
With newer drugs, should patients 
wait 24 hours to drive, use machinery?
Studies look beyond psychomotor impairment to sleepiness

An outpatient surgery patient received general anesthesia, went
back to work the same day, and drove a busful of passengers 95
miles.1 Another surgical patient left a health care facility where

he had received general anesthesia, went home, and used a chain saw. 
“He remembered being told not to drive a car, but did not think that

advice applied to operation of a chain saw,” says J. Lance Lichtor, MD,
professor in the department of anesthesia at the University of Iowa in
Iowa City. 

These incidences, which did not result in injuries, sound outrageous.
However, as new agents with better dispersal and metabolic rates gain
widespread popularity, same-day surgery providers are raising an
important question: Do patients need to wait 24 hours to drive, operate
heavy machinery, and make important decisions?

A newly published study says that the current recommendation to
refrain from driving for 24 hours after general anesthesia lacks evidence.
The 12 volunteers were randomized to one of three different conditions:
general anesthesia (with propofol and fentanyl), alcohol, or no drugs.2

“There was no significant difference in post-anesthetic driving skills
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Despite newer agents with better dispersal and metabolic rates, providers still
should recommend that most patients abstain from driving, operating heavy
machinery, or making important decisions for 24 hours, several experts agree.
• Sleepiness can persist for 24 hours or longer.
• Consider individualizing the 24-hour guideline based on how each per-

son metabolizes drugs, the patient’s entire medical history, concomitant
medications, the surgical procedure, the patient’s degree of postopera-
tive pain, and how the pain is being managed.

• Treat moderate (conscious) sedation the same as other types of 
anesthesia.
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at two, three, and four hours post-anesthesia, and
the corresponding control sessions,” the authors
say.

Additionally, there was no significant differ-
ence among the three sessions in terms of pen-
and-paper tests of psychomotor performance,
they say.

The authors concluded that certain driving skills
return by two hours after one half-hour of general
anesthesia of propofol, desflurane, and fentanyl in
a group of young volunteers. 

However, the lead author cautions that this
study didn’t reflect the experience of actual surgery
patients because no pain medications were used
and one of the most common sedates, midazolam

HCl (Versed), was not used.
“Before we make changes in current guide-

lines that would impact patient care, it would 
be important to do large-scale study on actual
patients,” says David R. Sinclair, MD, assistant
professor of anesthesiology at the University of
Florida College of Medicine and program direc-
tor of conscious sedation reporting at University
of Florida Anesthesia, Shands Jacksonville.

Some providers look warily at the current 24-
hour guidelines. Those guidelines are related to
the older drugs, says Paul F. White, PhD, MD,
professor in the department of anesthesiology
and pain management at the University of Texas
Southwestern Medical Center, Dallas. “Currently,
most practitioners routinely use short-acting
anesthetic drugs in combination with local anes-
thetics,” he says. 

Another reason that the 24-hour guidelines are
being debated is that despite instructions, some
patients drive or operate heavy machinery after
sedation. In fact, studies suggest that, based on a
binomial distribution, each year between 780,000
and 1.7 million individuals may drive or operate
heavy machinery despite explicit instructions to
the contrary, Lichtor says.1,3,4

When examining whether to change the guide-
lines at your facility, consider these factors:

• Sleepiness lasts longer than psychomotor
impairment.

In studies that measure sleepiness, there is
clear evidence that patients remain sleepier
longer than they show psychomotor impairment,
Lichtor says. One study that Lichtor published
showed residual sleepiness up to eight hours
after sedation.5 “In contrast, psychomotor impair-
ment, as measured using standard psychomotor
tests, was evident only for two hours,” he says.

In one of the few studies that assessed psy-
chomotor performance and sleepiness, psy-
chomotor impairment was seen for eight hours,
but drowsiness was present for 12 hours after
barbiturate or ether anesthesia.6 A National
Institute on Drug Abuse monograph on drugs
and driving reiterates the fact that drowsiness
outlasts psychomotor impairment.7

In one study of patient symptoms 24 hours after
ambulatory surgery, 10% of patients felt drowsy.8

Drowsiness varied by type of surgery, according 
to that study. One-third of patients undergoing
laparoscopy and one-fifth of patients undergoing
general surgery complained of drowsiness at 24
hours. Patients who had undergone dilatation and
curettage of the uterus and eye procedures had a
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lower incidence of drowsiness. 
One drug is particularly problematic concern-

ing sleepiness, Lichtor maintains. “If an anes-
thetic with only propofol and fentanyl is given,
the amount of sleepiness is much less than if
midazolam is added to the mix,” he says. 

• There’s no one answer for every patient.
Although 24 hours is the typical guideline for

waiting to drive and operate heavy machinery,
treat each patient as an individual, recommends
Jeffrey L. Apfelbaum, MD, professor and chair
of the department of anesthesia and critical care
at the University of Chicago Hospitals. 

