starts from less than 50% to more than 70%. 
The median delay time was reduced from 5 minutes to 2 
minutes.
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high priority improvement project.”
Dartmouth Hitchcock chose the Rapid Process 

Improvement Workshop (RPIW) to address the prob-
lem. RPIW is an improvement workshop meant to 
pull together multiple employees from an organization 
to analyze and improve a complex, common process. 
The RPIW team spent five days assessing barriers to 
prompt first-case starts and redesigned the workflow 
of patient preparation. 

The Dartmouth study improved first-case on-time 
starts after 16 weeks to 75%. Dartmouth then insti-
tuted a daily communication to any caregiver associ-
ated with a delayed room, and on-time starts rose 
further, to 82%. The Dartmouth case study estimated 
that an improvement to greater than 80% on-time 
starts would result in increased patient and staff satis-
faction and nearly $2 million a year in combined cost 
saving in overtime pay, additional cases, and increased 
revenue. The average delay decreased from 7.2 min-
utes to 4 minutes.

These improvements were created by instituting 
nine key workflow changes. For example, on the day 
of surgery, certain teams were given authority for 
specific windows of time in the hour prior to the case 
starting. OR nurse visits were implemented as the first 
task, rather than occurring just prior to patient trans-
port. Paperwork and testing were completed prior to 
the day of surgery, and anesthesia teams were no lon-
ger required to ask the OR for permission to enter the 
room if it was after 7:20 a.m.

At Vanderbilt University Medical Center in 
Nashville, TN, an initiative tied to financial incentives 
for staff jumpstarted their improvement project. The 
departments of anesthesia, surgery, and periopera-
tive services shared in the goal to improve first-case 
on-time starts, and the funding went to each of the 
departments when they reached their goal.

“At the start of the day, operating room manag-
ers know at what time and how many surgical cases 
are expected that day and how long they should take. 
Any deviation from the planned schedule disrupts the 
entire schedule, and chances are that administrators 
will spend the rest of the day playing catch up,” said 
Vikram Tiwari, PhD, assistant professor of anesthe-
siology and director of surgical business analytics at 
Vanderbilt University Medical Center. 

The Vanderbilt study improved first-case on-time 
starts from less than 50% to more than 70%. The 
median delay time was reduced from 5 minutes to 
2 minutes. The improvements were a result of sev-
eral factors, including daily meetings or “huddles,” 
increased communications among caregivers, and the 
hiring of a new administrative director. The efficiency 
improvements initiated during the process redesign 

have been sustained even after the expiration of the 
incentives, which indicates that the new process is 
working. This information is especially encouraging as 
it shows a potential way of aligning resources to col-
laborate on shared goals, researchers said. n

Should infected surgeons 
inform patients?

(Editor’s note: This story is taken from the 
HICprevent blog, published by AHC Media, which 
also publishes Same-Day Surgery. To access the blog, 
go to http://hicprevent.blogs.ahcmedia.com.)

There is a striking disconnect between patients and 
infectious disease clinicians on the controver-

sial issue of whether surgeons and other healthcare 
workers infected with bloodborne pathogens should 
disclose their status before performing invasive pro-
cedures, it was revealed in a debate recently at the 
IDWeek conference of major infection control groups.

The meeting was sponsored by the Infectious 
Diseases Society of America (IDSA), Society for 
Healthcare Epidemiology of America (SHEA), 
Pediatric Infectious Diseases Society, and HIV 
Medicine Association.

The interactive session allowed audience voting, 
with a baseline tally taken before the debate finding 
that 75% of IDWeek audience members think provid-
ers should not inform patients of HIV and hepatitis 
infections. The public clearly expects to be informed if 
their surgeon has a bloodborne infection, said Michael 
Saag, MD, FIDSA, an infectious disease physician at 
the University of Alabama at Birmingham. Arguing 
in favor of provider disclosure in the debate, he cited 
a survey indicating that 89% of the public want to 
know their provider’s HIV status, with 82% saying 
hepatitis B virus (HBV) and hepatitis C virus (HCV) 
disclosure should be mandatory.1

“There are ethical issues involved here, [including] 
maleficence — which is ‘do no harm,’” Saag said. 
“There is also the legal obligation of duty to warn, 
and that could lead to legal liability.” 

Though very rare, cases of transmission from pro-
viders to patients have occurred with all three viruses. 
“It is possible that this transmission can occur, and I 
think we need to be aware of this,” Saag said. 

