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Before you add the latest OR gadget,
Google Glass, explore cautions, limits 

It looks like glasses, on steroids. Google Glass is part computer, part camera, part 
microphone, and part phenomenon. Surgeons can wear in into the OR and use it 
to train surgeons on the other side of the world. They can see X-rays or scans with-

out turning to look at a monitor. 
A recent blog from The New York Times said Google Glass might be a good fit for 

surgery because it’s voice-activated and it’s hands-free.1 It’s normally difficult to take 
pictures and record videos when a surgeon is scrubbed in for a procedure and sterile, 
says Oliver J. Muensterer, MD, PhD, of the Division of Pediatric Surgery and direc-
tor of the Pediatric Simulation Program at The Children’s Hospital at Montefiore and 
Albert Einstein College of Medicine in Bronx, NY. Muensterer published a study on 
Google Glass in The International Journal of Surgery.2 In this study, Google Glass was 
positively received by surgeons, as well as other staff, patients, and families, he said. 

While some kinks are being worked out, Muensterer remains confident that Google 
Glass will be used in healthcare. “Glass lets you photodocument unusual findings for 
educational, academic, or forensic purposes,” he says. “You can also perform searches 

SDS editor wins 2 first-place awards
Joy Daughtery Dickinson, executive editor of Same-Day Surgery, recently 

won two first-place national awards from the Specialized Information Publishers 
Association (SIPA). 

For the second year in a row, Dickinson shared a national award for “Best Blog 
or Commentary” for the Hospital Report blog (http://hospitalreport.blogs.ahcme-
dia.com). She also was awarded for a story package she edited in Healthcare Risk 
Management that won the “David Swit Award for Best Investigative Reporting.” 
Her awards were two of eight won by AHC Media, publisher of Same-Day 
Surgery. AHC is the winningest healthcare information provider, by far, at SIPA 
and its predecessor organization. 
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of unusual medical syndromes on the web, and look up 
diagnosis and procedure codes in real time.” Software 
is being developed by outside companies that displays 
patient test results, as well as items such as a surgical 
checklist.

He’s not alone in his enthusiasm. Surgeons recently 
formed the Wearable Technology in Healthcare Society 
that, at press time, had scheduled its first meeting in 
Indianapolis in July. University of California, Irvine plans 
to become the first medical school in the United States to 

integrate Google Glass into all years of its four-year cur-
riculum.

Many surgeons around the country have been desig-
nated “explorers” of the technology, which they have 
purchased for $1,500 each. There is a high demand, 
according to “The New York Times” blog. Google has 
obtained a patent on a contact lens version of Google 
Glass.

What do you need in place, in terms of technology, 
to bring it into your OR? Just a wireless internet, says 
Selene G. Parekh, MD, MBA, associate professor in the 
Department of Orthopaedic Surgery and adjunct fac-
ulty in the Fuqua Business School at Duke University in 
Durham, NC. Parekh has been using Google Glass since 
October 2013 to record and archive surgical procedures 
and videos. When he is involved in charity work abroad, 
namely India, he can broadcast live foot and ankle 
surgeries. In January he performed the first total ankle 
replacement Google Glass broadcast. 

Google Glass (GG) offers the unique perspective in 
that the viewer can see the surgeon’s view of the patient, 
the surgical field, and the anatomy, Parekh says. “In 
the past, I was able to either use cameras in my surgi-
cal lights, or have a camera man in the operating room 
with me,” Parekh says. This situation was difficult, as 
he needed the camera to be where his head is, he says. 
“Therefore, I am constantly `fighting’ with those other 
cameras to see and perform the surgery,” Parekh says. 
“With GG, this major problem is solved.”

Will your surgeons go web surfing?

Concerns have been raised that surgeons could use 
Google Glass to surf the web or look up email, poten-
tially during the procedure. 

However, this problem isn’t likely, as it is difficult to 
focus on the small screen for more than 30 minutes due 
to eye fatigue, says Teodor Grantcharov, MD, PhD, 
FACS, associate professor of surgery (upper GI lapa-
roscopy) at St. Michaels Hospital, Toronto, Canada. 
Grantcharov acquired Google Glass several months ago 

EXECUTIVE SUMMARY
Google glass is being tested by surgeons across the coun-
try and is in high demand. The device can be worn during 
surgery and used to teach, archive, and access other docu-
ments.
•  Obtain consent from patients and from providers in the 
OR.
•  Surgeries cannot be broadcast without addressing 
HIPAA compliancy issues.
•  Know the limitations, including limited battery power 
and line of sight issues. 
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and has several pairs. “None of us uses it to check email 
or find information,” Grantcharov says.

There are some concerns with the new technology, 
however. Concerns raised in Muensterer’s study are 
echoed by users, including low battery endurance (about 
45 minutes) and quality of the audio. 

Additionally, the line of sight is a problem, because 
the camera is located just above the eyes. Parekh says, 
“For a surgeon focusing on items within arm’s reach, 
it is problematic.” Other problems include the inability 
to zoom in or out, and an issue with glare, he says. The 
camera doesn’t have a flash, so lighting is important, 
Muensterer says.

There also are privacy concerns, he says. “The main 
issue is that pictures and video are uploaded to the 
Google cloud when Glass is connected to the internet,” 
Muensterer says, raising the concern that they could 
be access on a potentially unsecured server. Simply dis-
able the internet connection when patient pictures are 
taken, he advises. “I certainly do this, then download 
the images and erase them from the device,” he says. “I 
also make it a policy to share all images with the patient 
and parents, for the sake of complete transparency and 
trust.”

Broadcasting from Google Glass won’t happen in 
the United States until protocols have been adopted to 
address compliance with the Health Insurance Portability 
and Accountability Act (HIPAA). Parekh says, “For my 
institution, I hope to have this by the end of the year.”

In the meantime, third party companies are develop-
ing HIPAA-compliant software to secure transmissions, 
he says. “I believe if everything is HIPAA-compliant, 
liability is minimized,” Parekh says.