Consider these factors: how each person metab-
olizes drugs, the patient’s entire medical history,
concomitant medications, the surgical procedure,
the patient’s degree of postoperative pain, and
how the pain is being managed, Apfelbaum sug-
gests. “A broad constellation of questions have to
be answered,” he says.

For example, a patient might have a mole
removed at 5 p.m., but have a heavy degree of
medication, Apfelbaum says. “We may advise
them to not drive for 36 hours,” he says.

Medication may cause drowsiness or slow
reflexes, Apfelbaum points out. Some pain medi-
cations, such as Tylenol No. 3, caution against
driving or operating heavy machinery for as long
as patients are taking medication, he says. 

In addition to medication concerns, pain can be
a significant distraction, he points out.

Also, each patient has a different level of anxi-
ety related to surgery, he says. Also, “it may not
be prudent to operate heavy machine or drive . . .
simply because of the physical exhaustion related
to stress,” Apfelbaum says.

• Handle moderate (conscious) sedation the
same as you do other forms of anesthesia.

Studies have shown that patients are sleepier
up to eight hours after receiving sedation.9

“With moderate sedation, the rules are the same
certainly as for any type of surgery,” Apfelbaum
says. “The drugs they receive at the time and the
patient’s history, the type of procedure, and what-
ever pain medications they prescribe are the main
determining factors, not the level of sedation.” 

There are no scientific data to support a 24-hour
waiting period to drive when patients undergo
brief ambulatory procedures (fewer than 60 min-
utes) with intravenous sedation (e.g., monitored
anesthesia care) or general anesthesia when short-
acting anesthetics are used, White says. He main-
tains that the 24-hour waiting period is from
several decades ago when longer-acting anesthetic

drugs routinely were used during surgery. 
“We know that from a practical point of view,

it is unnecessary to wait 24 hours to resume nor-
mal activities,” White adds. “It’s one of those sit-
uations where there is a lag between the science
and its application in the clinical setting.”

However, in the current litigious state of health
care, no one wants to push the issue, he says. 

“We all know that it’s probably not a problem,
but no one is saying we should change our guide-
lines,” White says.

[Editor’s note: When do you think patients should be
allowed to drive after moderate sedation? Cast your
vote on the SDS web site, www.same-daysurgery.com,
in the “poll” section. Your user name is your subscriber
number from the mailing label. Your password is sds
(lowercase) plus your subscriber number — no spaces.]
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Documentation errors are
easy to avoid and correct
Don’t obscure errors; include all dates and times

One procedure is finished. The surgeon is
ready for the next patient. Turnover time is

critical. Everyone moves quickly from one area to
the next. What about your documentation?

It’s one thing to keep everything moving swiftly
throughout the same-day surgery process, but
don’t let the quick pace affect the completeness 
or accuracy of your documentation, says Anne 
M. Roy, RN, JD, regional operations manager of
Health Inventures, a health care consulting firm in
Westminster, MA.

“I’m finding that most documentation errors are
simply mistakes made when shortcuts are taken to
save time,” she says. To ensure that sloppy or inac-
curate documentation doesn’t cause a problem in
patient care or in a liability claim, Roy suggests
four areas that require your attention:

• Use approved abbreviations. “Don’t make 
up your own abbreviations,” emphasizes Roy.
Every outpatient surgery program should have an
approved list of abbreviations for documentation

purposes that every nurse can access easily, she
suggests. “If there is no abbreviation listed for 
the word you want to use, spell it out completely,”
Roy adds.

• Date entries. “People don’t date entries,” says
Roy. Even if a month and day are used, the year
often is left off the entry, she adds. “It’s important
to keep the year in the documentation, because
legal issues can occur years after the procedure,”
Roy points out. Each time the chart moves to
another department or another staff member, the
entry should have the full date and time on it, she
adds.

• Don’t hide errors. Don’t ever scratch out an
entry to the point you can’t read what’s written,
says Roy. “If you make an error, draw a line
through the error, then write on the next line,”
she says. “Make it obvious that you’re not trying
to obscure something by starting the entry with
the phrase ‘correction to entry above.’”

When you do draw a line through an entry, be
sure to put your initials, as well as the date and
time, she adds. Also, ban any type of correction
fluid designed to cover up ink, says Roy. Although
errors happen, and you need to correct them, you
should never obscure any information, she adds.

• Insert late entries appropriately. “If you for-
get to enter something and go back to the chart
later, after other entries have been made, don’t
try to squeeze the entry between lines of informa-
tion just so everything will be chronological,”
says Roy. “Just start the entry with the phrase
‘late entry’ and write the information along with
the date and time of the entry,” she explains.

The latest you ever should add information
would be the next business day, Roy adds. After
that point, the accuracy of your memory or the
information could be called into question, she says. 

Also, never sign documentation for someone
else, Roy emphasizes. “This doesn’t happen
often, but I’ve seen cases of nurses leaving work,
then calling back to a friend to ask them to add
some information to the chart,” she says. 