The issue exploded on the scene with infamous 
Florida HIV dental case in 1990, when six patients 
contracted HIV after receiving care from an HIV-
positive dentist. In light of the case, the CDC issued 
guidelines recommending that healthcare workers per-
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forming exposure-prone procedures take precautions 
and inform patients of their status.2 

Last year, the Centers for Disease Control and 
Prevention (CDC) updated the HBV portion of the 
recommendations, saying informed consent to patients 
is no longer practical or necessary if other measures 
are in place. Moreover, routine mandatory disclosure 
actually might be counterproductive to public health, 
as providers and students might perceive that a posi-
tive test would lead to loss of practice or educational 
opportunities. This misperception might lead to avoid-
ance of HBV testing, vaccination, treatment, and 
management, effectively driving HBV carriers under-
ground, the CDC noted.3

Still, the CDC has never formally revised its 1991 
HIV recommendations, possibly because the issue cre-
ated a political firestorm at the time that included the 
late Sen. Jesse Helms, (R-NC) threatening to “horse 
whip” providers who did not reveal their HIV status. 

Neil Fishman, MD, an infectious disease physi-
cian at the University of Pennsylvania in Philadelphia, 
said, “The cases are almost invariably associated 
with major public anxiety.” Fishman argued against 
disclosure in the debate. “The current polarity of our 
American political system, as well as the dramatic 
immediacy and accessibility of the media, almost 
invariably fuels controversy,” he said, “When you get 
down to it, this is really an ethical issue, not a scientific 
issue. We need to balance the risks and benefits of dis-
closure.”

Fishman coauthored the 2010 guidelines on the 
issue by SHEA, which recommended that providers 
with bloodborne infections be allowed to practice 
without informed consent if they adhered to infection 
control measures such as double gloving and if they 
periodically were tested for the level of circulating 
virus.4 Viral levels may be suppressed with new medi-
cations. The arguments were convincing, as 82% of 
the audience voted for non-disclosure in a post-debate 
poll. 
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Anesthetists: Question
these treatments

(Editor’s note: We tweeted this information 
on Oct. 14. To keep up with breaking news as it 
happens, you can follow us @SameDaySurgery on 
Twitter.) 

The American Society of Anesthesiologists 
(ASA) has released a list of specific tests or 

procedures that are commonly ordered but not 
always necessary in anesthesiology, The list iden-
tifies five targeted, evidence-based recommenda-
tions that can support conversations between 
patients and physicians about what care is neces-
sary. 

The list was released as part of Choosing 
Wisely, an initiative of the ABIM Foundation. 
ABIM seeks to advance medical professionalism 
to improve the health care system. ASA’s list made 
the following recommendations:

• Don’t obtain baseline laboratory studies in 
patients without significant systemic disease (ASA 
I or II) undergoing low-risk surgery — specifically 
complete blood count, basic or comprehensive 
metabolic panel, coagulation studies when blood 
loss (or fluid shifts) is/are expected to be minimal.

• Don’t obtain baseline diagnostic cardiac 
testing (trans-thoracic/esophageal echocardiog-
raphy — TTE/TEE) or cardiac stress testing in 
asymptomatic stable patients with known cardiac 
disease (e.g., coronary artery disease, valvular 
disease) undergoing low or moderate risk non-
cardiac surgery.

• Don’t use pulmonary artery catheters (PACs) 
routinely for cardiac surgery in patients with a 

EXECUTIVE SUMMARY:
The American Society of Anesthesiologists (ASA) has 
released a list of specific tests or procedures that are com-
monly ordered but not always necessary in anesthesiol-
ogy.
• The list is part of the Choosing Wisely initiative. 
• The list identifies five targeted, evidence-based recom-
mendations to support conversations between patients 
and physicians about what care is necessary. 
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low risk of hemodynamic complications (espe-
cially with the concomitant use of alternative 
diagnostic tools (e.g., TEE).

• Don’t administer packed red blood cells 
(PRBCs) in a young healthy patient without ongo-
ing blood loss and hemoglobin of ≥ 6 g/dL unless 
symptomatic or hemodynamically unstable.

• Don’t routinely administer colloid (dextrans, 
hydroxylethyl starches, albumin) for volume 
resuscitation without appropriate indications.

ASA’s Choosing Wisely list development began 
with a review of relevant ASA literature and prac-
tice guidelines. Next, a multi-step survey of physi-
cian anesthesiologists in the academic and private 
sector was conducted and analyzed to generate 
a “Top 5 List” list of preoperative and intraop-
erative activities to be questioned. This list was 
reviewed by ASA committees of jurisdiction, sec-
tion chairs and division chairs. Lastly the list was 
endorsed by ASA leadership. 

Richard J. Baron, MD, president and CEO of 
the ABIM Foundation, said, “ASA has shown 
tremendous leadership by releasing its list of tests 
and procedures they say are commonly done in 
anesthesiology, but aren’t always necessary. The 
content of this list and all of the others developed 
through this effort are helping physicians and 
patients across the country engage in conversa-
tions about what care they need and what we can 
do to reduce waste and overuse in our health care 
system.”