Still consent should be obtained from the patient, 
Muensterer says. “I think that any consent form should 
contain a patients’ [signature], or parents can sign, 
allowing photodocumentation,” he says.

Consent also should be obtained from the staff, 
Grantcharov says. “In the OR, depending on what’s 
going on, the image can include the surgeons or the 
anesthetists or the nurses,” he says. “In our hospital, 
we always acquire informed consent from everyone in 
room. If someone in room doesn’t wish to be taped, we 
don’t use the Glass.”

Good news and bad news

One potential use of Google Glass is that people at a 
distant location can view the surgery and provide guid-
ance and advice for the person performing the surgery, 
Grantcharov says. However, that usage also raises con-
cerns, he says.

“There are definite concerns about liability, especially 
since there have been suggestions that surgeons with 

limited experience could have the ability to operate on 
patients while an expert at a different facility guides them 
through surgery,” Grantcharov says.

However, if safeguards are put in place, Muensterer 
says, “I don’t see where the device is any different than 
a smartphone in terms of liability.” (For liability issues 
concerning cell phones, see “Comments recorded on cell 
phone — Patient says staff was mocking him,” Same-
Day Surgery, July 2014, p. 69.) 

However, the bottom line, according to Grantcharov, 
is the value to healthcare. “There’s no question that, 
like anything else, it’s a great gadget, and all surgeons 
and doctors love gadgets,” he says. “But if there is any 
addition to our practice that makes it safer or better, this 
is to be determined … No one has shown benefit, just 
potential.”
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RESOURCE

• To see a video clip of a surgeon using Google Glass, go 
to http://nyti.ms/1n4hRkE. The video is at the bottom of 
the article. n 

Surgery center increases
payments by 47%

H ow would you like to improve your “over-the-
desk,” prior-to-date-of service payments by 47%? 

What about collecting the money upfront without going 
through the collection process? Longmont (CO) Surgery 
Center reached these accomplishments between June-
September 2012 and June-September 2013 by collecting 
copays and deductibles upfront. 

Between June and September 2012, the center col-
lected $245,392. One year later, in the same time period, 
it collected $360,057, an increase of $114,665. Angie 
Blankinship, BSN, CASC, administrator at the cen-
ter, shared her success at the recent annual meeting of 
the Ambulatory Surgery Center Association (ASCA). 
Consider her suggestions:

• Obtain buy-in from your surgeons, your staff, and 
the physician office staff.
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“Having buy-in from the surgeons is not only the first 
step, but the most important,” Blankinship says. 

She presented a business plan to the board of direc-
tors that included the financial gain, decrease in accounts 
receivable (AR), increased revenue, and decrease in 
accounts that are sent to collections. She also discussed 
the downside. “I wanted to start there because I felt that 
once I showed the numbers and outcomes, they’d agree 
without hearing what this decision may mean to their 
patients, their office nurses, and the staff at the center,” 
Blankinship says. 

For example, office nurses might think the surgery 
center staff members don’t understand billing or how 
hard they work communicating with their patients. Or 
they might ask, “Why do you make them pay?”  “I often 
feel that I should answer this by asking how Wal-Mart 
or Safeway would feel about letting customers take 
products from their store with a, “I’ll pay that…..”

Surgeons need to know how to respond to their staff, 
although many simply told the staff to call Blankinship.

You also need your staff members to be on board, so 
obtain their input she says. “They’re the experts at what 
they do every day,” Blankinship says.

• Communicate with patients.
Communication is the most important beginning, 

middle and end of every process, Blankinship says. She 
sends a welcome letter to every patient. [The letter is 
included with the online issue of Same-Day Surgery 
available at www.ahcmedia.com. For assistance, contact 
customer service at (800) 688-2421 or customerservice@
ahcmedia.com.] It gave her a venue to discuss common 
patient complaints, such as the telephone calls made by 
the staff.

She included a paragraph regarding their process with 
collecting money prior to date of service. Blankinship 
makes rounds on patients and staff four times daily, and 
she says patients have commented that the letter helped 
them to understand the process. 

So that patients are prepared to pay their fees, as 
outlined in their contract with the insurance company, 
Blankinship often refers patients to that contract. “I’ve 

had several patients call me back and thank me as they 
hadn’t realized how the contract read and didn’t under-
stand the coverage they were paying for,” she says.

Some patients complain to the surgeons about being 
asked for money up front, but less than 1% of patients 
have cancelled. Additionally, if something unexpected 
comes up with the patient, Blankinship has asked staff 
to complete an occurrence form. (A copy of the form is 
available with the online issue of Same-Day Surgery.) 
The form helps the surgery center in its process improve-
ments. “It’s not punitive,” Blankinship says. “I tell them 
nothing is too big or too small for the report to be com-
pleted.”

• Give staff the tools they need to do their job, and 
stage your staff’s positions so that they will succeed.

The center staff learned what to do by trial and error. 
When we first started we were only calling the insurance 
company, getting the correct amounts, and then we were 
calling the patient two-days out or even the day before,” 
Blankinship says. “We weren’t very popular with the 
patients, and the staff was frustrated.”

The person who was making the calls was the book-
keeper, who wasn’t accustomed to patient contact. “She 
struggled with being empathetic and establishing a rela-
tionship with the patients,” Blankinship says. “Our cur-
rent secretary [who makes the calls] wears a headset, is 
totally comfortable talking on the phone, can emphasize, 
understands, develops the relationship, but yet simply 
stands her ground without being demanding. Sounds a 
lot like a good salesman, doesn’t it?”

The business office staff now owns the process, 
Blankinship says. She gives this example: A patient 
came in and had multiple notes in the system regarding 
telephone calls to him explaining the collection process. 
“He checks in and denies he’s heard from anyone,” 
Blankinship says. “My staff has handled our process so 
many time successfully; they, too, understand that there 
are those rare cases when you know in your heart that 
you’re not going to win,” she says.

