
Should RNs administer propofol?
Providers stand on both sides of issue
Is nurse ready to rescue a patient who slips into general anesthesia?

Most same-day surgery providers agree that propofol offers
great advantages in outpatient surgery: It hastens patient
recovery and is easy to titrate. 

But is it legal and safe for RNs who aren’t certified registered nurse
anesthetists (CRNAs) to provide it? Therein lies the million-dollar ques-
tion. The issue is drawing the attention of RNs, nurse anesthetists, anes-
thesiologists, state boards of nursing, state legislatures, and others. 

While it generally is accepted for RNs to administer propofol on a
slow drip in intensive care units where most patients are intubated and
mechanically ventilated, nurse-administered propofol is expanding to
gastrointestinal endoscopy, ophthalmology, plastic surgery, and dental
surgery.1 In outpatient surgery, where there are always time and cost
pressures, propofol is seen as one way to alleviate those pressures.
While propofol makes the total cost per case higher, the costs can be
made similar to standard sedation costs if a registered nurse adminis-
ters the drug, some sources say.1
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Final EMTALA regulation retains 
exemption for off-campus sites

Under the final rule for the Emergency Medical Treatment and Labor 
Act (EMTALA) regulations from the Centers for Medicare & Medicaid

Services (CMS), most off-campus hospital surgery centers no longer will fall
under EMTALA. The rule has never applied to surgery centers that are certi-
fied by Medicare as freestanding. Hospital-based surgical facilities would be
subject to EMTALA only if located on the main hospital campus and treated
by Medicare as a department of the hospital, or located off-campus of the
main hospital and qualifying as a “dedicated emergency department [ED].” 

(Continued on page 112)



“We can’t afford anesthesiologists,” says John
A. Walker, MD, president of Gastroenterology
Consultants in Medford, OR. “I think that if I
were to do every single case with an anesthesiolo-
gist, the insurance company would come knock-
ing on our door and ask, ‘What’s going on here?’”
Also, there is a shortage of anesthesiologists, he
points out.

At the same time, RNs increasingly are being
educated at a higher level, says Sandra Tunajek,
CRNA, ND, director of practice at the American
Association of Nurse Anesthetists in Park Ridge,
IL.

Many providers question whether it is safe for
RNs to administer propofol. Some states laws
restrict who can administer propofol, providers
say. Thirteen states forbid the practice in their
nurse practice acts, but many state boards of
nursing have not issued a statement or opinion.1

(For information on where to find how your
state board of nursing stands, see resource box,
p. 111.) 

“Physicians and nurses don’t seem to under-
stand that their licenses could be at risk,” Tunajek
says. “[Nurses] believe that physicians gave them
an order, so it’s OK if the hospital doesn’t pro-
hibit them.”

The American Society of PeriAnesthesia
Nursing in Cherry Hill, NJ, and the Association
of periOperative Registered Nurses in Denver
don’t have formal positions on nurse-adminis-
tered propofol. The Society of Gastroenterology
Nurses and Associates (SGNA) in Chicago does
not recommend nurse-administered propofol at
this time. However, at the spring 2003 SGNA con-
ference, a paper presented on nurse-administered
propofol sedation (NAPS) concluded, “State laws
or local institutional policies may prohibit NAPS,
but should relax as authorities and anesthesiolo-
gists become aware of the evidence base support-
ing NAPS.”2

For it’s part, the American Society of Anesthe-
siologists in Park Ridge, IL, recommends that any
practitioner who administers propofol be quali-
fied to rescue patients from any level of sedation,
including general anesthesia.3

Additionally, some nurses are reluctant to
administer propofol, even in states where it is
allowed.

But there are strong proponents of the practice.
“We’ve done 15,200 cases with beautiful results,”
Walker says. Of those cases, there was one defi-
nite aspiration, which required hospitalization,
he says.4
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The use of RNs to administer propofol is growing in
gastrointestinal endoscopy, as well as ophthalmol-
ogy, plastic surgery, and dental surgery.
• Thirteen state boards of nursing forbid the

practice. 
• The manufacturer instructions warn that providers

must be trained in general anesthesia and the
person administering the drug should not be
involved in conducting the procedure. 

• Patients may slip from conscious sedation to
general anesthesia. Certification in advanced
cardiac life support (ACLS) may not be sufficient
training to rescue such a patient, some providers
say.
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At Indiana University Medical Center in
Indianapolis, a study of 2,000 endoscopic cases of
RN-administered propofol resulted in no endo-
tracheal intubation or hospital admission.5

Walker supports nurse-administered propofol,
as long as it is performed with adequate training
and a strict protocol that protects patients’ safety.
For some facilities, nurse-administered propofol
requires extra staffing in the endoscopy suite, he
says. Facilities should have a registered nurse and
a technician, because the nurse should have no
other tasks except to administer sedation and
monitor the patient, Walker maintains.4 However,
some facilities, such as Walker’s, used this staffing
pattern before converting to nurse-administered
propofol.

Same-day surgery providers warn that
providers need to realize that with propofol, a
patient easily can slip from conscious sedation to
general anesthesia. 

“And additionally, every patient responds differ-
ently to the drug, so what might be a normal dose
for one individual is an overdose for another,”
Tunajek warns. “The problem is the ability of the
person giving the drug to rescue patients from that
deeper level of consciousness who fall into an
unconscious state or general anesthesia. This often
requires a qualified anesthesia provider to assist in
resuscitating the patient.”

Anesthesia providers are more experienced at
titrating drugs to patient effect, she adds.

When administered by folks who are not specif-
ically trained in the administration of general
anesthesia, propofol can be an extraordinarily dan-
gerous agent, says Jeffrey L. Apfelbaum, MD,
professor and chair of the department of anesthe-
sia and critical care at the University of Chicago
Hospitals. 

“It is for this reason that the package insert —
both for the generic and trade formulations — is
quite clear on the restriction of use to those prac-
titioners who have been trained in the adminis-
tration of general anesthesia,” Apfelbaum says.

If RNs give propofol to patients for IV sedation
for outpatient surgical procedures, they put them-
selves and their patients at risk, says Rosemary
Lane, CRNA, MS, JD, an attorney in New York
City. If a patient has a problem, the RN who gave
the propofol, “negligently” disregarding the warn-
ing, will have a liability problem, she warns.

The medication insert cautions that the person
administering propofol should not be involved in
conducting the surgical procedure, Lane points
out. 

“This means that the physician performing the
procedure should not be directing an RN in the
administration of propofol,” she says.

If RNs are using it frequently, it is only a mat-
ter of time before you will hear about an adverse
event, Lane warns. “Many anesthesia providers,
with years of experience using propofol for seda-
tion, have had to deal with a patient with the
sudden onset of airway obstruction, loss of con-
sciousness, or apnea,” she says.