Although it is not a frequent occurrence, Roy
says that it is alarming because it can place the sec-
ond nurse in a precarious position. “If you do have
to add information to a chart for someone else, be
sure to start the entry with the statement that you
received a call from the nurse who asked you to
add the missing information,” she suggests. 

As more same-day surgery programs look at
computerized documentation, there are issues to
keep in mind, says Roy. Computerized documen-
tation can ensure a complete record because the
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Complete, accurate documentation is essential, no
matter how quick the pace or how high the volume.
Some of the most common mistakes in outpatient
surgery documentation are:
• Abbreviations used are not approved by the out-

patient surgery program.
• There’s a lack of complete date on the entry; day,

month, and year are necessary.
• Errors are obscured rather than lined out with a

correction written below.
• Late entries don’t reflect accurately the exact

time of entry and the name of person entering
the information.
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system prompts nurses to add missing informa-
tion as they chart, she says. Also, there are no 
legibility problems with a computerized record,
Roy adds.

These were among the reasons the outpatient
surgery staff at Trinity Medical Center in Moline,
IL, switched to computerized documentation when
a new same-day surgery facility was opened, says
Patti A. Berens, RN, nurse manager for Trinity’s
recovery care unit. “Not only did the computerized
documentation improve accuracy, but having the
record on-line also means that the chart is always
available,” she says.

The software used by Trinity is manufactured
by Meditech in Westwood, MA, and does not
delete information if an error is made, Berens
says. A notation that an error in documentation
was made along with the date and time of the
correction as well as the reason for the initial
error is entered, she explains.

“I also recommend that only certain people be
able to correct documentation entries,” Roy says.
This gives managers and supervisors an opportu-
nity to double-check information and make sure
errors are corrected properly, she adds.

With a computerized record, it is important
that every nurse have his or her own identifica-
tion name, code or number, and password, sug-
gests Berens. “We also tell nurses to be sure to
close out the chart completely when they are fin-
ished with their documentation so that no one
can accidentally document on their patient’s
record,” she adds.

Some electronic medical records allow access
and entry by two or more people at the same time,
sources warn. That access can result in duplicate
entries of data. One entry can override the other,
and only one entry is made instead of two, or no
entries are filed to the record, sources say.

Another danger of a computerized system is
the tendency to include more information in the
documentation than is needed, says Roy. “Some

computerized forms that I’ve seen are 50 pages
long,” she says. “Take a look at the forms you
use, and identify the redundant or unnecessary
information to eliminate. Ask your medical
records personnel, especially a registered record
administrator, as well as your risk management
director, to advise you as to the information that
is needed,” she recommends.

One of the most important facets of accurate
documentation is to document as you go, says
Roy. “The only way to make sure another nurse
knows exactly what is going on with your patient
if you go on break or transfer the patient from the
OR to recovery is to write it all down when it hap-
pens,” she explains.

Complete information is especially important
with medications related to nausea or pain, Roy
adds. “Don’t just write down that you gave the
patient 50 mg of meperidine, Also, document
whether or not the medication worked.” This
step prevents the following nurse from repeating
the same dose and medication if it didn’t work
the first time, she explains.

Berens points out an extra benefit to computeriz-
ing documentation: “Not only is our documenta-
tion more accurate, but our patients appreciate the
fact that they don’t have to keep repeating informa-
tion as they move through the same-day surgery
program,” she says. “With the information on-line
and readily available to each department, staff
members can just verify the information instead of
asking patients to repeat it for their records.”  n

Want content surgeons?
Try efficiency benchmarks
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas 

None of us would get in our cars and go to a
movie without knowing what time the show

started or drive to the airport for a flight unless we
knew the flight time. And we certainly wouldn’t
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cook a roast unless we knew at what temperature
to set the oven. Yet we are more than willing to per-
form a surgical case and have no idea what it costs,
and we are content to staff the facility without an
idea of what staffing levels really are needed.

As a company, Earnhart & Associates performs
many operation and process audits a year, and
we no longer are surprised by the number of hos-
pitals and surgery centers that simply do not
benchmark their data or have any idea what
things cost or what is expected of them. I don’t
see how a business can function without guide-
lines. Granted, we have financial benchmarks. We
know, roughly, what is acceptable for equipment
replacement, rent, etc. But very few of us have
efficiency benchmarks.

Efficiency benchmarks strike at the heart of
how good we are doing our jobs; ergo, if you
don’t know what your benchmarks are, how can
you be assured you are doing your job well?
Before you get angry, I must tell you that there
are more than 4,000 surgery centers, with more
than 200 under development right this minute
because someone else is not doing his or her job! 

We all can delude ourselves and say that the
reason there are so many surgery centers is
because the surgeons are greedy and want it all,
but that is not the case. With more than 4,000
face-to-face physician interviews performed by
my company, I can tell you that the No. 1 reason
there are so many surgery centers is because
there are so many hospitals that do not under-
stand or practice efficiency benchmarking. OK,
now you can get mad at me. 

