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Upcoming: Salary Survey results 
and best cost-saving ideas
Our next two issues of Same-Day Surgery have information to help you and 
your outpatient surgery program thrive. Next month, we’ll have our annual 
Salary Survey results along with career advice. The February issue is one of our 
most anticipated issues of the year, with the best cost-saving ideas from your 
peers. Don’t miss these special issues!
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Is your staff prepared if a patient 
with Ebola walks in the front door? 
Eye surgeon’s office shares experience with potential exposure

By Joy Daughtery Dickinson 
 
(Editor’s note: To obtain breaking news as it happens, follow us on Twitter 
@SameDaySurgery. For the latest updates on Ebola and other infectious disease threats, 
follow our publisher’s HICprevent blog at http://hicprevent.blogs.ahcmedia.com and 
follow on Twitter @HICprevention.)

Outpatient surgery staff and 
their physicians’ offices are 
accustomed to reacting quickly 

when a potentially dangerous situation 
arises, but until recently, you probably 
never thought that you would ever have 
a patient who potentially has Ebola. 
However, an Alabama ophthalmology 
practice, next to a surgery center, found 

itself in this situation during October. 
An 84-year-old woman of Nigerian 
descent showed up with a swollen neck 
and aches and pains. The staff asked 
her if she had traveled outside of the 
country. The woman replied that her 
son, who lived with her, had returned 
from Nigeria in the past few days. 

Just before noon, the woman had 
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EDITORIAL QUESTIONS
Questions or comments?  

Call Joy Daughtery Dickinson 
(404) 262-5410

arrived alone, in a wheelchair, via 
public transportation at Montgomery 
(AL) Eye Physicians. The staff 
immediately ramped up to follow 
the practice’s contagious infectious 
disease protocol. “So she was placed 
in a room by herself, outside of, 
obviously, the general patient 
population and away from employees 
until such time as we could 
determine what the true situation 
was,” says Barbara Cardinal, public 
relations, marketing, and refractive 
surgery manager with Montgomery 
Eye Physicians. 

The woman’s temperature was 
taken, and it was elevated. It was 
taken again within 30 minutes, and 
it was more elevated than it was the 
first time. 

The woman’s primary care 
physician was contacted, who 
would not see her at his office and 
requested that she be transported 
to the hospital. The ophthalmology 
practice contacted a private 
ambulance transport company. Staff 
members also contacted the Alabama 
Department of Public Health and 
the Centers for Disease Control and 
Prevention (CDC). 

The CDC confirmed that staff 
members took the correct step in 
isolating the patient and advised 
them to manage the patient flow 
in and out of the practice as well as 
keep employees at the practice for 
the time being. “We had to close 
the doors to limit the potential for 
exposure until we could contain 
the situation,” Cardinal says. A staff 
member stood outside, in front of 
the main entrance, and told arriving 
patients that there was a medical 
situation inside the practice being 
addressed and that they would 
be contacted to reschedule their 
appointments. The schedulers called 
patients and cancelled the afternoon 
appointments.

When the ambulance EMTs, 
paramedics, and the ambulance 
service supervisor arrived, the staff 
told them that the CDC and the 
state health department wanted them 
to follow Ebola guidelines because 
of the patient’s potential exposure. 
The ambulance staff had personal 
protective equipment (PPE), but 
they didn’t have with them the 
level of hazmat suits required to 
transport a potential Ebola patient. 
The ambulance company contacted 
the fire department for assistance, 
and that department’s fire and rescue 
hazmat team transported the patient 
to the hospital on a stretcher covered 
by a plastic isolation bubble.

In the meantime, staff members 
had been unable to reach the son or 
other family members. Eventually 
a staff member reached a grandson 
who said that he wasn’t sure whether 
that relative had returned recently 
from Nigeria, but he said he knew his 
aunt currently was in Nigeria. 

The areas where the woman 
had been sitting, as well as her 
wheelchair, were decontaminated 
with a bleach spray by the hazmat 
team. An employee of the state health 
department met with staff members 
and advised them to follow the CDC 
protocol until they were notified 
otherwise. They were instructed to 
take their temperature twice a day for 
21 days and to report any changes in 
their health.

However, within a short time, the 
CDC confirmed that the patient’s 
son had not traveled outside of the 
country in seven years. Staff members 
and patients who were in the center 
at the time of the woman’s visit were 
informed. The woman was found to 
have a virus that was not Ebola. 

Looking back, Cardinal says the 
office’s procedures worked exactly 
as they were outlined, and she 
has advice for other ambulatory 
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providers: “Make sure your office is 
prepared,” she says. “It doesn’t matter 
the size of your office. They could 
walk into any medical facility at any 
time.” 

OR guidelines created

In guidelines from the American 
College of Surgeons, the group 
points out that when this most recent 
outbreak started, there were no 
guidelines for OR staff and surgical 
providers who might be called up to 
perform surgery on a patient with 
confirmed or suspected Ebola.1

The surgeons group subsequently 
took relevant recommendations from 
the CDC and applied them to the 
OR environment in a document 
titled Surgical Protocol for Possible 
or Confirmed Ebola Cases. (See 
resources at the end of this article.) 
The guidelines were co-authored by 
Adam Kushner, MD, MPH, FACS, 
a general surgeon and associate at the 
Johns Hopkins Bloomberg School of 
Public Health in Baltimore, MD, and 
founder of Surgeons OverSeas (SOS), 
which supports surgeons, hospitals, 
and Ministries of Health in low- and 
middle-income countries to help 
develop long-term surgical capacity. 

“Hopefully most outpatient 
surgery centers and hospitals will 
be unaffected by the Ebola crisis,” 
Kushner says. “However, it is 
important to realize that Ebola is a 
very dangerous and contagious disease 
and, as we have seen in Dallas, there 
is the possibility of it in the U.S.”

Until Ebola is controlled in West 
Africa, it can spread, he warns. 
“While most managers may feel that 
their centers will be unaffected, it is 
still prudent to understand the risk 
factors, prepare for a possible infected 
patient, and make sure that all staff 
are aware and prepared on how to 
deal with an Ebola-positive patient,” 
Kushner says. 

Here are suggestions about how to 
be prepared:

• Have protocols in place to 
screen patients. 

The CDC as well as the American 
College of Surgeons recommends 
that patients with suspected or 
confirmed Ebola not have elective 
surgical procedures. While there was 
no specific guidance for outpatient 
surgery providers at press time, 
the CDC is recommending these 
providers have protocols to screen 
patients for illness, says Amber 
Wood, MSN, RN, CNOR, CIC, 
perioperative nursing specialist at 
AORN. Wood is the author of Ebola: 
perioperative considerations, an open 
access Special Feature on the AORN 
Journal home page. (See resources at 
end of this article).  

“We’re preparing ourselves should 
the need arise,” Wood says. “All [of 
the Perioperative Considerations] are 
evidence-based. It’s a rapidly evolving 
situation, so we’ve incorporated 
some good old common sense and 
heightened precautions.”

Familiarize yourself with guidance 
on screening for Ebola from the 
CDC and other sources, and develop 
Ebola protocols for your facility, 
Kushner advises. “Hopefully they 

would never be used, but at this point 
education, preparation, and planning 
is important,” he says.

• Use airborne precautions if a 
patient with Ebola is having non-
elective surgery.

AORN recommends that airborne 
precautions be taken when caring 
for an Ebola patient in the surgical 
setting in addition to standard, 
contact, and droplet precautions. 

