
JCAHO is turning your world upside
down with you reporting deficiencies
Self-assessments, other alterations will change dynamics ‘180 degrees’

Submit your organization’s deficiencies to your accreditation orga-
nization? Excuse me? That’s exactly what the Joint Commission on
Accreditation of Healthcare Organizations is expecting you to do

after a self-assessment halfway through your three-year accreditation
cycle. You’ll also have to submit a plan to correct the deficiencies. The
good news: There’s no penalty, and even the final scores after the three-
year surveys won’t be released. 

In the past, the focus of Joint Commission surveys often has been on
scores and surveys, and the incentive was to not share information with
the Joint Commission, admits Russell Massaro, MD, FACPE, executive
vice president of accreditation operations at the Joint Commission. The
change will not be easy, Massaro acknowledges. “There is a history of
the old mindset, which may create anxiety. It’s such a different thing: to
share information with the Joint Commission,” he says. 

The Joint Commission’s program, titled “Shared Visions — New Path-
ways,” is scheduled to be in place in 2004. However, organizations at the
midpoint of their accreditation cycles as of January 2004 and beyond
(those due for survey in or after July 2005) will receive the self-assessment
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The Joint Commission on Accreditation of Healthcare Organizations is
implementing a new accreditation process titled “Shared Visions — New
Pathways.
• Facilities will perform a self-assessment midway through the three-year

accreditation cycle and will submit their deficiencies, along with a plan
for correction, to the Joint Commission.

• Records of outpatient surgery patients are likely to be pulled and exam-
ined as part of a “tracer” methodology. Staff should be familiar with the
continuum of care.

• Regularly assessing the department and questioning the staff can allow
facilities to be in continuous readiness for the survey. 
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tool in or after July 2003. Organizations will have
three to six months to complete the assessment and
to plan corrective actions for any deficiencies. 

The Accreditation Association for Ambulatory
Health Care in Wilmette, IL, isn’t planning any
dramatic changes to its accreditation process at
this time.

The dynamics of the Joint Commission’s
accreditation process will change 180 degrees,
Massaro says. “Normal human behavior causes
people to focus intensively on getting a good
score and being ready for the survey. Sometimes,
unintentionally, they were using the process to
continually improve,” he says. “In the future, we
won’t be publishing scores, and the accreditation
process will be incentivized to share info with the

Joint Commission and assist in developing good
methodologies.”

At the time of the survey, if recommendations
are given, facilities have 30 days to submit a
statement of correction before the final report,
Massaro says. To some extent, it’s a leap of faith,
he acknowledges. “But if they examine the pro-
cess, and see the elements, they’ll see it’s safe to
move in that direction,” he says. 

Accreditation costs should go down, Massaro
maintains. First, the Joint Commission is plan-
ning to reduce the number of standards and the
documentation requirements of those standards,
he says. “Second, the new process should enable
a more continuous process and convert what is a
tidal wave of preparation the year before survey
into constant trickle of activity to ensure you’re in
compliance all the time, which should reduce
‘ramp-up’ [just before the survey],” Massaro says.

One facility that participated in the pilot test of
the new process says it absolutely makes sense.

“It’s going to force surveyors to stop getting
excited about the muffin they found in the freezer
[for example] and focus on what is actually the
process that puts patients in the system. They’ll
be looking at the quality of care delivered,” says
Angie King, RN, CPHQ, quality management
director at Tift Regional Medical Center in Tifton,
GA. While it takes additional time to perform a
self-assessment, it’s a critical component of con-
tinuously improving your care, King maintains.
“It’s a far more educational process for the staff”
than simply gearing up for a survey, she says.

The new survey also may be more time-consum-
ing, King says. She points to a new “tracer” system
whereby surveyors will pull a patient’s chart and
trace the services the patient received through the
system. This tracer system will include surveyor
visits to the areas where the patient received ser-
vices and questions to the staff.

The tracer system may help surveyors gain a
greater understanding of the differences between
surgery centers and hospitals, says Kathy Bryant,
executive director of the Federated Ambulatory
Surgery Association (FASA) in Alexandria, VA.
For example, because of hospitals’ size, variety of
cases, and staffing, their policies and procedures
often need to be much more in-depth than the
ones of surgery centers, Bryant says. 

“Hopefully, this will be another opportunity to
work in tandem with the Joint Commission to
educate surveyors,” she says.

Overall, she is withholding her endorsement of
the new process. “The devil is in the details, which
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in this case, is implementation,” she says. “Clearly,
the idea to be focused more on how care is devel-
oped rather than a bureaucratic review of policies
and procedures is more realistic, but until we see
how it’s actually working in the process, it’s diffi-
cult to say it’s an improvement.”

Here’s are suggestions on how to prepare for
the new accreditation process:

• Be more aware of the continuum of care. The
new process of “tracing” patients at the survey is
likely to involve ambulatory surgery, Massaro and
King say. For example, a surveyor is likely to pick
up an ambulatory surgery record and use that
record to trace the patient through admission,
presurgical screening and evaluation, pre-op tests,
operative, recovery, and discharge, Massaro says.
During these processes, the patient experiences
informed consent, patient rights to test results,
infection control, and pain management. 

“The key here, instead of sitting with groups of
staff and talking about how they do those things in
general and spot checking records to validate, the
new process will take a large number of records
and review what actually happened to patients,
and interpret that in terms of standards,” Massaro
says.

At Tift Regional, the surveyor traced an ED
pediatric patient who was admitted for outpatient
surgery, King says. In the outpatient surgery area,
the surveyors looked at processes, she says. “A lot
of questions revolved around areas such as con-
sent,” King says. Also, the staff were questioned
about the anesthesia interview sheet, she says. 

This is a dramatic change from past surveys,
where surveyors typically focused on inpatients,
King warns. The new focus will be on the contin-
uum of care, she says. “When they leave that
department, it’s not like the job is over,” King
says, and she points to the fact that some outpa-
tient surgery patients end up being admitted.

Also, same-day surgery departments will be
forced to look as the patient as more than a proce-
dure, she says. For example, a basic screen of a
morbidly obese patient or a nursing mother may
indicate the need for nutritional support, King
says. Patients who have no one to care for them
at home may need the intervention of social ser-
vices, she says. 

• Continually prepare for the survey. At Tift
Regional, a Continuous Survey Readiness pro-
gram involves monthly “ambassador rounds”
throughout the facility, including outpatient
surgery. Infection control, quality, plant engineer-
ing, biomed, and patient care staff make the

rounds. Safety areas, such as the oxygen shut-off
valves, are checked, and staff are questioned
about items such as what to do during a fire drill.
“It lets the staff be comfortable asking questions,”
King says.

In addition, new employees are given a hand-
book that is divided into the same sections as the
Joint Commission standards. “It’s like the manual
but greatly simplified, in that it explains: ‘This is
what [the standards] mean to you,’” King says.
For example, in the Performance Improvement
chapter, the department explains its methodology
and how it works at the hospital.

In addition, Tift Regional works with the
Marietta-based Georgia Hospital Association to
have a surveyor consultant come in for several
visits and provide ongoing advice.

• Expect physicians to be more involved in the
process. The Joint Commission aims to have physi-
cians more involved in the new survey process. 
For example, physicians will be more involved
with plans for correction after the self-assessment
or on-site surveys, Massaro says. “The designs of
systems, improvement models, or new system of
care in response to deficiencies found — the design 
of those models and improvements need strong
physician input from the get-go,” he says. 
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For more information on the Shared Visions —
New Pathways program, contact:
• Angie King, RN, CPHQ, Quality Management

Director, Tift Regional Medical Center, 901 E.
18th St., Tifton, GA 31794. Telephone: (229) 
386-6119. Fax: (229) 386-6228. E-mail: angiek@
tiftregional.com.

