
Survey draws attention to outpatient
surgery errors: Is your program at risk?
We list the areas where you most likely could threaten safety

A7-year-old goes in for routine ear surgery and dies after receiv-
ing a dose of concentrated epinephrine. Hundreds hear the
story at a national conference, and hundreds more view a video

presentation.1

Surely this is an isolated case — or is it? 
A recent survey of safety errors in otorhinolaryngology practice

shows that of 466 responses, there were five cases of inadvertent injec-
tion or placement of 1:1,000 epinephrine.2

“It is very possible that this practice continues because too many good
clinicians believe ‘It won’t happen to me,’” says Waldene K. Drake, RN,
MBA, vice president of risk management at Cooperative of American
Physicians-Mutual Protection Trust in Los Angeles. Clinicians fail to real-
ize how many factors can intersect to cause an error, even when good
people are dedicated to patient safety, Drake says. 

David W. Roberson, MD, assistant professor of otolaryngology 
at Harvard Medical School in Cambridge, MA, and an associate in 
the department of otolaryngology and communication disorders at
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A recent survey of safety errors indicates multiple areas where outpatient
surgery providers can improve patient safety.
• In the perioperative and postoperative period, many of the safety prob-

lems are due to communication errors, incomplete or incorrect H&P, sur-
gical planning errors and judgment errors, and medication errors. 

• Consults, tests, and personnel must be in place before surgery. A track-
ing system can help.

• Have appropriate support for equipment and, if possible, test equipment
before using it. Check cauteries meticulously for intact insulation. Consider
using disposable cauteries.

• Initial the site, and have a time-out before each case.
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Children’s Hospital Boston, says, “An RN in the
OR has a thousand things going on, and nothing
could be easier than to get distracted and forget
to dilute the epi. Or lunch relief could come in,
and the task could fall between the cracks.”

Patient safety errors are made by physicians,
nurses, and other clinicians; and now they are
receiving significant national attention. The

Senate recently passed the Patient Safety and
Quality Improvement Act, which allows health
care errors and serious events to be reported vol-
untarily and confidentially, without the threat of
legal repercussions. The Senate bill must be rec-
onciled with a bill passed by the House earlier
this year. 

In the meantime, practitioners can learn from
the report on common areas of medical errors
published by Roberson and his co-authors in the
August issue of The Laryngoscope. 

Although the study specifically targeted oto-
laryngology, most of the errors and the sugges-
tions to prevent them apply to outpatient surgery
in general, say sources interviewed by Same-Day
Surgery. 

One of the top 10 safety tips given by the
authors is to eliminate concentrated epinephrine
from the surgical field. (For additional tips, see
article, p. 112.) 

“It should not be just one of the many tasks the
nurse has to do as she sets up the case,” Roberson
says. Options include using lidocaine with epine-
phrine or having a pharmacy premix syringes, he
suggests. If elimination isn’t feasible, two people
can watch the nurse dilute the epinephrine, adds
Roberson.

The danger of patient safety errors definitely
exists in an outpatient surgery setting, notes
Stephen Trosty, JD, MHA, CPHRM, director of
risk management and continuing medical educa-
tion at American Physicians Assurance Corp. in
East Lansing, MI. 

“The more hurried, the more rushed, the more
stressed the person doing the preparation and
administration of monitored anesthesia care
[MAC] might be, the greater is the potential for
error,” says Trosty, who bases his comments on
his risk management and claims experience.

Lessons for outpatient surgery

In their study, Roberson and his co-authors
identified specific areas where providers reported
errors. They include: 

• Communication errors. 
To avoid communication problems, informed

consent should not be obtained on the morning of
surgery as the patient is going in for a procedure,
Trosty maintains. 

Verify that those who are performing the
surgery and anesthesia have obtained appropri-
ate consent, he adds. Without it, “you can end up
with malpractice,” Trosty explains.
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The patient should be a partner in the decision-
making process, he advises. The discussion
should include the medical problem, potential
risks and benefits of the procedure, any alterna-
tive treatments, and an explanation of the surgery.
“Patients may have strong feelings,” Trosty says.
“Those should be appropriately documented.”

• Incomplete or incorrect history and physical
(H&P).

Allergic reactions can be very common in out-
patient surgery, Trosty points out. “It becomes
very critical, before any surgery is done, that a
thorough H&P with emphasis on any known
allergies is taken,” he says. 

Trosty recommends that if a patient has a known
allergy, a red label should be placed on the front of
the patient’s chart. “If it’s buried in the record, it
will be much easier to miss,” he says. 

Also, determine what medications the patient
is taking and ensure that any medications, which
can exacerbate the effect of anesthesia such as
blood thinners or beta-blockers, have been dis-
continued, Trosty advises. 

Blood thinners can create a bleeding problem,
and beta-blockers may indicate a need for closer
monitoring, he says. “These have caused malprac-
tice claims in outpatient surgery,” Trosty adds.

Additionally, patients should be asked about
herbal medications, over-the-counter medica-
tions, and recreational drug use, sources say.

• Surgical planning and judgment errors.
The preoperative evaluation must include

evaluation of the level of skill and care that 
the patient and procedure will require, Drake
emphasizes. 

“This means that a high-risk patient may not
safely undergo a procedure in an outpatient set-
ting if he needs the backup availability of a full
range of emergency services that only a hospital
setting can provide,” she says. 

Outpatient surgery centers that are owned by
physicians or a physician group must take extra
strides to ensure this evaluation is carried out
objectively, Drake says. 