 The staff members decided to accept the amount 
that he felt comfortable paying and bill for the balance.  
“They didn’t have to text me to ask,” Blankinship says. 
They knew what to do “and made an uncomfortable 
situation as smooth as it could be.” (See more on how 
the process works, p. 81.) 

Set a collection goal that takes into account case 
mix, volume for the month, and dollars spent. Give 
small prizes such as gift cards, pedicures, and jewelry, 
Blankinship advises. “They respond more to that than 
graphics, but I still show them information,” she says. 

Humor also helps. An eye patient was coming in for 
a cornea procedure, He called and asked if his procedure 
was half price because he was getting a “used cornea.” 
“This made us smile and giggle for an entire week,” 

EXECUTIVE SUMMARY
A surgery center increased its collections 47% from a four-
month period in 2012 to the same period in 2013 by col-
lecting copays and deductibles up front. Less than 1% of 
patients have cancelled.
•  Having buy-in from the surgeons is the first and most 
important step. Also get buy-in from your staff.
•  Send a letter to patients that outlines the process and 
tells them to expect a telephone call from the center in 
which they will be asked to pay upfront. Ask most patients 
to pay via credit card on the phone.
•  Set a collection goal, and give small prizes.
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Blankinship says. “We do seem to have some fun every 
day, and isn’t that as important as succeeding at our 
jobs?” (For information about how another practice col-
lects copays, go to http://bit.ly/1mPEj2P. For more cov-
erage of the ASCA meeting, see “Your employee might 
be a drug or alcohol abuser — What do you do?” on our 
Hospital Report blog at http://bit.ly/1l0PViV.)

SOURCE
 
• Angie Blankinship, BSN, CASC, administrator at 
Longmont (CO) Surgery Center. Work telephone: (303) 
682-0375. Email: ablankinship@longmontsurgery.com. n

From `clueless’ 
to success in collections

When at Longmont (CO) Surgery Center started col-
lecting copays and deductibles up front, they were 

“clueless” about the process, says Angie Blankinship, 
BSN, CASC, administrator. 

“We knew the goal: Collect the money we were sup-
posed to collect. We knew the information we needed 
-- authorization, eligibility/benefits — to succeed,” she 
says. “We took steps. We fell back a bit, got back up, 
and the staff was uncomfortable. Then they started to 
see the “fruits of their labor,” and here we are.”

Here’s how the process works:
Encourage the surgeons to have their patients pre-

register as soon as they know that they are scheduled. 
When they pre-register, you have the information earlier, 
can make your telephone calls, and have plenty of time 
to call and talk with patients about the amounts that are 
due prior to surgery, Blankinship says. 

Ask most patients to pay via credit card on the phone. 
This simplifies the check-in process on the date of ser-
vice. Not all can or want to pay. The information tech 
places a note in the system that she has called the patient 
and the amount due at check-in. 

The center prints the quote from the estimator 
(Zirmed Patient Estimation) that comes through the 
clearinghouse. “The actual piece of paper contains 
the amount for the patient’s total responsibility,” 
Blankinship says. It lists the insurance responsibility, the 
co-pay, the deductible amount not met, and the patient’s 
co-insurance. The form also has the procedure sched-
uled. It gives the patient the center’s contracted insurance 
payment amount and prints the total that the patient will 
owe at the end.

“We have the form customized and write `thank you’ 
from the Longmont Surgery Center,” Blankinship says. 
“I am a total believer in small personal touches. The 

hand-written thank you, to me, is huge.”
Prior to mailing, the eligibility/benefits secretary calls 

the patient, explains the patient’s responsibility, answers 
questions, and establishes a relationship. “Our secretary 
then puts direct, clear, and concise notes in our system 
so that when the patient either pre-registers or arrives 
for their service, our receptionist can collect the money,” 
Blankinship says. “Our secretary, more often than not, 
collects the money when she calls the patient with their 
amount due.” 

 After the eligibility/benefits secretary calls the 
patients, she sends a prepared form from the estimator 
program through the intermediary confirming their con-
versation. 

Try to call the patient at least a week out, Blankinship 
says. No one appreciates a telephone call night before 
surgery stating that you owe money the next day, she 
says. 

Some of the surgeons, mostly ophthalmic and GI, 
schedule their cases out 2-3 weeks. “This allows us 
to call the patients with plenty of time to prepare and 
not receive an unwelcome surprise on the day of ser-
vice,” Blankinship says. “Our process is consistent, fair, 
and 90% of the time, something that the patient can 
achieve.” 

 
RESOURCE

• For more information on the Zirmed Patient Estimation, 
contact Zirmed in Louisville, KY. Telephone: (877) 494-
7633. Email: information@zirmed.com. Web: http://bit.
ly/1iE1WVY. n

Hospitals: Beef up  
discharge planning
CMS: Same-day surgery patients may need planning

As the Centers for Medicare & Medicaid Services 
(CMS) continues its emphasis on discharge plan-

ning, it’s more important than ever to create a compre-
hensive discharge plan that provides everything patients 
need to manage in the next level of care, some experts 
say.

Beginning this year, surveyors will use a discharge 
planning worksheet to review how hospitals comply 
with the discharge planning portions of the Medicare 
Conditions of Participation (CoPs). As part of its Patient 
Safety Initiative, CMS has also developed worksheets 
to help surveyors assess compliance with the CoPs for 
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ning. The worksheet has check-off boxes for discharge 
planning processes for same-day surgery patients, 
patients receiving observation services who are not sub-
sequently admitted, and emergency department patients 
who are not subsequently admitted. 

Dill Calloway suggests that hospitals put together a 
team to review the worksheet and complete it as a self-
assessment to make sure they are doing everything that 
CMS requires. The discharge planning worksheet reflects 
the changes made in the CMS standards on discharge 
planning that went into effect on July 19, 2013. “CMS 
completely rewrote all of the discharge standards in a 
39-page memo that decreased the number of standards 
from 24 to 13,” she adds.

CMS now publishes quarterly deficiency reports that 
show that many hospitals are receiving deficiencies in the 
discharge planning standards, Dill Calloway says. In the 
January 2014 report, there were 364 deficiencies. 

