
Is your same-day surgery program short
on nurses? Start recruiting from the ED
ED nurses ‘do it all quickly, safely, and efficiently’

The nursing shortage continues — there was an RN vacancy rate 
of 8.4% at hospitals in 2003 — and there’s no relief in sight.1 Thus,
managers are getting creative in their hiring, and they’re finding

that emergency department (ED) nurses have skills that adapt well to
outpatient surgery performed in hospitals and freestanding centers. 

ED nurses typically work in areas other than the operating room.
“We have been successful in using these nurses in preop and PACU
[post-anesthesia care unit], as they typically have excellent assessment
and monitoring skills,” says Arthur E. Casey, CASC, senior vice presi-
dent of surgery operations of the western region of HealthSouth in San
Diego. HealthSouth has used about a dozen ED nurses in outpatient
surgery, Casey says.

The ED mindset works very well in the ambulatory surgery PACU
setting, says Denise Cheek, RN, administrator of Calumet Surgery
Center in Munster, IN. “They are very strong in multitasking, assess-
ment skills, and patient and family teaching, and of course they do it
all quickly, safely, and efficiently,” Cheek says. Calumet is using five
ED nurses in its PACU; three are full time, and two are per diem. One
of the full-time nurses has previous OR experience and is cross-training
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Managers are finding that current and former ED nurses work well in outpa-
tient surgery, particularly the postoperative care unit, because they have a
comprehensive background and good assessment and monitoring skills, and
they are accustomed to facilitating patient flow. 
• Advertise for current ED nurses, and start them out per diem.
• ED nurses may be attracted by daytime hours and involvement in care,

which may compensate for the lower salary.
• Blend them in with your staff by having them work in more than one area.
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in that area, Cheek says.
The outpatient surgery area is a throughput

area, just like the ED, says Brigid Bohl, RN, MS,
CNS, staff nurse and consultant in Columbus,
OH. Bohl has a background as an ED nurse and
ED/operating room educator and works for a
freestanding, independent ambulatory surgery
center (ASC) and a hospital-affiliated ASC.

There are times when both the ED and the
ASC are inundated with tasks to accomplish for
patients; at other times, the ED and ASC are very
manageable, Bohl says.

The advantage of hiring ED nurses is that they
have comprehensive experience and abilities, she
says. 

“That’s not to diminish outpatient surgery,
which is a specialty all its own, but having been
in critical care, there are skills you use on a
daily basis in the ED and critical care area,”
Bohl says. “If you’re in nursing long enough,
you come up against at least one of any given
scenario, so you have an educated background
to draw upon.”

ED nurses offer other advantages, says Thomas
J. Mallon, CEO of Regent Surgical Health, a
Westchester, IL-based buyer, developer, and man-
ager of surgery centers and surgical hospitals. 

“They multitask better than ICU nurses,”
Mallon says. And good attitudes prevail, he says.
“They appreciate the schedule of day work with
no call.” 

One downside of hiring ED nurses is that they
are accustomed to higher salaries with shift differ-
entials, Cheek says. Also, the outpatient surgery
program may be unable to give them the number
of hours that they would like to make up for the
lost wages, she says.

Another downside is “blending” them with the
already experienced outpatient surgery staff, who
may not believe in their potential, Cheek says.

Three tips to make it work

To hire ED nurses successfully, consider these
suggestions from your peers:

• Hire current ED nurses.
Cheek ran an ad in the ED help wanted section

of the newspaper and added a headline that said,
“Looking for a change?” 

“I believe that the situation worked especially
well for us because we are only hiring per diem
staff, which is a higher pay scale, and we — and
they — can try before we buy,” she says.

The nurses Cheek hired initially kept their posi-
tions in the ED and worked hours at the ASC that
fit into their schedules, she says. “Once they were
working here, they loved it and couldn’t wait for
an opening so they could join our full-time staff,”
she says. “By that time, they are orientated and
ready to start full-time hours immediately after
giving their two weeks’ notice — and willing to
take the pay cut.”
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• “Sell” ambulatory surgery’s advantages.
Some ED nurses are looking to make a move to

a more “comfortable” place in nursing, Bohl says.
“We still provide a tremendous service to

patients and to the administrators and organiza-
tions we work for, and we still use our skills,”
she says of ED nurses who move to outpatient
surgery. “We’re not ready to stop, but we’re
ready to stop doing nights and weekends
because we’ve been doing it for 30 years.”

You may find ED nurses who are at the point
where they want to focus on a higher-quality
family life, Bohl points out.

Explain to ED nurses that the trade-off for
lower salary is greater involvement in the process
of care, including decision-making, patient care,
and process improvement, she suggests. 

“At some point,” Bohl says, “the time comes 
to make a decision: Do I stay in a high-volume,
high-tension, lower-involvement area, or do I
look around for something equally productive
but offering more ability to be involved in the
humanistic and quality perspective of nursing?” 

ED nurses are interested in self-governance,
Bohl says. Also, they are interested in self-schedul-
ing and, if feasible, a menu of options for benefits,
she says.

“One particular benefit package doesn’t seem
to fit every nurse,” she says.

• Blend ED nurses with staff throughout the
facility.

Putting all the ED nurses in one area, such as
phase one PACU, may not be the best strategy,
says Cheek, who adds that she learned this lesson
the hard way. 

The ED nurses initially were working per
diem, and because they were coming in during
the busiest periods of the day, initially they all
worked in phase one recovery, she says.

“In the beginning, there was division in the
entire area,” Cheek says. Battle lines were drawn
between nurses who had been at the facility for

an extended time and the new hires, she says. 
“We realized we were creating a monster by

not having them work in all areas,” Cheek says.
Once the ED nurses were working throughout

the facility, tensions eased, she says. 
HealthSouth has put some ED nurses through

its OR training program and used them in that
area, Casey says. No matter what you do, Bohl
advises keeping your options open.

“Everyone has tremendous skills, and in the
economy and environment we have now, and
the environment of care, every set of hands is
needed,” she says.

Reference

1. American Hospital Association. 2004 AHA Survey of
Hospital Leaders. Chicago; 2004.  ■

Consider these areas
before outsourcing billing 

(Editor’s note: In this first part of a two-part series
on outsourcing your coding, billing, and collections,
we discuss how to determine whether to outsource. In
next month’s issue, we provide billing benchmarks and
tips on how to get paid by insurance companies.)

As same-day surgery managers face increasing
workloads that leave less time to pursue

unpaid claims and collections, an increasing
number are turning to outsourcing as a solution.
At a recent session on outsourcing at the annual
meeting of the Federated Ambulatory Surgery
Association (FASA), approximately one-half of
the attendees indicated that they are outsourcing
their billing and collections.
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For more information on hiring emergency depart-
ment nurses to work in outpatient surgery, contact:
• Brigid Bohl, RN, MS, CNS, Staff Nurse and

Consultant, Columbus, OH. E-mail: brigid47@
aol.com.