More than 30 other specialty society partners 
are releasing Choosing Wisely lists, including a 
second list from the American Geriatrics Society 
on Feb. 27, 2014. At an undetermined date, a list 
also will be released by the American Society of 
Colon and Rectal Surgeons. 

To date, more than 80 national and state medi-
cal specialty societies, regional health collabora-
tives, and consumer partners have joined the 
conversations about appropriate care. With the 
release of these new lists, the campaign will have 
covered more than 250 tests and procedures that 
the specialty society partners say are overused and 
inappropriate, and that physicians and patients 
should discuss.

To learn more about Choosing Wisely and to 
view the complete lists and additional detail about 
the recommendations and evidence supporting 
them, visit ChoosingWisely.org.  (For lists released 
by the American College of Surgeons/Commission 
on Cancer and the American Academy of 
Orthopaedic Surgeons, see Same-Day Surgery, 
November 2013, p. 128.) n

Being receptive
to coming changes
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Houston, TX

Like many, I am frustrated by the Accountable Care 
Act (ACA) and what it has the potential to do to 

our healthcare. Most will agree that the path we have 
been taking prior to the ACA was unsustainable, but, 
really? Is this the best we can do? Apparently. So, for 
now, let’s deal with it and move on.

Moving on does, however, pose challenges for all 
of us. The ACOs (accountable care organizations) 
that are springing up everywhere essentially are going 
to be incentivizing the primary care physicians to 
reduce costs, because reducing costs is at the crux of 
the ACA. There are many ways this step is going to 
happen. Some of the more notable include reducing 
duplicity in diagnostic testing, treatment modalities 
that have been proven effective, reducing errors, and 
— this is a big AND — reducing surgery. Well! That 
is somewhat of a wakeup call to those whose very jobs 
involve patients having surgery. Necessary, emergency, 
elective, or unnecessary — it is still how we earn a 
paycheck.

I suppose if we were in an industry that made, say, 
rubber automobile tires, and the government said 
that going forward, it was phasing out rubber tires 
and only allowing latex tires in the future, we would 
shift how we did business. We would change our raw 
material, purchasing contacts, equipment, pricing, 
research, employee education, marketing, and just 
about everything else to retool our company to obtain 
contracts for producing latex tires. Guess what?

Healthcare in the United States has adapted to 
change with glacial speed in the past because no mat-
ter what we changed, well, nothing really changed that 
affected you and I. Not anymore. I have spent a lot of 
time researching the changes that are here and tried 
to forecast how to deal with them now. Regardless 
of the rhetoric in Washington going on at press time, 
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Obamacare is here to stay. It is actually too late to 
change it anyway as sweeping changes have been 
happening behind the scenes for the past couple of 
years that forbid change. What we have not seen until 
now is the effects of it all. They are here, and they are 
monumental to us.

For employment’s sake, the key will be cost control. 
For personal sake, the key is cash — cash to go to 
“cash-only” physicians and facilities. Oh, yes, there 
are coming and starting now. That’s another column. 
Focusing on the employment, you need to really 
change the way you do business. If you endorse the 
concept that ACOs are going to drive the healthcare 
dollar, then you need to respond to their number one 
credo: Reduce costs while increasing patient satisfac-
tion and outcomes. There’s not much you and I can 
do directly about the outcomes issue, but we certainly 
can reduce our costs in our facilities. Less surgery 
means fewer staff members. Period! Surgeons are not 
going to be complaining to you as much if turnaround 
time gets pushed out a bit because you do not have 
the staff to flip-flop rooms like you used to do for 
them. Compressing your surgical schedule from five 
days a week to three or four is going to become com-
monplace. Look at what the airlines did to reduce cost 
when the fuel prices soared: They reduced the number 
of flights so that only full flights left the gate. Did it 
affect their staffing? You betcha!  

Many larger hospitals have dedicated teams that 
turn over rooms between cases. How long are you 
going to pay for those non-clinical employees when 
your existing clinical staff can do it just as well and 
save money? 

I hear from some large healthcare surgical manag-
ers that their staffing plans cannot change, and that 
they need everyone that they normally use. They say 
they cannot reduce their staffing. The bottom line is 
they will, or someone will do it for them. I am always 
amazed at their resistance to reality. Many of us 
long-timers in surgery need to face up to the facts and 
become part of the solution and not hold on to the 
way it was. We need to be receptive to change and 
accept what is inevitable. Give the decision-makers in 
your organization a few months to realize what the 
financial implications of Obamacare are all about to 
their bottom line before they start making all of the 
above mandatory. When they do, they are going to 
be looking for employees who understand it and are 
able to see the opportunities and are receptive to the 
changes required to stay profitable in what is rapidly 
becoming an unprofitable marketplace. Be one of 
those who is forward thinking and looking for ways 
to help your center, hospital, or health system to still 
be around in the years to come. [Earnhart’s views are 

not reflective of AHC Media, publisher of Same-Day 
Surgery. 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

Bariatric surgery action
brings disappointment
Facility accreditation no longer required by Medicare

Despite strong opposition from leading sur-
gical and medical groups, the Centers for 

Medicare & Medicaid Services (CMS) has ruled 
it will no longer require Medicare patients to 
undergo bariatric surgical procedures at accred-
ited facilities. CMS ruled on Sept. 24 that eligible 
Medicare patients may have bariatric operations 
performed at any center they choose, even those 
facilities with little experience in handling high-
risk patients.