The key issue in compliance is identifying patients 
who are at high risk for readmission and developing 
a discharge plan to make sure that wherever they go 
after discharge, they will be able to manage in a safe 
manner and stay healthy, says Michele Kala, RN, MS, 
a surveyor for the Chicago-based Healthcare Facilities 
Accreditation Program (HFAP), which has deeming 
authority from CMS. “There are no specific criteria for 
hospitals to use to identify the high-risk population,” 
Kala says. Hospitals with limited resources might not 
have the staff to conduct a discharge planning evaluation 
on every patient. In that case, they should come up with 
a mechanism to identify high-risk patients by diagnoses, 
severity of illness, and psychosocial needs, Kala says. “If 
facilities don’t have the resources to invest, it’s acceptable 
to Medicare to create a discharge plan only for patients 
who are at risk,” she says.

The best practice for hospitals is to conduct a dis-
charge planning evaluation on every patient, Dill 
Calloway adds. However, if you don’t evaluate every 
patient, your policies and procedures must include a pro-
cess to notify patients, family members, and attending 
physicians that they can request one, even if the patient 
doesn’t meet high-risk criteria, she says.

The surveyors will look for a process to notify 
patients that they can request a discharge planning evalu-
ation. Dill Calloway suggests that the information be 
included in the patient rights and responsibilities docu-
ment and that patients be asked to sign it. The nurse also 
can inform the patient of his or her right to request an 
evaluation during the admission assessment and docu-
ment it. “Don’t just hand the patients a sheet listing the 
patient rights,” Dill Calloway says. “The best practice 
is for the registrar to give the patient the rights and 
responsibilities document at registration and go over the 
specific items.”

performance improvement and infection control. The 
worksheets are designed to assist the surveyors and the 
hospital staff to identify when they are in compliance.

CMS came out with the final revised worksheet 
for discharge planning in March, according to Sue 
Dill Calloway, RN, MSN, JD, CPHRM, CCM, CCP, 
president of Patient Safety Education and Consulting in 
Dublin, OH. Surveyors will use the worksheet whenever 
a CMS survey is done. 

The discharge planning survey worksheet gives hospi-
tals a step-by-step guide to what CMS expects hospitals 
to be doing to comply with the CoPs, but it also is a 
blueprint for what hospitals should be doing anyway, 
says Laura Jacquin, RN, MBA, former managing director 
for Huron Healthcare, a Chicago-based consulting firm. 
“The Conditions of Participation are patient-focused, 
patient-centric rules that spell out the right thing to do 
for patients. They are very much focused on providing an 
effective, comprehensive discharge plan with patient safety 
and preventing readmissions in mind,” Jacquin says.

Hospitals must have discharge planning policies and 
procedures in writing, but it’s not enough to just have 
them in place; you have to be able to follow them and 
show that you have done so, adds John Laursen, manag-
ing director for Huron Healthcare. “The challenges we 
see as we work with clients is operationalizing the poli-
cies on a day-to-day basis,” he says. “Case managers and 
the entire care team need to work together.”

The surveyors will be reviewing hospitals’ discharge 
policies and procedures to determine if they meet all the 
requirements of the CoPs and if they are in effect for all 
inpatients, not just Medicare patients, Jacquin says. They 
will look for evidence of discharge planning activities on 
every unit and will determine if the staff are following the 
discharge planning policies and procedures.

The discharge planning policies originally were 
intended just for inpatients, but CMS has added three 
categories of patients who might need discharge plan-

EXECUTIVE SUMMARY 

The Centers for Medicare & Medicaid Services is increasing 
its emphasis on discharge planning and has developed a 
worksheet for surveyors to use to determine if hospitals 
are in compliance with the Conditions of Participation 
(CoPs).
• Hospitals must have discharge policies and procedures in 
writing and must be able to show that they are following 
them.
• Discharge planning assessments should be comprehen-
sive and include the patient’s psychosocial needs as well 
as medical needs and should consider whether patients 
can safely go back to their previous setting.
• CMS has added categories of patients who might need 
discharge planning and included same-day surgery pa-
tients.
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How are physician educated?

Surveyors also will assess how physicians are educated 
on their right to request a discharge planning evalua-
tion. Information on how to order an evaluation could 
be included in the new physician orientation manual, 
the chief medical officer could issue a memo to all physi-
cians, or there could be a presentation at the medical 
executive committee meeting.

“This has to be done only if the hospital doesn’t per-
form a discharge planning evaluation on all patients,” 
she adds.

Policies and procedures should specify when case 
managers or social workers are consulted, such as when 
patients have been admitted frequently, when the admis-
sion assessment indicates that the patient won’t be able 
to manage at home alone, or when patients have social 
issues, such as no place to live, Dill Calloway says.

The surveyors will review five patient records, includ-
ing one who has a discharge planning evaluation with a 
discharge plan under development and, when possible, 
the record of a patient readmitted within 30 days.

The surveyors are going to pull charts and make 
sure that everything specified in the CoPs is happening, 
Jacquin says. “They will look to make sure the evalua-
tion is done by a qualified professional who completes 
a comprehensive assessment. They will check to see that 
patients have a discharge plan and that the care team 
is communicating on a daily basis so that the plan is 
updated when the patient’s condition changes,” she says.

RESOURCE

AHC Media, publisher of Same-Day Surgery, has a webinar 
presentation by Dill Calloway on “CMS Hospital Discharge 
Planning Standards 101.” For information, go to http://bit.
ly/1matDJL. For a webinar on “CMS Discharge Planning 
Worksheet 101,” go to http://bit.ly/1nc1wHN. n

I’ve received a lot of emails with questions through the 
Same-Day Surgery newsletter each month. Thought I 

would share some with you.
Question: Our docs are getting a valuation of our 

surgery center. It is making everyone nervous that they 
are going to sell this place. When we ask them, they say 
they are not selling, but why would they do a valuation 
if they are not? Seems weird to us.