If you do have nurses administer propofol, you
may want to look at the training conducted by
Walker’s facility.4 Nurses had approximately two
weeks of training. Nurses observed the anesthesi-
ologist administer propofol, watched a video of
conscious sedation guidelines, passed a written
examination on the pharmacokinetics and proper-
ties of propofol, then observed the anesthesiolo-
gist administer propofol in the endoscopy suite.
The final step was for nurses to administer propo-
fol under the supervision of the anesthesiologist. 

Walker uses nurses who have had extensive
experience in the recovery room and as endo-
scopic assistants and are certified in advanced
cardiac life support (ACLS).4 However, some
sources maintain that ACLS alone isn’t sufficient.1

They point to the fact that rescuing a patient
involves practice such as endotracheal intubation
and placing a laryngeal mask airway (LMA).
They also say that ACLS skills may not be used
often enough in outpatient settings so that nurses
can be confident in using them.

Walker’s study recommends that patients who
are at high risk — seriously ill, at risk for aspira-
tion, or have difficult airways — be excluded
from nurse-administered propofol.4

In the meantime, expect more action at the
state level on nurse-administered propofol,
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For more information on nurse-administered propo-
fol, contact: 
• Sandra Tunajek, CRNA, ND, Director of Practice,

American Association of Nurse Anesthetists, Park
Ridge, IL. E-mail: stunajek@aana.com.

• John A. Walker, MD, President, Gastroenter-
ology Consultants, Medford, OR. E-mail: info@
drnaps.org.

For information on where your state board of nurs-
ing stands on who can administer propofol, go to
www.ncsbn.org and click on “news and views,”
“state updates,” “practice issues,” and “conscious
sedation.”

SS OO UU RR CC EE SS   AA NN DD   RR EE SS OO UU RR CC EE



Tunajek predicts. “Every state is looking at set-
ting standards for physician office practices,” she
says. “Those regulations could include language
that could forbid RNs” from administering
propofol, Tunajek says.
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A “dedicated emergency department” is
defined as:

• state licensed facilities that are designated as
having an ED;

• facilities that see one-third or more of their
caseload as unscheduled walk-ins based on the
prior calendar year data — verified by a site sur-
veyor using a sampling system to be defined in
the next set of surveyor guidelines; 

• facilities that hold themselves out to the pub-
lic as providing urgent care via signs, advertising,
name, etc.

Off-campus surgery centers, radiology clinics,
mammography clinics, primary care clinics, and
rehab centers where patients come in for sched-
uled visits and aren’t seeking emergency care no
longer fall under EMTALA. 

Off-campus sites are required to have policies
and procedures for emergency conditions, which
may include calling 911 or sending a team from the
hospital, says Stephen A. Frew, JD, risk manage-
ment consultant for PIC Wisconsin in Madison. 

“The obligation to contact the home ED is
removed, although it may be appropriate in terms
of transfers to the main facility,” he says.

The definition of hospital property that falls
under EMTALA includes the parking lot, side-
walk, and driveway. It excludes areas and struc-
tures that are within 250 yards of the main
hospital building but are not part of the hospital
— for example, physician offices, entities with
separate Medicare provider numbers, restaurants,
shops, and other nonmedical facilities.

However, bear in mind that CMS has some 
discretion to consider unique factual situations
and deviate from the specific criteria, says Eric
Zimmerman, JD, partner with McDermott, Will,

and Emery in Washington, DC. “As such, an area
that might be beyond 250 yards could still be
regarded as hospital campus,” Zimmerman says.
“Individual providers are encouraged to examine
their individual circumstances.”

At press time, the notice was published in the
Sept. 9, 2003, Federal Register and is scheduled to
take effect 60 days after the publication date on
Nov. 8. The Federal Register is available at many
libraries and on the web: www.gpoaccess.gov/
nara/index.html.  ■

Sign up for update 
on EMTALA revisions

You and your facility waited more than a year
for the final revisions to the Emergency

Medical Treatment and Labor Act (EMTALA),
but are they really good news?

Emergency department (ED) managers and
practitioners, hospital administrators, risk man-
agers, and others must digest quickly this com-
plex regulation and determine how the changes
will affect patient care. The revised regulation
takes effect Nov. 10.

EMTALA: The Essential Guide to Compliance

Final EMTALA regulations
(Continued from cover) 

For more information, contact:
• Stephen A. Frew, JD, Risk Management Con-

sultant, PIC Wisconsin. Telephone: (800) 279-
8331, ext. 1914. Fax: (608) 828-1194. E-mail:
sfrew@medlaw.com. Web: www.picwisconsin.
com. 

• Thomas Gustafson, Centers for Medicare &
Medicaid Services, Baltimore. Telephone: (410)
786-4487.
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from Thomson American Health Consultants,
publisher of Same-Day Surgery, Emergency
Medicine Reports, ED Management, ED Nursing,
and Hospital Risk Management, explains how the
changes to EMTALA will affect EDs and off-cam-
pus clinics. In-depth articles, at-a-glance tables,
and Q&As on real-life situations are presented,
and key differences between the old EMTALA
and the new changes are explained succinctly.

Here are some of the vital questions you must
be able to answer to avoid violations and hefty
fines: 

• Do the revisions mean hospitals are less
likely to be sued under EMTALA?

• How does EMTALA apply during a disaster?
• What are the new requirements for maintain-

ing on-call lists?
• How does EMTALA apply to inpatients

admitted through the ED?
• What are the rules concerning off-campus

clinics?

EMTALA: The Essential Guide to Compliance
draws on the knowledge and experience of physi-
cians, nurses, ED managers, medicolegal experts,
and risk managers to cover the EMTALA topics
and questions that are most important to you,
your staff, and your facility. 

The publication is edited by James R. Hubler,
MD, JD, FACEP, FAAEM, FCLM, attending
physician and clinical assistant professor of
surgery, department of emergency medicine,
OSF Saint Francis Hospital and University 
of Illinois College of Medicine, Peoria, and
reviewed by Kay Ball, RN, MSA, CNOR, FAAN,
Perioperative Consultant/Educator, K&D
Medical, Lewis Center, OH.

EMTALA: The Essential Guide to Compliance also
provides 18 AMA Category I CME credits and 18
nursing contact hours.

Order your copy today for the special price of
$249! Call (800) 688-2421 to receive this valuable
guide to the new EMTALA.  ■
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Audioconference clarifies 
final EMTALA regulations

The final version of the recently proposed
changes to the Emergency Medical Treatment

and Labor Act (EMTALA) takes effect Nov. 10. 
To provide you with critical information on the

updated regulations from the Centers for Medicare &
Medicaid Services, Thomson American Health
Consultants offers New EMTALA Regulations: Are
They Too Good to be True? — an audioconference
on Tuesday, Oct. 21, from 2:30-3:30 p.m., EST.

While the new rule clarifies many points and 
is intended to reduce the compliance burden for
hospitals and physicians, it’s only good news if you
implement it correctly. You still could face violations,
hefty fines, confusion, and misinterpretation. Find
out the answers to the following questions:
• How do you provide emergency treatment during

a national emergency?
• How does EMTALA apply to inpatients, includ-

ing those admitted through the emergency
department?