“Airborne precautions are 
necessary in the OR because most 
invasive procedures involve aerosol-
generating procedures such as airway 
management of the patient during 
intubation and extubation,” Wood 
says.  (For the latest information on 
aerosol-generating procedures from the 
CDC, go to the CDC Web site: http://1.
usa.gov/1pvUSQz.)

The AORN’s Recommended 
Practices for Prevention of Transmissible 
Infections in the Perioperative 
Practice Setting provides detailed 
guidance for perioperative RNs on 
implementing standard precautions 
and transmission-based precautions, 
the association says.

• Stay updated on CDC 
guidelines.

The Ebola crisis is “a developing 
situation,” so monitor CDC 

EXECUTIVE SUMMARY

An ophthalmology practice in Alabama, located next to a surgery 
center, had a patient who showed up sick with Ebola-type symptoms . 
The patient shared that her son, who lived with her, had returned from 
Nigeria in the past few days . 
• The Centers for Disease Control and Prevention (CDC) recommends 
that outpatient surgery providers have protocols to screen patients for 
illness .
• The Association of periOperative Registered Nurses recommends 
that airborne precautions be taken when caring for an Ebola patient 
in the surgical setting in addition to standard, contact, and droplet 
precautions . 
• Stay updated on guidelines from the CDC and the American College 
of Surgeons .  
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guidelines, as they are continually 
updated, Kushner says. The American 
College of Surgeons’ guidelines also 
are expected to be updated as new 
information comes available, he says.

Cardinal offers some final words of 
advice: Have a procedure in place.

“You never know,” she says. “It 
sounds cliche, but it’s far better to 
be prepared and have a procedure in 
place, discuss with your staff, discuss 
with your managers, so in the event 
that it happens, they are prepared.”

And rehearse, just as you do with 
fire drills, Cardinal advises. 

“You don’t have a chance after 
the fact to go back and say, ‘Well, if 
we’d done this, maybe the building 
wouldn’t have burned down,’” she 
says. “With a true Ebola exposure, 
you don’t get a second chance with 
it.” [For information on an Ebola-
related lawsuit, see the related story 
below. For more about Ebola and 
surgery, see our publisher’s Hospital 
Report blog, http://bit.ly/1nT4gAm. 
For information on a checklist from the 
American Association for Accreditation 
of Ambulatory Surgery Facilities 
(AAAASF), see “Surgery centers 
provided Ebola checklist,” Same-Day 
Surgery, November 2014, p. 123.] 
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RESOURCES 

• The American College of 
Surgeons has a Surgical Protocol 
for Possible or Confirmed Ebola 
Cases . Web: https://www .facs .
org/ebola/surgical-protocol . 
It has an ACS Ebola Virus 
Transmission Resources & News 
website . Web: https://www .facs .
org/ebola . 

• The Ambulatory Surgery Center 
Association has an Ebola 
Information Center web site . 
Web: http://bit .ly/1pbXDoi . 

• The American Hospital 
Association has an Ebola 
Preparedness Resources 
webpage . Web:  http://bit .
ly/1u9uATM .  The AHA also has 
provided an Ebola education 
package for CME providers . 
It includes Informational 
PowerPoint: Ebola Facts (Web: 
http://bit .ly/1sXvFSx) and FAQ: 

Safe Management of Patients 
with Ebola Virus Disease (EVD) in 
U.S. Hospitals (Web: http://bit .
ly/1xZzg2s) .

• The Association of 
periOperative Registered 
Nurses (AORN), in the online 
edition of AORN Journal, has 
published a special open-
access feature titled Ebola: 
perioperative considerations. 
Web: http://www .aornjournal .
org . The association also has a 
web page for frequently asked 
questions . Web: http://bit .
ly/1rA4hV3 . AORN also is posting 
updates to its AORN Facebook 
page . Web: https://www .
facebook .com/AORN .

•  Officials with the Centers for 
Disease Control and Prevention 
are available to assist 24/7 by 
calling the CDC Emergency 
Operations Center at (770) 488-
7100 or via email at eocreport@
cdc .gov . The CDC also has an 
Ebola page . Web: http://www .
cdc .gov/vhf/ebola . 

 •  The Joint Commission has an 
Ebola Preparedness Resources 
section . Web: http://bit .ly/
ZH9Ryi .  n

Lawsuit says protective medical gowns 

failed safety tests, don’t protect against Ebola

A class action lawsuit was filed in 
October alleging that Kimberly-

Clark Corp. has committed fraud in 
the marketing and selling of certain 
protective medical gowns. 

The lawsuit states that the 
Kimberly-Clark Corp. falsely 
represented that the Microcool 
Breathable High Performance 
Surgical Gowns are impermeable and 
provide protection against Ebola. 

The company has known since 2013 
that these gowns failed industry tests 
and don’t meet relevant standards, 
the suit says, and it claims the gowns 
placed healthcare professionals and 
patients at considerable risk for 
infection and serious bodily harm. 

“These are extremely serious 
allegations and ones that we do not 
make lightly,” said lead attorney 
Michael Avenatti of Eagan Avenatti, 

a law firm with offices in Los Angeles 
that filed the lawsuit. “Kimberly-
Clark needs to immediately recall 
these gowns and come clean 
with the FDA, CDC, healthcare 
professionals, and the general public. 
The risks associated with continued 
concealment of the truth are far too 
great.” 

Avenatti’s firm is aware of persons 
who have contracted various diseases 
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while wearing the gown, according 
to a story from The Associated Press 
(AP).1 The AP story also quoted 
Avenatti as saying that Texas Health 
Presbyterian Hospital in Dallas, where 
two nurses contracted Ebola, once 
stocked the Kimberly-Clark gowns, 
but he said he didn’t know whether 
the infected nurses or an infected 
nursing assistant in Spain had worn 
them.

Kimberly-Clark said in a statement 
that it doesn’t comment on ongoing 
litigation but that it stands behind the 
safety and efficacy of its products. 

LA surgeon filed suit

The lawsuit was filed by Hrayr 
Shahinian, a Los Angeles surgeon 
who specializes in skull base and brain 
tumor operations, AP said. Shahinian 
said he had used the gowns and thus  
potentially was exposed to harm, the 
story said.

According to the lawsuit, 
Kimberly-Clark has knowingly misled 
the medical community, regulators, 

and members of the general public 
about the safety of the surgical gowns. 
Even after learning of multiple test 
failures, the company failed to alert 
the Food and Drug Administration, 
healthcare professionals, and patients, 
the suit says. 

Suit: Gowns failed tests

As stated in the complaint, tests 
of numerous random samples from 
separate manufacturing lots showed 
that the gowns failed to meet the 
Association for the Advancement of 
Medical Instrumentation (AAMI) 
Level 4 standards, with many of the 
gowns experiencing catastrophic 
failures that allowed liquid, bacterial, 
and viral pathogens to penetrate the 
gowns. 

“Instead of recalling the gowns 
and disclosing the truth, the 
company concealed what it knew and 
continued promoting, marketing and 
selling the gowns by stating they were 
impermeable, even going so far as to 

recommend that the gowns be used 
when treating patients with serious 
infectious diseases, including Ebola,” 
the law firm stated in a released 
statement. 

The lawsuit seeks damages in 
excess of $500 million. 

“Kimberly-Clark’s actions of 
concealing the truth about their 
surgical gowns and continuing to 
market them as impermeable is 
unconscionable,” said Shahinian. 
“This conduct has placed physicians, 
healthcare workers, and patients at 
risk of being unknowingly exposed to 
harmful bacteria, viruses, and illness, 
including Ebola. This is a very serious 
matter and deserves the immediate 
attention of regulators and the 
medical community.” 