Answer: Well, they could be selling, but there are also 
many other valid reasons for getting a valuation of a 
business that don’t necessarily involve selling it. It could 
be they are taking out a loan for an expansion. Could 
be a new investor coming in. Sometimes in a divorce, 
the attorneys want an update of a spouse’s net worth. 
Could be they just want to know what their investment 
is worth. Don’t get too paranoid until you see me walk-
ing around the center!

Question: Our drug and equipment and disposable 
reps used to really treat us with food, gifts, events, etc. 
They don’t do that anymore. Have you heard from oth-
ers the same thing?

Answer: Yes. They, the representatives from a num-
ber of companies, are not giving anything of value to 
their clients. The “Sunshine Act” requires manufacturers 
to report certain payments and gifts given to physicians 
and teaching hospitals. I am surprised it is just now hap-
pening to you. They are no longer the purveyors of cool 
stuff anymore. I hate it! 

Question: I heard you speak last month about ACOs 
[accountable care organizations] and their effect on sur-
gery. Bottom line: What is their end game?

Answer: They want three things right up front: one, 
lower cost for surgery; two, better outcomes that you 
can prove; three, less surgery -- period! Bottom line. 

Question: Can our surgery center pay for our CEUs 
classes we take to keep our license as RNs? Our medical 
director told us that it was against the law for them to 
pay for them as it would make them liable for anything 
we did that we learned at the course. Is that true, or are 
they just cheap?

Answer: They are just cheap. I have never heard of 
that, nor has anyone I have spoken to about this heard 
of it. 

Question: Our surgeons want to start keeping our 
plastic surgery patients in our surgery center overnight in 
the recovery room. They cannot do that, right?

Answer: As long as the patients don’t stay longer than 
23 hours and 59 minutes from the time they are admit-
ted to the facility it is OK, but you need to check your 
state laws as some states are different. 

Question: I have worked in a hospital for years and 
just started working at this surgery center, and I am 
shocked that the surgeons here do not accept Medicaid 
patients. They are required by law to accept these 

Questions from trenches 
of outpatient surgery
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX
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patients, and I am going to let them know. I think this is 
terrible!

Answer: Most surgery centers are private businesses, 
and they are not required to take Medicaid patients, 
even if they accept Medicare patients. The requirements 
for not-for-profit hospitals are different than your new 
employers. Better rethink your conversation.

Question: Our hospital just lost a very busy spine 
surgeon to a surgery center. The surgeon is taking all 
the high-paying spine cases to that surgery center, but he 
brings us the Medicare patients, which is a much lower 
reimbursement than other payers. Have you seen this 
before, or is this guy just skimming the highest reimburs-
able payers?

Answer: Before you get more upset, you need to 
know that most spinal surgery cases for Medicare 
patients are not allowed to be performed in an ambula-
tory surgery center. Not only will they not get paid for 
the case, but they cannot even do the cases there. If a 
procedure is not on the Medicare list of approved proce-
dures that can be done in an ambulatory surgery center, 
they cannot be done there. 

Question: Is there a minimum square footage that a 
surgery center can be in order to be licensed? My sur-
geon wants to start doing his cases in space we have in 
our office.

Answer: The requirements for a Medicare-approved 
ambulatory surgery center are very stringent regarding 
the space that they will certify. But in answer to your 
question, the minimum necessary for a one-OR surgery 
center that is licensed and Medicare approved would 
be about 4,500 square feet. [Earnhart & Associates is a 
consulting firm specializing in all aspects of outpatient 
surgery development and management. Earnhart & 
Associates’ address is 5114 Balcones Woods Drive, Suite 
307-203, Austin, TX. 78759. Phone: (512) 297-7575. 
Fax: (512) 233-2979. E-mail: searnhart@earnhart.com. 
Web: www.earnhart.com.] n

Safety checklists reduce 
postop complications

Patients experience fewer postoperative complica-
tions when a surgical safety checklist is used by their 

surgical team, reports the first large-scale review on the 
subject published in the June issue of “Anesthesiology.”  
By following a simple checklist, healthcare providers can 
minimize the most common postoperative risks such as 
wound infection and blood loss. 

“Our review represents the first comprehensive 
analysis of the effect of using surgical safety checklists 
on major postoperative complications,” said Brigid 
Gillespie, PhD, RN, National Health & Medical 

Answers to questions
on quality reporting 

Several questions have been raised regarding the 
Ambulatory Surgery Center Quality Reporting 

Program (ASCQR), including questions about report-
ing on use of the safe surgery checklist, says Gina 
Throneberry, RN, MBA, CASC, CNOR, director of 
education and clinical affairs for the Ambulatory Surgery 
Center Association (ASCA). Throneberry spoke on ASC 
quality reporting at the recent ASCA annual meeting. 

For 2014 and beyond, you must use the checklist for 
the entire year in order to answer “yes” regarding its use, 

Throneberry said. For the data collected Jan. 1, 2014 to 
Dec. 31, 2014, for the safe surgery checklist, providers 
must report “yes” or “no” on the Quality Net web site 
(www.qualitynet.org) between Jan. 1, 2015, and Aug. 
15, 2015. 

Another frequently asked question is whether ASCs 
still have to report measures ASC-1 through ASC-5. 
The answer is yes, on the Medicare 1500 Claim Form, 
Throneberry said.

Questions also have arisen regarding the best ways 
to collect data, according to Donna Slosburg, RN, BSN, 
LHRM, CASC, executive director of the ASC Quality 
Collaboration (ASC QC). Slosburg, who also spoke at 
the ASCA meeting, refers ASCs to the “excellent” data 
collection tools at http://www.oqrsupport.com/asc/tools. 
She specifically pointed out the one for quality measure 
“ASC-9: Appropriate Follow-Up Interval for Normal 
Colonoscopy in Average Risk Patients” at http://bit.
ly/1ng6mE0. 

Throneberry and Slosburg offered answers to other 
frequently asked questions (FAQs), with answers sup-
ported by www.qualitynet.org:

• Question: Do we need to include pre-admission test-
ing (PAT) visits conducted in an ASC for the ASCQR 
Program? 