• Denise Cheek, RN, Administrator, Calumet
Surgery Center, 7847 Calumet Ave., Munster, IN
46321. Telephone: (219) 836-5102. Fax: (219)
836-4496. E-mail: dcheek@calumetsurgery.com. 
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Surgery centers may find it difficult to decide whether
to outsource their billing, coding, and collections.
You may feel more open to outsourcing if you:
• are a smaller facility; 
• have access to an agency with certified, experi-

enced billers; 
• have your contracts downloaded onto the agency’s

information system; 
• feel comfortable turning over control because the

agency has good communication.
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“Problems [with in-house coding and billing]
include inexperienced coding, which can lead to
rejected claims, delayed claims, and improper
reimbursement, which in turn lead to cash-flow
problems,” says Ann S. Deters, MBA, CPA,
founder and CEO of SevenD & Associates, an
Effingham, IL-based consulting and management
company affiliated with 17 surgery centers.
Deters spoke on outsourcing your billing at the
recent meeting of the Federated Ambulatory
Surgery Association.

Other problems with in-house billing and
coding include not being up to date on coding
changes, pressures to unbundle to enhance reim-
bursement, staffing issues such as sick leave and
vacations, and potential delays in billing and
collections, sources say. 

To ensure you make the best choice for your
program and receive all the money you’re owed,
consider reviewing these areas:

• Experience of billing staff.
The company you’re working with must have

certified coders and must have policies for con-
tinuous education and training, suggests Deepa
Malhotra, MS, CPC, president of Healthcare
Education Resource Services (HERS), an Aurora,
IL-based coding firm. (For information on semi-
nars, see resource box, p. 77.) Your local medical
association and chamber of commerce may have
seminars, Deters suggests. “In a bad outsourcing
situation, you have a biller that is not certified or
experienced in billing, coding, and collections,”
she says. 

• Number and nuances of contracts.
Diana T. Ellison, MBA, CASC, administrative

director of Hamden (CT) Surgery Center, has had
difficulty in finding an outsourcing organization
that can load her facility’s contracts into its infor-
mation system.

Ellison personally loads her facility’s contracts
into her in-house billing system. Contracts have
many nuances, she points out, and her center has
approximately 20 contracts. “If something is
added after a contract is signed, there’s constant
monitoring of that process that needs to be done,”
she says. “I think it would be difficult to do with
an outsourcing agency.”

• Size of facility.
Outsourcing billing is often cost-effective for

small facilities, but becomes less so as organiza-
tions grow larger, says John J. Goehle, MBA,
CPA, chief operating officer at Brighton Surgery
Center in Rochester, NY, which performs about
7,500 procedures per year. 

“We do all of our own billing in-house, and we
have an average of 44 days in receivables — well
within industry best practices,” Goehle says. 

• Control of the billing and collections process.
The biggest problem with outsourcing, other

than the cost, is handing over control of your
accounts receivable and billing functions to an
outside company, Goehle says. Several issues
arise, he says. For example, how do you deal with
patients who complain about their bills or have
questions about billing? 

“It’s always easier to answer questions within
the organization rather than going to an outside
company,” Goehle says.

Keeping proper control over the information
flow is vital, he says. Also, determine whether 
the billing company is going to be aggressive 
in going after small remaining claims, Goehle
advises. How do you evaluate the billing com-
pany’s performance? Have a predefined process
for periodically auditing their work, Malhotra
suggests.

Adequate resources required for success

Regulatory issues may arise, so ensure the com-
pany’s processes are HIPAA-compliant, she says.

Goehle says, “We bill in-house because it gives
us total control over our revenue cycle and is
cost-efficient with our size operation.” 

The most important key to the success of in-
house billing is having access to the resources —
equipment, services, and personnel — necessary
to do the function in-house, he says. “If you can’t
get those resources, it’s better to let an outside
organization do it,” he says.

• Timely, thorough communication.
With a low-quality billing company, there is no

reporting, Deters says. You receive no communi-
cation on your receivables, including your aging
receivables, she says.

Sometimes problems don’t get addressed, says
Ellison, referring to her previous experience with
an outsourcing company.

“If there was a code being constantly misused,
it didn’t occur to them to forward through chan-
nels and determine whether there is another code
to use or another way to get reimbursed,” she
says.

You lose that control of the flow of informa-
tion, Ellison says. “The goals of an outsourced
company are to post your payments,” she says.
“Their goals are not the management of those
accounts receivable.”
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The billing company is working under its own
budget constraints to accomplish those tasks, she
points out.

• Emphasis on collections.
In-house coders/billers/collectors tend to

focus their energies on billing and avoid the col-
lection process, despite the fact that collections
are imperative for proper cash-flow management,
Deters says. 

You need analysis of your bills so you know if
you’re getting paid, if the payments you’re receiv-
ing are timely, whether you’re receiving rejections,
and if so, the reasons for the rejections, Ellison says.

For example, her facility was receiving rejections
because the Medicare system wasn’t accepting the

physician’s correct unique physician identification
number. A biller recognized the problem, deter-
mined the reason, and involved the doctor’s office
in solving the problem.

“If you don’t do those things on a timely basis,
you potentially lose out on getting paid for those
claims,” Ellison says. “Since it’s my employee,
there’s better ownership for that receivable. She
wants to make sure we collect every dollar that
we’re entitled to.”

Collections should be your priority, Deters
emphasizes. “That’s where you really need to 
be tenacious,” she says. 

When the payer says “it’s in the mail” or
“we’re processing that claim,” a good outsourc-
ing billing company will stay on top of that prob-
lem by making calls on a daily or weekly basis,
Deters says. 

“It’s the collection process that is the whole key
to being successful in this arena,” she says. ■

Save $15,000 with these
cost-efficiency ideas

(Editor’s note: In this first part of a two-part series
on cost savings in ambulatory surgery, we discuss
how to save money in administrative support, benefits,
salaries, and services. In next month’s issue, we’ll dis-
cuss telecommunications and occupancy costs.)

Brighton Surgery Center in Rochester, NY,
saved an estimated $15,000 or more by using a

template for its operative reports instead of hiring
a full-time transcriptionist at $14-$15 an hour, says
John J. Goehle, MBA, CPA, chief operating offi-
cer. Goehle gave a presentation on cost savings at
the recent annual meeting of the Alexandria, VA-
based Federated Ambulatory Surgery Association.

Physicians created a template of their operative
report, and they fill in the blanks, Goehle says. 
A clerk uses the completed template to type the
operative report, he says. This cut the time for
dictation by more than half.

“The quality is better,” says Goehle, referring to
the reduction in the number of typos and rewrites. 