Most understand that turnaround time, start
time, and cost per case are important, but for some
reason, most do not track them. If you do not track
your turnaround time between cases, I can tell you
exactly what it is: It is the longest time between 
the most difficult cases you have ever had. That is
the time your surgeons will say that it is. 

Their perception of your turnaround time is
reality. Unless you can prove them wrong with
charts and graphs, those numbers are what are in
their minds, and those numbers are what they are
going to scream to your CEO.

So what benchmarks should you look for? At
the very least, track the following:

• Percentage of on-time start of case. This term
usually refers only to first case of the day or a
time-scheduled case.

• Reason for case delay. Reasons include miss-
ing paperwork, patient late, etc. Track it and
benchmark the reasons.

• Turnaround time between cases. Define this
time within your organization. Typically, it is
referred to as the time one patient leaves the room
until the time the next one is brought in. However,
most surgeons time it from the time they leave the
room and the time the next patient is brought in,
which is a big difference. Make sure you report it
properly.

• Pre-incision time.
• Surgical time.
• Post-incision time.
• _____________________.
• _____________________.
• _____________________.
• _____________________.
• _____________________.
There are a number of others that should be

tracked. What are they? Fill in the blanks, above.
You could make it a staff meeting exercise.

The bottom line? Time is money, and time
saved is often more valuable to surgeons than
money. If you take my advice and let your staff
go home after their rooms are complete, you will
see your efficiency benchmarks improve. Try it
for a month. Make sure you get base benchmarks
first, or your data will be worthless. See if it
makes a difference in your center. Ask you sur-
geons if they noticed a difference. If it works, see
if you can make it permanent. You will be pleas-
antly surprised. 

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

Four steps can reduce 
the risk of surgical fires
Control O2, drapes, placement of electrodes

Of the more than 27 million outpatient surg-
eries performed each year, approximately 100

surgical fires occur, resulting in up to 20 serious
injuries and one or two patient deaths annually,
according to the Food and Drug Administration
(FDA) and ECRI, a Plymouth Meeting, PA-based
nonprofit health research firm.1,2,3

“I believe that surgical fires are more common
than the numbers indicate because near misses
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such as a tonsil sponge that catches on fire but is
put out before any injury occurs is not considered
a surgical fire by many people because the fire
was easily put out,” says Vangie Dennis, RN,
CNOR, advanced technology coordinator in the
surgical services support department at Promina
Gwinnett Hospital System in Lawrenceville, GA.

The belief that surgical fires are underreported,
along with the serious threat to patient safety that 
a surgical fire represents, were reasons that the
Joint Commission on Accreditation of Healthcare
Organizations has issued a sentinel event alert on
surgical fires, says Richard J. Croteau, MD, execu-
tive director for strategic initiatives. (For informa-
tion on how to access the alert, see resource box,
p. 92.) 

“While a surgical fire that results in a patient
death or permanent loss of function is a review-
able sentinel event that should be reported to
Joint Commission, our sentinel event system is 
a voluntary reporting system,” he says. 

Near-miss events that do not result in death or
injury are not reviewable by Joint Commission,
but the agency encourages every organization to
perform a root-cause analysis on each incident to
determine how it happened and what can be done
to prevent it from happening again, Croteau says.

Analysis of case reports show that the most
common ignition sources of surgical fires are
electrosurgery (68%) and lasers (13%). The most
common locations of surgical fires are in the air-
way (34%) and head or face (28%).3

Prevention of surgical fires requires a collabora-
tive effort between nursing, surgeons, and anes-
thesiologists to develop protocols that minimize
the risks, says Dennis. Her first electrosurgery and
laser policies that address fire risks were devel-
oped almost 15 years ago, she says.

“It was a tough sell to surgeons to have them

change some of their traditional ways because I
had to prove that a fire in an airway could hap-
pen when none of them had ever seen one occur,”
she says. 

After literature searches and reviews of FDA
alerts, Dennis was able to convince surgeons of
the need to approach electrosurgery and laser
surgery in a different manner because they do
carry a higher risk of fire. 

“Our anesthesiologists have been extremely
supportive of our efforts to reduce the risk of fire
and developed their own, very aggressive practice
guidelines specifically for head and neck proce-
dures to eliminate factors that contribute to surgi-
cal fires,” says Dennis. [To review a copy of
Gwinnett Hospital System’s laser, electrosurgery,
and anesthesia guidelines, go to www.same-
daysurgery.com and click on the “toolbox.” Your
subscriber number on your mailing label is your
user name. Your password is sds (lowercase) plus
your subscriber number (no spaces).]

Some of the steps recommended by ECRI,
many of which have been incorporated into
Gwinnett Hospital System’s policies, include:

• Question the need for 100% O2 during facial
surgery; as a general policy, use air or FiO2 at
30% or less for open delivery.

“Our anesthesiologists primarily use com-
pressed air or straight air to maintain patients
oxygen levels and only use a level of O2 needed
to maintain the patient’s SAO2 at 92% at a mini-
mum,” says Dennis. 