• What should be the procedure regarding on-call
lists?

• What’s the new rule regarding hospital-owned
ambulances?

• How are off-campus clinics affected?
Ensure you and your staff are prepared with

straightforward advice from a panel of EMTALA
experts. 

The program will be presented by James R.
Hubler, MD, JD, FACEP, FAAEM, FCLM, attending
physician and clinical assistant professor of surgery,
department of emergency medicine, OSF Saint
Francis Hospital and University of Illinois College of
Medicine in Peoria; and Robert A. Bitterman, MD,
JD, FACEP, director of risk management and man-
aged care, department of emergency medicine,
Carolinas Medical Center in Charlotte, NC. 

Our expert advice will help you steer clear of
potential pitfalls. “The new rule could aggravate an
existing problem,” Bitterman told The New York
Times. “Specialists are not accepting on-call duties
as frequently as we would like. As a result, hospital
emergency departments lack coverage for various
specialties like neurosurgery, orthopedics, and oph-
thalmology. The new rule could make it more diffi-
cult for patients to get timely access to those
specialists.” 

Each participant can earn FREE CE or CME for
one low facility fee. Invite as many participants as
you wish to listen to the audio conference for $249,
and each participant will have the opportunity to
earn 1 nursing contact hour or 1 AMA Category 1
CME credit. 

The conference package also includes handouts,
additional reading, a free 48-hour replay of the live
conference, and a CD recording of the program. 

For more information or to register, call customer
service at (800) 688-2421 or (404) 262-5476. E-
mail: customerservice@ahcpub.com. When order-
ing, reference effort code: 83941. ■



Medicare publishes
hospital OPPS increase
ASC rates updated beginning Oct. 1

The Centers for Medicare & Medicaid Services
(CMS) has published proposed payment rates

for hospital outpatient services, effective Jan. 1,
2004, and new rates for ambulatory surgery cen-
ters (ASCs), effective Oct. 1, 2003.

The proposed hospital rates were published
Aug. 12, 2003, in the Federal Register. Hospital rates
would increase 3.8% in the aggregate, sources say.
(To obtain a copy, go www.access.gpo.gov/nara/
index.html. Also, copies of the Federal Register are
available at many public and academic libraries.) 

CMS and Congress are considering linking hos-
pital outpatient and ASC payment rates. The pro-
posed hospital rates show how ASC rates might be
affected if CMS or Congress approve a new pay-
ment system linking the rates in the two settings.
(See chart illustrating the current ASC payment
rate, 2004 ASC rate, current hospital payment
rate, and proposed hospital payment rate for the
top 20 ASC procedures by volume on the Same-
Day Surgery web site, www.same-daysurgery.
com. Click on “toolbox” and look under “reim-
bursement” for “Current and 2004 Payment
Rates by HCPCS Code.”) 

On Aug. 8, Medicare made updates to the
Medicare rates and wage index for ASC pay-
ments. The rates are:
• Group 1: $340
• Group 2: $455
• Group 3: $520
• Group 4: $643
• Group 5: $731
• Group 6: $840 ($690 + $150 for intraocular lens)
• Group 7: $1,015
• Group 8: $989 ($839 + $150 for intraocular lens)
• Group 9: $1,366

Because most carriers are not expected to have
their computers updated by Oct. 1, CMS gave car-
riers the option of holding claims until the updated
ASC rates and wage indexes are installed in their
system or pay the claims at the old rate until they
have loaded the new rates and indexes into their
system. The second option requires them to go
back, once the new rates and indexes are installed,
and pay providers the difference. 

It is expected that all carriers will have their sys-
tems updated by the end of this month, according

to the Federated Ambulatory Surgery Association.
A complete copy of the carrier memorandum is
available at: www.cms.gov/manuals/pm_trans/
AB03116.pdf. 

These carrier instructions reflect current
Medicare law, which provides ASC with a full
consumer price index (CPI) update. Legislation
pending in Congress at press time (H.R.1) would
limit inflation adjustments to CPI-2% for fiscal
years 2004 through 2008. If enacted, the rates
posted in this notice would be reduced to reflect
the smaller inflation adjustment. The CPI-2%
change could result in a nominal update or no
update to ASC rates, depending on how high the
inflation rate is at the time, sources say.  ■

Here’s how to save money
with your equipment

Buying equipment and servicing it can be a
major drain on your program’s finances. But

you can save a significant amount of money by
being actively involved in purchasing and main-
taining equipment, says Jerry Henderson, RN,
CNOR, CASC, executive director of SurgiCenter
of Baltimore in Owings Mills, MD.

For example, consider using someone other
than the manufacturer staff to perform mainte-
nance and repairs on your equipment. SurgiCenter
of Baltimore uses a former hospital employee who
is certified in biomedical engineering to perform
preventive maintenance on much of the equip-
ment, Henderson says. The center has a contract
with the biomedical engineer, who charges on a
per-item basis.

“He does it cheaper for us than if we had gone
through the manufacturer,” she says.

For the center’s anesthesia equipment, pre-
ventive maintenance is performed by a person
who formerly worked for one of the major anes-
thesia equipment manufacturers, Henderson
explains. This employee is certified to work on
the center’s equipment brand, and he maintains
his certification, she says. 

“It’s cheaper than going through the com-
pany,” Henderson says. All manufacturers will
warn you that if you go outside their company
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for maintenance and repairs, you won’t receive
official parts, she says. However, Henderson says
her experience has been positive.

Another option is to ask to receive two years 
of preventative maintenance for the price of one
year, sources say. Also, you can ask vendors to
double or triple the length of the warranties.

Consider these other suggestions:
• Don’t rely entirely on group purchasing

organizations. “Some things we get cheaper
through them,” Henderson says. “Others, we
negotiate on our own.” 

• Examine the service/repair history of older
equipment. “Sometimes, it is more cost efficient
to replace old equipment than to continue to
repair it,” she adds.

• Consider refurbished models. “When
replacing equipment, often a refurbished model
will work just as well as new model and cost sig-
nificantly less,” Henderson says.

• Obtain references. When purchasing equip-
ment, talk to other same-day surgery programs 
to see which vendors they’re using, she suggests.
Also, you can ask the manufacturer for references,
Henderson says. “Make sure they’re reputable and
giving the service they say they will,” she says.

• Work with local companies. SurgiCenter of
Baltimore has been able to obtain its computers
and printers at a reduced rate by working with
the information systems department at a local
accounting firm, Henderson says. “But you have
to price it out and look around,” she adds.

Also, some local manufacturers will offer
reduced prices to you because they want to
keep your business, sources say.

• Have two phone services. “We are constantly
looking at our phone bills to see where we can get
best deals,” Henderson says. The centers currently
has two phone services. “If either line goes down,
we still have service,” she says. “We learned that
the hard way.” 