However, this type of dictation can’t be done
for every type of surgery, he acknowledges. While
it works well for simple procedures such as eye
cases, orthopedic cases have too much variation 
to use templates. Goehle now pays only $500 a
month to a service for more complex dictation.
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For more information on outsourcing your billing and
coding, contact:
• Ann S. Deters, MBA, CPA, founder and CEO,

SevenD & Associates, Effingham, IL. Telephone:
(217) 342-2255, ext. 222. E-mail: anndeters@
7D.biz.

• Diana T. Ellison, MBA, CASC, Administrative
Director, Hamden Surgery Center, 2080 Whitney
Ave., Suite 100, Hamden, CT 06518. Telephone:
(203) 288-2555. E-mail: dellison@srhs.org.

• Deepa Malhotra, MS, CPC, President, Healthcare
Education Resource Services, 2670 Ridge Road,
Aurora, IL 60504. Telephone and fax: (630) 236-
4212. E-mail: dmalh2670@aol.com.

For information on coding seminars, contact:
• For specialty coding: McVey Associates, 150

Ford Way, Novato, CA 94945. Telephone: (800)
227-7888. Fax: (415) 892-1271. Web: www.
mcveyseminars.com.

• NJPR, 129 Littleton Road, Parsippany, NJ 07054.
Telephone: (800) 562-7899 or (973) 334-3443.
Fax: (973) 334-2823. Web: www.njpr.com.

• Reimbursement Management Consultants,
12042 Sunnyside Road, No. 452, Clackamas, OR
97015. Telephone: (800) 538-5007. Web: www.
rmcinc.org.

For more information on collections seminars, 
contact:
• Lorman Education Services, P.O. Box 509, Eau

Claire, WI 54702-0509. Telephone: (888) 678-5565.
Web: www.lorman.com. Click on “Collections.”

• Tim Paulsen & Associates, 67 Hillingdon Ave.,
Toronto, Ontario, Canada M4C 3H9. Telephone:
(416) 691-2648. E-mail: tim@trpaulsen.com.
Web: www.trpaulsen.com.
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Consider Goehle’s other cost-efficiency ideas 
in the administrative support area:

• E-mail physicians instead of holding meet-
ings. “It’s hard to get them together, and then
they argue,” Goehle says.

• Cut back on your administrative support.
You don’t need as much secretarial support with e-
mail, Goehle says. With call forwarding, you don’t
need a secretary to take messages, he points out.
When Goehle is not in the office, the office phone
forwards to his cell phone, and if he can’t take the
call, his cell phone voice mail answers. “I am more
accessible, and I don’t need a secretary,” he says.

• Don’t use a phone portal to answer your
main line. A phone portal is a poor way to cut
costs, because it doesn’t provide the personal
approach to health care that managers strive for 
in outpatient surgery, he says. 

• Don’t have a library or the support staff
necessary to handle one. It’s quicker and cheaper
to use an Intranet that has search engines and
library resources, he says.

• Use the Intranet to provide daily news
updates to your staff. “News can be transmitted
rapidly,” he says. “No daily meeting is neces-
sary.” This efficiency is important when you’re
trying to send patients home, Goehle emphasizes.

Save on benefits, salaries 

Goehle saved 20% on his workers’ compensa-
tion insurance by joining with providers in the
New York Association of Ambulatory Surgery
Centers and forming a “safety group.” A safety
group is a group of providers with similar safety
statistics who approach insurers with a large vol-
ume of cases and negotiate discounts. In deciding
who can join, the safety group considers losses,
experiences, and operations of a facility, accord-
ing to Bill LePage, insurance brokerage manager
with Barry York, Rochester, NY. While the safety
group was formed by members of the state
surgery center association, others can apply,
LePage says. The safety group ensures that no
company can join the group unless its safety
statistics are in line with the group’s members.
You can find a safety group by discussing the
option with your state surgery center association
or your broker, Goehle suggests.

Also, before your annual reassessment, work
with a broker to examine options for workers’
compensation insurance, he advises. When his car-
rier was going to increase rates by 50%, Goehle’s
broker found a carrier that charged him less than

his current one. 
Request competitive bids on all insurances, from

liability to health, each year, suggests Roger Pence,
administrative director of Mount Nittany Surgical
Center in State College, PA, and president of FWI
Healthcare, an Edgarton, OH-based consulting
firm primarily serving ambulatory health care
providers.

“Don’t jump companies too frequently, but do
check their rates,” Pence advises.

Consider these other areas for savings:
• Hire more experienced staff. Goehle tries to

hire staff with 15 or more years of experience.
Also, he immediately vests them in the com-
pany’s 401(k) plan. “You make up the cost if you
avoid one employee turnover per year,” he says.

• Hire part time/PRN employees who are not
provided benefits, Pence suggests.

• Compare different health insurance policies,
Goehle advises. Balance the facility’s cost and the
employee’s cost.

• Professional employee organizations or med-
ical societies may have benefit plans you can use,
Goehle says. 

“They also negotiate for medical and dental,”
he says. 

Your local chamber of commerce also may
offer benefit plans you can use, he adds. 

• Keep your accounting services in-house if
you can afford it, Goehle suggests. A strong
accounting function can pay for itself in improved
financial information and more current financial
statements, he says. 

• There are several levels of accounting ser-
vices. In an audit, a firm attests to the reliability
of your statements. With this option, which is the
most expensive, a firm is in your office for one 
to two weeks. At a minimum, use the “review”
option, which is the next-to-least-expensive
option, he says. The firm will be in your facility
for a few days, up to one week. 

• Obtain a couple of bids for accounting ser-
vices. A local firm may charge you about $13,000,
while a large national firm may charge you twice
as much. 

Many good companies have been started by
former employees of major firms, says Jerry W.
Henderson, RN, MBA, CNOR, CASC, executive
director of the SurgiCenter of Baltimore in
Owings Mills, MD. “They have all the same certi-
fications but charge less,” Henderson says.

• Bundle your tax service with your audit.
“Service is more important than price,” Goehle
says.
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Lap hernia repair results in
more recurrence than open
Look at long-term outcome to pick best procedure

Less pain. Quicker recovery. These are the 
two reasons minimally invasive surgery has

been touted as an improvement over traditional
surgery. However, minimally invasive surgery is
not always the best choice for a positive long-term
outcome in hernia repair, according to a study
published in the New England Journal of Medicine.1

“We initiated the study of open mesh versus
laparoscopic repair of inguinal hernia because 
we saw an opportunity to put real science behind
the emerging technology of laparoscopic hernia
repair,” says Leigh Neumayer, MD, MS, a staff
surgeon at the VA Medical Center in Salt Lake
City and lead researcher for the study. The study
found that a recurrence of the hernia within two
years occurred in 10.1% of the group of patients
undergoing laparoscopic hernia repair, compared
to a recurrence rate of 4.9% of patients undergo-
ing open repair, she says. The rate of complica-
tions for the laparoscopic procedure (39%) was
also higher than the rate of complications for
open repair (33.4%), she points out.