The October 2002 issue of the Joint Commission
publication Perspectives includes an in-depth look 
at the new accreditation process for 2004. The spe-
cial issue is available free at Joint Commission
Resources’ web site: www.jcrinc.com/perspectives.
Click on “Past Issues,” “2002 Archive,” “October
2002, Vol. 22, No. 10 — Free Special Issue on
Shared Vision — New Pathways.” Printed copies
are available for $25 including shipping. To order a
paper copy, contact:
• Joint Commission on Accreditation of

Healthcare Organizations, 75 Remittance
Drive, Suite 1057, Chicago, IL 60675-1057.
Telephone: (800) 346-0085, ext. 558. Fax: 
(218) 723-9437.E-mail: rherling@jcrinc.com.
Questions about the new survey process can 
be e-mailed to sharedvisions@jcaho.org.
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Also, the Joint Commission says physicians are
likely to be involved in the tracer process, when
the tracing involves their patients.

“We’re not peer reviewing the care received by
that patient,” Massaro says. “We’ve never done
that.”

• Surgery centers that are surveyed under the
ambulatory and hospital manual will see an
elimination of the redundancy. For hospital-
owned surgery centers that have found them-
selves accredited under the ambulatory manual
as well as the hospital one, they now will be con-
sidered part of the hospital organization, Massaro
says. “In the future, at the leadership conference
that will occur, we’ll address common standards
that apply to different components of the organi-
zation and survey them once,” he says. After that
conference, specialist surveyors can focus on spe-
cific units, such as the ambulatory surgery center,
and the standards that apply to that center. 

To be prepared for these changes, know the
standards and know how they’re surveyed, King
advises. “Be comfortable with your own pro-
cesses,” she says. “Within your own department,
practice talking about how patients move through
here, so they understand it’s not just a lap chole
coming through the system.”

Massaro agrees that the focus should be on
patient care processes. “Worry less about the sur-
vey, more about operations, and you’ll do well
with accreditation,” he advises. 

[Editor’s note: In future issues, Same-Day Surgery
will address your most pressing concerns and questions
regarding accreditation by the Joint Commission or
Accreditation Association for Ambulatory Health 
Care. If you have questions, please send them to Sheryl
Jackson, Same-Day Surgery, American Health Con-
sultants, PO Box 740056, Atlanta, GA 30374. Fax:
(404) 262-5447. E-mail: sherylsmjackson@cs.com.]  ■
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Grow your own nurses 
for your facility’s OR
Technology, training attract students 

It’s easy to say that attracting more students to
nursing programs will help address the nursing

shortage in the future, but how do you inspire high
school students? Use television to show them what
a typical part of a workday is like, decided the staff
of Kent Hospital in Warwick, RI, and the Hospital
Association of Rhode Island in Providence.

A live statewide surgery teleconference broad-
cast to seven school sites served as a virtual job

shadowing program for 140 high school science
students in Rhode Island. 

“We were approached by the director of work
force development for the hospital association
when her husband was scheduled for rotator cuff
surgery,” says Linda Sebastian, RN, BSN, CNOR,
director of perioperative services for Kent Hospital.
“Both her husband and his surgeon agreed to the
procedure’s broadcast, and our nurses were excited
about the opportunity,” she adds. 

After preparing information packets for the stu-
dents and making technical arrangements for the
broadcast, the procedure was performed, says
Sebastian. (See teleconference story, p. 149.) “We
asked for volunteers because it was broadcast, but
all of the nurses wanted to be involved,” she says.
Not only did the project give the high school stu-
dents an opportunity to learn about perioperative
nursing, the Kent nurses obtained a new perspec-
tive on the importance of their jobs, she adds.

Another way Kent Hospital gives high school
or college students an opportunity to explore the
operating room (OR) as a potential career is a
summer orderly position, Sebastian says. “We
also give nursing students and pre-med students
a chance to do on-the-job [OR] tech training,” she
adds. “We select the most motivated, serious stu-
dents to scrub on some cases.”

These programs have paid off, with one former
orderly now an RN and working at Kent, she
adds. (To see other ideas for attracting high
school students, See “Think outside the box to
find and keep OR nurses,” Same-Day Surgery,

Virtual job shadowing, summer programs, and
opportunities to train on the job give high school
and nursing students an opportunity to see what it
is like in an operating room environment. 
• Live teleconference of surgical procedure pre-

ceded by literature and videos distributed to 
students attracted 140 high school science stu-
dents and their teachers.

• Eleven-week summer program enhances nurs-
ing school education and provides students and
same-day surgery staff a chance to check out
each other.

• Orderly positions and operating room tech train-
ing are two ways to discover motivated students
who might become motivated employees.
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December 2001, p. 149.)
Another way to attract nurses is to give them a

chance to see the OR before they graduate from
nursing school, says Lori L. Ingram, RN, BSN,
MSN, CNOR, perioperative clinical nurse specialist
at Presbyterian Hospital Matthews in Matthews,
NC. An 11-week summer program gives junior-
and senior-level nursing students an opportunity
to combine classroom and lab experience with rota-
tion through the different clinical areas of the oper-
ating room with preceptors. It has resulted in two
new operating room nurses and four other stu-
dents who decided to train to become nurse practi-
tioners and certified registered nurse anesthetists. 

Not only does the 11-week program give staff 
a chance to evaluate the students as potential
employees, but it also is cost-effective, Ingram
says. “We pay the student nurse salary for the 11
weeks, and we know that these students are inter-
ested in the OR and are going to be looking for
jobs after graduation,” she says. “This compares 
to training a floor nurse for perioperative services

and paying the RN salary during the training
period and not knowing if the nurse will stay in
perioperative services.”

Students have said that the program gives
them a chance to tie concepts together with real
life, says Ingram. “They get practical job experi-
ence, and we get extra help in the OR,” she adds. 

Although the nursing students get a chance to
see inpatient and outpatient surgery, most of
them prefer the same-day surgery setting, says
Ingram. “They like to see the patient through the
whole pre-op, surgical, and recovery process,”
she explains.

When the program was first made available, 40
nursing students expressed interest, Ingram says.
“We reviewed their applications and interviewed
them to choose 15,” she says. Next time, Ingram
says that she and the others selecting students
will ask for more information. “We did require a
3.0 grade point average to make sure they weren’t
struggling academically, but we’ll also ask for
information that indicates work ethic,” she says.
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Teleconference requires
upfront planning

While you and your same-day surgery staff
members may speak at high school career

days or offer some tours of the operating room, it’s
not likely that you’ll invite 140 high school students
in to your operating room to view a procedure.

Unless, like Kent Hospital in Warwick, RI, you
use technology and educational material distributed
prior to the procedure, to attract the interest and par-
ticipation of the students.

By using the Internet, the same-day surgery staff
was able to broadcast a rotator cuff surgery to 140
high schools students and their teachers at seven
school sites. Kent Hospital was approached by the
state hospital association when one of the associa-
tion’s staff member’s husband was scheduled for
the surgery. Once the patient and the surgeon
agreed to the broadcast, the staff at Kent got busy
planning, says Linda Sebastian, RN, BSN, CNOR,
director of perioperative services for Kent Hospital.