• Have your staff well trained in mainte-
nance. “The better you have your staff trained to
take care of the equipment, the lower your costs
for repairs,” Henderson says. 

“It’s an important investment in your staff.” 
[Does your program have a cost-saving idea to share?

Contact Joy Dickinson, P.O. Box 740056, Atlanta, GA
30374. Telephone: (229) 551-9195. Fax: (229) 551-0539.
E-mail: joy.dickinson@thomson.com.]  ■

REWRITE - How you can
set limits on conduct
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Dallas 

For those of us blessed(?) with children, setting
limits on acceptable behavior is nothing new.

We have been doing it since the little darlings
were born. The good thing about that parental
training is that it has prepared us for dealing with
the unique experiences we find daily in the oper-
ating room and all the little darlings therein. 

Confession is good for the soul, so I’m going to
own up to a few personal peccadilloes. First, I
used to make fun of my past bosses. I would
point and laugh and make cracks about their
management style and the way they would “spy”
on us in the back of the department. I was, to say
the least, a real jerk. 

Second, I used to push the limits of the enve-
lope of acceptable behavior because, well . . . I
could. Third, and this is the embarrassing part, I
would be passive-aggressive with the other staff
members. I would take the most obedient of the
staff and plant seeds of doubt regarding the
action of our boss. In my wilder years, I was a
royal pain in the butt. 

Recognize that many facilities have behavior
problems hiding in the shadows. You definitely
are not alone! It is widespread, growing, and
frankly causing many department heads, admin-
istrators, and managers to scratch their heads and
wonder why ignoring the problem is not making
it go away. 

Deal with behavior issues swiftly and decisively,
but do so from a position of strength and not with
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For more information on saving money, contact:
• Jerry Henderson, RN, CNOR, CASC, Executive

Director, SurgiCenter of Baltimore, 23 Crossings
Drive, Suite 100, Owings Mills, MD 21117. Tele-
phone: (410) 356-0300. E-mail: jerryh@surgi
centerofbalt.com.
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a knee-jerk reaction to one spontaneous incident.
It’s sad to say, but as we conduct our audits of

facilities, I am discovering many people like me
in the workplace. So let me share just of bit of
what we are finding, how we are dealing with it,
and how it might help your particular situation. 

You need to ask yourself three questions: 
1. What is a behavioral problem? I would

define this as any conduct by a person or group
of people who disturbs the line of business of the
facility. This conduct can be delay of cases, unco-
operative responses to verbal or written requests,
or failure to follow the guidelines. It can be from
a staff member, a surgeon, or anesthesia staff
member. It can be passive in the way a person
disrupts a staff meeting with snickers and innu-
endoes about seemingly everything, constantly
arrives late, takes excessive sick time, and delays
cases by stalling, or it can be aggressive with
open confrontations in the hallways. 

2. What is my tolerance? The military has a say-
ing, “Do you want to die on that hill?” Translation:
Is the incident all that important that you want to
make a stand and risk failure? This is a bigger issue
than most people know. There have been many sit-
uations in which I have observed behavior that
falls outside of the norm that I just pretend I don’t
see. Not because I don’t want to deal with it, but
because it is behavior taken out of context and not
worth the confrontation that will occur if I push it.
A good example might be an otherwise compliant
staff member slamming a door and uttering a
swear word after getting off the phone with an ex-
spouse. It’s best to just look the other way as long
as it is a rare outburst and not an ongoing event.

Another example is your lead surgeon being late
repeatedly, or anesthesia coming in late repeatedly.
These are issues that are worth the fight. 

3. How far am I willing to go to control it? In
other words, what are your limits? In some situa-
tions, doing your job well can cause you to lose it.
Consider the last two examples. Are you going to
give up your job just to make sure that your busi-
est surgeon comes in on time? My advice is: No! 

Like it or not, there are exceptions to everything
in life. But what about the loss of face to the other
surgeons or staff if you ignore this behavior? You
could look like someone who refuses to stand up
to an intimidating situation. So? Who cares what
they might think? As a manager, your job is to
make your facility run smoothly.

The loss of several hundred cases because you
upset your lead surgeon is not making the facility
run smoothly. Your challenge is to go back to the

first question and turn the situation around so that
it does not disrupt the department. One sugges-
tion is to not let staff think you have been stymied
by this situation. At your next staff meeting con-
front the issue with your staff. Roll your eyes and
say, “Dr. Brown obviously is not going to comply
with the clock, so we are going to open his room
15 minutes later than the scheduled time to stay on
par with him.” 

A good manager will take a difficult situation
and find a fix. Staff and cases increasingly are dif-
ficult to find; and in a perfect world, you want to
keep both. If a situation comes up that you cannot
tolerate, be smart and obtain the support of your
board, medical director, or boss to address it. In a
world of finger pointing, make sure you get the
backing of your boss before you make a stand.
Your goal is to make it work — whatever it takes!

(Editor’s note: Earnhart and Associates is an ambula-
tory surgery consulting firm specializing in all aspects
of surgery center development and management.)  ■

Choice of anesthesia
affects discharge time
Tips offered for knee arthroscopies

As with all high-volume procedures, same-day
surgery managers continuously look for ways

to increase efficiency and improve patient care,
and there is always room for improvement. 

Just ask any of the 25 organizations participat-
ing in the third Knee Arthroscopy with Meniscec-
tomy best practices study undertaken by the
Accreditation Association for the Ambulatory
Health Care’s (AAAHC) Institute for Quality
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The 2002 Knee Arthroscopy with Meniscectomy
best practices study undertaken by the Accreditation
Association for the Ambulatory Health Care’s
Institute for Quality Improvement reports the follow-
ing benchmarks:
• Median pre-procedure time was 79 minutes.

Median procedure time was 30 minutes. Median
facility time was 218 minutes.

• 90% of patients were walking within 72 hours of
the procedure.

• General anesthesia was used in 65% of the
cases reported.
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Improvement (IQI) in Wilmette, IL. 
All same-day surgery providers can gather tips

for efficiency and improved patient care from this
study that can be applied to other procedures.

Almost 250,000 knee arthroscopies are per-
formed annually, and almost 96% of them per-
formed in the same-day surgery setting.1

“We performed well in the 2001 study, but we
found that we decreased all of our times in the
2002 study,” says Pat Armstrong, RN, director 
of surgical services at Connecticut Orthopedic
Specialists Surgery Center in Hamden.

The average facility time, described as the time
the patient checks in to the facility to the time the
patient is ready for discharge, for Armstrong’s pro-
gram was less than 150 minutes. The longest facil-
ity time among study participants was almost 350
minutes, with the median overall time 218 minutes.

There are several factors that contribute to
their success, Armstrong says. “We are a one-spe-
cialty surgery center, so we focus on orthopedics
and have a seasoned staff who enjoy this spe-
cialty,” she says. “We also put a lot of effort into
improving our efficiency and turnaround times
on a continuous basis so that we can predict our
times and better schedule our patients.” 