“There were three fatal complications for
patients undergoing the laparoscopic procedure,”
says Robert J. Fitzgibbons, MD, professor in the

department of surgery at Creighton University in
Omaha, NE, and another researcher for the study.
“Two of these complications related to the anes-
thesia, and one was the result of a bowel injury,”
he explains.

For a unilateral hernia, both open and laparo-
scopic hernia repair can be performed in the
same amount of operating room time, says
Fitzgibbons. However, laparoscopic repair is a
higher-risk procedure because general anesthe-
sia is always used and because the surgeon can
accidentally injure another organ due to the lim-
ited vision of the operating field as compared to
the open procedure, he points out. Many sur-
geons use local anesthesia with sedation for
open repairs, but more effort is required on the
part of the anesthesiologist and the surgeon to
control the effectiveness of the anesthesia, he
says. For this reason, open repairs most often 
are performed with general anesthesia, he adds.

Pain levels differ at first

There were some differences between the pro-
cedures with regard to postoperative pain and
time to return to normal activity, Neumayer
notes. Patients undergoing open repair reported
significantly more pain in the first two weeks fol-
lowing surgery than patients undergoing laparo-
scopic repair, but the difference in reported pain
disappeared by the three-month follow-up visit,
she says.
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• Rather than having one legal firm handle all 
of your business, save money by spreading it
around to three or four firms, he advises. For
fraud and abuse, use a firm with a national pres-
ence, he suggests. For non-paying patients, you
can use a local firm that will be less expensive. 

• Perform cost comparisons between providing
services in-house and contracting, including
housekeeping, purchasing, and patient accounting

(insurance verification, billing, and collecting),
Pence suggests.

• Look for high-quality contractors for your
trash and linen services. Don’t accept a bid based
solely on the lowest cost, Goehle advises. 

In Rochester, he uses a laundry that does most
of the laundry for surgery centers and hospitals
in central New York state. However, in the past,
he had a problem with the quality of this laundry
service, and he switched to a local linen service
that geared up to clean his center’s large amount
of linens.

“They did a great job for two years, then the
quality diminished,” Goehle says. “The original
provider was aggressive in recruiting us back.” 

The lesson? Don’t take quality for granted, and
be willing to look for local providers who may
offer the same level of service. “We played hard-
ball, and we ended up with good quality and
good prices,” Goehle says.  ■

For more information on minimizing overhead, 
contact:
• John J. Goehle, MBA, CPA, Chief Operating

Officer, Brighton Surgery Center, 980 Westfall
Road, Suite 300, Rochester, NY 14618. Telephone:
(585) 295-8500. E-mail: jgoehle@brightonsurgery.
com.
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Patients undergoing laparoscopic repair
resumed normal activities in four days, as com-
pared to five days for patients undergoing open
repair, says Fitzgibbons. Although more of the
laparoscopic patients were able to perform some
activities at the two-week point, such as climbing
stairs, shoveling, or weightlifting, all patients
were at the same level of activity at the three-
month assessment, he adds.

Researchers did find that while recurrence
rates for study participants who underwent
repair of primary hernias were higher for the
laparoscopic procedure, the recurrence rate for
procedures performed to repair recurrent hernias
was not significantly different for the laparo-
scopic procedure, and was even slightly better
than for open repair, says Fitzgibbons. For pri-
mary hernias, the recurrence rate was 10.1% for
laparoscopic repair, compared to 4% for the open
procedure. Repair of recurrent hernias resulted in
a recurrence rate of 10% for laparoscopic repair
and 14.1% for open repair, he points out.

Laparoscopic repair as good as open repair

“We can’t make any definitive recommenda-
tions on recurrent hernia repairs because our
numbers [of study participants with recurrent
hernias] were too small, but it appears that at a
minimum, laparoscopic repair of hernias is as
good as, and possibly better than, open repair,
especially in the hands of an experienced sur-
geon,” says Neumayer. 

Although the researchers did not plan to look for
an association between the level of surgeon experi-
ence and recurrence rates and complications, they
did evaluate the association between these rates
and the surgeons’ self-reported experience in terms
of number of procedures previously performed
with each technique. “We found that surgeons who
had performed the laparoscopic procedure in more

than 250 cases had the lowest recurrence and com-
plication rates,” says Fitzgibbons. 

For this reason, Fitzgibbons suggests that
“surgeons who have patients with primary 
hernias who insist on a laparoscopic procedure
refer those patients to a specialist with a higher
level of experience if they do not have the experi-
ence themselves.”

Reference

1. Neumayer L, Giobbie-Hurder A, Jonasson O, et al.
Open mesh versus laparoscopic mesh repair of inguinal
hernia. N Engl J Med 2004; 350:1,819-1,827.  ■

Tentatively OK’d: Hand gel
dispensers in hallways

The Quincy, MA-based National Fire Protection
Association has approved a tentative interim

amendment to the 2000 and 2003 Life Safety
Code to allow health care facilities to install alco-
hol-based hand sanitizer dispensers in corridors
and other public areas.

The tentative interim amendment allows the
installation of dispensers in corridors with the
following criteria:

• The corridor width is 6 feet or greater, and
dispensers are installed at least 4 feet apart. 

• The maximum individual dispenser fluid
capacity is 1.2 L for dispensers in rooms, corri-
dors, and areas open to corridors, and 2 L for dis-
pensers in suites of rooms.

• The dispensers are not installed over or
directly adjacent to electrical outlets and switches.

• In locations with carpeted floors, dispensers
installed directly over carpeted surfaces are per-
mitted only in sprinklered smoke compartments.

• Each smoke compartment may contain a
maximum aggregate of 10 gallons of alcohol-
based hand rub solution in dispensers and a
maximum of 5 gallons in storage.

This tentative interim amendment is not the
final step. An International Code Council (ICC)
task force will provide recommendations on alco-
hol-based hand rubs. The ICC publishes the
International Fire Code and the companion
International Building Code, which are used by
many state and local fire agencies. If the codes are
amended, this action will pave the way for state
agencies also to permit dispensers in corridors and
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For more information on hernia repair, contact:
• Leigh Neumayer, MD, MS, VA Medical Center,

500 Foothill Drive, Salt Lake City, UT 84148.
Telephone: (801) 582-1565, ext. 5314. E-mail:
leigh.neumayer@hsc.utah.edu.

• Robert J. Fitzgibbons, MD, Professor of
Surgery, Creighton University, 601 N. 30th St.,
Suite 3740, Omaha, NE 68131. Telephone: (402)
280-4503. E-mail: fitzjr@creighton.edu.
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will ensure national, state, and local fire agencies
are aligned regarding alcohol hand rubs. Contact
your local and state fire safety professionals before
making any change.