REFERENCE
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Changes to Medicare pay, quality measures

finalized for hospitals and ASCs in 2015
[Editor’s note: Same-Day Surgery 

tweeted about these changes Oct. 31 
and Nov. 3. To keep up with breaking 
news as it happens, follow us on Twitter 
@SameDaySurgery.)

The Centers for Medicare & 
Medicaid Services (CMS) has 

issued the Calendar Year 2015 policy 
changes and payment rates final 
rule for the hospital Outpatient 
Prospective Payment System (OPPS) 
and Ambulatory Surgical Center 
(ASC) Payment System.  Overall 
OPPS payments are estimated to 
increase by 2.2%, and the adjusted 
update factor for ASCs is 1.4%.  

The ASC increase is based on 
a projected rate of inflation of 
1.9% minus a 0.5 percentage point 
productivity adjustment required by 
the Affordable Care Act.  Hospital 
outpatient departments (HOPDs) 
will receive an increase based on a 
2.9% market basket minus a 0.5% 
adjustment for economy-wide 
productivity and a 0.2 percentage 
point adjustment required by statute. 

As in previous years, the 
Ambulatory Surgery Center 
Association (ASCA) had proposed 
that CMS align the HOPD and 
ASC update factors to prevent a 
continuing divergence in payment 

rates by using the hospital market 
basket to determine the update factor 
for ASCs.

“While we are pleased to see a 
slight increase in our payments over 
the proposed rule, we are extremely 
disappointed that CMS continues 
to undervalue ASC payments by 
using the CPI-U [Consumer Price 
Index for all urban consumers] to 
update them when even their own 
actuaries have indicated that the 
CPI-U is inappropriate,” said ASCA 
CEO Bill Prentice. “Using different 
update factors for ASCs and HOPDs 
widens the gap between HOPD 
payments and ASC payments, further 
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incentivizes a disturbing trend of 
conversions of ASCs to HOPDs, 
and increases costs to the Medicare 
program, its beneficiaries, and 
taxpayers who support the program.”

CMS also finalized a significant 
change to its device-intensive policy 
that will benefit ASCs, according 
to the ASCA. In its final rule, 
CMS defines ASC device-intensive 
procedures as procedures assigned to 
any ambulatory payment classification 
(APC) group with a device cost 
greater than 40% of the total cost of 
the procedure in the HOPD setting. 
The previous threshold was 50%.

In a released statement, the 
association said, “ASCA has 
consistently advocated for a lower 
threshold, and in our comments 
to CMS, noted that there are 
approximately 163 procedures that 
are allowed to be performed in the 
ASC setting but are not because 
our facilities are not adequately 
reimbursed for the devices involved. 
Even at the 40% threshold there 
are about 50 codes with high 
device costs that will now become 
economically feasible for ASCs to 
begin performing, saving Medicare 
and its beneficiaries millions of dollars 
annually.” 

Codes added to ASC list

CMS added the following 10 
spine codes to the ASC-payable list: 

• 22551, Neck spine fuse&remov 

bel c2; 
• 22554, Neck spine fusion; 
• 22612, Lumbar spine fusion; 
• 22614, Spine fusion extra 

segment; 
• 63020, Neck spine disk surgery; 
• 63030, Low back disk surgery; 
• 63042, Laminotomy single 

lumbar; 
• 63045, Removal of spinal 

lamina; 
• 63047, Removal of spinal 

lamina; 
• 63056, Decompress spinal cord; 
CMS also added the following 

code:
• CPT 63044, Laminotomy, 

additional lumbar.
CMS also agreed with ASCA’s 

assessment that CPT codes 22551, 
22554, and 22612 were assigned to 
the wrong APC group, the association 
said. CMS moved these codes to 

APC 0425, which has a higher 
reimbursement.

“ASCA appreciates CMS’ 
recognition that these procedures 
are safely and effectively performed 
in ASCs,” Prentice said. “However, 
until such time as the devices and 
secondary codes ASCA requested 
in its comment letter are added to 
the ASC payable list, it will not be 
economically feasible for many of 
these codes to be performed in the 
ASC setting.”

At press time, the final rule was 
scheduled to appear in the Nov. 
10, 2014, Federal Register and can 
be downloaded at http://1.usa.
gov/10bobzs. The provisions in the 
rule generally will take effect on Jan. 
1, 2015. The public comment period 
will close on Dec. 30, 2014. (For 
changes to quality reporting rules, see 
story, below.)  n

EXECUTIVE SUMMARY

 In the Calendar Year 2015 Medicare final payment rule, hospital 
outpatient Prospective Payment System (OPPS) payments are 
estimated to increase by 2 .2%, and the adjusted update factor for 
ambulatory surgery centers is 1 .4% .  
• Eleven codes were added to the ASC-payable list codes .
• The quality measure “Facility Seven-Day Risk-Standardized Hospital 
Visit Rate after Outpatient Colonoscopy” was finalized . Also finalized 
was the May 15, 2015, reporting deadline for “Influenza Vaccination 
Coverage among Healthcare Personnel” through the National 
Healthcare Safety Network (NHSN) . Someone from every facility must 
register with the NHSN, and this process can take several weeks .

Changes to quality reporting program announced

The Centers for Medicare and 
Medicaid Services (CMS) 

finalized proposed quality measure 
OP-32 and ASC-12 “Facility 
Seven-Day Risk-Standardized 
Hospital Visit Rate after Outpatient 
Colonoscopy,” despite objections 
from the Ambulatory Surgery Center 

Association (ASCA) and others. 
“Although there are significant 

problems with the measure’s validity, 
reliability, and usability, there is 
no additional burden placed on 
a facility, as the measure will be 
reported by the hospital which the 
patient visits within seven days of the 

colonoscopy,” the ASCA said.
The measure will have payment 

determination CY 2018 and 
subsequent years for the Hospital 
Outpatient Quality Reporting 
(OQR) and ASC Quality Reporting 
Program (ASCQRP) programs.  

CMS also finalized the May 15, 
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Confirmation bias threatens patient safety,        
but experts say it can be overcome
Sometimes people see or hear what they expect, not the real information

I s confirmation bias lurking in 
your facility, waiting to cause 

havoc for even the most skilled, 
well-intentioned clinicians? This 
mental fault allows one to see or hear 
what is expected or desired, rather 
than what actually is. It has led to 
adverse events in many industries, 
and healthcare is exceptionally 
vulnerable.

Tufts Medical Center in Boston 
is dealing with the tragic results of 
confirmation bias, but the institution 
has implemented safeguards to 
keep the risk at bay, says Lynn 
Worley, RN, JD, CPHRM, senior 
risk manager and assistant general 
counsel at Tufts Medical Center. The 
family of a Tufts patient is suing the 
hospital after a surgeon injected the 

wrong dye into her spine, when the 
surgeon mistakenly assumed it was 
the correct dye he had asked for. The 
patient died the next day from the 
effects of the dye. The surgeon was 
baffled as to how he, the nurse who 
handed it to him, and others along 

the line failed to notice that the label 
clearly stated it was a different dye 
and included a warning not to use 
it in the spine. (For more on the 
adverse event, see the article on p. 
133.)

The case is a good example of 

2015, reporting deadline for ASC-8 
and OP-27: “Influenza Vaccination 
Coverage among Healthcare 
Personnel” through the National 
Healthcare Safety Network (NHSN), 
which is managed by the Centers for 
Disease Control and Prevention. To 
report this measure through NHSN 
as required, someone from every 
facility must register with NHSN. At 
press time, fewer than 1,000 centers 
(out of more than 5,300 Medicare-
certified facilities) had registered for 
NHSN. This registration process 
can take several weeks, so the 
ASCA advises facilities to register 
immediately. For instructions, 
go to http://www.cdc.gov/nhsn/
ambulatory-surgery/enroll.html. 