One way to keep times low is to standardize
equipment and supplies used by all surgeons,
Armstrong adds. “By having the surgeons agree to
use the same video system and same arthroscopy
pump, we not only have to move equipment in
and out of the OR, but staff members need to learn
how to use only one system,” she explains.

Another factor that contributes to her facility’s
average discharge time is the use of minimal
anesthesia. Discharge time is defined as the time
from when the patient is out of the operating
room to when the patient is ready for discharge
from the recovery unit. “We use a block com-
prised of propofol with small amounts of fen-
tanyl and midazolam so the patient is awake and
alert during the procedure,” Armstrong says.
“This means that our patients are pain-free with-
out the postoperative nausea and vomiting that
narcotics and benzodiazepams can cause.”

The majority of cases (65%) in the study used
general anesthesia, with 18% of the cases using
local with intravenous sedation.

Another advantage of having an alert patient is
that patient education goes beyond pre-op teach-
ing and continues throughout the procedure,
Armstrong states. One finding of the IQI study
was that of the 10% of the patients not walking
within 72 hours of the procedure, 52% didn’t

think that their discharge instructions were clear.
This compares to only 9% of the patients who
were walking but did not feel their discharge
instructions were clear. 

“Because our patients are alert throughout the
whole procedure, they are able to watch the video
as the surgeon operates and ask questions about
what is happening,” Armstrong points out. “This
gives them a chance to understand the surgery
and ask about precautions or post-surgical care.” 

One nurse is responsible for answering the
questions if the surgeon doesn’t want to talk dur-
ing the procedure, she adds. 

Delayed cases can affect a same-day surgery
program’s schedule for the whole day, so it’s
important to take steps to ensure that procedures
are started on time, says Peggy LaPole, RN, BSN,
continuous quality improvement coordinator for
The Orthopedic Surgery Center of Orange County
in Newport Beach, CA. Although the study’s
median times for setup before and cleanup after
each procedure totaled 43 minutes, LaPole’s facility
turns over cases much more quickly. There are sev-
eral reasons for her facility’s turnover time of less
than 20 minutes and her facility’s ability to start
cases with less than 10 minutes of delay, she says. 

October 2003 / SAME-DAY SURGERY ® 117

For more information on the results of the Knee
Arthroscopy with Meniscectomy best practices
study, contact:
• Pat Armstrong, RN, Director of Surgical

Services, Connecticut Orthopedic Specialists
Surgery Center, 2200 Whitney Ave., Suite 310,
Hamden, CT 06518. Telephone: (203) 407-
1500. E-mail: parmstrong@ct-ortho.com.

• Peggy LaPole, RN, BSN, Continuous Quality
Improvement Coordinator, The Orthopedic
Surgery Center of Orange County, 351 Hospital
Road, Suite 110, Newport Beach, CA 92663.
Telephone: (949) 515-0708.

• Linda Mae Ruterbories, NP, Director of
Surgical Center, Orthopedics Associates, 33
Sewell St., Portland, ME 04102. Telephone:
(207) 828-2126. 

The Knee Arthroscopy with Meniscectomy best prac-
tices study is available for $50 plus shipping and
handling. To order a copy, go to the Accreditation
Association for Ambulatory Health Care Institute for
Quality Improvement web site at www.aaahciqi.org
and click on “Order” and then click on “Products,
Resources,” then scroll down to “Knee Arthroscopy
with Meniscectomy Study 2002,” or call (847) 853-
6060.
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“We make sure that we prepare for the day 
by pulling the cases on the afternoon prior to
surgery,” she says. “We also use minimal sup-
plies and don’t have specialty packs that include
unnecessary items that our surgeons don’t use.”

LaPole’s facility also reported an average pro-
cedure time of slightly more than 20 minutes
when the median procedure time was 30 min-
utes. “This is due to the experience and team-
work of my staff and the surgeons,” she explains.

The median time for pre-procedure was 79 min-
utes, but Orthopedics Associates’ surgery center in
Portland, ME, had an average pre-procedure time
of 40 minutes, says Linda Mae Ruterbories, NP,
director. Pre-procedure is defined as from the time
the patient arrives in the holding area to the time
the patient is in the operating room.

“We have our patients arrive no more than 30
minutes ahead of their procedure because we’ve
found that when they arrive too early, they have
time to sit and wait and become more anxious,”
she says. “The more anxious a patient becomes, the
longer it takes to get things done because we have
to spend more time reassuring them.” Admitting
nurses wear beepers so they can be paged as soon
as a patient checks in, Ruterbories adds. “We get

their IV started, identify the surgical site, answer
questions, and get everything moving,” she says.
Rather than feeling rushed, patients are more
relaxed, she adds.

All pre-op interviews and pre-op teaching is
done one day to one month in advance of the
procedure, Ruterbories says. “This ensures that
the history and physical is in the chart, the
patient knows how to use the Cryo/Cuff [Aircast,
Summit, NJ], pain medication prescriptions are
filled, and we’ve had a chance to answer ques-
tions,” she says.

Another way to avoid delays is to have the anes-
thesiologist review the pre-op workups 48 hours
prior to the surgery day, says Armstrong. “This
gives us time to order labs or X-rays if needed
without making the patient wait longer on the day
of surgery,” she explains. “If the patient doesn’t
experience any delays on the day of surgery, it is a
positive experience for everyone.”

Reference

1. Owings MF, Kozak LJ. Ambulatory and inpatient pro-
cedures in the United States, 1996. Vital Health Stat 1998;
13:39.  ■
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Are you ready for the 
Oct. 16 HIPAA deadline?

Beginning Oct. 16, providers, with a few excep-
tions, are required to submit all Medicare

claims electronically. The Centers for Medicare &
Medicaid Services (CMS) has distributed guid-
ance on how to comply with transactions and
code sets for the Health Insurance Portability and
Accountability Act (HIPAA). 

“The guidance is significant because it provides
covered entities the flexibility they need to be able
to continue to send and receive legacy transactions
for a brief period of transition after Oct. 16,” says
Lee Ann Morris, Esq., associate counsel for the
Blue Cross and Blue Shield Association in Chicago.
“Essentially, CMS recognized that there can’t be a
‘flip of the switch’ on Oct. 16, but instead there
needs to be a period of testing and transition.”

This guidance should give providers comfort
in continuing to use current formats as long as
they are making good faith efforts to come into
compliance, Morris says.

“However, the guidance does not provide com-
fort to entities that are not engaging in testing

with their trading partners or that cannot show
demonstrable progress toward compliance both
before and after Oct. 16,” she adds.

Here is an overview of the guidance: CMS will
not impose a civil money penalty when the fail-
ure to comply is based on reasonable cause and
not willful neglect, and the failure to comply is
cured within 30 days. CMS can extend the period
for a provider to cure the noncompliance.