Her policy currently calls for a maximum FiO2
at 40% at this time, but she is planning to reevalu-
ate this policy in light of ECRI’s recommendations,
she adds.

• Do not drape the patient until all flammable
preps have fully dried.

“Another safety step we take is to use drapes
that allow us some reaction time if a fire should
occur,” says Dennis. She purchases Kimberly
Clark (Roswell, GA) drapes that melt away if
they ignite as opposed to producing a flash fire.

“Although there is a potential for second- or
third-degree burns to the patient, this is less dan-
gerous than the potential injuries from a flash
fire,” Dennis adds.

• Keep sponges wet during oropharyngeal
surgery.

“The policy that our surgeons found most irri -
tating 15 years ago was the one that prohibits dry
sponges in the area of any laser or electrosurgery
equipment,” says Dennis. While surgeons insisted
that wet sponges would not control bleeding,
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An alert issued by the Joint Commission on
Accreditation of Healthcare Organizations brings
the potential risk of surgical fires to the forefront
and recommends steps to minimize risk.
• Question the need for 100% O2 during facial

surgery.
• Wait until all flammable preps have dried before

draping patient.
• Keep gauze and sponges wet when used with

uncuffed tracheal tubes to minimize leakage of O2.
• Keep electrodes and lasers away from patients

or in standby mode when not in active use.
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Dennis and her staff explained that they could use
dry sponges if the electrosurgery equipment was
not in the area, but they had to replace them with
wet sponges while operating.

“We explained that if a flash fire occurred in
the airway, it was far more serious than some
bleeding,” she adds.

• Place electrosurgery electrodes in a holster
or away from the patient and lasers in standby
mode when not in active use.

“Electrosurgery electrodes stay hot for a short
time after they are shut off, so we make sure they
are never near a drape,” Dennis points out. “We
also don’t allow metal clamps to be used to hold
electrosurgical equipment because the metal can
conduct any heat or electrical current that could
trigger a fire.”

Another change in anesthesiology practice
that improves patient safety is the elimination 
of nitrous oxide in any cases in which O2 is used,
says Dennis. “Nitrous oxide is flammable when
in the presence of O2, so it cannot be used for
induction in tonsillectomies,” she says. 

While cuffed endotracheal tubes are preferred
because they minimize any leaking of O2, one
exception is tonsillectomy in a young child in
which an uncuffed endotracheal tube must be
used, points out Dennis. “In these cases, nitrous
oxide may be used to induce the patient; then it is

turned off, and the O2 is raised,” she explains. 
Dennis also recommends that every policy

include a description of how to manage the treat-
ment of a patient during and after a surgical fire.

“Although surgical fires are not a common
occurrence, there are few other incidents that
can happen during surgery that can be as life-
threatening and devastating to a patient,” she
says. “We need to make sure that anesthesiolo-
gists, surgeons, and nurses work together to
minimize any risk of fire during surgery.”

References

1. Hall MJ, Owings MF. 2000 National Hospital Discharge
Survey. Advance data from vital and health statistics. Hyatts-
ville, MD: National Center for Health Statistics; 2002.

2. Hall MJ, Lawrence L. Ambulatory surgery in the United
States, 1996. Advance data from vital and health statistics.
Hyattsville, MD: National Center for Health Statistics; 1998.

3. ECRI. A clinician’s guide to surgical fires: How they
occur, how to prevent them, how to put them out. Health
Devices 2003; 32:5-24.  n

What does the HIPAA
security rule require?

[Editor’s note: This is a periodic column that
addresses specific questions related to Health
Insurance Portability and Accountability Act
(HIPAA) implementation. If you have questions,
please send them to Sheryl Jackson, Same-Day
Surgery , American Health Consultants, P.O. Box
740056, Atlanta, GA 30374. Fax: (404) 262-5447. 
E-mail: sherylsmjackson@cs.com.]

Same-day surgery managers have been work-
ing hard to put policies and procedures into

place to meet the HIPAA privacy requirements.
Now it’s time to look closely at what’s needed to
meet the requirement of the HIPAA security rule,
adopted Feb. 13, 2003.

The rule requires you to ensure the confiden-
tiality of electronic protected health information
(EPHI) that you maintain. But the requirements
don’t stop there, says Robert W. Markette Jr., an
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For more information, contact:
• Richard J. Croteau, MD, Executive Director for

Strategic Initiatives, Joint Commission on the
Accreditation of Healthcare Organizations, 
One Renaissance Blvd., Oakbrook Terrace, IL
60181. Telephone: (630) 792-5000. Fax: (630)
792-5005. E-mail: rcroteau@jcaho.org.

• Vangie Dennis, RN, CNOR, Advanced
Technology Coordinator, Surgical Services
Support, Promina Gwinnett Hospital System,
1000 Medical Center Blvd., Lawrenceville, GA
30045. Telephone: (678) 442-4179. Fax: (678)
442-2936. E-mail: vdennis@ghsnet.org.