CMS also finalized its proposal to 
make OP-31 and ASC-11 “Cataracts: 
Improvement in Patient’s Visual 

Function within 90 Days Following 
Cataract Surgery” a voluntary 
measure.

The ASCA has developed a free 
quality reporting resource that 
identifies the deadlines and reporting 
mechanisms associated with all 10 
quality measures that ASCs will need 
to report next year. To access that 
resource, go to http://bit.ly/1vHnB6J. 
You can visit ASCA’s Quality 
Reporting web page for additional 
resources, including the latest 
specifications manual, frequently 
asked questions, a quality data 
G-codes cheat sheet, and sample safe 
surgery checklists. To access that web 
page, go to http://bit.ly/KOT4m0. 

For the most up-to-date 
information on registering for 
NHSN, visit the Centers for Disease 
Control and Prevention web site 

at http://www.cdc.gov/nhsn/
ambulatory-surgery/hcp-vaccination/
index.html.

For the Hospital Outpatient 
Quality Reporting (OQR) Program, 
CMS is doing the following:

• removing two “topped-out” 
prophylactic antibiotic surgery 
measures (“OP-6: Timing of 
Prophylaxis Antibiotics” and “OP-7: 
Prophylactic Antibiotic Selection for 
Surgical Patients”); 

• noting a delayed data collection 
for “OP-29: Endoscopy/Polyp 
Surveillance: Appropriate Follow-up 
Interval for Normal Colonoscopy 
in Average Risk Patients” and “OP-
30: Endoscopy/Polyp Surveillance: 
Colonoscopy Interval for Patients 
with a History of Adenomatous 
Polyps – Avoidance of Inappropriate 
Use.”   n

EXECUTIVE SUMMARY

The phenomenon of confirmation bias can threaten patient safety 
if not addressed with policies and procedures . Cognitive bias was a 
central issue in a recent malpractice case .
• Confirmation bias leads people to see or hear what they expect to 
see or hear, regardless of the actual information .
• The problem can lead to misunderstood lab values, drug labels, and 
verbal reports .
• One hospital improved medication ordering procedures after a 
confirmation bias incident .  
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confirmation bias, says Tufts Chief 
Medical Officer Saul Weingart, MD, 
MPP, PhD. The surgeon and other 
clinicians “saw what they expected 
to see” even though the label clearly 
said otherwise, Weingart explains. 
Confirmation bias can take many 
forms, he says, from unconsciously 
giving more weight to data that 
support your political views to 
actually reading different numbers 
on a lab value or different words on a 
label. 

The dye error and an unrelated 
incident involving an embolism 
prompted Medicare to conduct a 
full-scale inquiry into Tuft’s practices 
in February 2014. Medicare’s findings 
and Tufts’ own investigation led to a 
series of hospital-wide improvements. 
As a result of the dye error and the 
subsequent root cause analysis, 
Tufts now require surgeons and 
operating room nurses to submit 
detailed written medication orders to 
pharmacists, in addition to other new 
checks in the system.

Worley says, “All adverse events 
teach us something. We stopped 
and took a pretty hard look at all 
our systems. Among the things we 
looked at, one of the first was the 
process of orders from a physician to 
a circulating nurse to the pharmacy.”

Written orders required

Worley investigated how other 
hospitals performed those tasks in 
the OR and found that some used 
“written verbal” orders — orders 
dictated to and written by a nurse 
when the doctor cannot write it, such 
as when a surgeon is scrubbed — and 
some just used verbal orders. Seeking 
the best practice to promote safety, 
Worley and her colleagues decided 
that a policy requiring written orders 
every time, for every step in the 
process, was the way to go. Tufts had 
always required written orders for all 

care outside the OR, but now surgery 
is included.

Written verbal is allowed as long as 
a specific process is followed.

“A nurse takes an order, writes the 
order down, and reads it back to the 
physician to make sure everyone is 
on the same page,” Worley says. “We 
thought this was the right policy even 
for the OR, where things sometimes 
happen quickly and verbal orders are 
common. The fact that the OR is 
a highly critical situation and fast-
moving made a compelling argument 
that the orders should be written.”

The policy doesn’t end there. For 
any medication, the written order 
must include the name of the drug, 
the route of administration, the 
patient’s name, and any allergies. 

“This was a team effort,” Worley 
says. “Pharmacy staff were instructed 
that no written order means no 
medication, period. If a written order 
came without necessary information 
like allergies, the pharmacy refused 
to fill those. They understand that 
this is what we need to do to keep 
our patients safe, so if pharmacy staff 
do not receive a completely filled-out 
order, they simply do not give up the 
medication.”

To keep the policy practical for 
the OR, Tufts worked with specialty 
leaders to develop order sets for each 
service to cover the most commonly 
used medications. Physicians can 
sign off on the order set or vary it as 
needed, before surgery begins.

Formulary changed

Prompted by the adverse event 
with the dye in a spinal procedure, 
Tufts assessed all use of contrast 
media in surgery. Worley found 
that the dyes are very infrequently 
used. The dye media are available in 
ionic and non-ionic types, and ionic 
contrasts in particular are used only 
for genito-urinary surgery at Tufts. 

Tufts went to the pharmacy leaders 
and had the ionic contrast medium 
removed from the formulary so that 
it cannot be ordered, intentionally or 
accidentally, unless it is for genito-
urinary surgery. The order must be 
accompanied by an attestation that it 
is to be used for that surgery.

Working with the radiology 
department, Worley and her 
colleagues also revised the formulary 
so that there is only one type of 
non-ionic contrast available, in three 
strengths. Those three options for 
non-ionic contrast medium satisfy 
the needs of all other types of surgery, 
Worley explains. Interventional 
radiology also specified the acceptable 
use of the three strengths of non-ionic 
contrast for specific procedures.

“The nurses are on high alert for 
these medication orders, particularly 
with contrast media,” Worley says. 
“All orders for contrast go through the 
pharmacy, and the pharmacy knows 
the route before it is ever dispensed.”

The improved medication ordering 
system is intended, in part, to reduce 
the chance of confirmation bias 
letting the wrong drug make its way 
to the bedside or the OR, Worley 
says. Confirmation bias can happen 
at many stages in the ordering system, 
so the written orders and specific 
requirements help minimize that risk. 
If those checks work properly, there is 
little likelihood that the surgeon will 
be susceptible to confirmation bias at 
the last step in the process.

Education strategies

Tufts used multiple modalities 
to first alert the staff and physicians 
about the risk of confusing 
contrast media and then to educate 
them about the new policies and 
procedures, Weingart says. All clinical 
staff received an email immediately 
after the adverse event alerting them 
to the possible confusion, and then 
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they attended multiple staff meetings 
to learn the new procedures. Nurses 
were required to complete learning 
modules by computer, and education 
also was required for surgeons and 
anesthesiologists. A weekly memo 
from Tufts leadership also reiterated 
the new policies and procedures, 
as did Tufts newsletters and other 
publications.

“Real-time education also 

occurred when a person would have 
a medication order that did not meet 
the requirements,” Weingart says. 
“The receiving person would explain 
the new process and require a proper 
order before providing medication.”

Pharmacy also conducted its own 
education program to clarify what 
pharmacy staff members should 
require before fulfilling an order. 
Tufts also audits the medication 

ordering system periodically, and 
the most recent check found 100% 
compliance.