The hospital’s information services department
oversaw the technical aspects of the live two-way
broadcast over the Internet, says Sebastian. “An
orthopedics nurse prepared information packets for
the students and their teachers that included a
description of all the roles of each operating room
team member, information on the procedure, and a
description of patient safety issues, such as wrong
site surgery, the operating room staff members have

to consider when preparing the patient,” she says.
A pre-surgery video showed the patient dis-

cussing how his shoulder pain interfered with his
work and daily life, and demonstrated his limited
range of motion. The video also included the sur-
geon describing the procedure and a nurse explain-
ing what the students would see during the
broadcast, adds Sebastian.

The actual broadcast showed all aspects of the
procedure, including prep and intubation, says
Sebastian. A nurse and the surgeon answered
questions during the procedure, she says. “The
questions from the students were well-presented,
and it was obvious they were very interested and
had reviewed the material we provided prior to the
broadcast,” she says. 

Even with the questions, the procedure went
smoothly and did not last longer than a normal rota-
tor cuff surgery, she adds. 

Six weeks after surgery, another video of the
patient showed his range of motion following the
procedure, says Sebastian. Questions that came in
after the broadcast also were answered, and the
videotape was distributed to all of the schools that
participated, she adds. The response was positive,
and the students definitely are more aware of oppor-
tunities in health care and perioperative services
than they were before, she adds. In fact, several
students who participated in the program told media
representatives that the experience reinforced their
intention to pursue a career in medicine or science,
says Sebastian.  ■



“Some students didn’t approach the program as
employment with real job responsibilities, so we
need to make sure they understand that it is a real
job before we select them,” she explains. 

Ingram discovered that three of the students
they chose had never held any type of job prior to

the perioperative program. Information about
involvement in school activities and prior work
experience will help in the selection, she adds. 

If you are considering using student nurses in
the OR, be sure to check with your state board of
nursing to clarify the activities that students can
and can’t perform, Ingram suggests. “In many
places, students can give medications and docu-
ment patient care activities, but you need to be
sure,” she adds.

An added benefit of the program has been the
need to train staff nurses to become preceptors,
Ingram says. 

“We offer workshops that teach how to mentor,
practice issues that preceptors need to know, and
suggestions on how to orient the student,” she
says. “The nurses become energized, realize how
much they have to share, and take their role seri-
ously when we explain that these students are
their future colleagues and their replacements
when they want to retire.”  ■
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For more information about programs to attract stu-
dents, contact: 
• Linda Sebastian, RN, BSN, CNOR, Director of

Perioperative Services, Kent Hospital, 455 Toll
Gate Road, Warwick, RI 02886. Telephone: (401)
737-7010 ext. 1390. E-mail: SebastianL@kentri.
org.

• Lori L. Ingram, RN, BSN, MSN, CNOR, Peri-
operative Clinical Nurse Specialist, Presbyterian
Hospital Matthews, 2023 Bluebonnet Lane,
Matthews, NC 28104. Telephone: (704) 384-
6254. E-mail: lingram@novanthealth.org.
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It’s not theoretical: This
disaster plan worked
Fire tests a surgery center staff’s plans 

Every same-day surgery program has a plan to
deal with emergencies such as fires, but no

one wants to have to use it, especially when you
have more than 100 people in your building and
eight patients in the operating rooms (ORs). It is
nice to know, however, that one such plan worked
when needed.

It was 11:40 a.m. on a Thursday when Teresa
Craven, RN, nurse administrator of Fayetteville
(NC) Ambulatory Surgery Center, was walking
through a back hallway between the surgery cen-
ter and the space under construction for the cen-
ter’s expansion. She had just finished talking
with the contractor about the renovation of space
previously used by a diagnostic center.

“I just happened to see smoke coming out of a
fluorescent light fixture in the hallway,” Craven
says. “I stepped into the scheduling area and
pulled the fire alarm, then headed back to the con-
struction crew to let them know that there was fire
because they have no alarms in their area. “When 
I went back into the surgery center, no one had
moved!” she exclaims. “I said, ‘This is not a drill,
there is a fire,’ then people began to do everything
they were supposed to do.”

Although Craven’s staff do conduct fire drills
during the workday, the drills usually are at the
end of the day, when there are few people in the
waiting room and no one in the ORs, she explains. 

Within minutes, the business office staff had
escorted family members and patients in the
waiting areas to a designated area outside the
center. At the same time, Craven checked on the
status of all patients in the ORs. She asked physi-
cians to finish or get the patients to a point where
they could be moved. 

At that time, five patients had just been sent to
recovery, says Craven. Of the three remaining
cases, two were completed and transferred to the

A fire occurred during the day at Fayetteville (NC)
Ambulatory Surgery Center and forced more than
100 people, including eight patients in operating
rooms, to evacuate. The plan worked well, but the
staff identified items that will make their plan work
more smoothly if needed again:
• Have walkie-talkies for use by manager, safety

officer, or other staff involved in final checks
after evacuation.

• Have enough portable equipment to set up a
recovery room outside the surgery center.

• Have cell phones and cash in the evacuation
area to call taxis to take patients home and
order pizza for hungry staff, family, and patients.

• Mark biohazard areas on maps for use by emer-
gency personnel.
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hospital by ambulance, and the third was com-
pleted, with the patient sent to recover in the park-
ing lot, she adds. 

In the post anesthesia care unit (PACU), staff 
collected portable oxygen tanks, blood pressure
machines, and two crash carts to move outside
along with the PACU patients, Craven says. “We
had one orthopedic patient in our 23-hour stay
unit, and we were able to transfer her to the nearby
hospital,” she adds. Because her transfer agree-
ments were in place and up-to-date, there was no

delay getting ambulances to the hospitals with the
three patients who were transferred, she says. 

Once the evacuation was under way, Craven
and her staff member who is designated as safety
officer walked through the building to ensure
that no one was left and to verify that all gas lines
in the rooms were turned off. “We walked down
different hallways in order to cover the area more
quickly, but I wish that we had walkie-talkies so
that we could stay in touch,” Craven says. The
walkie-talkies also would have come in handy
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Your emergency plan may not
include some ‘little’ things

While no one wants to experience a fire, it is an
opportunity to evaluate how well the emergency

plan works and what small changes might improve it.
Overall, the emergency plan worked well during a May
2002 fire at Fayetteville (NC) Ambulatory Surgery
Center, says Teresa Craven, RN, nurse administra-
tor. All patients, family members, and staff members
were evacuated safely. However, there were several
small items that Craven and her staff identified after
the event that will improve the plan even more:
✔ Evaluate number and type of portable equip-

ment. “We had several patients in different
stages of recovery in the post anesthesia unit
[PACU] and one surgical patient who went
straight from the operating room to the parking
lot,” says Craven. PACU staff took portable oxy-
gen tanks, blood pressure machines, crash carts,
a battery-operated O2 saturation monitor, and a
suction unit with them, she says. “Afterward, we
all agreed that we’d be more comfortable having
two suction units rather than one,” she adds.

✔ Plan for communications. In addition to identify-
ing walkie-talkies as a necessity for staff members
checking hallways and rooms after evacuation
and helping the fire department, Craven also real-
ized that plans need to include identifying certain
employees to pick up cell phones to carry outside.
“Most of our staff members have cell phones, but
the phones were in their purses in their lockers,”
she explains. Craven picked up her backpack
from her office as she left the building, so staff
members were able to call cabs to take family
members and patients home, as well as order
pizza and drinks for the evacuated people.