• Medication errors.
The Joint Commission on Accreditation of

Healthcare Organization’s new 2005 National
Patient Safety Goals include a requirement that
all providers identify and, at a minimum, annu-
ally review a list of look-alike/sound-alike drugs
used in the organization and take action to pre-
vent errors involving the interchange of these
drugs. (For more information see “New patient
safety goals set outpatient priorities,” Same-Day

Surgery, September 2004, p. 102 and “New
JCAHO survey process addresses medication
errors,” SDS, April 2004, p. 39.)

Medication errors are frequent in outpatient
surgery, says Lori Bartholomew, director of
research at Physician Insurers Association of
America in Rockville, MD. 

Two potential factors are that staff members
might not be accustomed to working together
daily, and there might not be a pharmacy on site,
she says. 

Providers need to double-check medications
with visual confirmation of the dosage and the
particular drug, Bartholomew notes. 

The danger in the outpatient surgical setting is
being lulled into complacency because things go so
well so much of the time, Roberson says. “Keeping
a high alert level for things that are very rare is
hard for most normal humans,” he adds.

In outpatient surgery, the volume is such that
you may go 10-30 years between major safety
errors, Roberson warns. “You can’t rely on your
own experience,” he advises.
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For more information on improving risk manage-
ment in outpatient surgery, contact:
• Lori Bartholomew, Director of Research, Physi-
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ment of Otolaryngology and Communication
Disorders, Children’s Hospital Boston, Fegan 9,
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Follow these safety tips 
to avoid surgical errors

Outpatient surgery providers who want to
improve their safety record should follow

these six tips, based on a list of suggestions pub-
lished by authors of a study on safety errors in
otorhinolaryngology.1

• Have consults, tests, and personnel in place
before surgery. If there are contraindications to
elective surgery, consider carefully whether the
procedure should be performed.

Contraindications and patient allergies should
be discussed with the patient, emphasizes Lori
Bartholomew, director of research at Physician
Insurers Association of America in Rockville, MD. 

In procedures involving cancer, growths, or lym-
phoma, ensure the tests have adequately identified
where the growth has occurred so the surgeons
knows the dimensions necessary for excision, says
Stephen Trosty, JD, MHA, CPHRM, director of
risk management and continuing medical educa-
tion at American Physicians Assurance Corp.in
East Lansing, MI. 

”You don’t want to have to go in again or miss
something,” he stresses. 

Appropriate blood tests are necessary to ensure
the patient doesn’t have an illness that contraindi-
cates surgery, Trosty says. Also, type and cross-
match the blood type and make sure you have the
right type available in the event the patient expe-
riences blood loss and needs a transfusion, he
advises. 

“Make sure all that is done ahead of time and
returned to the surgeon and to the specialist order-
ing the test or the family practice physician,” Trosty
says.

• Have a tracking system to ensure the correct
test is ordered; the correct test is completed; and
the results are reviewed.

In outpatient surgery, surgeons often arrive
just before a procedure, Bartholomew says. For
that reason, you need to ensure your ancillary
services are top-notch and you’re receiving reli-
able information from them in a timely manner,
she explains.

It’s particularly important that your ancillary
services are dependable because in outpatient
surgery, surgeons often practice in multiple facili-
ties and may have to adapt to different protocols 
at different locations, Bartholomew says. 

“Surgeons come in at the nth hour; or they

move to the next OR, and there’s not a lot of time
to communicate,” she points out. “Make sure the
anesthesiologist did his work, and make sure all
the X-rays are there.”

• Check cautery meticulously for intact insu-
lation. Consider using a disposable cautery.

Cautery burns are not as infrequent as outpa-
tient providers would like for them to be, Trosty
says. There’s a couple of reasons for the frequency,
he says. “One is the malfunction of equipment, 
or someone monitoring the patient isn’t paying
enough attention and the equipment is left too long
on a patient or a particular area,” Trosty says.

• When sophisticated equipment fails, you
may find it difficult to fix it immediately. Have
appropriate support for equipment and if it’s
possible, test equipment before induction.

In outpatient surgery, complex equipment
including drills, image-guided systems, or micro-
scopes may fail. And complex equipment fre-
quently isn’t replaced easily in an outpatient
surgery setting, Bartholomew says.

Ideally, you should make sure the equipment is
working before each procedure, Trosty says. At a
minimum, make sure the equipment is working
at the beginning of each day, he adds.

“You may need to calibrate it to make sure it’s
measuring appropriately or reading appropri-
ately,” Trosty says. 

A machine that is off a little can make a big 
difference, he emphasizes, especially when the
machines monitor anesthesia or perform the
surgery. You don’t want to discover that a vital
piece of equipment, such as a radioisotope, isn’t
working correctly in the middle of surgery, Trosty
emphasizes. 

“If it’s not working, tag it and get it out of the
surgical suite, so it isn’t used by anyone else,” he
advises.

• Be aware of the potential for wrong site/
wrong patient surgery, particularly when you’re
busy. Initial the surgical site, and have a time-
out at the beginning of each procedure.

In the otorhinolaryngology study, two cases 
of the wrong patient being brought into the OR
occurred in outpatient settings, and in both cases,
the respondent commented that time pressure in
a busy facility was a contributing factor, says one
of the study’s authors, David W. Roberson, MD,
assistant professor of otolaryngology at Harvard
Medical School in Cambridge, MA, and associate
in the department of otolaryngology and commu-
nication disorders at Children’s Hospital Boston.