Tufts’ risk manager says that after 
learning from their adverse event, 
she recommends highly that all ORs 
require written verbal orders.  “It’s 
a hard lesson to learn,” she says. “If 
you’ve never had a problem before, 
don’t wait for it. Get a handle on this 
before it becomes a problem.”  n

Surgeon looks at label, ‘sees’ what he expects

C aroline Carcerano underwent 
spinal surgery at Tufts Medical 

Center in Boston in hopes that the 
procedure would resolve pain from 
a back injury. During the surgical 
procedure, her neurosurgeon 
requested a special dye to test the 
location of tubing threaded into her 
spine.

The pharmacy did not have the 
dye requested by the neurosurgeon, 
so it sent a different one, hospital 
leaders confirmed in statements 
released since the incident in 
November 2013. When an operating 
room nurse handed him the dye, 

the neurosurgeon checked the label 
but did not see that the label was 
for a different dye and that the label 
specifically said “not for intrathecal 
use,’’ warning against using it in 
the spine, according to Medicare 
investigators.

That warning was unheeded 
because the surgeon “saw” what 
he anticipated the label would say: 
the name of the correct dye, says 
Tufts Chief Medical Officer Saul 
Weingart, MD, MPP, PhD. The OR  
was dynamic, and all team members 
were busy because the procedure was 
technically challenging, he says. “He 

asked for the contrast, looked at it, 
and he doesn’t exactly recall what 
he saw, but it seemed to be what he 
thought it was. And off he went,” 
Weingart says. 

The patient died the next day 
from the effects of the spinal 
injection. Carcerano’s sons filed a 
malpractice lawsuit in June 2014 
against Tufts and 12 pharmacists, 
nurses, and surgeons. 

The insurer made a settlement 
offer, according to published reports, 
but at press time, no reports had 
been made about that settlement 
being accepted.  n

How to lead a great meeting: 
the power of group interaction
By Stephen W. Earnhart, MS 
CEO 
Earnhart & Associates 
Austin, TX 

You know how sometime you just 
have a great day? It seems like 

they don’t come that often anymore, 
and the “great” is not as great, but 
still, it happens. 

I was at one of our facilities 
yesterday, getting there just as a 

general staff meeting was starting. 
In the past, I had emphasized to 
the management team the need to 
have staff meetings more often. This 
meeting just happened to occur upon 
my scheduled arrival. (Hmm…).

As it should, the meeting had an 
agenda that was posted in the lounge 
before the meeting so staff members 
could be prepared for the topics. As I 
took my seat, I was handed an agenda 

and quickly scanned it. Usual stuff. 
Necessary topics, but predictable and 
boring. 

Scanning the room, I could tell 
the 18 staff members felt the same. 
Many had their eyes looking down in 
their laps. Not hard to figure out that 
electronic devices were competing 
for attention. The meeting quickly 
wound down to a satisfying death.

I felt compelled to add something, 
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as everyone was looking at me. 
“What do we need to do differently 
tomorrow at the center?” I asked. I 
got their attention, although I did see 
rolling eyes from some of the nurses. 
“What are we going to change here?” 
I repeated. “How can we be better?”

It took an embarrassing few 
minutes before a few timid hands 
went up. “Why can’t we have another 
refrigerator in the lounge so we can 
bring our lunch and have room to put 
it there? The one we have now is too 
small,” she asked. Why not indeed? 
Several people picked up their heads 
and shifted up in their seats. 

“I have been here for three 
months,” one employee said, “and I 
don’t even know everyone’s names.” 

“Why don’t we celebrate staff 
birthdays anymore?”

“Why don’t the vendors bring us 
lunch anymore? We still buy their 
stuff don’t we?”

The full group of 18 staff members 
started raising their hands or just 
shooting out questions.

“Why did we stop having 
Christmas parties and celebrate other 
holidays?”

“Is this place losing money? 

Are our jobs in jeopardy, or are the 
owners just cheap?”

The questions came faster than 
could be answered, but I noticed 
the business office manager quickly 
writing down the questions.

The entire demeanor of the 
group had changed. They had some 
great questions and some insightful 
solutions to others’ questions. It was 
interaction at its best! They were 
feeding each other, and everyone left 
satisfied! It was a great day!

How do you get your staff 
members to interact like this? First, 
you have to want it! Not all do. 
Sometimes the questions are not easy 
to answer. Example that came up, 
“Why don’t we have profit-sharing 
here when all the surgery centers in 
town have it?” 

Take note:
1. Staff meetings should occur at 

least once a month. The more often, 
the better. 

2. An agenda is a must and should 
be posted in the lounge at least a 
week before each meeting. Allow staff 
members to add topics.

3. Have guest speakers. The 
speaker could be a local fireman to 

update fire safety or a surgeon or 
anesthesia staff member.

4. Add at least one of these topics 
at every meeting:

• things we need to change;
• events we need to schedule;
• We can do a better job at 

__________. (Pick a topic. 
Communications is always a popular 
topic to put in there);

• popular benchmarks (Staff 
members always want to know how 
they fare with the competition);

• interesting observations such as 
“The toys in the waiting room are 
torn and dirty” or “We don’t carry 
Coke products in the lounge”;

• wish list.
5. Involve your staff members. 

Rotate who runs the meeting. Serve 
finger food if you can. Make it an 
event that the staff members look 
forward to having. Have upbeat 
music playing. 

Do something that will get their 
attention and give you a great day! 
[Earnhart & Associates is a consulting 
firm specializing in all aspects of 
outpatient surgery. Earnhart & 
Associates is in Austin, TX. E-mail: 
searnhart@earnhart.com.]  n

Two-thirds of low-income Latino children 
given inadequate pain control post-surgery at home
Roundup of news from presentations at Anesthesiology 2014 meeting

More than two-thirds of 
children from low-income 

Latino families don’t receive adequate 
pain control when they go home 
after surgery, according to a study 
presented at the Anesthesiology 2014 
annual meeting. 

Researchers studied 139 Latino 
families with children who had 
surgery to remove their tonsils or 
adenoids. All children had surgery 

at one hospital, and each family’s 
total income was $30,000 or less per 
year. Spanish-speaking researchers 
visited the families at home 2-7 days 
after surgery, and they asked parents 
and children to assess the child’s 
pain. Seventy percent of parents 
and children reported the child had 
significant pain on the first day after 
surgery.

To control postoperative pain, it is 

recommended children receive 12 to 
18 doses of pain medication during 
the first three days after surgery. The 
study found that, on average, parents 
administered only seven doses during 
the first three days. Thirty percent of 
the children received only one dose 
of pain medication or none at all the 
first day after they got home.

Researchers also interviewed 
parents about the child’s experience 
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 nWhat difference could financial 
incentives make?

 nOutpatient news from 
American College of Surgeons 
meeting

 n Is the facility owner responsible 
for malpractice by the 
surgeon?

 n Liability found in case with lack 
of informed consent

COMING IN FUTURE MONTHS

in the hospital and home. Four 
themes emerged: 

• lack of knowledge about pain 
management, including concerns that 
the child might become addicted or 
be harmed by the medication; 

• a preference for alternative 
medicine such as herbal remedies; 

• poor communication or lack of 
time spent with healthcare providers, 
which left concerns and questions 
unaddressed; 

• barriers within the healthcare 
system such as a lack of translators 
and inadequate insurance.

In other research news from the 
Anesthesiology 2014 meeting:

• Gum chewing before surgery.
Although chewing gum 

significantly increases the volume of 
liquids in the stomach, it is safe to 
administer sedatives or anesthesia to 
patients who have chewed gum while 
fasting before surgery, reports a new 
study.