✔ Mark biohazard areas on evacuation floor
plan. “One of the first questions the fire depart-
ment asked of me was to identify all biohazard
areas,” says Craven. “We have one place where
all of our biohazard waste is placed, so it was
easy to tell the fire personnel where it was, but

we’ve now marked it on the evacuation floor
plans posted around the center,” she says. This is
a simple step to make sure the fire department
personnel are protected against exposure to bio-
hazardous waste, she adds.

✔ Plan for media coverage. Obviously, there was
a lot of media coverage, and Craven did not want
inaccurate information given. “I just told all staff
members to have members of the media find and
talk to me,” she says. Designating one person to
give up-to-date, accurate information is important,
she adds. Because events are occurring quickly,
not every staff member has the latest information,
she explains. By directing media inquiries to one
person who has the information, you can make
sure that the different media representatives don’t
portray the situation as worse than it is, she adds.

✔ Label electrical closets and hose connections.
Whenever you have electrical fuses or control
panels, label the doors clearly, suggests Craven.
Even when a control panel is located in an open
area just inside a door that opens to the outside,
label the outside doors so the fire department can
locate them quickly, she says. Another item to
label is the fire-hose connection valve on or in
your building, she adds. 

✔ Document everything during the cleanup. One
of the most frustrating aspects of cleaning up the
surgery center following the fire, in addition to
dozens of unsolicited calls from vendors offering
to help, was the fact that not too many people
were sure who had to inspect what, Craven says.
“I was working with my insurance company, the
fire marshal, Medicare and Medicaid representa-
tives, county building inspectors, and city building
inspectors,” she says. Because there is no spe-
cific guideline as to what a surgery center must
do before re-opening, Craven talked with every-
one to get information and their approval to move
forward.  “I made notes of every conversation,
including names, dates, and times,” she points
out. “I made sure that if any questions came up
after we re-opened, I knew who had given me the
OK,” she adds.  ■



throughout the rest of day when Craven was
needed by the fire department in one area when
she was in another. The walkie-talkies are now
part of the surgery program’s equipment, she
adds. (For other tips, see box, p. 151.)

The fire department members were complimen-
tary of Craven’s efforts, and they praised the fact
that her patients and staff moved to the parking lot
of an adjacent building several hundred feet away
from the surgery center, she says. “There were no
people in our parking lot to block the fire engines,
ambulances, or other emergency vehicles,” she
says. Having everyone away from the building
meant a little extra planning, she admits. “Our
business office staff took chairs from offices and
the lobby as they escorted family members out, so
they could sit,” she says. “We also took umbrellas
that we keep on hand with us to provide shade,”
she adds.

One business office staff member grabbed the
petty cash box so that cabs could be called to take
patients and family members home. “This was
very important since everyone’s car was in our
parking lot and blocked by the emergency vehi-
cles,” Craven says.

The worst part was the cleanup, she says. “We
had fire damage in only two hallways and our
staff locker, but there was smoke throughout the
entire building.” As a result of the smoke, every
surface in the center had to be wiped with a bio-
chemical agent (Microban QGC manufactured by
II- Rep Z, Braddock, PA), Craven explains. “Walls,
ceilings, and floors were cleaned, and all of the
fabric on furniture and carpets were cleaned as
well,” she adds. “We also had to send out all of
our curtains, blankets, and scrubs to be cleaned.” 

Kenny Strickland, vice president of Highland
Construction in Fayetteville, NC, is the contractor
who oversaw the cleanup. “It’s important that the
ductwork and interior cabinets of the air condi-
tioning and heating systems be cleaned before
any other cleanup occurs,” he says. “If it is not
cleaned first, then you are continually blowing
more smoke, dust, and dirt back into the surgery
center you’ve just cleaned.” 

A nearby hospital made the resterilization of
every instrument go more quickly by making
their facility available to handle the steam and
gas sterilization at night, Craven says. “We even
wiped down all of our packaged instruments,”
she adds. The cost for the environmental clean up
was about $100,000, she says. The cost to repair
the structural damage still hasn’t been totaled,
she says. “We did close for a week to clean up,

and we probably lost 250 to 275 cases that week
to other facilities, but it was nice to learn that our
preparations were well worth the effort,” Craven
says. “We also learned that the fire did start with
an electrical short in the ballast of the fluorescent
light fixture from which I first noticed smoke.”

Family members, physicians, and patients
were very happy with the staff’s handling of the
emergency, she says. “Our staff members were so
calm and professional during the entire event
that no one felt afraid or panicked,” she says. In
fact, one of the most satisfied patients was the
one who went directly from surgery to the park-
ing lot, Craven says. “He was quoted in the local
paper saying that it was the most unusual proce-
dure he ever experienced, saying that he went to
sleep in an operating room and woke up in a
parking lot,” she says.  ■

Tracking changes can 
provide warning
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas 

Surgery centers are busy. There’s no question
about that. But they are also big business, and

someone (please) needs to keep track of the busi-
ness end of the center. We are talking about basics
here, such as “same store growth” (the increase or
decrease in the same line of business as the previ-
ous period). It is a great way of seeing what is
going on inside the business. Somewhere, in all
the paperwork and regulatory issues, some of us
— no, not you — have forgotten that we need to
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For more on responding to a fire, contact:
• Teresa Craven, RN, Nursing Administrator,

Fayetteville Ambulatory Surgery Center, 1781
Metromedical Drive, Fayetteville, NC 28304.
Telephone: (910) 323-1647.
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be constantly vigilant in our endeavors. It takes
constant monitoring to stay on the right track. 

Here are some good, real-life, examples. John
Doe, MD, one of your most productive orthopedic
surgeons, announces one day that he is joining a
for-profit surgery center that just opened up down
the street. “What! How rude,” you think. But there
had to be warning signs. Was anyone looking? Did
anyone in the center know what to look for? When
was the last time you and Doe sat down and had a
chat? Or when was the last conversation you had
with his office manager? Maybe his wife didn’t
know, but his office manager did. You can bet on
it. Did he have complaints in the past? Was some-
thing going on that you didn’t know about in his
postings? 

When surgeons are about to jump ship, most 
of the time, they start hoarding cases to go with
them, or they start doing them in another facility
to see how they are treated before they decide to
invest. In this case, the administrator looked back
at the activity for Doe and saw a huge drop in vol-
ume over the past three quarters. No one noticed
until it was too late. 

The end to this story is that Doe left, and within
one month, the other orthopods followed him, and
they took 1,500 cases with them.

Here’s another example. You receive a call
from your vice president. She just received the
projected profit and loss statement (P&L) from
the accounting group, and she wants to know
why net collected revenue is off by 40%. As the
administrator, you know you had a great period
compared with last quarter. Didn’t you? It sure
seemed as if it was! Did you review the P&L
before your boss did? 

What had occurred several months earlier was
that the billing department had installed new soft-
ware, and the forms all were processed wrong:
They left out the post-op diagnosis. As a result,
every claim was rejected for several months
before anyone noticed. Had someone been track-
ing on a routine basis the cash flow, they would
have noticed it and had an opportunity to correct
it before it grew into such a large problem. As a
result, the administrator suffered a severe loss of
confidence from her board, and she almost lost
her job.

I recently went to a staff meeting during one of
our “operational audits” and asked the staff what
was the target number of cases for the next month
and whether they had reached their goal this
month. It was like shining a light at a deer: They
just froze as if they didn’t understand the question.

They had no idea what their goal was or how it
impacted them.