Answer: A visit for PAT is not considered an ASC 
admission for purposes of the ASCQR Program. 

• Question: Can we submit claims to correct G codes? 
Answer: Do not re-submit a claim only for the pur-

pose of correcting or adding G-codes. Resubmission of 
claims should occur only to collect the payment from the 
original date of service.  

• Question: When will ASC quality reporting end? 
Answer: The ASCQR Program is an ongoing pro-

gram that will continue to evolve and grow, with new 
measures being added periodically. n
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Stocking dantrolene 
saves lives and money 
Storing the drug at ASCs very cost effective

Storing dantrolene would save 33 lives per year at 
an incremental cost-effectiveness ratio of nearly 

$200,000 (in 2010 dollars) per life saved, indicating 
that storing dantrolene at ambulatory surgical centers 
(ASCs) is very cost effective, say malignant hyperther-
mia experts.

 “Anesthesia safety in ambulatory surgery centers 
is understudied and remains a serious concern,” says 
Guohau Li, MD, PhD. “Our study indicates that requir-
ing ambulatory surgery centers to stockpile dantrolene as 
recommended by Malignant Hyperthermia Association 
of the United States [MHAUS] is a cost-effective measure 
for treating malignant hyperthermia — an infrequent 
but potentially fatal complication. It will save lives and 
money.” Li coauthored the article “Cost-effectiveness 
analysis of stocking dantrolene in ambulatory surgery 

Anesthesiologists told: 
Question 5 procedures

Proving that less really is more, five specific tests or 
procedures commonly performed in anesthesiology 

that might not be necessary and, in some cases should be 
avoided, was published online June 16 in JAMA Internal 
Medicine. 

The “Top-five” list was created by the American 
Society of Anesthesiologists (ASA) for inclusion in the 
ABIM Foundation’s Choosing Wisely campaign.

“The top-five list of activities to question in anesthesi-
ology was developed in an effort to reduce unnecessary, 
costly procedures and improve patient care,” said Onyi 
Onuoha, MD, MPH, lead author and assistant professor 
of the Department of Anesthesiology and Critical Care, 
Perelman School of Medicine, University of Pennsylvania 
in Philadelphia. “The Choosing Wisely list can help 
patients and doctors save time, money, and prevent pos-
sible harm by avoiding medical treatments or tests that 
may not be required.”

Items were restricted to common preoperative and 
intraoperative practices in anesthesia. Anesthesiologists 
identified the following five recommendations:

1. Don’t obtain baseline laboratory studies in patients 
without significant systemic disease (ASA I or II) under-
going low-risk surgery, specifically, complete blood 
count, basic or comprehensive metabolic panel, and 

Research Council and Griffith University, Queensland, 
Australia. “Although checklists are considered a best 
practice in surgery, there is still variability in adoption 
and compliance rates in their use. It is our hope that 
this review will provide more extensive evidence on the 
tremendous patient safety benefits that checklists offer 
and will lead to the consistent adoption of their use in 
surgery.”

Researchers examined seven independent, previ-
ously published studies that tested the effect surgical 
safety checklists had on postoperative complications. A 
meta-analysis was performed in which the results of the 
studies, representing 37,339 patients, were integrated. 
All patients had elective or emergency surgery. In all of 
the studies, the World Health Organization’s (WHO’s) 
Surgical Safety Checklist (http://bit.ly/1fHMDZm) or a 
modified version was used.

Researchers found that using a checklist in surgery 
significantly reduced overall postoperative complica-
tions, wound infections, and blood loss. According to 
the review, there were 3.7% fewer postoperative com-
plications overall (one complication prevented for every 
27 patients when the checklist is used), 2.9% fewer 
wound infections (one less wound infection prevented 
for every 34 patients), and a 3.8% reduction in patients 
who had blood loss greater than 500ml (one less patient 
had blood loss greater than 500ml for every 33 patients). 
However, the use of a checklist did not significantly 
reduce mortality rates, pneumonia, or unplanned return 
to the operating room (OR). n

centers” that recently was published in Anesthesiology. 
To access the abstract, go to http://bit.ly/1i8WTfU.

Dantrolene is the only specific treatment for malig-
nant hyperthermia (MH). MHAUS has issued guidelines 
recommending that 36 vials (20 mg per vial) of dan-
trolene remain in stock at every surgery center. 

A decision tree model was used to compare treat-
ment with dantrolene to a supportive care-only strategy. 
Model assumptions include the incidence of MH, MH 
case fatality with dantrolene treatment, and MH case 
fatality with supportive care-only. Sensitivity analyses 
were performed to assess the robustness of the estimated 
cost-effectiveness.

The estimated annual number of MH events in U.S. 
ASCs was 47. The incremental effectiveness of dan-
trolene compared with supportive care was 33 more lives 
saved per year. The incremental cost-effectiveness ratio 
was $196,320 (in 2010 dollars) per life saved compared 
with a supportive care strategy. 

The results of this analysis suggest that stocking dan-
trolene for the treatment of MH in ASCs is cost-effective 
when compared with the estimated values of statistical 
life used by U.S. regulatory agencies. n
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Wearing 2 sets of gloves
cuts contamination

Results of a recent study indicate that when an anes-
thesiologist wears two sets of gloves during laryn-

goscopy and intubation and then removes the outer set 
immediately after intubation, the contamination of the 
intraoperative environment is dramatically reduced.1

The study was conducted in a simulated operating 
room.

Forty-one anesthesiology residents were enrolled in 
the study. When they entered the simulated operating 
room, the residents were asked to perform an anesthetic 
induction and tracheal intubation timed to approxi-
mately six minutes. They weren’t unaware of the study 
design. Of the 22 simulation sessions, 11 were conducted 
with the intubating resident wearing single gloves, and 
11 were conducted with the intubating resident using 
double gloves with the outer pair removed after verified 
intubation. 