“We found that although chewing 
gum before surgery increases the 
production of saliva and thus the 
volume of stomach liquids, it does 
not affect the level of stomach 

acidity in a way that would elevate 
the risk of complications,” says 
Basavana Goudra, MD, lead author 
and assistant professor of clinical 
anesthesiology and critical care at 
Perelman School of Medicine at 
the University of Pennsylvania, 
Philadelphia.   

• Impact of silence and jazz 
during recovery on heart rates and 
pain.

Patients undergoing elective 
hysterectomies who listened to 
jazz music during their recovery 
experienced significantly lower heart 
rates, suggests a study presented. 
But the research also found that 
patients who wore noise-cancelling 
headphones also had lower heart 
rates, as well as less pain.

“We need to determine what kind 
of music works best, when we should 
play it, and when silence is best,” says 
Flower Austin, DO, anesthesiology 
resident at Penn State Milton S. 
Hershey Medical Center, Hershey, 
PA, and lead study author. “But it’s 
clear that music as well as silence are 
cost effective, non-invasive, and may 
increase patient satisfaction.”

• Anesthesia-related 
complications decrease significantly.

Anesthesia-related complications 
decreased by more than half in four 
years, according to the Anesthesia 
Quality Institute’s (AQI) National 
Anesthesia Clinical Outcomes 
Registry (NACOR) of more than 
3.2 million anesthesia cases. While 
the overall mortality rate held steady 
between 2010 and 2013 (at .03%), 
the percentage of adverse events 
related to anesthesia decreased from 
11.8% to 4.8% of procedures during 
that time period. The most common 
minor complication was postoperative 
nausea and vomiting (35.53%), 
while the most common major 
complication was medication error 
(11.71%).

Researchers also determined 
that: minor complications were 
more common in healthier patients 
undergoing elective daytime 
procedures; complication rates 
were not higher in procedures that 
occurred during evening hours and 
holidays; and patients older than 
50 had the highest rates of serious 
adverse events.  n

Program focuses on safety around energy devices 
The Society of American 

Gastrointestinal and Endoscopic 
Surgeons (SAGES) has launched the 
Fundamental Use of Surgical Energy 
(FUSE) program to educate surgeons 
and staff about the safe use of surgical 
energy-based devices in the OR, 
endoscopy suite, and other areas. 

The FUSE program includes 
monopolar devices, bipolar devices, 
radiofrequency for soft tissue 
ablation, endoscopic devices, 
ultrasonic energy devices, and 
microwave energy systems. The FUSE 
Task Force included the Association 
of periOperative Registered Nurses 
(AORN), the American Association 
of Gynecologic Laparoscopists, and 

the American Urological Association.
The FUSE training program 

includes a web-based didactic 
curriculum that is available free at 
www.fundamentals-didactics.com. 

To register to take the FUSE 
exam at the American College of 
Surgeon Congress, go to http://www.
fuseprogram.org/testing-information/

acs-meeting-2014. Testing for the 
FUSE certification exam also will be 
available at regional test centers, the 
SAGES annual meeting, and specially 
designated events.  

Up to 12 CME and CNE 
contact hours are available. For more 
information, go to www.fuseprogram.
org.  n
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CNE INSTRUCTIONS

CNE OBJECTIVES

After reading Same-Day Surgery, the participant will be able to:  

•  identify clinical, managerial, regulatory, or social issues relating to ambulatory surgery.

•  identify how current issues in ambulatory surgery affect clinical and management 
practices.

•  Incorporate practical solutions to ambulatory surgery issues and concerns into daily 
practices.

CNE QUESTIONS

1. What problem did an eye 

practice encounter with 

ambulance service employees 

over transporting a potential 

Ebola patient?

A . They refused to transport 

the patient .

B . They didn’t have the 

level of hazmat suits required 

to transport a potential Ebola 

patient . 

2. In the case involving a surgeon 

who used the wrong contrast 

dye during surgery, what was 

the likely cause?

A . The surgeon asked for the 

wrong contrast medium .

B . The surgeon asked for 

the correct medium but did 

not notice that another was 

delivered . 

3. How did Tufts change its 

policies on medication orders?

A . The hospital required 

written orders for medications, 

but only in the OR .

B . The hospital required 

written orders for medications, 

but excluded the OR because 

written orders would not be 

practical .

C . The hospital required 

the OR to use written orders 

for medications, a policy that 

previously applied to other 

departments but not the OR . 

4. Which of the following are 

suggestions for meetings from 

Stephen W. Earnhart?

A . An agenda is a must and 

should be posted ahead of time .

B . Allow staff members to add 

topics to the agenda .

C . Have guest speakers .

D . All of the above . 
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TJC article suggests response 

to adverse event — Disclosure and 
apology encouraged, MAY:51

When a serious adverse outcome 
occurs, expect scrutiny for what you 
say and do, MAY:49 

Documentation/Tools/
Policies

Caring for your Child — Dietary 
Supplements – What You Should 
Know, JAN:Online supplement

Critical Incident Report Form, 
AUG:Online supplement

Medications to be Discontinued 
2 Weeks Before/2 Weeks After 
Surgery, JAN:Online supplement

Patient Care Intern (PCI) 
documents: FEB:Online supplement

Supplements and Surgical 
Impact, JAN:3

Use of Dietary Supplement(s) 
Not on the CHOP Formulary – 
Waiver and Release, JAN:Online 
supplement

Videos help providers check 
injection practices, SEP:92

Welcome letter, AUG: Online 
supplement

Employee health (Also 

see Infection control) 

N95 use questioned for surgical 
smoke, FEB:22

Endoscopy/Colonoscopy

Guidelines address safety in GI 
endoscopy unit, APR:43

Reprocessing included in top 10 
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patient safety list — Atlanta incident 
shows potential for mistakes, JUL:74

Technologies monitor quality of 
scope reprocessing, NOV:120

Finances (Also see 

Cost containment and 

Medicare/Federal 

regulatory action) 

ASCs’ surgeries often less costly 
than hospitals’, SEP:98

Can’t afford a new surgery center? 
Maybe your competitors can help 
you — 3 healthcare organizations 
create joint facility and report 
efficiencies, JUN:61

Cost is not only factor in choice 
— Let patients know they’ll be well-
cared for, SEP:96

Creative fundraising: Farmers give 
gift of grain, FEB:19

From `clueless’ to success in 
collections, AUG:81

How you can address price-
shopping patients, SEP:94

SDS publisher offers discounts, 
FEB:20

Surgery center increases payments 
by 47%, AUG:79

‘Toast and Taste’ raises funds for 
surgery center, FEB:20

Training is key to collecting pre-
surgery, FEB:18

You can obtain a million dollars 
without a major capital campaign, 
FEB:13

Freestanding Centers

ASCs’ surgeries often less costly 
than hospitals’, SEP:98

Answers to questions on quality 
reporting, AUG:84

ASCA disappointed with final 
payment rule, FEB:20

Cancellations reduced on day 
of surgery — Preop screening and 
assessment uses checklist, MAY:52

Can’t afford a new surgery center? 
Maybe your competitors can help 
you — 3 healthcare organizations 
create joint facility and report 
efficiencies, JUN:61

Center offers veterans more timely 
surgery, SEP:99

Eligibility criteria revised for 
ambulatory — Effective July 1 
if seeking TJC reaccreditation, 
JUN:Supplement 3

First week after surgery, need for 
acute care grows, JUL:79

HHS confirms billions of cost 
savings tied to ASCs — ASCA: Data 
also reveals reimbursement issues, 
JUN:67

Joan Rivers’ death puts spotlight 
on safety of freestanding centers, 
NOV:113  

Requirement removed for 
radiologist on staff — ASCs to save 
$41 million annually, JUL:78