ECRI offers a clinical web site that includes pub-
lished articles and educational posters on surgical
fires that are free. Go to www.mdsr.ecri.org/ and
enter “fires” into the Search Terms line.

To read the sentinel alert regarding surgical fires,
go to www.jcaho.org. Under “Latest Newsletters,”
click on “Sentinel Event Alert — Issue 29.”
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attorney with Gilliland & Caudill, a health care
law firm in Indianapolis. Same-day surgery man-
agers also must make sure EPHI always is avail-
able, even in the event of a disaster or emergency,
he explains.

The security rule also requires you to protect
EPHI against any reasonably anticipated threat 
or hazard and to protect against any reasonably
anticipated use or disclosure of such information
that would violate the privacy regulations, says
Markette. 

Here are answers to additional questions that
are likely to puzzle you:

Question: What is the definition of EPHI?
Answer: EPHI is protected health information

that is maintained or transmitted in an electronic
medium, says Markette. “Electronic medium
means any computer-based form of storage or
transmission such as hard drives, floppy disks,
CD-ROMs, and computer networks,” he says. 

Electronic transmission also includes physi-
cally moving storage medium, he adds. “This
means mailing a floppy disk is considered an
electronic transmission,” he explains. 

Question: What are the different types of
standards?

Answer: The security rule requirements are bro-
ken down into three broad areas: administrative
safeguards, physical safeguards, and technical
safeguards. Generally, administrative safeguards
are policies and procedures designed to protect
EPHI and require that the organization perform a
risk analysis, designate one person as a HIPAA
security officer, and educate the work force on
security requirements for EPHI, says Markette. 

Physical safeguards are related to maintaining
confidentiality of EPHI by physically preventing
unauthorized people from accessing computers.
These safeguards include items such as locks on
doors, he says. 

Technical safeguards are policies and proce-
dures related to computers. This section does
include a requirement that each individual have 
a unique identification on the computer, he says.
Any of the standards or implementation specifi-
cations within the standards that are designated
as required or addressable must be implemented
by April 21, 2005.

Question: What is an “addressable” standard?
Answer: If a standard is identified as “address-

able,” an organization must determine whether a
standard is reasonable or appropriate for its envi-
ronment, Markette explains. 

If it is not, the organization must document why

it is not reasonable and implement an equivalent
alternative measure if reasonable and appropriate. 

One of the addressable standards is integrity
control, he says. 

“This standard requires the same-day surgery
program to ensure that the EPHI is not altered in
any way before or during transmission to another
entity such as a billing company,” Markette says.
“The software that is available to check for alter-
ations is expensive, so a small same-day surgery
program may not be able to reasonably purchase
and implement it.” 

An equivalent alternative measure to meet 
this standard would be to maintain paper copies
of the records that staff members could use as
comparison if they believe the information has
changed or been altered, he suggests.

Question: Will we have to encrypt our e-mail
or other transmissions of EPHI?

Answer: “This may be the most frequently
asked questions regarding security rule compli-
ance,” admits Markette.

Encryption is listed as an addressable standard
for both the access controls standard and the
transmission security standard of the rule. 

“Because it is addressable, covered entities do
not have to implement encryption,” Markette
says. “An entity must assess whether encryption
is a reasonable safeguard in its environment.” 

If it is, then the covered entity must implement
encryption, he says. “If it is not, then the covered
entity must document why it is not reasonable
and appropriate to implement encryption and
assess whether there is an equivalent alternative
method to safeguard EPHI,” Markette explains. 

If the entity determines that the alternative
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For more information on the security rule, contact:
• Robert W. Markette Jr., Attorney, Gilliland 

& Caudill, 6650 Telecom Drive, Suite 100,
Indianapolis, IN 46278. Telephone: (317) 616-
3652. Fax: (317) 275-9246. E-mail: rwm@
gilliland.com. Web: www.gilliland.com.

The Centers for Medicare & Medicaid offer help 
to health care providers preparing for the Oct. 16
deadline for electronic transaction standards by
posting a free webcast on “Provider Steps to
Getting Paid under HIPAA” at www.eventstreams.
com/cms/tm_001/ and a series of papers on elec-
tronic transactions and code sets at www.cms.hhs.
gov/.
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method is reasonable, then the alternative mea-
sure should be implemented. If the alternative
method is not reasonable, the organizations must
document the reasons why and the organization
will be in compliance, he adds.

For some small same-day surgery programs it
may not be reasonable to implement encryption,
says Markette. 

“It is extremely important that reasons for not
implementing encryption be thoroughly docu-
mented,” he stresses. 

Encryption may not be possible for some pro-
grams due to the cost of software and need to
upgrade hardware, he says. Also, if a same-day
surgery program is communicating by e-mail
with surgeons’ offices or even patients in rural
areas, it may be cost-prohibitive for those sur-
geons and patients to purchase software needed
to decrypt the messages, he adds. 