CMS recognizes that transactions often require
two entities and that noncompliance by one entity
may put the second entity in a difficult position.
“Therefore, during the period immediately follow-
ing the compliance date, CMS intends to look at
both covered entities’ good faith efforts to come
into compliance with the standard in determining,
on a case-by-case basis, whether reasonable cause
for the noncompliance exists and, if so, the extent
to which the time for curing the noncompliance
should be extended,” the agency says.1 CMS gives
examples of indications of good faith, such as:

• increased external testing with trading
partners;

• lack of availability of, or refusal by, the trad-
ing partner(s) prior to Oct. 16, 2003, to test the
transaction(s) with the entity whose compliance
is at issue.



Providers should be able to demonstrate that
they took actions to become compliant prior to
Oct. 16, the agency advises. At press time, this
advisory was available by going to: www.cms.
gov and clicking on “CMS Issues Guidance on
Compliance with HIPAA Transactions and Code
Sets’ Oct. 16, 2003 Deadline.” Under “Latest
News,” click on “Guidance Document.” 

Medicare is working on the possible strategies
and accommodations that will be used with
providers who are not compliant by Oct. 16,
according to Mary Knapp, MSN, BSN, RN, CHC,
senior director at Healthcare Solutions, a Jenkin-
town,  PA-based firm that offers consultation on
HIPAA practice and regulatory compliance. 

At press time, CMS was determining whether to
deploy its contingency plan and was to make a
decision by Sept. 25. CMS has published eight new
frequently asked questions on its web site relating
to compliance and contingency plans. To access
the FAQs, go to: cms.hhs.gov/, select “HIPAA
Administrative Simplification” from the topic list
and click the search button, then go to page 4. 

Also, CMS published the interim final rule for
electronic submission of Medicare claims in the
Aug. 15, 2003, Federal Register. This rule lists the
details for implementation and explains who may
be exempt. 

Waiver for the use of the transactions after Oct.
16 will be based on three situations: The provider
cannot be expected to have the capability, the
provider is small, or by special exception, Knapp
says. A professional group of less than 10 employ-
ees is exempt, she adds. “Interestingly, the
provider’s inability and size is based on a self-
assessment that is not communicated to CMS or
[Health and Human Services],” Knapp says.

To obtain a copy, go www.access.gpo.gov/nara/
index.html. Also, copies of the Federal Register are
available at many public and academic libraries. 

Reference

1. Centers for Medicare & Medicaid Services. Guidance on
Compliance with HIPAA Transactions and Code Sets After the
October 16, 2003, Implementation Deadline. Accessed at
www.cms.gov/hipaa/hipaa2/guidance-final.pdf.  ■

Analysis examines surgery
in physician offices
Study: Death, injury is 10 times more likely

Death or injury is 10 times more likely to occur
in a doctor’s office than at outpatient clinics,

according to a just-published review of surgeries
performed in U.S. doctors’ offices.1 The authors
analyzed adverse incident reports filed with
Florida officials for surgery centers and physicians’
offices over a two-year period from 2000 to 2002. 

Sixty-six adverse events occurred per 100,000
procedures performed in offices compared to 5.3
problems per 100,000 procedures performed in
surgery centers, according to the study. The death
rate per 100,000 procedures was 9.2 in offices and
0.78 in the centers, it said. If all office procedures
had been performed in surgery centers, approxi-
mately 43 injuries and six deaths per year could
have been prevented, according to the authors.

(For more on how to avoid risk in the office setting,
see next month’s issue of Same-Day Surgery.)

Reference

1. Vila H, Soto R, Cantor AB, et al. Comparative outcomes
analysis of procedures performed in physician offices and
ambulatory surgery centers. Arch Surg 2003; 138:991-995.  ■
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■ Results of 2003
salary survey

■ Recommendations
to improve patient-
controlled analgesia 

■ New product could
improve your care

■ How to handle 
morbidly obese with
sleep apnea

■ Improve your docu-
mentation and reduce
time — here’s how

COMING IN FUTURE MONTHS

CE/CME instructions

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

ences for research, and studying the questions.
Participants should select what they believe to be
the correct answers, then refer to the answer key to
test their knowledge. To clarify confusion on any
questions answered incorrectly, consult the source
material. After completing the semester’s activity,
you must complete the evaluation form provided
and return it in the reply envelope to receive a cer-
tificate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■
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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.

13. What are the requirements for off-campus sites
under the final rule for the Emergency Medical
Treatment and Labor Act (EMTALA), according to
Stephen A. Frew, JD, risk management consultant
for PIC Wisconsin?
A. They are required to have policies and proce-

dures for emergency conditions, which may
include calling 911 or sending a team from the
hospital.

B. They are required to comply with EMTALA.
C. They are considered to be part of the hospital

campus.
D. B and C.

14. According to the manufacturer of propofol, what
are the requirements?
A. Providers must be trained in general anesthe-

sia, and the person administering the drug can
be involved in the conduct of the procedure.

B. The person administering the drug should not
be involved in the conduct of the procedure, but
the provider does not need training in general
anesthesia.

C. Providers must be trained in general anesthesia,
and the person administering the drug should
not be involved in the conduct of the procedure.

15. What factor contributes to her facility’s low pre-
procedure time in the 2002 Knee Arthroscopy with
Meniscectomy Study, according to Linda Mae
Ruterbories, NP, director of the Orthopedics
Associates’ surgery center?
A. She schedules more nurses than needed to

keep things moving.
B. Patients are less anxious because they arrive

only 30 minutes prior to surgery and don’t have
to sit in the waiting room for long.

C. Patients are asked to arrive one hour ahead of
time so staff members don’t have to wait for late
arrivals.

D. A and C.

16. Use of the tracer methodology and open charts
give the surveyors what opportunities, according to
Nancye R. Feistritzer, RN, MSN, assistant hospital
director at Vanderbilt University Medical Center?
A. to quiz staff members more thoroughly
B. to observe compliance with accreditation

requirements in real time 
C. to talk with patients
D. to meet management staff

CE/CME objectives
After reading this issue you will be able to: 

• Identify clinical, managerial, regulatory, or social
issues relating to ambulatory surgery care and
management.

• Describe how those issues affect clinical service
delivery or management of a facility. (See “Should
RNs administer propofol? Providers stand on both
sides of issue,” ”“Final EMTALA reg retains exemp-
tion for off-campus sites,” and “All in the details:
Tracer method looks for thorough notes.”)

• Cite practical solutions to problems or integrate
information into your daily practices, according to
advice from nationally recognized ambulatory
surgery experts. (See “Choice of anesthesia affects
discharge time.”)

Answer Key: 13.A; 14.C; 15.B; 16.B



The days of accreditation surveyors flipping
through policy books and interviewing man-

agement team members may not be completely
gone, but the majority of information gathered
about a same-day surgery program today comes
from the surveyors’ review of patient charts.