The Joint Commission on Accreditation of
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Healthcare Organizations has requirements in
place to avoid wrong site/wrong patient/wrong
procedures, Trosty points out. The requirements
address the marking of the surgical site and other
areas. (For more information, see “Protocol
established for wrong-site surgery,” Same-Day
Surgery, September 2003, p. 107.)

“Have a time-out before surgery begins to per-
form a second check of the patient, the type of
surgery, the part of the body operated on, and the
location on the part of body,” Trosty advises.

Many surgeons are asking patients to confirm
the site as well as confirm who they are, notes
Bartholomew. 

• The perioperative and postoperative period
is high risk. Risk factors for postoperative death
may include narcotic use, developmental delay,
and obstructive sleep apnea. 

In the recent study, “errors in surgical judg-
ment, scheduling patients in a facility that was
not appropriate — e.g., a complex patient in an
outpatient setting — technical errors and medical
management during surgery were all high-risk
areas,” Roberson says.

Preoperative, intraoperative, and postoperative
checklists help eliminate errors by keeping every-
one focused on key issues of patient evaluation and
identification, surgery sites, procedures, medica-
tions, and discharge instructions, Drake says. [For
checklists, go to www.same-daysurgery. com.
Click on ‘Toolbox.” Your user name is your sub-
scriber number from your mailing label, and your
password is sds (lowercase) plus your subscriber
number (no spaces). Under “Pathways,” see “Plan
of Care Form.” Under “Patient Documentation/
Patient Education,” see “Patient Admission
Assessment.”]

In the immediate post-op period, skilled and
trained staff must monitor the patient for the first
signs of complications, such as breathing difficul-
ties, bleeding, changes in vital signs, reactions to
anesthesia and/or medications and level of alert-
ness, she says. 

In the postoperative period, it’s critical to
ensure patients who received general anesthesia
are breathing at a normal level and their oxygen
saturation level remains correct, Trosty notes. 

“There can be instances when the patients aren’t
monitored correctly, and they may have been given
too much anesthesia; or the patients have had a
bad reaction, and that can affect oxygen coming in
or carbon dioxide going out,” he says. “That can
have significant negative consequence, up to and
including death.”

Even location sedation needs to be closely
monitored for potential complications or adverse
events, Trosty says. 

Staff should be adequately trained in cardio-
pulmonary resuscitation and advanced life sup-
port, particularly in a freestanding outpatient
surgery center, he advises. “If a patient should
suddenly arrest or code, you need to make sure
you have people there who are trained and can
respond and that you have appropriate safety
equipment and an emergency cart with appropri-
ate equipment and medicines, to try to bring
them back,” Trosty says.

Discharge instructions are an important piece
of avoiding safety risks, Drake emphasizes. 

They tell the patient what medical regimen to
follow at home over the next days and/or weeks,
she says. “The instructions also should let the
patient know the possible complications and alert
the patient when to notify the doctor,” Drake
adds.
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Share with competition? 
It may be advantageous

While outpatient surgery providers often are
fierce competitors, some providers are find-

ing multiple advantages in sharing equipment,
supplies, and even names of potential employees
with each other. 

Here’s some of the strategies that have paid off
for same-day surgery providers:

• Sharing information.
Sharing information in a variety of areas can be

very helpful when opening new outpatient surgery
programs, says Deborah T. Womble, RN, CNOR,
administrator at Children’s West Surgery Center in
Knoxville, TN. Another surgery center in Knoxville
allowed the business office manager and the nurse
manager from Children’s West to visit for several
days. “They shared forms, inventory lists, etc.,” she
says. “The nurse manager from this facility would
call me every time she would think of something
that had been a problem for them in the upstart.”

Additionally, Womble and her nurse manager
visited another pediatric-specific surgery center
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in Memphis, TN, one of only 10 in the world.
“We spent the day with the nurse manager tour-
ing her facility and asking questions of any staff
members,” Womble says. “That was a wonderful
experience. We didn’t feel so alone then.”

The nurse manager shared forms with Womble.
“We discussed things they had tried and failed as
well as those that were successful for them,” she
adds.

Womble has obtained information through
other networking resources including the member
directory of the Federated ambulatory Surgery
Association (FASA) in Alexandria, VA. She sur-
veyed FASA members concerning anesthesia cri-
teria specific to pediatric population and received
a good response, Womble explains.

Other networking opportunities have come
through a chat group of perioperative nurses
who belong to the Association of periOperative
Registered Nurses (AORN) and e-mails obtained
at national surgery conferences. Additionally, she
is forming a support group of area surgery center
administrators and nurse managers. 

Mount Nittany Surgical Center in State College,
PA, is on friendly terms with its community hospi-
tal, says Roger Pence, administrative director of
Mount Nittany and president of FWI Healthcare,
an Edgarton, OH-based consulting firm for primar-
ily ambulatory health care providers. Originally,
the not-for-profit hospital sponsored the formation
of the not-for-profit ASC. Several members of the
hospital board also serve on the surgery center’s
board. 

“During capital budgeting time, we share
information on equipment/instruments each
may be purchasing so that we both buy the same

manufacturer, model, or style,” Pence says. “This
way, we don’t end up with a [lemon] no one will
use or have problems in getting it serviced.”

Also, the surgeons who work in both settings
have the opportunity to use familiar equipment
in both places. And when clinical staff are hired
from the hospital, they already have used the
same style and type of equipment, he says. “This,
in turn, enables their orientation to be rapid and
proficient,” Pence explains.