Think about it. You come to work every day
and do what you are trained to do, but no one
ever tells you what your mission is or what the
desired end result should be. You need to track
certain items, such as cases per month, net rev-
enue per case, supply cost per case, personnel
cost per case, and number of cases by physician
per month. Plot them out, and share them with
the staff. Often, they can find things that a busy
administrator misses.

(Editor’s note: Contact Earnhart at 5905 Tree
Shadow Place, Suite 1200, Dallas, TX 75252. E-mail:
searnhart@earnhart.com. Web: www.earnhart.com.
Earnhart and Associates is an ambulatory surgery
consulting firm specializing in all aspects of surgery
center development and management.)  ■

Med/mal contracts offered
to ASCs, surgical hospitals
Congress also targets relief for physicians

James G. Parker Insurance Associates in Fresno,
CA, has negotiated exclusive terms and condi-

tions for ambulatory surgery centers (ASCs) and
surgical hospitals to obtain medical malpractice
insurance. The agreement is with Chubb Group
of Insurance Companies — Chubb Health Care in
Simsbury, CT. 

Chubb is an A++ 15 rated carrier, says Brad
Shannon, vice president of Parker Insurance
Associates. A++ is a superior rating based on the
company’s overall performance and ability to
meet policyholder and other contractual obliga-
tions. Fifteen is the highest rating in terms of
financial size of the company. “So they are one 
of the largest insurance carriers in the world,”
Shannon says. 
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For more information on the medical malpractice
insurance terms, contact:
• Brad Shannon, Vice President, James G. Parker

Insurance Associates, 5377 N. Fresno St.,
Fresno, CA 93710. Telephone: (800) 266-7721.
Fax: (559) 228-6464. E-mail: blshannon@
jgparker.com. Web site: www.jgparker.com. 

SS OO UU RR CC EE



The cost range of the contracts will be approxi-
mately $30,000 to $100,000, according to Shannon.
The only two states in which Chubb isn’t cur-
rently writing medical malpractice coverage are
Texas and Florida, which probably is due to the
legal climate in those states, he says. (For infor-
mation on how to obtain the medical malprac-
tice coverage, see source box, p. 153.)

In other news, the U.S. House passed the bipar-
tisan Help Efficient, Accessible, Low-cost, Timely
Healthcare (HEALTH) Act of 2002 (H.R. 4600),
which would reduce medical liability costs. 

Among other things, the bill passed Sept. 26
puts a $250,000 cap on noneconomic damages,
ensures that each party to a lawsuit is liable only
for its share of damages, allows periodic pay-
ments, and limits contingency fees, according to
the Chicago-based American Hospital Association.

To find the current status of the bill, go to
http://thomas.loc.gov and search for HR4600.  ■

Hospitals and ASCs see
increases for 2003

Hospitals and surgery centers will see
increases to their payment rates in 2003.

The final rule for the hospital outpatient
prospective payment system (OPPS) provides a
congressionally mandated 3.5% inflationary
update to hospitals’ Medicare outpatient pay-
ment rates for FY 2003. 

The final rule was issued Oct. 31 by the Centers
for Medicare & Medicaid Services (CMS). It takes
effect Jan. 1, 2003. 

Here is a summary from the Chicago-based
American Hospital Association (AHA):
• The net effect of the rule is a 3.1% increase

from last year for urban hospitals and a 6.2%
increase for rural hospitals. 
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■ Hand washing: Are
alcohol-based antisep-
tics OK?

■ Reuse of single-use
devices: How common
is it?

■ Best practices from
scope surgery

■ Tips for preventing
wrong-site surgery

■ How to improve
pediatric care

COMING IN FUTURE MONTHS

Smallpox vaccinations 
imminent for hospitals

The Atlanta-based Centers for Disease Control
and Prevention’s (CDC) Advisory Committee on

Immunization Practices (ACIP) recently approved a
plan that calls for smallpox immunization of 510,000
health care workers. 

The plan suggests that all hospitals designate a
“smallpox care team” that should be immunized prior
to any release of the virus. The committee recom-
mends that the team include a minimum of 40 health
care workers per hospital, with some hospitals vacci-
nating 100 or more. This also may involve the cre-
ation of regional teams of subspecialist consultants,
including surgeons and anesthesiologists in facilities
where intensivists are not trained in anesthesia.

To help you prepare for sweeping procedural
changes, American Health Consultants offers
Imminent Smallpox Vaccinations in Hospitals:
Consequences for You and Your Facility, a 90-
minute audio conference Wednesday, Dec. 11, from
2-3:30 p.m., EST. 

This session is designed to help you and your
staff answer serious questions and prepare your
facility for the inevitable. How will being vaccinated

affect you? How do you protect yourself, patients,
and family? What are the logistics of implementing a
smallpox care team? How do you deal with vulnera-
ble populations? How do you minimize side effects? 

This panel discussion will be lead by William
Schaffner, MD, chairman of the department of pre-
ventive medicine at Vanderbilt University Medical
Center in Nashville, TN. 

A veteran, award-winning epidemiologist who
has seen actual cases of smallpox and currently
oversees a volunteer smallpox vaccine study at
Vanderbilt, Schaffner began his distinguished med-
ical career as a medical detective in the CDC’s
Epidemic Intelligence Service. He also is a liaison
member of ACIP. Schaffner and an expert panel of
emergency and infection control professionals will
help you prepare for this critical task.

The cost of the program is $299, which includes 1.5
hours of free CE, CME, ACEP Category I, and critical
care credits. You can educate your entire facility for
one low fee. The facility fee also includes handout
material, additional reading and references, as well
as a compact disc recording of the program for con-
tinued reference and staff education. 

For more information, or to register, call customer
service at (800) 688-2421. When ordering, please
refer to the effort code: 65341. ■



• The rule does not include a pro-rata reduction
in pass-through payments for some new and
high-cost devices, drugs, and biologicals. 

• The rule lowers the outlier threshold from 3.5
to 2.75 times the amount of the ambulatory
payment classification, which enables hospi-
tals to reach the outlier threshold sooner.
However, outlier reimbursement will drop
from 50% to 45% of costs above the threshold
amount. 

• While the regulation increases overall spend-
ing, the OPPS continues to pay hospitals only
83 cents for every dollar spent on outpatient
care.

Surgery center rates increased by 3%

CMS has published payments for ambulatory
surgery services that are increased by 3% across
the board for services furnished on and between
Oct. 1, 2002, and Sept. 30, 2003. 

Actual rates are subject to a cost-of-living for-
mula. The new rates published by CMS are:
• Group 1 — $333
• Group 2 — $446
• Group 3 — $510
• Group 4 — $630
• Group 5 — $717
• Group 6 — $826 ($676 + $150 for intraocular

lenses [IOLs])
• Group 7 — $995
• Group 8 — $973 ($823 + $150 for IOLs)
• Group 9 — $1,339

Group 9, which originally was established in
1991, has not been used before. According to the
Alexandria, VA-based Federated Ambulatory
Surgery Association (FASA), CMS included it in
this year’s payment update because it expects
that among the codes to be added in 2003, some
will be in Group 9. 

“Exactly what procedures will be in Group 9
cannot be said with certainty, but an idea can be
obtained by looking at those on the proposed list
in 1998 that would have had a payment rate of
more than $1,200,” FASA says. “Of course, until
the government acts, no one can know for certain
what procedures will be added or the reimburse-
ment that will be paid.”