Stocking dantrolene saves lives 
and money — Storing the drug at 
ASCs very cost effective, AUG:85

Study says ASCs more efficient 
setting, JUL:78

Surgery center increases payments 
by 47%, AUG: 79

Hospital-based Programs

Can’t afford a new surgery center? 
Maybe your competitors can help 
you, JUN:61

Follow these steps to enhanced 
recovery, OCT:103

Give options: Register online or at 
kiosk, OCT:105

Hospital finds it pays to fight 
fraud charges, APR:44  

Hospital saves money: uses patient 
care interns, FEB:16

Hospitals: Beef up discharge 
planning, AUG:81

Hospitals disappointed with final 
payment rule, FEB:21

Huddles getting popular, but use 
them correctly, JUL:73

Johns Hopkins reduces amount of 
trash by 17%, FEB:15

Many hospitals underuse 
minimally invasive cases, SEP:97

Nurses conduct charity drive, 
NOV:123

Surgical collaborative saves $75 
million, OCT:109

Technology helps cut readmission 
rates, JUN:63

With new protocols, patients 
come out of the OR nearly discharge-
ready, OCT:101

Infection Control

39-year sentence given in HCV 
infection case, FEB:23

Anesthetists’ hand hygiene 
indicates low compliance, OCT:108



CDC draft SSI guidelines find 
evidence elusive, MAY:54

CMS sounding alarm: unsafe 
needle practices — Specific references 
made to ASCs and hospitals, SEP:91

ECRI releases top 10 list of 
technology hazards, JAN:5

Electronic reminders might help 
prevent SSIs, OCT:104

Ex-doc gets life sentence for HCV 
outbreak, JAN:9

‘Flash sterilization’ dropped — 
CMS looks for properly performed 
`immediate-use’ measures, NOV:122

Half a million dollar verdict raises 
concerns about surgical infections, 
MAR:25

Infection Prevention and You, 
MAY:Online issue supplement

Is your staff prepared if a patient 
with Ebola walks in the front door? 
DEC:125

It’s one simple page that may save 
a few lives — APIC: Spread the word 
on patient handout, MAY:5

Lawsuit says protective medical 
gowns failed safety tests, don’t protect 
against Ebola, DEC:128

N95 use questioned for surgical 
smoke, FEB:22

New recs might make white coats 
obsolete, MAR:30

Reprocessing included in top 10 
patient safety list — Atlanta incident 
shows potential for mistakes, JUL:74

Reprocessing machine cultures 
negative, MAR:29

Scope outbreak raises troubling 
questions, MAR:27

SSI rates low, but call for safer 
surgery remains, MAY:54 

Surgery centers provided Ebola 
checklist, NOV:123

Technologies monitor quality of 
scope reprocessing, NOV:120

TJC alert addresses unsafe 
injection practices, AUG:87

Videos help providers check 
injection practices, SEP:92

Wearing 2 sets of gloves cuts 
contamination, AUG:86

Management 

Same-Day Surgery Manager: But, 
what have you done for me today? 
SEP:94

Same-Day Surgery Manager: Could 
you use another “Groundhog Day”? 
NOV:119

Same-Day Surgery Manager: 
Crystal ball forecast for outpatient 
surgery, MAY:53

Same-Day Surgery Manager: `Don’t 
confuse me with the facts!’ OCT:110

Same-Day Surgery Manager: How 
to lead a great meeting: the power of 
group interaction, DEC:133

Same-Day Surgery Manager: Is a 
bad decision better than no decision? 
MAR:29

Same-Day Surgery Manager: Need 
to hire staff or get hired? Read on, 
JAN:10

Same-Day Surgery Manager: 
Questions from trenches of 
outpatient surgery, AUG:83

Same-Day Surgery Manager: 

Reimbursement update on spine and 
pain cases — Also: How to address 5 
difficult situations, APR:45

Same-Day Surgery Manager: 
Where is the compassion for our 
patients? JUN:66

Medicare/Federal 

regulatory activity 

(Also see Accreditation, 

Employee health, 

Quality improvement/

Benchmarking and 

Reimbursement)

$276 million case holds many 
lessons, JAN:3

ASCA disappointed with final 
payment rule, FEB:20

Changes to Medicare pay, quality 
measures finalized for hospitals and 
ASCs in 2015, DEC:129

Changes to quality reporting 
program announced, DEC:130

CMS sounding alarm: unsafe 
needle practices — Specific references 
made to ASCs and hospitals, SEP:91

Get ready: Deadline set for ICD-
10 conversion, OCT:111

HHS confirms billions of cost 
savings tied to ASCs — ASCA: Data 
also reveals reimbursement issues, 
JUN:67

Hospital finds it pays to fight 
fraud charges, APR:44

Hospitals: Beef up discharge 
planning — CMS: Same-day surgery 
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patients may need planning, AUG:81

Hospitals disappointed with final 
payment rule, FEB:21

MedPAC finalizes ASC, hospital 
pay recs, MAR:34 

Meridian Surgical Partners to pay 
more than $5M — Company settles 
suit alleging kickbacks, NOV:118

Patch for SGR, delay of ICD-10 
signed, JUN:65

Reaction mostly positive to 
proposed pay rule, SEP:92

Requirement removed for 
radiologist on staff — ASCs to save 
$41 million annually, JUL:78

New procedures and 

techniques

Deaths rise with shift to 
outpatient urology, OCT:107

MIS rates triple for pancreatic 
disease, MAR:35

Nursing

AORN periop standards, RPs 
include ambulatory, MAY:59

Can’t find nurses for your 
program? These surgery programs 
grow their own, JAN:supplement 1

Nurses conduct charity drive, 
NOV:123 

Technology helps cut readmission 
rates — Patients access info by phone 
or computer, JUN:63

Patient education

Infection Prevention and You, 
MAY:Online issue supplement

Inform patients: Sales rep might 
be in the OR, JAN:7

Simple instructions boost meds 
compliance — Preop instructions 
reduce postop stay, AUG:86

Surgeons decrease joint 
replacement rates, costs, MAR:32

Welcome letter, AUG:Online 
issue supplement

Patient/Family 

satisfaction

Center offers veterans more timely 
surgery, SEP:99

Cost is not only factor in choice 
— Let patients know they’ll be well-
cared for, SEP:96

Inform patients: Sales rep might 
be in the OR, JAN:7

Patients create their own estimates 
— Self-serve portal provides out-of-
pocket costs, JUN:64

Postop pain control linked to 
satisfaction, MAY:56

Same-Day Surgery Manager: 
Where is the compassion for our 
patients? JUN:66

Patient/Staff safety 

(Also see Accreditation, 

Anesthesia, Infection 

control, and Risk 

management)

2 incidents raise concerns: How 
do you protect staff and patients 
from violence? APR:37 

11 ways to reduce rates of falls 
with injuries, MAR:31

AAAHC addresses use of power 
strips — Training resources for safety 
officers listed, OCT:Supplement 4

Caring for your Child — Dietary 
Supplements – What You Should 
Know, JAN:Online issue supplement

Confirmation bias threatens 
patient safety, but it can be overcome, 
DEC:131

Critical Incident Report Form, 
AUG:Online issue supplement

Deaths rise with shift to 
outpatient urology, OCT:107

Healthcare facilities rely on 
credentialing companies — Outside 
firms ensures sales reps are ready for 
OR, JAN:6