“We are disappointed and in strong disagree-
ment with a ruling that appears to disregard over-
whelming scientific evidence and medical opinion 
that bariatric accreditation programs save lives, 
improve patient outcomes, and enhance the qual-
ity of care,” said Jaime Ponce, MD, president of 
the American Society for Metabolic and Bariatric 
Surgery (ASMBS).

David B. Hoyt, MD, FACS, executive director 
of the American College of Surgeons (ACS), said, 
“The standards required for accreditation pro-
vide important lifesaving safeguards for patients, 
particularly for Medicare beneficiaries, who have 
a higher risk of morbidity and mortality than the 
general bariatric surgery population. We encour-
age Medicare patients to continue to select an 
accredited center for bariatric surgery.”

In addition to those two groups, other pro-
fessional groups supporting accreditation and 
opposing the new CMS ruling are the Society 
of American Gastrointestinal and Endoscopic 
Surgeons (SAGES), The Obesity Society, Academy 
of Nutrition and Dietetics, American Society 
of Bariatric Physicians (ASBP), and American 
Association of Clinical Endocrinologists (AACE).

About 750 inpatient and outpatient bariatric 
centers throughout the United States are accred-
ited by the ASMBS or ACS. Last year, the two 
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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

surgical societies combined their respective pro-
grams and formed the Metabolic and Bariatric 
Surgery Accreditation and Quality Improvement 
Program (MBSAQIP) (http://www.mbsaqip.
org). That organization was created to establish 
a national standard for accreditation and quality 
improvement that requires participating facili-
ties to undergo a peer-evaluation process, follow 
data submission requirements, and demonstrate 
experience in managing bariatric surgical patients 
before, during, and after their procedures in order 
to receive accreditation. 

John Morton, MD, ASMBS secretary/treasurer 
and associate professor of surgery at Stanford 
(CA) University, said, “MBSAQIP will continue 
to build upon bariatric surgery’s legacy of qual-
ity improvement, which has previously included 
a four-fold decline in mortality over the past 
decade, by initiating a new program in decreasing 
readmissions.”

The new ruling marks a reversal of a CMS 
policy enacted in 2006 that made facility accredi-
tation a requirement for Medicare coverage. It 
also makes CMS the only major insurer that does 
not require bariatric surgical procedures be per-
formed at an accredited center. Blue Cross Blue 
Shield, Aetna, Cigna, and United Healthcare have 
each embraced and continue to support accredita-
tion.

Back in July 2013, when CMS still was consid-
ering whether to continue or drop its accredita-
tion requirement, the medical societies sent the 
agency a letter voicing their concern that “the 
proposal to remove the Bariatric Surgery Facility 
Certification will place the highly vulnerable 
Medicare population at risk” and “is based upon 
an incomplete review and analysis of the evi-
dence.” 

The societies cited studies including one in 
the journal Surgical Endoscopy (July 2013), that 
found in-hospital mortality rates at non-accred-
ited centers were more than three times higher 
than the mortality rate at accredited centers 
(0.22% vs. 0.06%). For the study, University of 
California Irvine researchers analyzed 277,760 
bariatric procedures performed between 2006 
and 2010. An earlier 2012 study published in 
the Journal of the American College of Surgeons 
last year showed nearly identical differences in 
mortality between non-accredited and accredited 
academic bariatric centers (0.21% vs. 0.06%, 
respectively).

Ponce said, “We have made great strides in sur-
gical techniques, patient care, and in identifying 

potential risks and managing complications, but 
we cannot become complacent when it comes to 
patient safety and procedure effectiveness. We are 
committed to continuous quality improvement, 
and accreditation is the mechanism by which we 
can best achieve it.”