(Editor’s note: The 1998 proposed list was pub-
lished June 12, 1998, in the Federal Register. For
more information, see “Some say proposed changes to
ASC payments will be devastating,” Same-Day
Surgery, August 1998.)  ■
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CE/CME questions
[Editor’s note: To receive CE or CME credit for this
semester, please answer the questions for July to
December 2002, put the answers on the enclosed
Scantron form, fill out the enclosed survey, and mail
both in the enclosed envelope. To obtain information 
on receiving CE/CME credit, contact customerservice
@ahcpub.com or (800) 688-2421.]

21. At what point should same-day surgery programs
perform a self-assessment, according to the new
accreditation process by the Joint Commission on
Accreditation of Healthcare Organizations?
A. six months after the survey date
B. one year after the survey date
C. 18 months after the survey date
D. two years after the survey date
E. six months before their next survey

22. According to Lori L. Ingram, RN, BSN, MSN,
CNOR, perioperative clinical nurse specialist at
Presbyterian Hospital Matthews, what are some 
of the benefits of offering an 11-week summer 
program for nursing students?
A. It offers a chance to evaluate potential

employees.
B. Patients like having young people around.
C. It is a cost-effective way to train nurses.
D. A and B
E. A and C 

23. What aspect of Fayetteville (NC) Ambulatory
Surgery Center’s fire evacuation plan did emer-
gency personnel praise, according to Teresa
Craven, RN, nursing administrator?
A. Surgical procedures were completed on all

patients.
B. Copies of the plan were in everyone’s files.
C. Portable oxygen and other equipment was

available.
D. Patients, family members, and staff members

were evacuated to an area away from the cen-
ter so emergency vehicles had no trouble
reaching the center.

24. Why did the Centers for Medicare and Medicaid
Services include a group 9 in this year's payment
update for surgery centers?
A. Because it expects that among the codes to be

added in 2003, some will be in Group 9.
B. Because a group was needed for some new,

technology-heavy procedures.
C. Because it expects such a group will be needed

in a few years, due to the increase in outpatient
surgery procedures.

D. none of the above

CE objectives

After reading this issue of Same-Day Surgery, the
continuing education participant will be able to:

• Identify the time period for performing accreditation
self-assessments. (See “JCAHO is turning your
world upside down with you reporting deficiencies,”
in this issue.)

• Identify the benefits of programs that give high
school and nursing school students an opportunity
to see what perioperative nursing involves. (See
“Grow your own nurses for your facility’s OR.”)

• Identify items that can increase the effectiveness of
an outpatient surgery program’s disaster plan. (See
“It’s not theoretical: This disaster plan worked.”)

• Identify why the Centers for Medicare & Medicaid
Services included a group 9 in the rate updates for
ambulatory surgery centers. (See “Hospitals and
ASCs see increases for 2003.”)



Accreditation
2002 topics listed for unan-

nounced surveys, JUN: 83 
2003 National Patient Safety Goals

and Recommendations, SEP:111 
AAAHC, JCAHO sign recognition

agreement, JUL:93 
Anesthesia section gets major

changes for AAAHC, JUL:95 
Fancy charts not needed to ensure

positive survey, MAR:42 
JCAHO to ask about wrong-site

surgeries, FEB:20 
JCAHO is turning your world

upside down with you reporting
deficiencies, DEC:145

Joint Commission stops scoring
Alert compliance, FEB:22 

Patient Safety Alert: Closer link
made between nursing short-
age, safety, OCT:Sup 1

Study says wrong-patient proce-
dures underreported: JCAHO
gets involved, SEP:109 

Anesthesia (Also see Pain
Management)

Anesthesia billing gray areas can
cause problems, AUG:103 

Anesthesia section gets major
changes for AAAHC, JUL:95 

Hospitals may sue over Medicare
cuts — Physician supervision of
CRNAs, ASC codes, JAN:10 

Same-Day Surgery Reports:
Anesthesia for ERCP — Clinical
Practice and Safety Aspects,
JAN:Sup 1

Same-Day Surgery Reports: Cutting-
Edge Pediatric Anesthesia for
the Outpatient, MAY:Sup 1

Same-Day Surgery Reports: How 
to Achieve Value-based
Ambulatory Anesthesia Care,
AUG:Sup 1

Same-Day Surgery Reports: Patient
Positioning, Preoperative
Evaluation, Patient Selection for
ERCP, JAN:Sup 5 

Shortage of anesthesiologists
delays elective procedures,
OCT:123 

Cost Containment (Also see
Finances and Medicare)

53% cancellation rate cut to less
than 20%, NOV:138 

Malpractice premiums rise, and
some can’t obtain insurance:
How to survive, JUN:74 

Multiple ORs per surgeon increase
efficiency, OCT:129

Program reduces need for blood
transfusions, MAY:67 

Same-Day Surgery Reports: How 
to Achieve Value-based
Ambulatory Anesthesia Care,
AUG:Sup 1

Surfing the Internet is not just for
entertainment, APR:53 

Disaster Preparedness/Bioterrorism
Bioterrorism Watch: Anthrax after-

math: Adverse drug reactions,
vaccine controversy undercut
CDC extended treatment offer,
MAR:Sup 1

Bioterrorism Watch: APIC —
Smallpox plan uses outdated
infection control, JUN: Sup 3 

Bioterrorism Watch: Bioterrorism
forensics — The burden of
proof, APR:Sup 4 

Bioterrorism Watch: Bioterror tips
for running a tabletop, MAY:
Sup 2 

Bioterrorism Watch: Building a
bridge over the abyss — Will
bioterrorism help bring dis-
jointed health system together?
APR:Sup 1

Bioterrorism Watch: CDC gets
plenty of advice for action,
APR:Sup 2 

Bioterrorism Watch: CDC moving
quickly on smallpox front,
JAN:Sup 4 

Bioterrorism Watch: Clinical
Evaluation of People with 

Possible Inhalational Anthrax,
JAN:Sup 2

Bioterrorism Watch: Dire straits —
Plague released at concert,
MAY:Sup 3 

Bioterrorism Watch: Ease of access
to deadly chemicals may be the
greatest threat to hospital,
FEB:Sup 1

Bioterrorism Watch: Fear is the foe
when anthrax spores are found
within hospital walls, JUN:Sup 1

Bioterrorism Watch: Flu or anthrax?
First inhalational cases yield
clues for clinicians to make the
critical call , JAN:Sup 1

Bioterrorism Watch: Side effects
undermine anthrax drug adher-
ence, MAR:Sup 3 

Bioterrorism Watch: Signs and
symptoms of chemical expo-
sures, FEB:Sup 3 

Bioterrorism Watch: Stanford sets
the standard for bioterrorism
planning, JUN:Sup 4 

Bioterrorism Watch: They don’t call
it bioterror for nothing: Fear is
the foe when anthrax spores are
found within hospital walls,
JUN:Sup 1

Bioterrorism Watch: Traumatized
health care providers may need
stress counseling in horrific
aftermath of bioterror attack,
MAY:Sup 1

Bioterrorism Watch: Triage, decon-
tamination after chemical expo-
sures, FEB:Sup 2 

Bioterrorism Watch: Was anthrax
mailer a bioweapons
researcher? APR:Sup 3

Bioterrorism Watch: Winds of war:
Researchers track airborne
anthrax, MAY:Sup 4 

Patient Safety Alert: Anthrax out-
break forces closer focus on
patient safety, JAN:Sup 1 

Sign up now to continue receiv-
ing bioterrorism news, MAY:71 
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Documentation/Forms/Policies/
Protocols 

Bioterrorism Watch: Clinical
Evaluation of People with
Possible Inhalational Anthrax,
JAN:Sup 2