As part of the Joint Commission on Accredita-
tion of Healthcare Organization’s Shared Visions-
New Pathways survey process that will take
effect in 2004, surveyors will use patient charts to
compare what you say you do and what you
really do as you provide care to your patients.
(For more information, see “JCAHO is turning
your world upside down with you reporting
deficiencies,” Same-Day Surgery, December
2002, p. 145.)

Even though 2004 is not yet here, surveyors
already are using patient charts to see if reality
and policy match up, says Mary Ann Rhodes,
RN, BSN, EMTP, surgical director for Cedar
Surgical Associates in Cedar City, UT, a freestand-
ing surgery program that recently underwent an
initial survey.

“Although we did very well on the survey, I
was surprised at some of the items the surveyor
wanted to see in the charts,” admits Rhodes. 

Although the pain management policy requires
that pre-op and post-op pain be checked, her
nurses don’t always document the pre-op pain
levels because patients report no pain, she says. 

“The surveyor wanted to see a note that indi-
cated the patient pre-op pain level,” Rhodes
adds.

Review of charts always has been a part of the
survey process for the Accreditation Association
of Ambulatory Health Care (AAAHC), says
Sheryl Walker, MD, medical director of The

Surgicenter of Baltimore in Owings Mill, MD,
and AAAHC surveyor. 

“We are only at the facility a short time, and we
only see a snapshot of the operations in person, so
it is important to look at charts,” Walker says.

Another reason that tracing a patient’s progress
through the process is important is that anyone
can memorize and recite a policy, she adds. “We
still ask questions of staff members to make sure
they know the policies, but we look in the charts
for proof that they are following policies,” Walker
explains.

Because the tracer method focuses on the con-
tinuum of care for patients, it’s important to doc-
ument every contact, Rhodes points out. “In
addition to looking for documentation on our
pre-op contacts and instructions given at that
time, the surveyor also checked for notes on the
post-op assessment calls,” she says.
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Covering Compliance with Joint Commission and AAAHC Standards

All in the details: Tracer method looks for thorough notes
Surveyors evaluate policy compliance throughout continuum of care

Pay close attention to patient charts to ensure that
staff members are documenting everything that
occurs during the patient visit, even nonclinical
items.
• Base your policies on the reality of practice, and

don’t include extraneous, unnecessary require-
ments that staff members don’t meet on a day-
to-day basis.

• Have staff members document activities such as
informing patients of privacy rights, distribution
of patient satisfaction surveys, and evaluation of
pain level prior to surgery.

• Conduct a mock survey with someone from out-
side your department that includes following a
patient from admission to discharge.
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Vanderbilt University Medical Center in
Nashville, TN, also recently underwent an
accreditation survey.

“Our surveyor wanted to see specific notes on
our patients who were discharged to home care
agencies,” says Nancye R. Feistritzer, RN, MSN,
assistant hospital director responsible for periop-
erative services.

The surveyor focused upon the smooth trans-
fer of care from area to area, she says. 

“Throughout the entire survey, he wanted to
see that we clearly documented every interven-
tion and response so that the next department or
person responsible for the patient’s care had a
complete picture and this included home care
referrals,” she adds. “Our surveyor looked closely
at the surgeon’s post-op notes to make sure that it
was clear that the patient was ready for the next
level of care.” 

All of the charts that the surveyor followed 
for Vanderbilt’s same-day surgery patients were
“open” charts, or charts of patients that were still
at the facility or had been discharged that day,
Feistritzer says. This review gave the surveyor an
opportunity to observe the staff following proce-
dures to identify surgical sites correctly and assess
pain levels in real time, she adds.

“I suggest that a same-day surgery program
conduct a mock survey in which someone fol-
lows a patient just as the surveyor will,” says
Feistritzer. “You should invite someone from out-
side your department, such as a staff member
from another location, to get a fresh perspective
on what you are really doing.”

The best advice as you prepare for your survey
is to evaluate your policies carefully, says Walker.
“Make sure your practice is in compliance with
accreditation requirements, then make sure your
policies reflect your actual practice,” she suggests. 

If your policy requires an action that is not
practical or is outdated, take it out, Walker adds.

“This not only improves the results of your
accreditation survey, but reduces your legal liabil-
ity because you are liable if you don’t follow your
policy,” she says.  ■

Check LSC compliance
with new publication
Document focuses on ambulatory settings

Same-day surgery programs preparing for a
Medicare survey can find help in complying

with the Centers for Medicare & Medicaid
Services’ (CMS’) 2000 Life Safety Code in a docu-
ment focused on same-day settings from the
Accreditation Association for Ambulatory Health
Care (AAAHC).

The AAAHC physical environment checklist
was developed to help same-day surgery programs
that are scheduled to go through a Medicare
deemed-status survey through AAAHC, says Joan
Riebock, senior director of program operations. 

The checklist, however, can be helpful to any
ambulatory health care organization that must
meet CMS’ code requirements (For more informa-
tion on the code, see “Medicare adopts 2000 Life
Safety Code,” Same-Day Surgery, March 2003, p.
32.)

“AAAHC developed the checklist because the
code is a very comprehensive document that cov-
ers a variety of organizations,” she explains. “This
document helps same-day surgery managers focus
on the issues that apply to their setting.”

The most controversial aspect of the 2000 Life
Safety Code is related to organizations that may
assume they will be grandfathered, Riebock says.
If the same-day surgery program is in compliance
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For more information about the tracer method in
surveys, contact:
• Sheryl Walker MD, Medical Director, The

SurgiCenter of Baltimore, 23 Crossroad Drive,
Suite 100, Owings Mill, MD 21117. Telephone:
(410) 356-0300. Fax: (410) 356-0309.

• Mary Ann Rhodes, RN, BSN, CMTP, Surgical
Director, Cedar Surgical Associates, 1811 W.
Royal Hunte Drive, Suite 3, Cedar City, UT
84720. Telephone: (435) 586-3402. E-mail:
marhodes@infowest.com.

• Nancye R. Feistritzer, RN, MSN, Assistant
Hospital Director, Vanderbilt University Medical
Center, VUH 3108, 21st Ave., Nashville, TN
37232. Telephone: (615) 322-3354. E-mail: 
nancye.feistritzer@vanderbilt.edu.

• A “Priority Focus Process and Tracer Method-
ology” video is available from the Joint Commis-
sion on the Accreditation of Healthcare. To view
the free video, go to: www.jcaho.org, click on
“accredited organizations,” choose “Shared
Visions — New Pathways” in the JCAHO
Shortcut column, then choose “video informa-
tion series.”

SS OO UU RR CC EE SS   AA NN DD   RR EE SS OO UU RR CC EE SS



with earlier editions of the code, there is no need
to upgrade, unless the facility undergoes renova-
tion or any type of remodeling, she adds. “The
controversy lies in the definition of renovation
and how extensive the remodeling must be
before the facility is required to upgrade all sys-
tems to the 2000 requirements,” she explains.

The checklist addresses issues such as:
• general requirements;
• exiting requirements;
• electrical requirements;
• medical gas and vacuum systems;
• fire protection;
• building services;
• operational issues.