CMS also decided that no changes be made 
to the bariatric surgery procedures that are 
deemed covered in section 100.1 of the National 
Coverage Determination (NCD) Manual. The 
evidence continues to support that open and 
laparoscopic Roux-en-Y gastric bypass (RYGBP), 
laparoscopic adjustable gastric banding (LAGB), 
and open and laparoscopic biliopancreatic diver-
sion with duodenal switch (BPD/DS) continue to 
be reasonable and necessary for Medicare benefi-
ciaries who have a body-mass index (BMI) ≥ 35, 
have at least one co-morbidity related to obesity, 
and have been previously unsuccessful with medi-
cal treatment for obesity. (Editor’s note: On Oct. 
14, we tweeted about a new drug regimen that 
reduces postop nausea and vomiting by 80% in 
bariatric surgery patients. To catch breaking news 
as it happens, follow us @SameDaySurgery.) n

n Tips for handling 
generational 
differences with staff

n Solutions for 
addressing the nursing 
shortage

n How long does it 
take a non-surgery 
nurse to be qualified?

n Suggestions for 
how to lighten your 
workload
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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. According to Sharona Hoffman, JD, professor of 
Law & Bioethics, Edgar A. Hahn professor of juris-
prudence, and co-director of the Law-Medicine 
Center at Case Western Reserve University School 
of Law, what should hospitals require of sales-
people in the OR regarding the Health Insurance 
Portability & Accountability Act (HIPAA)? 
A. They are not covered by HIPAA and should not 
be required to comply.
B. They are not covered by HIPAA but still should be 
required to comply. 
C. They are covered by HIPAA, but the hospital is 
not responsible for their compliance.
D. They are covered by HIPAA, and the hospital will 
be held accountable for their compliance.

2. The Joint Commission said some of the most com-
mon root causes of unintended retention of foreign 
objects (uRFOs) include which of the following?
A.The absence of policies and procedures.
B. Problems with hierarchy and intimidation in the 
surgical team. 
C. Inadequate or incomplete staff education.
D. All of the above. 

3. According to a study presented at the Anesthesiol-
ogy 2013 annual meeting, how much did keeping 
hand sanitizers clean decrease the bacterial con-
tamination?
A. 10%
B. 25%
C. 50%
D. 75%

4. What method did Dartmouth Hitchcock Medical 
Center use to improve first-case on-time starts after 
16 weeks to 75%?
A. Rapid Process Improvement Workshop (RPIW) 
B. Flow charting and cause and effect diagrams
C. Plan-Do-Check-Act (PDCA)
D. None of the above
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wrong-site best practices, 
FEB:20

Reducing preop tests as part 
of a care path, FEB:16

SDS Manager: 
Unconventional cost 
control and reduction 
measures, FEB:21

Training and checklist cut 
postop complications, 
FEB:17

Documentation/Tools/
Policies

Checklists can improve 
patient safety during 
crises, SEP:105

Consider these lessons from 
case of jailed surgeon – 
Documentation was put in 

hot seat, AUG:89
Covenant Hospital Plainview 

Auxiliary (fundraiser 
letter), SEP:Online 
supplement

Government to surgery 
providers: `Be perfect, or 
be very afraid’ – Criminal 
charges for documentation 
has field in uproar, JUL:73 

Madison Surgery Center 
Questionnaire, 
MAR:Online supplement

OSHA Survey (compliance 
checklist), JUN:Online 
supplement

RASC AAAHC Newsletter 
(explanation of 
standards), AUG:Online 
supplement

Risky EMR practices can 
cause med/mal suit, 
OCT:113

Stop risky EMR practices 
before a med/mal suit, 
SEP:100

Surgery Center (Policy): 
Subject: Drug Recalls, 
JAN:5

Surgical Glitch Form Report, 
NOV:online

Surgical Services Debriefing/
Glitch Call Out Form, 
NOV:online supplement

Surgical Team Glitch-Form 
Checklist, NOV:online 
supplement

Washing Hands Saves Lives 
(self-efficacy audit 
handout), NOV:online 
supplement

Your EMR charting might 
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be provably false! MAY:56

Employee health
$68,000 proposed OSHA 

fine for ASC raises 
concerns: Is the field 
complying? Accused of not 
protecting staff exposed to 
bloodborne pathogen 
hazards, MAY:49

Dermatitis rates are vastly 
under-counted, JUN:65

Education is key part of 
OSHA regulations, 
JUN:64

OSHA Citations for Health 
East Ambulatory Surgical 
Center, MAY:51

OSHA Survey (compliance 
checklist), JUN:Online 
supplement

OSHA wants to know about 
your competencies, JUL:76

Outpatient surgery center 
targets worker wellness, 
FEB:19

TIPS for OSHA Compliance, 
JUL:77

Finances
About $12,000 raised for 

same-day surgery room – 
Fundraiser targets those 
who send holiday cards, 
SEP:103

Covenant Hospital Plainview 
Auxiliary (fundraiser 
letter), SEP:Online 
supplement

Freestanding Centers
5 steps to compliance with 

OSHA regulations, 
MAY:52

$68,000 proposed OSHA 
fine for ASC raises 
concerns: Is the field 
complying? Accused of not 
protecting staff exposed to 
bloodborne pathogen 
hazards, MAY:49

Clarification for G-codes and 
the associated charge, 
JUN:71

CMS corrects list of ASC 
payable procedures, 
FEB:22

Equal pay discussed for ASC 
procedures – MedPAC 
submits report to 
Congress, AUG:94