“This documentation will need to be main-
tained for six years according to the security rules
and procedures manual,” he adds.

Question: Does the security rule affect whether
we can continue to fax paperwork to surgeons’
offices?

Answer: No. “The security rule only applies to
PHI in electronic form,” says Markette. In the final
rule, the Department of Health and Human Ser-
vices specifically excluded plain-paper fax trans-
mission from the definition of electronic form, he
says. However, using a personal computer to fax
information via the modem would be considered
an electronic transmission, which would make any
PHI in the fax considered electronic information
that is subject to the security rule, he points out.  n

Cluster of lap cases 
show up in report
CT hospitals, surg centers report adverse events

The first set of adverse events reports from hos-
pitals and surgery centers in Connecticut show

that of 94 adverse events reported, 20 were from
errors during laparoscopic surgery. Accidental
punctures of the colon and bladder were the most

obvious reason listed in those 20 cases.
The hospitals and surgery centers released the

reports in October and November after Connecti-
cut passed a law requiring tracking and disclosure
of medical errors. The results were reported by
the Hartford (CT) Courant. Connecticut is one of 
21 states that requires its health care facilities to
report adverse events.

Under the CT reporting law, hospitals and
surgery centers must notify the health depart-
ment of an adverse event almost immediately.
That report is kept from the public for six months
to allow the facility and state officials to fully
investigate the case. 

For a chart summarizing the reports given to
the Connecticut Department of Public Health, go
to www.dph.state.ct.us and click on “Hospital
and Surgical Center Adverse Event Reports.”  t

JCAHO posts 2004 
standards, offers videos

Outpatient surgery program managers sched-
uled for survey by the Joint Commission on

the Accreditation of Healthcare Organizations in
early 2004 can get an early preview of the stan-
dards by which they will be surveyed.

The pre-publication standards, which are
approved but are not yet formatted for publica-
tion in the manual, are available on-line at www.
jcaho.org; click on “2004 Pre-publication stan-
dards.” They are effective Jan. 1, 2004, for ambu-
latory care facilities and hospitals. The standards
for office-based surgery will be revised in 2005.

The web site does give users an opportunity to
navigate between current and new requirements
for comparison, but the pre-publication standards
do not include scoring information.

If you have additional questions after review-
ing the revised standards and crosswalk, see the
Standards Online Question Form at www.jcaho.
org/Onlineform/OnLineForm.asp, or call the
Standards Interpretation Group at (630) 792-5900. 

Free video describes new process

The Joint Commission also is offering free on-
line informational videos that will help same-day
surgery managers learn more about the Shared
Visions — New Pathways accreditation process.
(For more information, see “JCAHO is turning
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your world upside down with you reporting
deficiencies,” Same-Day Surgery, December
2002, p. 145.) 

The two videos discuss the new approach to
accreditation and the significant changes to stan-
dards. Other topics planned include priority
focus process and tracer methodology, electronic
application for accreditation, periodic perfor-
mance reviews, performance improvement, and
unannounced surveys. 

To access the videos that are available now, 
go to www.jcaho.org, click on “Shared Visions 
— New Pathways,” then “Video Information
Series.” If you need assistance to view the videos,
contact Frank Barancyk, Internet/intranet com-
munications manager at (630) 792-5182.  t

Medicare announces
changes to OPPS

The Centers for Medicare & Medicaid Services
has announced changes to the hospital outpa-

tient prospective payment system (OPPS) effec-
tive July 1, 2003. The memo addresses these areas:
• new health care common procedure coding

system (HCPCS) codes and their status under
hospital OPPS; 

• changes affecting drugs and biologicals;
• pass-through device category codes in effect as

of July 1, 2003;
• modifications to existing HCPCS codes and

ambulatory payment classification (APC)
groups;

• billing and payment requirements for observa-
tion services;

• updating billing instructions for drug-eluting
stents;

• coding instructions for oxaliplatin (Eloxatin);
• minimum unadjusted copayment amount 

for APC 0235, Level 1 posterior segment eye
procedures;

• billing instructions for A9518, supply of radio-
pharmaceutical therapeutic imaging agent, 
I-131 sodium iodide solution; 

• payment amount for J3487, injection, zole-
dronic acid, per 1 mg. 
To access the memo, go to: www.cms.hhs.gov/

providerupdate/whatsnew.asp.  t

Special offer: Save $20 
on this new resource

Just published by Thomson American Health
Consultants: Physician’s Guide to Alternative

Medicine Volume V. The Physician’s Guide to
Alternative Medicine series is the most complete,
evidence-based reference resource available
today. Physician’s Guide to Medicine Volume V is
entirely written and reviewed by physicians and
other clinical experts in the field of alternative
medicine and provides clinically sound, unbiased
information to help you help your patients. 

This essential resource is all new with up-to-date
information on the most popular alternative thera-
pies, plus you can earn up to 30 AMA Category 1
CME credits at no additional cost. 