Many of the items that the hospital and ASC
share information on are high-volume usage such
as scopes and drills. For other items, the center’s
managers determine the expected volume of pro-
cedures to justify the purchase of equipment. 

• Sharing names of potential employees. 
Initially, Womble called a nurse manager at

another ASC to ask whether she would consider
being a nurse manager at Womble’s facility.

“She was happy where she was, but recom-
mended a staff nurse who was working part time
at two facilities,” she says.

That nurse was hired and has been with the
ASC for 1½ years, Womble adds.

• Sharing equipment and supplies.
Even when a hospital’s managers are adamantly

against the formation of a surgery center, many of
the hospital’s departments eventually may work
out verbal or written agreements to help the ASC,
Pence advises. For example, an ASC, with its low-
volume usage of expiring drugs, can trade these
drugs to the hospital where there is a higher vol-
ume usage.

“Occasionally, when certain surgical supply
items unexplainably are not in inventory, a call to
the local hospital by the ASC usually will result in
the ability to borrow stock until delivery is made,”
Pence says. Also, ASCs may be able to rent floor
polishers and other infrequently used items from
their local hospitals, he adds.

“When there is a positive working relationship
with the local hospital, the ASC even has greater
benefits in this area,” Pence notes.

Womble’s facility, four other surgery centers,
and a nearby hospital help each other when they
need instruments, sutures, or other supplies. 

“If they have a pediatric need, we can usually
be helpful to them,” Womble says. “They can
help us with general things.”

While some providers may be wary of loaning
expensive instruments, Womble says her experi-
ence has been positive. 

“So far, we have been very fortunate that 
the facilities have taken very good care of our
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Some same-day surgery providers are finding col-
laborative arrangements work out well for both
facilities, even when they are competitive.
• Providers can share information such as specifics

about potential equipment purchases (both can
buy the same product), forms, names of potential
employees, and for new providers, lessons
learned.

• Equipment can be shared with facilities, which
take good care of the instruments and return
them in a timely manner. Some facilities do this
for their investor surgeons or potential investors.

• You can sell equipment to other centers. Consider
offering a discount with a provision that you can
borrow the equipment if needed.
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instruments, and we have [taken very good care
of] theirs,’ she says. “ If we started having prob-
lems with care of our instruments or not prompt
return, this would be a problem.”

Sometimes, Children’s West allows a surgeon
investor to use instruments at another facility. In
some cases, the borrowing surgeons are ones who
Womble would like to have as investors. “Kindness
goes a long way for many things,” she says.

If you are providing equipment or supplies 
to another organization at less then fair-market
value, consult with your legal advisor to ensure
you aren’t violating any laws or tax codes, legal
experts advise. 

For example, if a tax-exempt entity is involved,
the question, at a minimum, raises private inure-
ment and private benefit issues, explains Eric
Zimmerman, JD, partner with McDermott Will &
Emery in Washington, DC.

“In addition, if any of the users are persons with
substantial influence over the affairs of the tax-
exempt entity — such as medical directors or, per-
haps, large referral sources — then intermediate
sanctions issues under Section 4958 of the Internal
Revenue Code also arise,” he points out. “Further,
if any of the facilities or equipment are financed
with the proceeds of a tax-exempt bond offering,
the analysis becomes even more complex.” 

In addition, the Stark Law and fraud and abuse
laws may be applicable, Zimmerman says.

• Selling equipment.
Womble’s facility and other local surgery cen-

ter have purchased instrument sets from each
other. “The sets and/or equipment we sold to
each other was sold at our original cost,” she
says. “I discounted a liposuction unit $1,000 so
we could borrow it.”

Having collaborations with area providers
offers multiple advantages, Womble adds. 

“I believe these types of relationships are criti-
cal to the quality of patient care we provide,” she

notes. “I have never denied any facility anything
it needed for a patient. We all can’t have every-
thing we need and must help each other.”  ■

FTC/DOJ: Competition 
is good for health care
Report suggests states reconsider CON

Arecent federal report offers what some
sources say is the most significant develop-

ment in years in the ongoing battle over certifi-
cate of need (CON) and in what some same-day
surgery providers consider to be an unlevel play-
ing field in health care.

The report contends state CON laws are an
anticompetitive barrier to entering the health care
marketplace. The agencies suggested that instead
of reducing costs, there is evidence CON pro-
grams actually drive up costs by “fostering anti-
competitive barriers to entry.”1

Specifically, the joint report from the Depart-
ment of Justice (DOJ) and Federal Trade Com-
mission (FTC) says states should consider the
following steps:

• Reconsider whether CON programs best serve
citizens’ health care needs. “On balance, the FTC
and DOJ believe that such programs are not suc-
cessful in containing health care costs, and they
pose serious anticompetitive risks that usually out-
weigh their purported economic benefits,” accord-
ing to a statement from the FTC.2

• Consider broadening the membership of state
licensing boards, as boards with broader member-
ship could be less likely to limit competition. (For
information on how to order the report, see
resource box, p. 116.)

Twenty-seven states have CON regulations for
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For more information on collaborations among
same-day surgery providers, contact:
• Roger Pence, FWI Healthcare, 04405 Road D,

Suite 300, Edgerton, OH 43517. Phone: (419)
298-3700. Fax (419) 298-3750. E-mail: roger@
fwihealthcare.com.