OSHA Citations for Health 
East Ambulatory Surgical 
Center, MAY:51

Register for QualityNet now 
or risk pay cuts, JUL:83

Hospital-based Programs
About $12,000 raised for 

same-day surgery room – 
Fundraiser targets those 
who send holiday cards, 
SEP:103

Consumer Reports rates 
hospitals for surgeries, 
OCT:115

Covenant Hospital Plainview 
Auxiliary (fundraiser 
letter), SEP:Online 
supplement

 ‘High reliability’ hospital 
obsessed with safety, 
MAY:53

Shands to pay $26 million 

for claims marked 
inpatient, OCT:114

TJC, hospitals identify best 
measures to prevent SSIs, 
SDS supplement:4

UCLA’s therapy dogs aid in 
outpatient surgery, 
AUG:89 

Infection Control
4 Key Behaviors Emphasized 

for Surgeons (in reducing 
SSIs), NOV:127

5 steps to compliance with 
OSHA regulations, 
MAY:52

$68,000 proposed OSHA 
fine for ASC raises 
concerns: Is the field 
complying? Accused of not 
protecting staff exposed to 
bloodborne pathogen 
hazards, MAY:49

CDC contacting facilities 
with high infection rates, 
MAY:56

CDC tools help ensure every 
injection is safe, FEB:22

Could you face a disease 
outbreak? Fatal meningitis 
cases raise question, 
JAN:1

Drug recall policies are a 
priority, JAN:5

Effort will target outpatient 
complications, MAR:29

Ideas to reduce OR 
contamination, DEC:137

Initiative reduces SSIs from 
7% to 2.6%, NOV:125

Minor surgery can equal 
major infection control 
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woes, NOV supplement:1
Pathway to reduce SSIs 

focused on 12 areas, 
NOV:126

Program to decrease SSIs 
wins quality award, 
MAR:28

Should infected surgeons 
inform patients? DEC:139

SSIs reduced 60% for 
colorectal patients, 
MAR:27

Surgery Center (Policy): 
Subject: Drug Recalls, 
JAN:5

Surgical Glitch Form Report, 
NOV:online

Surgical Services Debriefing/
Glitch Call Out Form, 
NOV:online supplement

Surgical Team Glitch-Form 
Checklist, NOV:online 
supplement

There’s an outbreak – What 
do you do first? JAN:4

There was no follow-up on 
HBV vaccine failure, 
APR:42

Tips for selecting a 
compound pharmacy, 
JAN:3

Transmission of HBV raises 
issues about staff – CDC 
updates guidelines for 
facilities, APR:41

Want to get a jump start on 
preventing infections? 
Have patients do the prep 
work, MAR:25

Washing Hands Saves Lives 
(self-efficacy audit 
handout), NOV:online 

supplement
Management (Also see 

Accreditation, Cost 
Containment, Patient/
Family

Satisfaction, Patient/Staff 
Safety, Quality 
Improvement, 
Reimbursement, Risk 
Management, Medicare/
Federal regulatory activity, 
Salaries, Staffing/Staff 
Satisfaction, and 
Technology)

On-time OR starts can be 
improved — Patient/staff 
satisfaction, cost savings 
increased, DEC:138

SDS Manager: Answer to 6 
questions that puzzle SDS 
readers, AUG:90 

SDS Manager: Being 
receptive to coming 
changes, DEC:141

SDS Manager: How to 
overcome failure to 
communicate, SEP:104 

SDS Manager: Is your staff 
unsociable? Phones an 
obsession? Answers to 3 of 
your most pressing 
questions, OCT:118

SDS Manager: Reinventing 
the box: We are doing it, 
you can too, JUN:67

SDS Manager: Tips and 
tricks for the SDS trade, 
MAY:54

SDS Manager: Updating 
your policies & procedures 
– 3 suggestions, APR:44 

SDS Manager: With 

healthcare reform moving 
on, now what? JAN:10

Medicare/Federal regulatory 
activity (Also see 
Accreditation, Employee 
health and 
Reimbursement)

5 steps to compliance with 
OSHA regulations, 
MAY:52

$68,000 proposed OSHA 
fine for ASC raises 
concerns: Is the field 
complying? Accused of not 
protecting staff exposed to 
bloodborne pathogen 
hazards, MAY:49

Alternatives listed for 
compliance hotlines, 
AUG:95

Clarification for G-codes and 
the associated charge, 
JUN:71

CMS corrects list of ASC 
payable procedures, 
FEB:22

CMS final rule lists pay rate 
increases, JAN:6

Entertaining game enhanced 
staff training – New way 
to present privacy and 
security info, APR:47

Equal pay discussed for ASC 
procedures – MedPAC 
submits report to 
Congress, AUG:94