Before the scenario, the researchers coated the lips and 
inside of the mouth of the mannequin with a fluorescent 
marking gel as a surrogate pathogen. After the simula-
tion, an observer examined 40 sites using a handheld 
ultraviolet light to determine the transfer of surrogate 
pathogens to the patient and the patient’s environment. 

The difference in the rate of contamination between 
anesthesiology residents who wore single gloves versus 
those with double gloves was clinically and statistically 
significant. The number of sites that were contaminated 
in the OR when the intubating resident wore single 

Simple instructions 
boost meds compliance
Preop instructions reduce postop stay

A study in the July issue of Anesthesiology revealed 
that patients who receive a simple, multicolor, stan-

dardized medication instruction sheet before surgery are 
more likely to comply with their physician’s instructions 
and experience a significantly shorter postop stay in 
recovery. 

Surgical patients often fail to follow their doctor’s 
medication instructions for pre-existing conditions such 
as diabetes and hypertension on the day they are having 
surgery. This mistake can lead to surgery cancellation, 
complications, and longer stays. 

“Certain long-term medications should be continued 
on the day of surgery, and some should be temporar-
ily stopped, but there is no consistency in how patients 
receive medication instructions before surgery,” said 
Thomas Vetter, MD, MPH, study lead author from the 
Department of Anesthesiology, School of Medicine, at 
the University of Alabama at Birmingham. “Physician 
anesthesiologists are responsible for assessing and opti-
mizing patients’ preoperative medications, including 
maximizing their compliance with physicians’ instruc-
tions. Our effort to enhance patients’ understanding 
of medication use before surgery is important and can 
increase patient satisfaction by more actively engaging 
them in their own healthcare.”

The study compared two groups:
• 519 surgical patients who were given preoperative 

medication instructions through traditional methods 
(annotated or highlighted portions of the patient’s elec-
tronic medical record, or verbal instructions);

• 531 patients who were given a written, standardized 
preoperative medication instruction sheet, which was 
presented and verbally reviewed with patients. 

The instruction sheet listed all of the medications the 
patient was instructed to take on the day of surgery (e.g., 
beta-blocker), the medications the patient should not 
take (e.g., blood-thinner), and the medications that could 
be taken as needed (e.g., opioid). The instruction sheet 
included multicolor graphics to further improve patient 
recall and compliance. 

Researchers found that 74% of patients who received 
an instruction sheet were compliant with their medica-
tion instructions on the day of surgery versus 60% of 

coagulation studies when blood loss (or fluid shifts) is/
are expected to be minimal. 

2. Don’t obtain baseline diagnostic cardiac testing 
(trans-thoracic/esophageal echocardiography – [TTE/
TEE]) or cardiac stress testing in asymptomatic stable 
patients with known cardiac disease (e.g., CAD, valvular 
disease) undergoing low- or moderate-risk non-cardiac 
surgery.

3. Don’t use pulmonary artery catheters (PACs) rou-
tinely for cardiac surgery in patients with a low risk of 
hemodynamic complications (especially with the con-
comitant use of alternative diagnostic tools, e.g., TEE).

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

5. Don’t routinely administer colloid (dextrans, 
hydroxylethyl starches, albumin) for volume resuscita-
tion without appropriate indications. n

gloves was 20.3 +/- 1.4 (mean +/- SE); the number of 
contaminated sites when residents wore double gloves 
was 5.0 +/- 0 .7 (P < 0.001). n
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TJC alert addresses 
unsafe injection practices

Patients visiting a clinic for an injection to relieve their 
pain don’t expect to leave with a new condition such 

as hepatitis, but unfortunately thousands of patients 
have been adversely affected in this way when they 
received an injection. 

Since 2001, at least 49 outbreaks have occurred 
due to the mishandling of injectable medical prod-
ucts, according to the Centers for Disease Control and 
Prevention (CDC). In spite of this, adverse events related 
to unsafe injection practices and lapses in infection con-
trol practices are underreported, and it remains a chal-
lenge to measure the true frequency of such occurrences.

The Joint Commission (TJC) has released a Sentinel 
Event Alert, “Preventing infection from the misuse of 
vials.” The alert describes the factors that contribute 
to the misuse of vials and recommends strategies for 
improvement. 

The misuse of vials primarily involves the reuse of 
single-dose vials. Single-dose vials typically lack preserva-
tives; therefore, using these vials more than once carries 
substantial risks for bacterial contamination, growth, 
and infection. For multiple-dose vials, one survey of 
healthcare practitioners found that 15% reported using 
the same syringe to re-enter a vial numerous times for 
the same patient, and of that 15%, 6.5% reported sav-
ing vials for use on other patients. Patients exposed to 
these types of vial misuse have become infected with the 
hepatitis B or C viruses, meningitis, and other types of 
infections.

According to the CDC, adverse events caused by this 
misuse have occurred in inpatient and outpatient set-

tings. In outpatient settings, a high percentage occurred 
in pain management clinics. The alert can be found at 
http://bit.ly/U7gLe2. n
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1. Read and study the activity, using the provided references for 
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2. Scan the QR code below or log on to www.cmecity.com 
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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 emailed to you instantly. n  

patients in the control group. Patients also were less 
likely to stay in recovery after surgery for more than 90 
minutes when an instruction sheet was administered. 
African-Americans, older adults (over age 65), and 
patients with more than one chronic disease had lower 
medication compliance, the authors note.

“Physician anesthesiologists and nurse practitioners 
typically deliver a lot of verbal information to patients 
preoperatively, often exceeding patients’ short-term 
memory,” said Vetter. “Our findings show that provid-
ing patients with a standardized instruction sheet, both 
written and verbally, with simple language can improve 
compliance significantly. However, we speculate that a 
more concerted effort may be required to improve preop-
erative medication compliance in certain patients such as 
the geriatric population.” n
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1. According to Oliver J. Muensterer, MD, PhD, of 

the Children’s Hospital at Montefiore and Albert 
Einstein College of Medicine, what are some 
advantages of Google Glass?