• Deborah T. Womble, RN, CNOR, Administrator,
Children’s West Surgery Center, 1020 Children’s
Way, Knoxville, TN 37922. Phone: (865) 560-
0303. Fax: (865) 670-9082. 
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A recently released joint report from the Federal
Trade Commission and the Department of Justice
says state certificate of need (CON) laws are anti-
competitive barriers to providers that want to enter
the marketplace. 
• The report suggests states reconsider whether

CON programs best serve their citizens’ health
care needs.

• The report urges states to consider broadening
the membership of state licensing boards.
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ambulatory surgery centers (ASCs).3

Representatives of ASCs and single-specialty
hospitals, which often face CON obstacles in get-
ting new facilities approved, have spoken favor-
ably on the report, while representatives of the
American Hospital Association (AHA) have
reacted negatively. 

Here are some specific reactions:
1. Federated Ambulatory Surgery Association

(FASA). “Having two federal agencies charged
with protecting consumers say that consumers
benefit from competition and thus are harmed 
by CONs will be a major benefit in battles over
CONs. Having a neutral party weigh in may shift
the balance of power in states that have refused
to repeal laws. 

“Hospitals argue that they need to be protected
from competition; this report suggests other-
wise.” — Kathy Bryant, executive vice president
of FASA, Alexandria, VA.

2. AHA. “Nothing in this report has given us
[the AHA] any more confidence that the FTC and
DOJ understand the competitive pressures that
hospitals face.” — Mindy Hatton, AHA vice
president and chief Washington counsel.

3. American Surgical Hospital Association
(ASHA). “It points out a lot of the concerns for
our government and our system in that on one
side, you’ve got DOJ and FTC screaming for com-
petition and talking about how great competition
is for ASCs and specialty hospitals, and then on
the other side, you’ve got Congress adding a pro-
vision for moratorium to impede the growth and
development of these competitive models. (For
more information, see “Moratorium imposed on
surgical hospitals,” Same-Day Surgery, January
2004, p. 4.) I guess in a way it’s the checks and
balances of our system. 

“What’s interesting, why this, perhaps, is a
more significant document, is that this document
is a scientifically prepared report that they’ve put
together, based on lot of history and information,
that came to the conclusion that competition is
good for the future of health care.” — Mike
Lipomi, MSHA, president of the ASHA, San
Diego, and CEO of Stanislaus Surgical Hospital,
Modesto, CA.

4. American Association of Ambulatory
Surgery Centers (AAASC). “The report is signifi-
cant for states that currently have CON and for
those states that may be considering going back to
the use of CON. . . . It reconfirms and repeats the
value to consumers and to the cost of health care
when competition is available.” — Craig Jeffries,

executive director, AAASC, Johnson City, TN. 
5. Counsel for AAASC and Outpatient

Ophthalmic Surgery Society. “I think the report
is significant in the sense that it gives some cre-
dence to the view that I think people who have
tried to develop ASCs over the years have had,
that CON programs do not save money, do no
promote competition, and indeed often serve as
protectors of hospitals and other facilities that are
already open. — Michael A. Romansky, JD, part-
ner, McDermott Will & Emery, Washington, DC.

Will the report make any difference?

In terms of the impact, most experts inter-
viewed by Same-Day Surgery are more cautious
than optimistic. 

“Those who seek approval of facilities in the
near future will not find much real solace in
terms of results,” Romansky says. 

All CON programs in operation are operated
by state governments, he points out. “There is
essentially nothing the federal government can
do to mandate that states eliminate or modify
their programs,” Romansky adds. 

However, Romansky reacted positively to the
recommendation to broaden the membership of
the boards. “The regulators are hospital officials,
representatives of the insurance industry, who
oftentimes have an interest in keeping competi-
tive ASCs out of market,” he says. 

Keep in mind, however, that CON is just one
piece of the issue, Romansky says. “What we’re
seeing now, based on hospital industry lobbying,
is a broader attack on ASCs,” he says. 

“Sometimes, it’s CON program; sometimes, 
it’s providers’ taxes such as in New Jersey; some-
times, it’s a prohibition on referrals to ASCs by
physician owners; and the FTC report addressed
just the CON issue.” (For more information on
the taxes in New Jersey and other actions at the
state level, see “South Carolina proposes mora-
torium on ASCs,” SDS, August 2004, p. 94.)
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Free copies of the report are available at the Fed-
eral Trade Commission’s web site, www.ftc.gov.
Under “Contents,” click on “Newsroom.” Then under
“Contents,” click on “Reports.” Scroll down to
Improving Health Care: A Dose of Competition: A
Report by the Federal Trade Commission and the
Department of Justice (July 2004).
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How to keep your surgery
program alive and well
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Austin, TX 

It always seems as if there are obstacles that get
in our way when we try to do our job. Below

are some interesting roadblocks that your peers
are facing. You are not alone out there!

Question: I am a surgeon who is talking with
the local hospital about developing a joint ven-
ture ambulatory surgery center (ASC). We have,
however, reached an impasse in our discussions
that is centered on anesthesia contracting. We, the
surgeons, understand we need to have a contract
with a group or individuals for services. 

The hospital is claiming that it has an exclusive
arrangement with its anesthesia group that it
would have to honor in the new joint venture. 

Our problem is one of the reasons we are leav-
ing the hospital and doing our own center is to
get away from this anesthesia group. The hospital
is claiming its hands are tied and the current
anesthesia group will fight if it changes groups
for the ASC. What can we do?