FDA adds boxed warning on 
codeine after surgery, 
APR:46

Groups disappointed in 
decision to drop rule for 
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bariatric surgery, DEC:142
HHS finalized changes to 

HIPAA Requirements, 
MAR:32

MedPAC discusses, but 
doesn’t equalize pay rates, 
MAY:58

New ASC Covered 
Procedures for CY 2013, 
JAN:6

Physician texting poses 
HITECH security 
challenges, MAR:29

Proposed pay for HOPDs, 
ASCs announced for 2014, 
SEP:99

Register for QualityNet now 
or risk pay cuts, JUL:83

Shands to pay $26 million 
for claims marked 
inpatient, OCT:114

New Procedures and 
Techniques

Top 10 medical innovations 
listed for the year 2013, 
JAN:11

Nursing
4-year degree nurses tied to 

fewer deaths – Patient 
deaths decrease post-
surgery, MAY:55

AORN releases RPs on 
sharps safety, AUG:93

Patient/Family Satisfaction
How can you reduce anxiety 

meds, plus increase 
satisfaction? Calm your 
patients, AUG:85

Madison Surgery Center 

Questionnaire, 
MAR:Online supplement

On-time OR starts can be 
improved — Patient/staff 
satisfaction, cost savings 
increased, DEC:138

Patients won over with 
design and amenities, 
AUG:88

UCLA’s therapy dogs aid in 
outpatient surgery, 
AUG:89 

Patient/Staff Safety (Also see 
Accreditation, Anesthesia, 
Infection Control, and 
Risk Management)

4-year degree nurses tied to 
fewer deaths – Patient 
deaths decrease post-
surgery, MAY:55

6 tips to avoid wrong-site 
surgery, JUL:80

AORN releases RPs on 
sharps safety, AUG:93

Accreditation and Medicare 
requirements (for aging 
surgeons), APR:40

As surgeons age, are they 
putting your program at 
risk? APR:37

Bedside alarms reduced up to 
74% in some units, 
JUL:78

Checklists can improve 
patient safety during 
crises, SEP:105

Did you override an EMR’s 
alert? Be prepared to 
explain why, NOV:128

Digging deeper: How can 
you stop adverse events 

from happening? APR 
supplement:1

‘High reliability’ hospital 
obsessed with safety, 
MAY:53

How old is too old to be a 
patient? Providers weigh 
in on controversy, SEP:97

Meds still being given to the 
wrong patients – Is your 
staff following the `8 
rights’? JUL:81

New guidelines set for 
patient safety, AUG:94

PA facilities implement 
wrong-site best practices, 
FEB:20

Preventing unsafe devices 
from reaching the market, 
MAY:58

Recommendations for 
optimal screening (of 
aging surgeons), APR:40

Salespeople in operating 
room pose risks, require 
vetting and guidelines, 
DEC:133

Sentinel Event Alert issued 
on retained surgical items, 
DEC:135

Study: Noise in OR can 
compromise safety, 
OCT:118

Surgical ‘never events’ occur 
79 times per week, 
MAR:32

Teen’s death, $6 million 
settlement put the 
spotlight on alarm fatigue 
– The Joint Commission 
issues ‘Sentinel Event 
Alert,’ considers NPSG, 
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JUN:61
Video monitor system helps 

ensure a timeout, AUG:93
What are reasons for 

retained items? TJC 
examines risk factors, root 
causes, DEC:136

Pediatrics
New clinical guideline: 

pediatric ear rubes, 
SEP:102

Significant Points in 
Tympanostomy Tube 
Guideline, SEP:102

Teen’s death, $6 million 
settlement put the 
spotlight on alarm fatigue 
– The Joint Commission 
issues ‘Sentinel Event 
Alert,’ considers NPSG, 
JUN:61

Postoperative Care
4-year degree nurses tied to 

fewer deaths – Patient 
deaths decrease post-
surgery, MAY:55

FDA adds boxed warning on 
codeine after surgery, 
APR:46

Signs of complications after 
colorectal surgery, APR:46

Training and checklist cut 
postop complications, 
FEB:17

Preoperative Care
Are you throwing away 

money with unnecessary 
routine preop tests? 
FEB:13

Get physicians on board to 
reduce preop testing, 
FEB:16

How can you reduce anxiety 
meds, plus increase 
satisfaction? Calm your 
patients, AUG:85

Reducing preop tests as part 
of a care path, FEB:16

Want to get a jump start on 
preventing infections? 
Have patients do the prep 
work, MAR:25

Quality Improvement/
Benchmarking

10 Elements of a QI Study, 
AUG supplement:3

AAAHC Institute releases 
benchmarks, JUN:5

ASC Association offers 
online benchmarking, 
NOV:130

Program to decrease SSIs 
wins quality award, 
MAR:28

Reimbursement (Also see 
Finances and Medicare/
Federal Regulatory 
Activity)