In October 2002, the Centers for Disease
Control and Prevention issued guidelines to pro-
mote the use of hand sanitizers in health care set-
tings. Among the recommendations was one to
make an alcohol-based hand rub available at the
entrance to the patient’s room or at the bedside, 
in other convenient locations, and in individual
pocket-sized containers to be carried by health
care workers. (For more information, see Same-
Day Surgery, July 2001, p. 73, “CDC draft recom-
mends alcohol agents as alternatives for surgical
scrubs,” and SDS, April 2000, p. 37, “Recent
studies add fuel to the fire: Should your staff
use soap or gel?”) 

Providers have been reluctant to expand the
use of alcohol-based hand-rub sanitizers because
of Medicare inspections. The Center for Medicare
& Medicaid Services (CMS) essentially bars the
use of hand sanitizers outside hospital rooms.
However, a study of 840 facilities in the August
2003 issue of Infection Control and Hospital
Epidemiology found no fires attributable to hand
sanitizers.  ■

Should ASCs be cited 
for non-list procedures?
Medicare changes coming down the pike

The Centers for Medicare & Medicaid Services
(CMS) recently issued a memo directing

Medicare certification surveyors to confirm that
ambulatory surgery centers (ASCs) are not per-
forming non-ASC list procedures on Medicare
beneficiaries, but “we think CMS is totally incor-
rect,” says Kathy Bryant, executive vice president
of the Federated Ambulatory Surgery Association
(FASA) in Alexandria, VA. Bryant updated ASCs
on Medicare issues at the recent annual FASA
meeting.

CMS was supposed to respond to the issue by
May 5, but an answer had not been received at
press time, according to Bryant. 

A “step forward” comes from the March 2004
Report to Congress from the Medicare Payment
Advisory Commission (MedPAC), she says. The

report suggested CMS use a list of procedures
that are excluded from being performed in ASCs
rather than a list of included procedures. The
excluded procedures should be based on clinical
safety standards and should not include proce-
dures that require an overnight stay, MedPAC
says. 

Despite a statutory mandate to update the ASC
list biannually, CMS updated the list in 1995 and
then not again until 2003, says Eric Zimmerman,
JD, partner with McDermott, Will, & Emery in
Washington, DC. 

“Because of CMS’ neglect, hundreds of proce-
dures that have been developed or improved in
recent years that are now suitable for the ASC
have been left off the list of approved proce-
dures, thereby denying beneficiaries the option
to choose the ASC setting for these procedures,”
says Zimmerman, who represents the American
Association of Ambulatory Surgery Centers and
the Outpatient Ophthalmic Surgery Society.

An exclusionary list would better enable the
list of ASC-approved procedures to keep pace
with technological advancement, he says.

In the meantime, ASCs are scheduled to receive
changes to the list of ASC-approved procedures
that will be effective in July 2005, Bryant says. The
proposed rule will be published later this year,
and Same-Day Surgery will provide coverage. 

What is status of new payment system?

The new payment system for ASCs will not be
implemented before Jan. 1, 2008, Bryant says. The
Medicare drug prescription law requires imple-
mentation between Jan. 1, 2006, and Jan. 1, 2008.
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Several ambulatory surgery center (ASC) payment
issues, including the performance of non-ASC list
procedures, are awaiting resolution.
• The Medicare Payment Advisory Commission

suggested Medicare use a list of procedures that
are excluded from being performed in ASCs
rather than a list of included procedures.

• The new payment system for ASCs probably will
not be implemented before Jan. 1, 2008. The
new payment rates likely will be based on a per-
centage of the hospital outpatient department
payment rates.

• ASCs may furnish and be paid under other parts
of Medicare Part B for services, such as implants,
that are not considered ASC facility services.

EE XX EE CC UU TT II VV EE   SS UU MM MM AA RR YY



The new system likely will be based on the
hospital outpatient department (HOPD) payment
system, Bryant says. The drug prescription law
specifies that CMS can’t use the new system to
cut costs. 

“It must be budget-neutral,” Bryant says. 
The General Accounting Office (GAO) is

studying a comparison of relative costs of
HOPDs and ASCs to determine whether the
ambulatory payment classification groups work
for ASC procedures. By Jan. 1, 2005, GAO must
report on the appropriateness of groups, the
appropriateness of weights, and geographic
adjustments, if any. 

HOPD rates provide no consistency

If ASCs were paid the same rate as HOPDs
under 2004 payments, most ASCs would receive
higher payments, Bryant says. However, there’s
no consistency when you look at how different
specialties would be reimbursed if they received
HOPD rates, she says. For example, considering
the April 1, 2004, reduction in ASC rates:

• dermatology would be paid 45.41% more
under HOPD rates;

• gastrointestinal, .57% more;
• general surgery, 102.31% more;
• obstetrics/gynecology, 124.24% more;
• ophthalmology, 27.11% more;
• orthopedics, 131.96% more;
• otolaryngology, 107.50% more;
• pain/neurology, 7.12% more;
• pulmonary, 27.69% more;
• urology, 44.94% more;
• vascular, 149.39% more.
Of course, ASCs aren’t likely to receive 100% 

of the HOPD rate, Bryant says.
If ASCs are reimbursed under the HOPD 

system, one question to be resolved is whether 
the same formula will be used for geographic
adjustments, Bryant says. This difference is
important. In areas with the highest wage
indexes, ASCs would receive approximately
$180 more if paid based under the hospital 
geographic adjustment formula rather than 
the current one, Bryant says.

Another possible high note: If ASCs receive
regular, higher updates, as hospitals currently 
do, ASCs will benefit, she says. 

On another payment note, ASCs are not being
paid for implants when they should be, Bryant
says. These items are not part of the facility fee;
however, ASCs may furnish and be paid under

other parts of Medicare Part B for services that
are not considered ASC facility services, she says.
The usual Part B coverage and payment rules
apply to such services, according to Bryant. To
get paid, look at direction in the “CMS Program
Memorandum to Carriers: Transmittal 127 —
DME Prosthetics, Orthotics, and Supplies.” 

The transmittal tells whom to bill, as follows:
• L8499 (if implanted) to the carrier;
• L8600-L8699 to the carrier;
• L0100-L2090 orthotics to the DME regional

carrier. 

[Editor’s note: To see the transmittal, go to www.
cms.hhs.gov/providerupdate/dme.asp. Under “Medicare
Claims Processing Manual (Pub. 100-04),” click on
transmittal number “127.”]  ■

Joint statement addresses
propofol administration

The American Society of Anesthesiologists 
and the American Association of Nurse

Anesthetists have developed a joint statement
regarding propofol administration that says
when propofol is used for sedation/anesthesia, 
it should be administered only by persons who
are trained in the administration of general anes-
thesia and who are not simultaneously involved
in surgical or diagnostic procedures.