Answer: You are not alone in this issue. There
are many other potential joint ventures in the
same situation. 

First, the hospital will be setting up a new cor-
poration with the surgery center, and therefore,

the contract with the anesthesia group is not an
issue as it is not the same corporate structure 
that has the original contract. (I reviewed the
agreement.) 

Second, if you can work with the current hos-
pital anesthesia group but exclude members of
the group that the surgeons do not want to work
with in the new center, you might accomplish
the same goal. While it might be painful, most
anesthesia groups realize that not all of the
members are attuned to the special needs of a
for-profit ASC. 

Question: Our hospital is a very prestigious
East Coast facility that is headed for trouble. Many
of the cases we are doing in the OR are not being
charged properly, are miscoded, or not charged to
the patients at all. We, as the operating room staff,
are clueless as to what things costs, and I am
shocked that we are still in business! I have told
my supervisor repeatedly what is going on, but he
just tells me not to worry about it. I just cannot
accept that advice. I came from a freestanding ASC
to the hospital (there is not a freestanding ASC in
the area), and I am having a very difficult time
adjusting to this attitude. What should I do?

Answer: Run! What you described is not that
uncommon. However, to be fair, I do know of other
hospitals that are right on top of all these issues. 

Hospitals are beginning to realize they need to
become more businesslike in cost control and effi-
ciency, and a great many of them are doing so. 

Yours, however, is not. The physicians in your
institution (most of whom are employed by the
hospital) have been spoiled for decades into hav-
ing whatever they want. You hospital is so well-
endowed that it will have cash for operations 
for many years — long after you are gone. After
everything you have discussed in your e-mail
and phone conversation, I think it is safe to say
that it is you who will have to change — not the
hospital. Don’t stay too long and get used to this
situation.

Question: We are a small ASC that is struggling
to make ends meet. We have a completely full-
time staff with a guarantee of 40 hours per week,
and we pay 100% of health benefits for each staff
member and their family. We match the employee
retirement plan with 25% of their contribution,
and each staff member has four weeks of vacation
per year. I know that we are too generous, but the
surgeon who owns 51% of the shares is adamant
that we maintain this package. (His wife and
daughter also work at the center.) If nothing is
done, we will need to start “cash calling” on all
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the investors in a couple of months. Help!
Answer: I was going to apply for a job there

until you told me that you had cash calls coming.
Once you start asking your investors for monthly
“cash out of pocket” to sustain operations at your
center, you are, essentially dead and will shut
down within a matter of months. 

Instead, do this: Redo your budget with 50% of
the staff on per diem. (They go home without pay
at the end of the surgical day.) Assume your staff
will start paying for family members’ health
insurance. Reduce your retirement contribution
to 10%, and let two full-time equivalent staff
members go. With that type of attitude about
staffing, I can safely predict that you are over-
staffed by at least two individuals. 

Take your new budget (which actually put the
center back into the black) to the majority owner
and explain the dire situation to him. Show him
the budget with your suggestion. (Do not just 
go to him with cash call problem. Give him a
solution!) If he fails to act accordingly, then you
should start looking around for a new position
yourself. Again, cash call centers have a very
short life span. 

(Editor’s note: Earnhart & Associates is an ambula-
tory surgery consulting firm specializing in all aspects
of surgery center development and management. Do
you have additional questions? Contact Earnhart at
8303 MoPac, Suite C–146, Austin, TX 78759. E-mail:
searnhart@earnhart.com. Web: www.earnhart.com.)  ■

Pain management ASC
aids convenience, income
State, Medicare regulations require extra attention

Setting up an ambulatory surgery center is a
complicated process in the best of circum-

stances, but when your same-day surgery center
is a single-specialty center that handles pain man-
agement procedures, there are challenges not
faced by other same-day surgery managers, says
experts interviewed by Same-Day Surgery.

“You start with kid gloves because many of the
health department or licensure department staff
members don’t understand pain management,”
says Amy Mowles, president and chief executive
officer of Mowles Medical Practice Management,
an Edgewater, MD-based consulting firm that

specializes in setting up and managing ambula-
tory surgery centers. 

While many pain management procedures can
be and are performed safely in a physician’s office,
a same-day surgery center enables the anesthesiol-
ogist to expand the practice to include more inva-
sive methods of pain control such as nerve blocks,
epidurals, and radio-frequency procedures, notes
Mowles. “If the anesthesiologist owns the center,
not only is he or she collecting a physician fee, but
the facility fee also will add to his or her income,”
she says. 

Of course, the financial success of the center
depends upon how well you plan, Mowles adds.
“Be sure you understand at what point you will
begin to show a profit,” she says. 

Don’t look only at numbers of procedures,
Mowles suggests. “Look at staffing costs and be
sure you research how payers will reimburse
you,” she says. One of her clients did not realize
that some large payers in his community would
reimburse invasive procedures only if they were
performed in a hospital setting. This physician
was $78,000 in the hole in his first year because
he couldn’t perform procedures that generated
the highest reimbursement in his own facility,
Mowles points out. 

An advantage of a same-day surgery pain
management center is the convenience to patients
who can be scheduled more easily for procedures
because there are fewer physicians jockeying for
operating room time, she adds.