A. It lets you photodocument unusual findings for 
educational, academic, or forensic purposes.
B. You can perform searches of unusual medical 
syndromes on the web.
C. You can look up diagnosis and procedure codes 
in real time.
D. All of the above. 

2. According to Angie Blankinship, BSN, CASC, at 
Longmont Surgery Center, what is the first and 
most important step to collecting copays and 
deductibles upfront?

A. Obtain buy-in from your surgeons.
B. Obtain buy-in from your staff.
C. Obtain buy-in from the physician office staff.

3. The Centers for Medicare & Medicaid Services 
and has developed a worksheet for surveyors to 
use to determine if hospitals are in compliance 
with the CoPs. Which of the following statements 
is true?

A. Hospitals must have discharge policies and 
procedures in writing and must be able to show 
that they are following them.
B. Discharge planning assessments should be 
comprehensive and include the patient’s psycho-
social needs as well as medical needs and should 
consider whether patients can safely go back to 
their previous setting.
C. CMS has added categories of patients who 
might need discharge planning and included 
same-day surgery patients.
D. All of the above. 

4. Patients experience fewer postoperative com-
plications when what was used by their surgical 
team, according to the first large-scale review on 
the subject?

A. An infection control protocol
B. A surgical safety checklist 
C. A policy and procedure on patient falls
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Welcome to the Longmont Surgery Center! 

 

My name is Angie and I am the Administrator of the Longmont Surgery Center.  Here at 

LSC we feel that customer service and quality surgical outcomes go hand in hand.  We pride 

ourselves in both! I’m a firm believer that our job is not only to manage your expectations but also 

make sure that your experience here while having your surgery/procedure is flawless. 

 

After your surgery is scheduled by your doctor, you will come to the surgery center and 

pre-register.  Everything you need is in the packet you received.  We really appreciate your coming 

in as soon as you can to pre-register; this helps us both on your day of surgery/procedure making 

the check-in process much quicker.  By having your information prior to your visit, this will give 

us the opportunity to verify your insurance; (remember to bring your picture ID and Insurance 

Card(s). 

After we have verified your eligibility and benefits, you will receive a telephone call from 

our business office walking you through your co-pays, deductible and co-insurance.  Keep in mind 

that your co-pays, deductible and co-insurance amounts (for your care) are related to the 

contractual agreement between you and your insurance company.  We prefer to collect these fees 

(if applicable) prior to your date of service.   

You will get three bills from having your procedure, one from your doctor, one from us 

(surgery center) and one from anesthesia.  If you have biopsies taken, you will also get a bill from 

pathology.  Each bill is paid separately. 

The day before your surgery, you will receive a telephone call from one of our pre-

operative nurses.  They will talk to you about your scheduled appointment.  On the date of service 

you will arrive at the time given to you.  You check-in with the receptionist, she then informs pre-

op that you are here, the nurses will call you back – remember that we have several doctors working 

at the same time and each surgery/procedure takes a different amount of time (some shorter/some 

longer).  If you see someone going in before you, don’t be upset.  However, if you’ve waited more 

than 20 minutes, please check with the receptionist.  

After you are taken into the pre-op area, the nurses will be getting you prepared for your 

procedure, they will always try to bring back the person you came with (if you’d like!).  If we are 

running ahead we may not have time.  

 Prior to discharge, you’ll receive instructions to take home with you.  The instructions will 

be given to your “ride” (the person driving home since you have had anesthesia. 



 Within 72 hours you will receive yet another phone call (it seems like a lot - all phone 

calls are important) from one of our nurses asking how you are and making sure you aren’t seeing 

any signs of infection, increased pain, etc.  Remember, if you are having any complications after 

arriving home – call your doctor! 

 

If through any of these processes or during any interactions with staff, surgeons or 

anesthesia you have any complaints, compliments or concerns about not feeling safe or not 

understanding a process, I would please like “real-time” communications on the day of service.  

When I receive the communication while you are here, I am able to provide you the best possible 

customer service.  Ask the receptionist to contact me (once in a while I am not here; in those cases 

you can send an email or call my cell phone (719-850-9054), I receive my email on my phone and 

always have the phone with me; ablankinship@longmontsurgery.com.  You trust us; we ask you 

to come in put on a surgical gown, receive anesthesia and all of those processes, please trust me to 

make your experience as good as it can be.  I look forward to working with you. 

 

 

     Respectfully,  

 

     Angie Blankinship, RN, BBA, BSN, CASC 

     Administrator of the Longmont Surgery Center 

 
 

mailto:ablankinship@longmontsurgery.com
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Critical Incident Report Form 

This form is to be used by the staff and leadership of the Longmont Surgery Center.   This form is for 

quality, safety and service for use in improving all processes at LSC.  This form is never filed in a patient’s 

record.   Please complete and submit this form to the Administrator within 24-hrs of a concern or 

incident.  The Administrator will research the topic, complete the investigation; communicate with the 

person completing the form for resolution and to sustain facts then give the form to the CQ/PI 

coordinator.  Select incidents will be discussed via staff meetings. The form will be presented to the 

CQ/PI Committee and then forwarded to the Board of Director for final review.   Thank you. 

Employee’s reporting of: 
 Needle Sticks 
 Unprofessional Behavior 
 Fraud and Abuse 
 Theft, misuse of resources, etc. 
 Other:__________________________________________________________________  
 
Customer reports of: 
 Rude behavior 
 Any displeasure with services 
 Negative reactions 
 LSC Facility issues 
 Falls 
 Wrong Site Procedure/Surgery (including near miss) 

Other:__________________________________________________________________   
 

Findings of: 
 Medication Errors 
 Inappropriate Release of Personal Health Information 
 Misuse of Equipment 
 Broken Equipment 
 Supplies not available for the surgery or procedure 
 Scheduling errors 
 Other:__________________________________________________________________ 
 
 
Critical Incident Information: 
Employee/Customer/Other completing incident:____________________________  
Date/Time Incident happened:___________________________________________ 
Time/Date Incident Reported:___________________________________________ 
 
 
 
 
Source: Longmont (CO) Surgery Center. 