“Due to the potential for rapid, profound
changes in sedative/anesthetic depth and the
lack of antagonistic medications, agents such as
propofol require special attention,” the statement
says. “This restriction is concordant with specific
language in the propofol package insert, and fail-
ure to follow these recommendations could put
patients at increased risk of significant injury or
death.”

Similar concerns apply when other intravenous
induction agents are used for sedation, such as
thiopental, methohexital, or etomidate, the state-
ment says. 

To see the statement, go to www.asahq.org/
news/asaaanajointstmnt.htm and click on “Brief
joint statement regarding propofol administra-
tion.” (For more on propofol administration, see
Same-Day Surgery, October 2003, p. 109, “Should
RNs administer propofol? Providers stand on
both sides of issue.”)  ■
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How should you handle
discarded computers?

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

Question: If a covered entity is purchasing
new computers to replace hardware that has
been used to store and create electronic protected
health information (EPHI), what actions must
the organization take before disposing of the old
computers?

Answer: The security rule requires same-day
surgery programs to implement procedures for
handling EPHI on old computer hardware and
other electronic media that the entity will no
longer be using, says Robert W. Markette, Jr., 
an Indianapolis attorney.

“Because of the flexibility of the rule, the covered
entities are not told specifically what they need to
do,” he says. “A surgery program’s disposal proce-
dures need to reflect reasonably anticipated threats
to information on computers and other storage
media that the entity is removing or replacing.”

The risk comes from the way computers handle
information that is deleted, explains Markette.
When you drag a file to the trash or recycle bin
and empty it, the information is not removed from
the computer’s hard drive, he points out. “Instead,
the computer simply removes the file’s address
from its ‘address book,’” he says. “Essentially, the
computer still contains the information, but does
not know where it keeps the information.”

Someone else can use “unerase” software to
simply scan the hard drive and determine the
location of files, he explains.

The only way to truly erase a file is to write new
information over the same location on the hard
drive, explains Markette. If a same-day surgery
staff member uses a wipe utility, the program will
go to the location of the file to be deleted and write
random information over it, he adds.

This means a provider needs to decide if placing
information in the trash is sufficient or if more thor-
ough efforts need to be made, points out Markette.
“This decision depends upon what the [provider]
perceives the threat to be,” he explains. If the only
threat is that somebody will simply turn on the
computer and find files that contain EPHI, the
trash bin may be a reasonable precaution, he says.

“If, however, you are concerned that some-
body will actually attempt to recover deleted
files, then ‘wipe’ software may be appropriate,”
suggests Markette.

Although software that can wipe a hard drive
is available from any software vendor or retailer,
you also can have the vendor who is providing
the new equipment agree to wipe the old hard
drives as part of your purchase contract, he says.

“If you do ask a vendor to wipe the hard drive,
be sure you have a business associate agreement
with the vendor, because the vendor and the 
vendor’s employees will have access to EPHI,”
Markette adds. (For more information about
business associate agreements, see HIPAA
Q&A, Same-Day Surgery, July 2003, p. 82.)

A point to remember in all of this is that no
precaution is perfect, he says. “Even with wipe
software, a dedicated hacker still may be able to
recover something,” Markette says.

One information technology professional told
Markette that the only way to ensure no data are
recovered from a discarded hard drive is to phys-
ically destroy the hard drive, he says. “With that
in mind, I would recommend that any same-day
surgery program be reasonable when implement-
ing security rule precautions and be aware of the
information that may be contained on hardware
scheduled for replacement,” Markette adds.  ■
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■ New technique carries 
less risk than traditional 
procedures

■ New single specialty for
surgery centers

■ Latest methods for reduc-
ing infection control risk

■ Tips for improving your
documentation
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1. What was the most significant finding about out-

comes in a study that compared laparoscopic her-
nia repair with the traditional, open procedure,
according to researchers?
A. Pain levels are the same for both procedures.
B. Patients undergoing the open procedure return

to normal activities more quickly.
C. There is a higher rate of recurrence for primary

hernias repaired laparoscopically.
D. Outcomes were not affected by surgeon 

experience.
2. What is the greatest challenge for some office-

based same-day surgery managers in relation to
state regulations, according to Adrian Hoschstadt,
JD, director of public affairs for the AAAHC? 
A. completing forms needed for licensure
B. obtaining physician assistance during surveys
C. finding a consultant to walk them through the

survey
D. learning which rules apply to their organization

3. What was the biggest change her staff noticed in
her surgery program’s most recent survey, accord-
ing to Patti Moore, RN, director of River View
Surgery Center?
A. the number of documents the surveyor requested
B. the time surveyor spent talking with staff
C. the brevity of the survey
D. the time surveyor spent interviewing physicians

4. What has attorney Robert W. Markette, Jr., been
told is the only way to be absolutely sure electronic
protected health information cannot be retrieved
from computer hardware that you are discarding?
A. Put the information in the recycling bin.
B. Write other information over the information.
C. Delete all software on the hard drive.
D. Physically destroy the hard drive.

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 “Lap hernia repair
results in more recurrence than open” and
“Accreditation can help meet regulatory require-
ments” in this issue and supplement.)

• Describe how those issues affect clinical service
delivery or management of a facility. (See “Unan-
nounced surveys begin for some SDS programs.”)

• Cite practical solutions to problems or integrate
information into your daily practices, according
to advice from nationally recognized ambula-
tory surgery experts. (See “HIPAA Q&A.”)

CE/CME instructions

Physicians and nurses participate in this continu-
ing education/continuing medical education pro-

gram by reading the articles, using the provided
references for further research, and studying the
questions. Participants should select what they
believe to be the correct answers and then refer to
the list of correct answers to test their knowledge.
To clarify confusion surrounding any questions
answered incorrectly, please consult the source
material. After completing this semester’s activity
with the December 2004 issue, you must complete
the evaluation form provided in that issue and return
it in the reply envelope provided in order to receive
a certificate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■

CE/CME answers
1. C 2. D 3. B 4. D

CE/CME questions



State licensure regulations, Medicare regulations,
Health Insurance Portability and Accountability

Act (HIPAA) requirements, and accreditation sur-
vey preparation can make some same-day surgery
managers feel as if most of their job is compliance
oversight. Even more confusing than the myriad of
regulations is the need to identify the proper action
to take when some compliance requirements con-
flict with or differ from others.

The Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook Terrace,
IL, and the Accreditation Association for
Ambulatory Health Care (AAAHC) in Wilmette,
IL, offer support to their accredited organizations
to reduce some of the time required to comply
with and identify compliance issues.

“We subscribe to a variety of bill- and regula-
tion-tracking services that enable us to monitor
the introduction of legislation in all states that
might impact our accredited organizations,” says
Mark Crafton, MPA, executive director of state
and external affairs for the Joint Commission. “We
watch for opportunities for the Joint Commission
to act as a point of oversight for health care orga-
nizations so that our accreditation can be used to
meet compliance requirements.”