Fancy charts not needed to ensure
positive survey, MAR:42 

Informed Consent for Stone
Manipulation and Stent
Insertion, JUL:Sup

Inova Perioperative Services
Nursing Concern Form,
FEB:Sup 1

Patient Safety Alert: Pharmacy
Supervisor Skills Checklist,
JUL:Sup 2

Preoperative protocols for wrong-
site surgery, wrong procedures,
and wrong-patient surgeries,
FEB:Sup 

Same-Day Surgery Reports:
Pediatric Easy-Pass Eligibility
Tool, MAY:Sup 4 

Using informed consent forms vs.
progress notes, JUL:89 

Extended Recovery Care
Be aware of challenges with surgi-

cal hospitals, MAR:30 
Med/mal contracts offered to

ASCs, surgical hospitals,
DEC:153

Your facility does what proce-
dures? Surgical hospitals
expand limits, MAR:29 

Finances (Also see Medicare) 
Anesthesia billing gray areas can

cause problems, AUG:103

Freestanding Centers
ASCs not likely to have APCs

until at least 2004, JAN:12
Freestanding centers promote

their advantages, NOV:141 
Med/mal contracts offered to

ASCs, surgical hospitals,
DEC:153

OIG report blasts surgery center
oversight, APR:45 

Staff morale low? Before spending
money, hear what employees
want, JUL:85

Hospitals and ASCs see increases
for 2003, DEC:154

Hospital-Based Programs
Hospitals may sue over Medicare

cuts — Physician supervision of

CRNAs, ASC codes, JAN:10 
Hospitals put priority on outpa-

tient surgery, NOV:140 
Medicare proposes 3.5% increase

for OPPS, OCT:130 
OPPS changes simpler with one

coordinator, MAR:34 
What makes staff happy in the

hospital setting? JUL:87 
Why would a hospital offer all

outpatient care? MAR:32 

Infection Control/Reprocessing
Single-Use Devices

Antimicrobial Spectrum and
Characteristics of Hand
Hygiene Antiseptic Agents,
JAN:Sup

Are you using sterile equipment
on your patients? How can you
be sure? MAY:61 

Do ‘sacred cows’ still graze in
your OR? FEB:15 

Fight infection before it develops,
NOV:136 

Growth of endoscopy raises infec-
tion concerns, AUG:99 

Hand Hygiene Recommendations,
JAN:Sup

Hand hygiene guideline recom-
mends no brush, JAN:4

Infection control practices change
with technology, MAR:38 

Keep eye on infections following
knee surgery, FEB:17 

Reviewing gold standards for pro-
cessing endoscopes — Staff
must receive device-specific
training, AUG:100 

Internet/World Wide Web
Plan ahead to meet patient educa-

tion needs, APR:55 
Surfing the Internet is not just for

entertainment, APR:53 
Web sites give patients 24-hour

information, APR:57 

Laparoscopy/Colonoscopy/
Arthroscopy/Endoscopy

Colonoscopy discomfort affects
patient satisfaction, JUN:79 

Growth of endoscopy raises infec-
tion concerns, AUG:99 

Is knee arthroscopy helpful for
osteoarthritis? SEP:116

Laparoscopic technique is effec-
tive for cancer, JUN:77 

New techniques available for foot,
ankle problems, MAR:33

Reviewing gold standards for pro-
cessing endoscopes — Staff
must receive device-specific
training, AUG:100 

Video capsule gives views that
endoscopy can’t, MAY:64

Management (Also see Cost 
Containment, Disaster
Preparedness/Bioterrorism,
Extended Recovery Care,
Quality improvement/Quality
Assurance, Regulation, Salary/
Careers, and Staffing/Staff
Satisfaction)

After 25 years of growth, the
future looks bright — but brace
for changes, APR:45 

Certified administrator exam set
for Sept. 28, JUL:95

Do ‘sacred cows’ still graze in
your OR? Evaluate rituals with
eye to outcome, safety, FEB:15

Experts look into their crystal
balls, APR:47 

Is ambulatory surgery crossing the
line with patients and proce-
dures? JAN:1 

It’s not theoretical: This disaster
plan worked, DEC:150

Same-Day Surgery Manager: 2nd-
generation ASCs face increased
risk of failure, AUG:102 

Same-Day Surgery Manager:
Flashbacks — Developing a
surgery center in the ’80s,
APR:49 

Same-Day Surgery Manager: Going
from not-for-profit to a corpo-
rate culture, JAN:9 

Same-Day Surgery Manager: How
to organize your operating
environment, JUL:88 

Same-Day Surgery Manager:
Surgery volume is booming —
Is yours? SEP:115 

Same-Day Surgery Manager:
Tracking changes can provide
warning, DEC:152

Same-Day Surgery Manager:
‘You’re not the boss of me’ — or
are you? MAY:66 

Same-Day Surgery Manager:
‘You’re not the boss of me’ — or
are you? Part II, JUN:81 

Then and Now — Comparisons of
outpatient procedures, physi-
cian and RN salaries, and other
data, past and present, APR:Sup
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Your emergency plan may not
include some ‘little’ things,
DEC:151

Medicare
ASCs not likely to have APCs

until at least 2004, JAN:12
Hospitals may sue over Medicare

cuts — Physician supervision of
CRNAs, ASC codes, JAN:10 

Medicare proposes 3.5% increase
for OPPS, OCT:130 

Medicare updates info on pass-
through devices, APR:49 

New OPPS rates delayed for
agency review, FEB:27 

OPPS changes simpler with one
coordinator, MAR:34 

Outpatient managers face uncer-
tain reimbursement, APR:48 

Hospitals and ASCs see increases
for 2003, DEC:154

Minorities
Attract Hispanic patients by

understanding needs, JAN:5
Be prepared: Hispanics have a

variety of needs, FEB:25 

New Procedures and Programs
(also see Laparoscopy/
Colonoscopy/Arthroscopy/
Endoscopy, Surgeons, and
Technology)

Be aware of challenges with surgi-
cal hospitals, MAR:30 

Laparoscopic technique is effec-
tive for cancer, JUN:77

Mini-facelifts offer quick recovery,
attract patients, MAR:36 

New techniques available for foot,
ankle problems, MAR:33 

Program reduces need for blood
transfusions, MAY:67 

Same-Day Surgery Reports:
Anesthesia for ERCP — Clinical
Practice and Safety Aspects,
JAN:Sup 1

Same-Day Surgery Reports: Patient
Positioning, Preoperative
Evaluation, Patient Selection for
ERCP, JAN:Sup 5 

Some bariatric cases move to out-
patient arena, OCT:124 

Your facility does what proce-
dures? Surgical hospitals
expand limits, MAR:29 

Nurses
As nursing shortage stretches out,

programs survive with contract
nurses, OCT:121

Grow your own nurses for your
facility’s OR, DEC:148

Inova Perioperative Services
Nursing Concern Form,
FEB:Sup 1

Keep you hiring standards high,
or risk adverse patient out-
comes, NOV:133

Patient Safety Alert: Closer link
made between nursing short-
age, safety, OCT:Sup 1

Ophthalmology
Armed with LASIK info, patients

ask questions, AUG:101 
Journal Review: Laser in situ ker-

atomileusis for myopia and
astigmatism: Safety and efficacy
— A report by the American
Academy of Ophthalmology,
MAR:41 

Pain Management
Colonoscopy discomfort affects

patient satisfaction, JUN: 79
Same-Day Surgery Reports: Role of

COX-2 specific inhibitors for
pain management after ambula-
tory surgery, NOV:Sup 1