Huddles getting popular, but use 
them correctly, JUL:73

Implement protocol for `sterile 
OR,’ JUL:72

Informed consent can play part in 
violence, APR:41

Joan Rivers’ death puts spotlight 
on safety of freestanding centers, 
NOV:113

Medications to be Discontinued 2 
Weeks Before/2 Weeks After Surgery, 
JAN:Online supplement

Patient participation in checklist 
is win-win, APR:46

Program focuses on safety around 
energy devices, DEC:135

Reprocessing included in top 10 
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patient safety list — Atlanta incident 
shows potential for mistakes, JUL:74

Safety checklists reduce postop 
complications, AUG:84

Same-Day Surgery Manager: 
Protect yourself and your patients, 
JUL:76

Supplements and Surgical Impact, 
JAN:3

Surgeon looks at label, ‘sees’ what 
he expects, DEC:133 

TeamSTEPPS offers help with 
distractions, JUL:72

The Unlucky 13: Early Warning 
Signs of Potential Violence at Work, 
APR:39

TJC issues an Alert on tubing 
misconnections, OCT:Supplement 3

Tool helps predict respiratory 
failure, JUL:75

Use of Dietary Supplement(s) Not 
on the CHOP Formulary – Waiver 
and Release, JAN:Online supplement

Want better outcomes? Establish 
culture of safety, JUL:77

Your patients are taking 
supplements, but will they stop 
before surgery? JAN:1

Pediatrics

3 levels of care urged for peds 
surgery, MAY:57

Caring for your Child — Dietary 
Supplements – What You Should 
Know, JAN:Online supplement

Regional anesthesia touted for 
pediatric knees, OCT:109

Website helps parents manage 

postop pain, MAY:58

Postoperative Care

Enhanced Recovery Pathway for 
Colorectal Surgery, OCT:103

First week after surgery, need for 
acute care grows, JUL:79

Follow these steps to enhanced 
recovery, OCT:103

Hospitals: Beef up discharge 
planning — CMS: Same-day surgery 
patients may need planning, AUG:81

Safety checklists reduce postop 
complications, AUG:84

Simple instructions boost meds 
compliance — Preop instructions 
reduce postop stay, AUG:86

Technology helps cut readmission 
rates — Patients access info by phone 
or computer, JUN:63

Tool helps predict respiratory 
failure, JUL:75

Tool integrates caregivers into the 
discharge plan, OCT:108

With new protocols, patients 
come out of the OR nearly discharge-
ready, OCT:101

Preoperative Care/

Testing

Cancellations reduced on day 
of surgery — Preop screening and 
assessment uses checklist, MAY:52

Caring for your Child — Dietary 
Supplements – What You Should 
Know, JAN:Online supplement

Claims allege failure to monitor 

surgical patients, JUL:77
Medications to be Discontinued 2 

Weeks Before/2 Weeks After Surgery, 
JAN:Online supplement

Newly published research suggests 
sleep apnea screening before surgery, 
NOV:118

Study finds evidence lacking on 
value of preop testing — Cataract 
surgery was the exception, APR:47 

Supplements and Surgical Impact, 
JAN:3

Use of Dietary Supplement(s) Not 
on the CHOP Formulary – Waiver 
and Release, JAN:Online supplement

Your patients are taking 
supplements, but will they stop 
before surgery? JAN:1

Quality improvement/

Benchmarking

Answers to questions on quality 
reporting, AUG:84

ASC Quality Measures – Points to 
Remember, MAR:Supplement 2

Changes to quality reporting 
program announced, DEC:130

Implementation delayed of 1 
quality measure, JUN:64

Publicly reporting data from 
surgery is targeted — Guidance 
document focuses on quality 
measures, APR:46 

Quality reporting requirements 
bring questions and criticism, 
MAR:Supplement 1

Surgical collaborative saves $75 
million, OCT:109
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Reimbursement (Also 

see Finances and 

Medicare/Federal 

regulatory activity)

Patients create their own estimates 
— Self-serve portal provides out-of-
pocket costs, JUN:64

Same-Day Surgery Manager: 
Reimbursement update on spine and 
pain cases, APR:45

Technology helps cut readmission 
rates — Patients access info by phone 
or computer, JUN:63

Risk management/

Medical errors (Also see 

Infection control and 

Patient/staff safety)

$276 million case holds many 
lessons, JAN:3  

Anesthesiologist accused of sexting 
in surgery — Take steps to prevent 
now, SEP:89

Avoid danger of disclosure: Just 
the facts, ma’am, NOV:117

Claims allege failure to diagnose 
peritonitis, SEP:96

Claims allege failure to monitor 
surgical patients, JUL:77

Comments recorded on cell phone 
— Patient says staff was mocking 
him. Just-released safety data raises 
concerns about OR distractions, 
JUL:69

Different burden of proof for 
criminal prosecution — Physicians 

targeted for negligence or 
indifference, SEP:93

Half a million dollar verdict raises 
concerns about surgical infections, 
MAR:25

Hospital finds it pays to fight 
fraud charges, APR:44

How to reduce risk for malpractice 
claim, MAY:51

Inform patients: Sales rep might 
be in the OR, JAN:7

Lawsuit says protective medical 
gowns failed safety tests, don’t protect 
against Ebola, DEC:128 

Lawyer cites standards? Rebut the 
allegations, MAR:Supplement 3

Med/mal claims show consistent 
factors, APR:41

Meridian Surgical Partners to pay 
more than $5M — Company settles 
suit alleging kickbacks, NOV:118

Plaintiffs obtaining records 
previously thought safe from 
discovery by other side’s lawyers, 
NOV:116

Special focus this month: How not 
to get sued, JUL:69

TJC article suggests response 
to adverse event — Disclosure and 
apology encouraged, MAY:51

TJC survey results might not be 
discoverable, MAR:Supplement 4

When a serious adverse outcome 
occurs, expect scrutiny for what you 
say and do, MAY:49 

Salaries/Careers

Can’t find nurses for your 

program? These surgery programs 
grow their own, JAN:Supplement 1

Same-Day Surgery 2013 Salary 
Survey results, JAN:Supplement 4

Staff education

Videos help providers check 
injection practices, SEP:92

Supplies and equipment 

(Also see Endoscopy/

Colonoscopy)

AAAHC addresses use of power 
strips — Training resources for safety 
officers listed, OCT:Supplement 4

Lawsuit says protective medical 
gowns failed safety tests, don’t protect 
against Ebola, DEC:128 

N95 use questioned for surgical 
smoke, FEB: 22

Program focuses on safety around 
energy devices, DEC:135

Surgeon looks at label, ‘sees’ what 
he expects, DEC:133 

TJC issues an Alert on tubing 
misconnections, OCT:Supplement 3

Surgeons

$276 million case holds many 
lessons, JAN:3 

Before you add the latest OR 
gadget, Google Glass, explore 
cautions, limits, AUG:77  

Claims allege failure to diagnose 
peritonitis, SEP:96
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Different burden of proof for 
criminal prosecution — Physicians 
targeted for negligence or indifference, 
SEP:93

First virtual surgery with VIPAAR, 
Google Glass, JAN:8

Many hospitals underuse minimally 
invasive cases, SEP:97

Patch for SGR, delay of ICD-10 
signed, JUN:65

Surgeon looks at label, ‘sees’ what 
he expects, DEC:133 

Technology 

Anesthesiologist accused of sexting 
in surgery — Take steps to prevent 
now, SEP:89

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

limits, AUG:77 
ECRI releases top 10 list of 

technology hazards, JAN:5

Electronic reminders might help 
prevent SSIs, OCT:104

First virtual surgery with VIPAAR, 
Google Glass, JAN:8

Give options: Register online or at 
kiosk, OCT:105