For example, several states do recognize Joint
Commission accreditation as meeting state licen-
sure requirements, Crafton says. “This recogni-
tion gets rid of the duplication of effort for the
same-day surgery program to undergo a licen-
sure process as well as an accreditation process,”
he explains.

Even if your state recognizes Joint Commission
accreditation, be sure you know what that recog-
nition entails, advises Crafton. “The most com-
mon agreement is that the Joint Commission

accreditation is accepted in lieu of a licensure sur-
vey,” he says. While organizations in these states
can choose to undergo a licensure survey rather 
than undergo an accreditation process, there 
are some states that require accreditation for
licensure, Crafton says. Those states are Delaware,
Georgia, New Jersey, New York, North Carolina,
Pennsylvania (minor procedures only), and
Virginia, he says.
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Accreditation can help meet regulatory requirements
Joint Commission and AAAHC monitor activity and keep you updated

For more information on state regulations and
accreditation, contact: 
• Mark Crafton, MPA, Executive Director of State

and External Relations, Joint Commission on
Accreditation of Healthcare Organizations, One
Renaissance Blvd., Oakbrook Terrace, IL 60181.
Telephone: (630) 792-5000. Fax: (630) 792-5005.
E-mail: mcrafton@jcaho.org.

• Adrian Hoschstadt, Director of Public Affairs,
Accreditation Association for Ambulatory Health
Care, 3201 Old Glenview Road, Suite 300,
Wilmette, IL 60091-2992. Telephone: (847) 
853-6072. Fax: (847) 853-9028. E-mail: adrianh@
aaahc.org.

The Accreditation Association for Ambulatory Health
Care web site provides regulatory updates and sum-
maries of state legislation related to ambulatory
surgery. Go to www.aaahc.org, choose “AAAHC
news,” then choose “regulatory/legislative informa-
tion.” Click on “regulatory update” and “state laws
and regulations.” 

The American Association of Ambulatory Surgery
Centers in Johnson City, TN, offers legislative infor-
mation about specific states at www.aaasc.org/state/.
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There is also at least one state, which he declined
to specify, that doesn’t mandate accreditation, but 
it determines the need for a state survey based on
the result of an accreditation survey, Crafton points
out.

Office surgery a hot topic 

The most active area for new regulations has
been related to office-based surgery, says Adrian
Hoschstadt, JD, director of public affairs for
AAAHC.

“Four years ago, there were only a handful 
of states that had any regulations related to
office-based surgery, and today we have almost
half of the states with something on the books,”
Hoschstadt says. 

The requirements vary, with some states hav-
ing regulations that must be followed, and other
states offering voluntary guidelines, he points
out. 

Because the rules change frequently, AAAHC
maintains a database of state regulations that
apply to ambulatory care organizations. (See
resource box on p. 1.) “We find out about
changes or potential changes from monitoring
services to which we subscribe and also from
our own accredited organizations,” says
Hoschstadt. “The web site provides updated
information on current legislative actions as
well as an overview of regulations that affect
our accredited organizations.” 

AAAHC also maintains a current file of office-
based regulation summaries that can be obtained
from his office, he adds. (See Hoschstadt’s con-
tact information in source box, p. 1.)

Be aware, too, that some states that accept
accreditation surveys in lieu of state surveys also
require additional information, says Crafton.
“Texas has additional anesthesia requirements,
Florida has a specific list of medications that
must be available, and several states require a
specific written transfer agreement in addition to
the transfer plan required by Joint Commission,”
he points out.

If a state has additional requirements, surveyors
will come prepared with an addendum document-
ing that the organization meets Joint Commission
requirements as well as the extra state require-
ments, he adds.

The challenge for some same-day surgery
managers is figuring out which rules apply, says
Hoschstadt. “You may think your organization 
is an office-based practice, but your state may
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Recent legislation 
affects SDS programs

Staying on top of legislative and regulatory
rules that affect their operations is a constant

challenge for same-day surgery managers. One
way managers can keep abreast of changes 
is through regulatory and legislative updates
posted on the web site of the Accreditation
Association for Ambulatory Health Care (AAAHC)
in Wilmette, IL. According to AAAHC, a few of the
recent changes reported in various states include:

• Indiana. Effective January 2004, the Indiana
State Department of Health accepts a Medicare
deemed status survey conducted by AAAHC, the
Joint Commission on Accreditation of Healthcare
Organizations, and the American Osteopathic
Association.

• Louisiana. The State Board of Medical
Examiners has adopted regulations for office-based
surgery that take effect on Jan. 1, 2005. Exempt
procedures include those requiring no anesthesia,
local or topical anesthesia, regional anesthesia, or
conscious sedation, and procedures performed by
an oral and maxillofacial surgeon within the den-
tistry scope of practice. Offices accredited by
AAAHC, the Joint Commission, or the American
Association for the Accreditation of Ambulatory
Surgery Facilities (AAAASF) are exempt from regu-
lations, as are licensed facilities .

• North Carolina. As of January 2004, any
physician performing Level II or Level III proce-
dures in an office should be able to demonstrate
substantial compliance with the guidelines devel-
oped by the North Carolina Medical Board, or
obtain accreditation by a nationally recognized
agency such as AAAHC, the Joint Commission,
AAAASF, the Healthcare Facilities Accreditation
Program (HFAP), or other board-approved
agency.

• Ohio. The State of Ohio Medical Board
approved regulations requiring accreditation of
offices where physicians or podiatrists perform
surgery using moderate sedation or higher anes-
thesia. The rule took effect January 2004. Appli-
cation is required within 18 months of that date, and
accreditation by AAAHC, the Joint Commission,
AAAASF, HFAP, or other board-approved agency
must be obtained within three years.

• Texas. As of April 2004, an initial or renewal
state licensing survey may be waived if the ambula-
tory surgery center provides documented evidence
of accreditation by AAAHC, AAAASF, or the Joint
Commission, and Medicare deemed status.  ■



define you as a freestanding surgery center,” he
explains. 

The key is not to assume anything, and look at
the specific language in your state regulations,
Hoschstadt says. “Read the definitions carefully,
and ask for explanations of language that isn’t
clear,” he says. Develop a good relationship with
an appropriate contact on the state medical board,
department of public health, or whichever agency
oversees your organization, to ensure you have a
good source of information, he suggests. 

State associations and accreditation organiza-
tions also can provide information, but be sure that
you understand the rules and requirements and
that you know how your same-day surgery pro-
gram is meeting those requirements, Hoschstadt
says. 