Call customer service at (800) 688-2421 today
and order your copy for just $229. That’s $20 off 
the regular price. Please refer to order #S03159.  n
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n Avoid wasting
money on equipment
that won’t be used

n Benchmark study:
How do you compare?

n New laser works on
condition that has been
untreatable

n Should nurses
administer propofol?

n Alternative
approaches for 
patient safety goals

COMING IN FUTURE MONTHS

CE/CME instructions

Physicians and nurses participate in this CE/
CME program by reading the issue, using 

the references for research, and studying the
questions. Participants should select what they
believe to be the correct answers, then refer to 
the answers listed in the answer key to test their
knowledge. 

To clarify confusion on any questions answered
incorrectly, consult the source material. After com-
pleting this semester’s activity with the December
2003 issue, you must complete the evaluation
form provided and return it in the reply envelope
to receive a certificate of completion. When your
evaluation is received, a certificate will be mailed
to you.  n



96 SAME-DAY SURGERY ® / August 2003

Kay Ball
RN, MSA, CNOR, FAAN

Perioperative Consultant/
Educator, K & D Medical

Lewis Center, OH
E-mail: KayBall@aol.com

John E. Burke, PhD
Executive Director

Accreditation Association
for Ambulatory Health Care

Skokie, IL
E-mail: johnbur@aaahc.org

Beth Derby
Executive Vice President

Health Resources International
West Hartford, CT

Stephen W. Earnhart, MS
President and CEO

Earnhart & Associates
Dallas

E-mail: searnhart@earnhart.com

Barba J. Edwards, RN, MA
Consultant

Creighton University Center for
Health Policy and Ethics
Partner, OES Associates

Omaha, NE

Ann Geier, RN, MS, CNOR 
Partner

Progressiuve Surgical Solutions
Anderson, SC

Craig Jeffries , Esq., 
Executive Director

American Association of
Ambulatory Surgery Centers

Johnson City, TN

Bergein F. Overholt, MD
Past President

American Association of
Ambulatory Surgery Centers

Chicago
Roger Pence

President
FWI Healthcare
Edgarton, OH

E-mail: roger@fwihealthcare.com

Steve Schwaitzberg, MD
Department of Surgery

New England Medical Center
Boston

Rebecca S. Twersky, MD
Medical Director

Ambulatory Surgery Unit
Long Island College Hospital

Brooklyn, NY
E-mail: twersky@pipeline.com

Conflict-of-Interest Disclosure:
Rebecca Twersky reveals that 
she is on the speaker's bureau
and performs research for Stuart/
Zeneca Pharmaceuticals, Roche
Laboratories, Anaquest, Abbot,
Marrion Merrill Dow, and Glaxo
Wellcome.

EDITORIAL ADVISORY BOARD

Consulting Editor: Mark Mayo
Executive Director

Illinois Freestanding Surgery Center Association
St. Charles, IL

CE/CME questions
If you have any questions about this testing method,
please contact customer service at (800) 688-2421 or 
by e-mail at customerservice@ahcpub.com.

5. In one study of patient symptoms 24 hours after
ambulatory surgery, what percent of patients felt
drowsy? 
A. 1%
B. 2%
C. 5%
D. 10%

6. What is one way to minimize the risk of an airway
fire in oropharyngeal surgery according to Vangie
Dennis, RN, CNOR, advanced technology coordi-
nator in the surgical services support department
at Promina Gwinnett Hospital System?
A. Avoid the use of O

2
in all cases.

B. Reduce the number of people involved in the
surgical procedure.

C. Use nitrous oxide for all inductions.
D. Keep sponges in the surgical field wet. 

7. What is the proper way to correct a documentation
error, according to Anne M. Roy, RN, JD, regional
operations manager of Health Inventures?
A. Use a marker to completely cover an erroneous

entry.
B. Use correction fluid to cover initial entry and

write new entry on top.
C. Draw line through initial entry, initial line, and

write new entry that starts with “correction to
entry above.”

D. Enter correction on same line as error.

8. What is one example of electronic protected health
information that is covered by HIPAA security stan-
dards, according to Robert W. Markette Jr., an
attorney with Gilliland & Caudill?
A. patient information faxed to physician’s office

over a fax machine
B. letter mailed to physician’s office
C. computer disk mailed to another location
D. none of the above

CE/CME objectives

After reading this issue of Same-Day
Surgery, the CE/CME participant will

be able to: 
• Identify clinical, managerial, regulatory, 

or social issues relating to ambulatory
surgery care and management. (See “With
newer drugs, should patients wait 24 hours to
drive, use machinery?” in this issue.) 

• Describe how those issues affect clinical
service delivery or management of a
facility. 

• Cite practical solutions to problems or
integrate information into your daily prac-
tices, according to advice from nationally
recognized ambulatory surgery experts.
(See “Four steps can reduce the risk of surgi-
cal fires; Documentation errors are easy to
avoid and correct; and HIPAA Q&A.”)

Answer Key: 5. D; 6. D; 7. C; 8. C