Specific risks for pain manage-
ment practices, SEP:117 

Patient/Family Education
Armed with LASIK info, patients

ask questions, AUG:101 
Plan ahead to meet patient educa-

tion needs, APR:55 
Web sites give patients 24-hour

information, APR:57 

Patient Satisfaction/Public Relations
Armed with LASIK info, patients

ask questions, AUG:101 
Colonoscopy discomfort affects

patient satisfaction, JUN:79 
Happy employees result in satis-

fied patients, APR:51 
Programs offer free eye surgery

for needy, MAR:39 

Pediatrics
Same-Day Surgery Reports: Cutting-

Edge Pediatric Anesthesia for
the Outpatient, MAY:Sup 1

Same-Day Surgery Reports:
Pediatric Easy-Pass Eligibility
Tool, MAY:Sup 4 

Quality Assurance/Quality 
Improvement

Ease of use important for medical
event reporting, MAR:41 

CQI requires different approach in
SDS programs, FEB:23 

Regulation (Also see Infection
Control)

Bioterrorism Watch: CDC gets
plenty of advice for action,
APR:Sup 2 

Bioterrorism Watch: CDC moving
quickly on smallpox front, JAN:4

Changes proposed to HIPAA
rules, MAY:69 

Comment on open, unused single-
use devices, NOV:143 

Final HIPAA privacy rule will be
less burdensome, OCT:127 

Legislation delays HIPAA for one
year, MAR:43 

No grandfather clause in pro-
posed Life Safety Code, JAN:7 

OIG report blasts surgery center
oversight, APR:45

On-line form extends deadline for
HIPAA, SEP:118 

Proposal: Eliminate most off-cam-
pus surgery centers from
EMTALA regulations, JUL:85 

Smallpox vaccinations imminent
for hospitals, DEC:154

Risk Management/Medical Errors
(also see Infection Control)

2003 National Patient Safety Goals
and Recommendations, SEP:111

AEM improves patient safety,
reduces liability, JUN:76 

As nursing shortage stretches out,
programs survive with contract
nurses, OCT:121

Consider these steps with implant
patients, SEP:113 

Do ‘sacred cows’ still graze in
your OR? FEB:15 

Ease of use important for medical
event reporting, MAR:41 

FDA Public Health Web
Notification: Cochlear Implant
Recipients May Be at Greater
Risk for Meningitis, SEP:Sup 

Growth of endoscopy raises infec-
tion concerns, AUG:99 

Informed Consent for Stone
Manipulation and Stent
Insertion, JUL:Sup
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Is ambulatory surgery crossing the
line with patients and proce-
dures? JAN:1 

JCAHO to ask about wrong-site
surgeries, FEB:20 

Keep you hiring standards high,
or risk adverse patient out-
comes, NOV:133

Malpractice premiums rise, and
some can’t obtain insurance:
How to survive, JUN:74

Med/mal contracts offered to
ASCs, surgical hospitals,
DEC:153

National Patient Safety Goals and
Recommendations, SEP:111 

Patient Safety Alert: 2003 National
Patient Safety Goals and
Commendations, OCT:Sup 4

Patient Safety Alert: Closer link
made between nursing short-
age, safety, OCT:Sup 1

Patient Safety Alert: Anthrax out-
break forces closer focus on
patient safety, JAN:Sup 1

Patient Safety Alert: Early results of
Leapfrog hospital survey
promising, APR:Sup 1

Patient Safety Alert: HHS commits
$50 million to better patient
safety, JAN:3

Patient Safety Alert: Injury preven-
tion model broadens safety
scope, JUL:3

Patient Safety Alert: Joint
Commission issues patient
safety goals, OCT:Sup 3

Patient Safety Alert: Leapfrog com-
pliance pays off for hospitals,
JAN:4

Patient Safety Alert: NPSF taps
Diamond as interim director,
JAN:4

Patient Safety Alert: Poor supervi-
sion can contribute to a higher
rate of errors, JUL:Sup 1

Patient Safety Alert: Putting safety
principles into practice,
APR:Sup 1

Patient Safety Alert: Safety tool
stresses education and action,
APR:3

Possible link of cochlear implant,
meningitis, SEP:112 

Pre-op procedures: Check all
women for pregnancy? JUL:91 

Preoperative protocols for wrong-
site surgery, wrong procedures,
and wrong-patient surgeries,
FEB:Sup

Specific risks for pain manage-
ment practices, SEP:117 

Study says wrong-patient proce-
dures underreported: JCAHO
gets involved, SEP:109 

Using informed consent forms vs.
progress notes, JUL:89 

West Nile virus — advice on elec-
tive procedures, NOV:143 

Where does the pressure come
from to do cases? FEB:22 

Salary/Career
2002 Salary Survey Results:

Firemen hats, candy, and games
can increase productivity,
NOV:Sup 1 

Staff Education
Reviewing gold standards for pro-

cessing endoscopes — Staff
must receive device-specific
training, AUG:100 

Sign up now to continue receiving
bioterrorism news, MAY:71 

Smallpox vaccinations imminent
for hospitals, DEC:154

Staffing/Staff Satisfaction
As nursing shortage stretches out,

programs survive with contract
nurses, OCT:122 

Employee award program based
on specific actions, APR:53 

Happy employees result in satis-
fied patients, APR:51 

Here are 6 great ideas for boosting
staff morale, AUG:106 

Keep you hiring standards high,
or risk adverse patient out-
comes, NOV:133

Patient Safety Alert: Poor supervi-
sion can contribute to a higher
rate of errors, JUL:Sup 1

Patient Safety Alert: Pharmacy
Supervisor Skills Checklist,
JUL:Sup 2

Programs offer free eye surgery
for needy, MAR:39 

Same-Day Surgery Manager: Find
optimal staffing for outpatient
surgery, FEB:18 

Same-Day Surgery Manager: How
to select the right staff for your
program, MAR:37 

Same-Day Surgery Manager: Vested
interest: When staff take owner-
ship, NOV:139 

Staff morale low? Before spending
money, hear what employees
want, JUL:85 

Teleconference requires upfront
planning, DEC:149

What makes staff happy in the
hospital setting? JUL:87 

Surgeons/Office-based surgery
8.5 million cosmetic procedures

done in 2001, JUL:92 
General surgeon shortage

expected to reach crisis level in
next 5 years, AUG:97 

Growth of endoscopy raises infec-
tion concerns, AUG:99 

Malpractice premiums rise, and
some can’t obtain insurance:
How to survive, JUN:74

Med/mal contracts offered to
ASCs, surgical hospitals,
DEC:153

Multiple ORs per surgeon increase
efficiency, OCT:129 

Programs offer free eye surgery
for needy, MAR:39 

Reviewing gold standards for pro-
cessing endoscopes, AUG:100

Same-Day Surgery Manager: What
is the physician ownership
mentality? OCT:126 

West Nile virus — advice on elec-
tive procedures, NOV:143 

Technology (also see Internet/
World Wide Web and
Laparoscopy/ Colonoscopy/
Arthroscopy/Endoscopy)

AEM improves patient safety,
reduces liability, JUN:76 

Infection control practices change
with technology, MAR:38 

Medicare updates info on pass-
through devices, APR:49 

Teleconference requires upfront
planning, DEC:149

Video capsule gives views that
endoscopy can’t, MAY:64

With robotics, space is the limit for
outpatient surgery in the future,
FEB:13 
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