“Even if you use an attorney or other consul-
tant to provide guidance for your compliance
program, be aware that the ultimate responsibil-
ity for compliance is upon you,” he says.  ■

Unannounced surveys begin
for some SDS programs
New tracer methodology will be used

It’s a good thing that Patti Moore, RN, director 
of River View Surgery Center in Lancaster, OH,

stays current on her reading. She perused with
interest the January 2004 newsletter produced by
the Joint Commission on Accreditation of Health-
care Organizations, which included a description
of tracer methodology. Ten days later, her surgery
center became the nation’s first freestanding
ambulatory surgery center to undergo an unan-
nounced survey conducted to test the unan-
nounced process and the tracer methodology.

“We have always worked toward continual
regulatory readiness, and in most ways we were
ready, but my staff was not prepared to be inter-
viewed to the extent they were,” says Moore.
“The greatest change in the new approach to sur-
veys is the fact that surveyors are talking directly
to the people providing the care, while the man-
ager stands back and acts as a support person.”

Because her experienced staff always remem-
bered surveys as taking place behind closed
doors, with surveyors poring over paperwork
and policy books, the first few staff members

who were approached by the surveyors did have
a “deer in the headlights” look on their faces,
Moore admits. Once staff members realized that
the surveyor was just asking about how they did
their jobs, they were able to relax and talk with
pride about how they ensured patient safety and
good outcomes, she adds.

Moore found that she and her staff were better
prepared for an unannounced survey than they
realized when the surveyor arrived at a time in
the morning prior to Moore and another manager
arriving, and during the small window of time
that the manager on duty had gone to the bank to
make a deposit. “My staff members knew how to
reach me and were able to immediately help the
surveyor begin,” she says. Not surprisingly, one
of Moore’s recommendations is that you prepare
staff members for a situation in which they have
to begin the survey without a manager.

The surveyor did “trace” three patients
throughout the day, says Moore. “The patients
were traced one at a time, and the surveyor was
here for between seven and eight hours,” she
says. First the surveyor chose a patient to follow.
Then, using the patient’s chart, the surveyor went
to each staff member who might have had contact
with the patient, she says. The questions focused
upon issues such as patient identification, how 
a recovery room nurse would know which medi-
cations had been administered, and what specific
training a staff member received on equipment.
As questions are answered, the surveyor would
occasionally ask to see documentation of things
such as credentialing or certification, but most 
of the review involved the medical record, says
Moore.

“My nurses liked the tracer methodology,
because it is more interactive with the staff mem-
bers who are providing the care, and it makes
sense,” says Lorri G. Smith, RN, BSN, director 
of clinical services accreditation specialist for
AmSurg, a Nashville-based national company
that manages or owns more than 120 single-spe-
cialty surgery centers. “In the past, surveyors
might head off in a direction that made little
sense as they asked for different documents, but
the tracer methodology keeps everything on
track, and the documents that they may want tie
directly back to the patient being traced,” she
says.

Same-day surgery staff at Paradise Valley
Hospital in National City, CA, were well pre-
pared for the tracer methodology due to a pro-
gram that has been in place since 2003. 
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“We have the department manager pull a
patient’s chart and walk through the process just
as a surveyor will do,” says Catherine M. Fay,
RN, director of performance improvement at the
hospital. The process can be done as a group at a
staff meeting, with the director starting with the
patient’s preadmission and asking the admission
nurse what information is given in the initial call,
Fay says.

“Same-day surgery managers can choose a spe-
cific chart or pick a procedure off the surgical
schedule, such as knee arthroscopy, and ask staff
members to talk about what this patient needs
before admission, what information we need
upon admission, how we ensure that the patient
is properly identified and that the surgical site 
is verified, and what medications and instruction
are needed for discharge,” she explains. If a
patient requires a breathing treatment prior to
surgery, staff members are asked who will admin-
ister the treatments, what type of training have
they had, and how they will evaluate the patient
after the treatments, she adds.

At first, staff members are uncomfortable
answering questions that a surveyor may ask,
but they soon relax when they realize that they
already know the answers, says Fay. 

“The greatest benefit to this ongoing process 
is that staff members are comfortable answering
questions about the process used to care for
patients as they move from one area to another,”
she says. (For more information about the tracer
methodology, see “All in the details: Tracer
method looks for thorough notes,” Same-Day
Surgery, October 2003, supplement, p. 1.) ■

Patient safety issues 
are the primary focus

Managers report patient safety goals are the pri-
mary focus of surveyors this year, says Lorri

G. Smith, RN, BSN, director of clinical services
accreditation specialist for AmSurg, a Nashville-
based national company that manages or owns
more than 120 single-specialty surgery centers. 

“Medication management, the use of the do-
not-use abbreviation list, and performance
improvement activities related to patient safety
are important,” explains Smith, who didn’t have
any centers that had undergone unannounced
surveys at press time. (For more information
about medication management, see “New
JCAHO survey process addresses medication
errors,” Same-Day Surgery, April 2004, p. 39. For
more information on the abbreviation list, see
“You’re writing more as abbreviations disap-
pear,” SDS, April 2004, supplement, p. 1.) 

With patient safety a priority, surveyors also
are looking closely at expiration dates, says
Donna Stewart, RN, CIC, administrator of the
North Texas Surgery Center in Dallas.

“Be aware that any item with an expiration
date must not be out of date,” Stewart warns. 

None of the facility’s medications were out of
date, but some of the supplies that they didn’t
even realize had expiration dates had expired,
she exclaims. “We found that manufacturers are
putting expiration dates on non-perishable items
such as sutures, and those had expired,” Stewart
says. 

After the survey, her staff started checking
supplies as they were received and were sur-
prised to find that some non-perishable items
that now have expiration dates placed upon
them were out of date upon receipt.

“We are watching our supplies very carefully
when we receive them so that we don’t get sur-
prised again,” she says.  ■
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For more information about unannounced surveys
and tracer methodology, contact:
• Patti Moore, RN, Director, River View Surgery

Center, 2401 N. Columbia St., Lancaster, OH
43130. Telephone: (740) 681-2700. E-mail:
pmoore@mchs.com.

• Lorri G. Smith, RN, BSN, Director of Clinical
Services Accreditation Specialist, AmSurg, 20
Burton Hills Blvd., Fifth Floor, Nashville, TN
37215. Telephone: (615) 665-3558. E-mail:
lsmith@amsurg.org.

• Catherine M. Fay, RN, Director of Performance
Improvement, Paradise Valley Hospital, 2400 E.
Fourth St., National City, CA 91950. Telephone:
(619) 470-4283. Fax: (619) 470-4162. E-mail:
FayCM@ah.org.
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For more information on recent surveys, contact:
• Donna Stewart, RN, CIC, Administrator, North

Texas Surgery Center, 7992 W. Virginia Drive,
Dallas, TX 75237. Telephone: (972) 283-2400. 
E-mail: donnas@unitedsurgical.com.
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