“We have actually seen our business grow
some because patients don’t have to wait so long
to see the physician,” says Christine Yoder, RN,
director of nursing for Wyomissing (PA) Surgical
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Some pain management specialists are developing
surgery centers that specialize in interventions for
chronic pain. The single-specialty center improves
convenience to patients while it adds income to
physicians.
• Be familiar with state and federal regulations

that apply to surgery centers, even if the most
invasive procedure you plan is endoscopic or
percutaneous.

• Plan to spend time educating state health depart-
ment staff or staff members of other licensing
boards, because pain management is not a widely
understood specialty.

• Make your surgery center a separate entity from
your office practice in physical setup and staffing.
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Services, a pain management same-day surgery
center. “Prior to opening our own same-day
surgery center, a patient would have to wait two
months to see the doctor. Now the physician can
evaluate the patient within two weeks and sched-
ule treatment with no delay,” she says. 

“We don’t have a certificate of need process in
our state, so the regulatory process was simpler
for us than for facilities in states with certificate
of need requirements,” says Yoder.

An advantage to opening a pain management
center rather than a multispecialty center that
includes pain management is an easier approval
process in states that have do have a certificate of
need process, Mowles notes. “You are less likely
to have the local hospital or local same-day
surgery centers oppose your request because you
are offering a specialized service that doesn’t
directly compete with their business,” she adds.

Regulations do differ from state to state, Mowles
points out. “There are 43 states that require state
licensure for ambulatory surgery centers and spec-
ify criteria that must be met,” she says.

About 85% of all ASCs are also Medicare-
approved, which means there are additional con-
ditions of participation that must be met by the
facility, Mowles says. “There are some states, how-
ever, that do exempt single-specialty or physician-
owned surgery centers, so it is important to know
your own state’s requirements,” she explains.

If your state does have a certificate of need
requirement, check to see if there are exemptions,
Mowles suggests. For instance, Georgia exempts
single-specialty centers, Maryland exempts surgery
centers with only one operating room, and Massa-
chusetts exempts physician-owned centers, she
points out. Some states allow a petition for an
exemption or base the need to undergo the entire
process on a cost of project basis, she adds.

When planning your same-day surgery pro-
gram, remember that it is a surgery center, says
Mowles. “Even if most of your procedures are
percutaneous and endoscopic in nature, from the
regulatory bodies’ perspective, a surgery center is
a surgery center and you must meet all require-
ments,” she notes.

In most cases, the requirements include a vari-
ety of rooms and equipment that seem unrelated

to pain management, Mowles explains. “Even if
you are just starting out with relatively simple
cases, you must have a mechanical ventilator in
order to provide resuscitation,” she says. “You
also need an air filtration system that keeps the
operating rooms sterile, and you must pipe in
oxygen.”

Physicians who want to economize and utilize
common space for the office practice and the sur-
gery center need to be careful, Mowles suggests. 

“The ASC must be a separate entity that exists 
to provide surgical services,” she says. The two
spaces must be separated by at least a semiperma-
nent wall and doors, according to Medicare regula-
tions as well as many state regulations, she says.

The two entities can use the same space if it is
used on alternate days and times of day, Mowles
says. “You also cannot have an employee who is
performing duties for both the surgery center and
the physician office at the same time,” she adds.

Patients like the move out of a hospital setting,
says Yoder. The patient surveys show a high level
of satisfaction, she says. “Our patients rate their
satisfaction on a scale of 1 to 5 with 5 representing
extremely satisfied,” she says. 

“We always have over 90% of our patients rat-
ing their satisfaction level as 5,” which is the high-
est score, Yoder adds. “In fact, the only complaint
we got when we first opened was a lack of park-
ing,” she says. “When we realized that employees
were parking in the most convenient spaces, we
rearranged employee parking and opened up
spaces for patients.”  ■
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■ New guidelines 
to prevent post-op
infection 

■ Financial bench-
marks in outpatient
surgery

■ Find actual costs
and revenue for SDS
programs

■ New minimally 
invasive procedure

■ Spend $100 and
decrease LOS by
almost an hour

COMING IN FUTURE MONTHS

BINDERS AVAILABLE

SAME-DAY SURGERY has sturdy plastic binders
available if you would like to store back issues of the
newsletters. To request a binder, please
e-mail ahc.binders@thomson.com.
Please be sure to include the name of the
newsletter, the subscriber number, and
your full address. 

If you need copies of past issues or prefer on-line,
searchable access to past issues, you may get that at
http://www.ahcpub.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.
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CE/CME questions
13. If a patient has a known allergy, what should be

done, according to Stephen Trosty, JD, MHA,
CPHRM, director of risk management and continu-
ing medical education at American Physicians
Assurance Corp.? 
A. A red label should be placed on the front of the

patient’s chart.
B. A sheet with the word “ALLERGY” in all caps

should be added to the patient’s chart. 
C. Every clinician who encounters the patient

should initial the patient’s chart next to the
allergy information to indicate their knowledge
of this fact.

D. No special precautions need to be taken.

14. What is one reason to which Christine Yoder, RN,
director of nursing for Wyomissing Surgical Services,
attributes the increase in business after opening a
pain management same-day surgery center?
A. More payers reimbursing for pain management

techniques
B. More physicians referring patients to the practice
C. Less paperwork for patients to complete
D. Patients see physician and schedule interven-

tions more quickly.

15. How is Meriter Hospital addressing medication
safety for cases involving local anesthetic, accord-
ing to Sherry Cheadle, MSPA, RN, CNOR, man-
ager of the OR and post-anesthesia recovery unit?
A. All nurses take an anesthesia course related to

local anesthetics.
B. There is always an anesthesiologist in the room.
C. Surgeons document medication as it is given.
D. Nurses have a reference grid that lets them

know when medication dosage parameters may
be exceeded.