Hospital achieves $1.5 
million increase – Pre-
service collections for 
surgeries jump, MAR:35

Risk Management/Medical 
Errors (Also see Infection 
Control and Patient/Staff 
Safety)

Advice from consultant or 
vendor can result in suit, 

MAR:33
Are providers pumping up 

the volume and putting 
your patients at risk? 
OCT:109

Avoid successful suits 
alleging prescribing errors, 
OCT:112

Consider these lessons from 
case of jailed surgeon – 
Documentation was put in 
hot seat, AUG:89

Critical issue: Oversight of 
robotics surgery, AUG:92

Don’t risk suit for failing to 
disclose surgery risks, 
JAN:8

Drug errors with narcotics 
raise potential for liability, 
NOV:127

Gender discrimination leads 
to a $7 million settlement, 
OCT:116

Government to surgery 
providers: `Be perfect, or 
be very afraid’ – Criminal 
charges for documentation 
has field in uproar, JUL:73

Guidelines address risks with 
social media, SEP:107

How can you prevent falls? 
APR supplement:3

Legally, what do you need to 
tell patients? JAN:9

Off-label use might be the 
standard of care, APR:43

Physicians must obtain 
consent for off-label use, 
APR:44

Rising number of claims filed 
by obese patients, JUL:82

Risky EMR practices can 
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cause med/mal suit, 
OCT:113

Robotic surgery problems 
can involve facilities, 
JUL:75

SDS Manager: Don’t sue me! 
5 tips to stop it from 
happening, JUL:79

Shands to pay $26 million 
for claims marked 
inpatient, OCT:114

Stop risky EMR practices 
before a med/mal suit, 
SEP:100

Your EMR charting might be 
provably false! MAY:56

Salaries/Careers
4-year degree nurses tied to 

fewer deaths – Patient 
deaths decrease post-
surgery, MAY:55

Growing trend in outpatient 
surgery: Requirement for 
nurses to have their BSN, 
JAN Supplement:1

Tips for recruiting and 
retaining staff, JAN 
Supplement:3

Staff Education
CDC tools help ensure every 

injection is safe, FEB:22
Entertaining game enhanced 

staff training – New way 
to present privacy and 
security info, APR:47

Meds still being given to the 
wrong patients – Is your 
staff following the ‘8 
rights’? JUL:81

 

Surgeons
Accreditation and Medicare 

requirements (for aging 
surgeons), APR:40

ACOG: Robotic surgery is 
not the best – President 
speaks out on 
hysterectomy options, 
MAY:57

ACS: Don’t perform these 
tests/treatments — 
Orthopedic surgeons also 
release a list, NOV:128

Are providers pumping up 
the volume and putting 
your patients at risk? 
OCT:109

As surgeons age, are they 
putting your program at 
risk? APR:37

Consider these lessons from 
case of jailed surgeon – 
Documentation was put in 
hot seat, AUG:89

Groups disappointed in 
decision to drop rule for 
bariatric surgery — 
Facility accreditation no 
longer required by 
Medicare, DEC:142

Guidelines updated for 
bariatric surgery, JUN:70

Is your facility small? Use 
this tip for peer review, 
NOV:124

Multiple dead/paralyzed 
patients spotlights peer 
review, credentialing, 
NOV:121

New clinical guideline: 
pediatric ear rubes, 
SEP:102

New guidelines set for 
patient safety, AUG:94

Off-label use might be the 
standard of care, APR:43

Physicians must obtain 
consent for off-label use, 
APR:44

Recommendations for 
optimal screening (of 
aging surgeons), APR:40

Red Flags During 
Credentialing and 
Recredentialing, NOV:124

Robotic surgery problems 
can involve facilities, 
JUL:75

SDS Manager: Technology is 
more than just equipment, 
NOV:130

Should infected surgeons 
inform patients? DEC:139

Significant Points in 
Tympanostomy Tube 
Guideline, SEP:102

There was no follow-up on 
HBV vaccine failure, 
APR:42

Transmission of HBV raises 
issues about staff – CDC 
updates guidelines for 
facilities, APR:41

What provider outcomes 
should you check? 
NOV:123

Technology 
ACOG: Robotic surgery is 

not the best – President 
speaks out on 
hysterectomy options, 
MAY:57

BYOD policies address 
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personal issues, MAR:30
Critical issue: Oversight of 

robotics surgery, 
AUG:92

NPSG on clinical alarms 
will start with phase 
one, SEP:103

Preventing unsafe devices 

from reaching the 
market, MAY:58

Robotic surgery problems 
can involve facilities, 
JUL:75

Security tips offered for 
mobile services, MAR:31

SDS Manager: Technology 

to make your work life 
easier, MAR:34

Top 10 technology issues 
for healthcare in 2013, 
MAY:57

Video monitor system 
helps ensure a timeout, 
AUG:93