Although there are no specific educational
requirements for the person who oversees the
program’s compliance with the code, Riebock rec-
ommends that the person have more than only
administrative or only clinical experience. “I sug-
gest that the person who is reviewing the check-
list for compliance be knowledgeable about the
areas covered by the 2000 Life Safety Code,” she
adds. For example, a hospital-based program
often uses the hospital engineer to review compli-
ance, she explains.

Freestanding centers that do not have on-site
engineers or other employees with a thorough
knowledge of the physical structure aspect of the
same-day surgery program, might want to con-
sider a consultant, she suggests. “We’ve found
that many requests for our publication come from
architects or general contractors who are building
new same-day surgery centers and want to make
sure they are in compliance,” she says. 

AAAHC organizations completing the code
self-assessment prior to their survey should be as
accurate as possible, Riebock suggests.

“It behooves the organization to be as thor-
ough in the initial review as possible and identify
any areas of noncompliance along with the cor-
rective action,” she says. “If there are discrepan-
cies when the surveyor arrives, the organization
will not get a favorable survey.”  ■

Surveyors interact more
with staff and patients
Organizations put less reliance on paper reviews

Although the approach differs from surveyor
to surveyor, same-day surgery programs that

recently have undergone accreditation surveys
notice that surveyors are more interactive with
staff and less reliant on policies.

The staff at Northeast Missouri Ambulatory
Surgery Center in Hannibal experienced their 
first accreditation survey by the Accreditation
Association of Ambulatory Health Care (AAAHC)
in Wilmette, IL, in December 2002. 

“Because it was our first survey, the surveyor
spent the first day meeting with the administrator
and managers, as well as specific staff members
with whom he had set appointments,” says Brian
Shelton, MBA, administrator of the surgery center.

“During the tour of the facility, however, the
surveyor asked questions of staff members he
encountered,” he says. The questions ranged
from what to do in case of a fire to how medica-
tions are handled, he adds.

His staff had no problems handling the ques-
tions because in addition to reinforcing key poli-
cies such as helping patients with language
difficulties, responding to code 1, and procedures
to follow in case of a fire, his staff of 20 completed
the application for accreditation as a group, says
Shelton.
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For more information about deemed status surveys
and the 2000 Life Safety Code, contact:
• Joan Riebock, Senior Director of Program

Operations, Accreditation Association of
Ambulatory Health Care, 3201 Old Glenview
Road, Suite 300, Wilmette, IL 60091-2992.
Telephone: (847) 853-6060. Fax: (847) 853-
9028. E-mail: info@aaahc.org.

• The Accreditation Association for Ambulat-
ory Health Care Physical Environment
Checklist can be ordered at the web site www.
aaahc.org/products/products.shtml. The cost is
$100. The publication is based upon the 2000
Life Safety Code requirements that apply to
ambulatory settings. The book is available on
CD-ROM only. 

• The Joint Commission on the Accreditation
of Healthcare has a Statement of Conditions
guide to compliance with the Life Safety Code
for all health care organizations. Go to www.
jcaho.org, choose “accredited organizations,”
choose “ambulatory care,” then click on “stan-
dards” on left tool bar and then choose “state-
ment of conditions.” 
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“Everyone was familiar with the information
that AAAHC wanted, and everyone had provided
input into the final application,” he says. This
involvement, along with a mock survey conducted
five months prior to the survey, meant that there
was no anxiety on the staff’s part, he adds.

The Joint Commission on the Accreditation of
Healthcare Organizations’ surveyor for Greenville
(SC) Hospital System’s surgical services area also

was very interactive with staff members, says
Colleen J. Trask, RN, CNOR, director of perioper-
ative services. 

“He did not ask to see the written policies but
asked staff members about a number of things as
he walked through the department,” she says.

Specifically, he talked with the certified regis-
tered nurse anesthetist (CRNA) about the control
of narcotics, says Trask. “He wanted to know
exactly how we secured narcotics, document the
administration of narcotics, and return the nar-
cotics to the pharmacy,” she says. “He compli-
mented us on our random checks of narcotics to
make sure that the vials contain the proper dose
when returned to storage.”

One suggestion that Trask offers is that same-
day surgery programs pay attention to empty
bottles as well.

“We are now expected to track empty vials of
inhaled anesthetics and return the empty vials to
the pharmacy for disposal because there have
been reports of deaths after people have inhaled
fumes from empty vials,” she says.  ■
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For more information about survey experiences,
contact:
• Brian Shelton, Administrator, Northeast

Missouri Ambulatory Surgery Center, P.O. Box
511, Hannibal, MO 663401. Telephone: (573)
221-1931. 

• Colleen J. Trask, RN, BS, CNOR, Director of
Perioperative Services, Greenville Hospital
System, 701 Grove Road, Greenville, SC
29605. Telephone: (864) 455-3224. E-mail:
ctrask@ghs.org. 
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Legible, well-organized
records aid compliance
Neatness, standard abbreviations a must

Because the National Patient Safety Goals from
the Joint Commission on Accreditation of

Healthcare Organizations emphasize clear com-
munication between caregivers, pay attention 
to the legibility of your records, says Suzanne
Fornelli, RN, BSN, administrator of The Surgery
Center at Southwoods in Youngstown, OH. 

“Our surveyor focused on legibility and said
that if records could not be read, nurses could not
interpret orders correctly,” she says.

Correct interpretation does not apply to hand-
writing only, Fornelli points out. “The surveyor
complimented us on our shortened list of stan-
dardized abbreviations we allow for charting
purposes,” she says. 

Everyone on her staff has a list of approved
abbreviations, and the list also is posted on a 4-
foot by 8-foot bulletin board that lists all of the
patient safety goals and the center’s policies that
help them achieve the goals, she adds.

Sometimes the surveyor is not just looking for
a certain type of documentation, but also wants it
in a certain place, says Gudrun Anderson, RN,

administrator of Gateway Surgery Center in
Phoenix. 

“Our surveyor was very policy- and documen-
tation-oriented and brought up that all diagnostic
summary sheets should be at the front of the
chart,” she says. 

Although she has worked for more than 10
years in ambulatory surgery and has undergone
at least four surveys by the Wilmette, IL-based
Accreditation Association of Ambulatory Health
Care (AAAHC), this was the first time a surveyor
mentioned this requirement, Anderson adds.

“I think this is a good example of how survey-
ors do bring their personal experience and inter-
ests to each survey,” she adds.  ■

For more information about recent survey experi-
ences, contact:
• Suzanne Fornelli, RN, BSN, Administrator, The

Surgery Center at Southwoods, 7525 California
Ave., Youngstown, OH 44512. Telephone: (330)
758-1954. 

• Gudrun Anderson, RN, Administrator, Gateway
Surgery Center, 690 N. Cofco Center Court,
Suite 150, Phoenix, AZ 85008. Telephone: (602)
288-4441.
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