16. How does a surveyor address quality improvement
requirements for accreditation when the survey
occurs before a same-day surgery program has
been operational for six months, according to John
M. Powell, chief executive officer of Orthopedic
Surgery Center of the North Shore?
A. Quality improvement is not reviewed until sec-

ond survey.
B. A quality improvement study utilizing existing

records must be presented.
C. Policies, procedures, and plans for studies are

reviewed.
D. The surveyor recommends studies that the pro-

gram should implement.

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 man-
agement. (See Survey draws attention to outpatient
surgery errors: Is your program at risk? and Pain
management ASC aids convenience, income, in this
issue.)

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

• Cite practical solutions to problems or integrate infor-
mation into your daily practices, according to advice
from nationally recognized ambulatory surgery
experts. (See Collaboration promotes patient safety
as a team effort; Opening soon? Do you need an
early survey?)

CE/CME answers
13. A 14. D 15. D 16. C

CE/CME instructions

Physicians and nurses participate in this 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 answers listed
in the answer key to test their knowledge. To clarify
confusion on any questions answered incorrectly,
consult the source material. After completing this
semester’s activity, you must complete the evaluation
form provided and return it in the reply envelope to
receive a certificate of completion.  ■



With the focus on patient safety in the general
media, it would be natural for a provider 

to promote its own patient safety statistics and
efforts to set itself apart from competitors in the
marketplace. 

That is not the case in Madison, WI, where 
hospitals and medical groups work together to
address patient safety issues.

The four hospitals and three medical groups
that make up the Madison (WI) Patient Safety
Collaborative work together through brainstorm-
ing sessions and meetings to identify key patient
safety issues and develop tools that will help all
hospitals and health care organizations in the area
improve patient safety, says Kendra Jacobsen,
administrator of the collaborative. 

“The organization started in 2000 with the idea
that patient safety is too important for health care
organizations to use it as another issue on which
to compete,” she explains. 

Reduction of risk for patient falls is one of the
2005 National Patient Safety Goals identified for
hospital-based same-day surgery programs by
the Joint Commission on the Accreditation of
Healthcare Organizations. Risks to consider
include environmental factors such as where 
the poles for intravenous (IV) lines are placed,
Jacobsen says.

“If the patient decides to get up to go to the
bathroom or walk to the door, make sure there is
no equipment with wheels between the patient
and the destination, she suggests. 

“A patient may grab onto an IV pole or piece 
of equipment for support, and if the wheels are
not locked, the patient falls when the equipment
moves,” Jacobsen notes.

The staff members at Meriter Hospital in
Madison address the risk of patient falls by mak-
ing sure patients are never left unattended, says
Sherry Cheadle, MSPA, RN, CNOR, manager of
the operating room and post-anesthesia recovery
unit.

“If a nurse is not with the patient, a family mem-
ber is sitting with them,” she says. “We also make
sure the OR table wheels are locked before the
patient is moved onto the table, use patient safety
straps, and require a wheelchair for discharge.”

Another key to falls reduction is educating the
patient and the family members about the effects
of medication the patient may have received dur-
ing surgery to make sure everyone understands
that the patient may fall more easily until the
medication wears off, Jacobsen explains.
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Collaboration promotes patient safety as a team effort
Madison, WI, facilities share ideas and work together to improve risk management

The emphasis on patient safety in accreditation
surveys requires organizations to formalize their
evaluation of patient safety risks and take deliber-
ate steps to address those risks. 
• The members of the Madison (WI) Patient

Safety Collaborative work together to address
patient safety, and they share ideas rather than
competing with each other.

• One hospital member conducts an annual
safety forum that brings together surgical staff
members and surgeons to discuss issues and
suggest solutions.

• Another collaborative member is introducing a
checklist to use in pre-surgical time-out that also
ensures proper documentation and equipment
are present for the patient.
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Another significant issue for same-day surgery
is verifying patient identification and correct pro-
cedure and site. 

Checklists, forums address safety issues

The same-day surgery staff at St. Mary’s
Hospital in Madison soon will be using a check-
list to ensure that they don’t overlook any of the
items necessary to ensure the correct patient is
in the room and the correct site is marked, says
Cheryl Blaskowski, RN, ambulatory surgery
nurse at the hospital. 

“Our checklist takes about 10 seconds to go
through and will be completed just prior to the
start of surgery,” Blaskowski says. 

The nurse will check a “yes” or “no” box next
to these areas: correct patient, site of procedure,
side for procedure, documentation completed,
and implants or special equipment for procedure
in place, she explains. 

“The circulating nurse doesn’t need to rewrite
the information, just verify that it has all been
verified, and then he or she signs and dates the
checklist along with the time,” Blaskowski adds.

The surgery staff members at Meriter Hospital
discuss safety issues at an annual safety forum,
Cheadle explains. 

“We invite all of our nurses, operating room
technicians, and physicians to a panel discussion
of safety issues such as time-out, site identifica-
tion, and accurate sponge and instrument
counts,” she adds. 

The spring forum is held at the hospital, and
about half of the nurses and OR techs attended
the most recent one, Cheadle says. “We did pay
staff for their attendance, and we did provide
dinner that was catered by a local restaurant
rather than the hospital kitchen.”

The forum was well attended by staff members
and physicians because it was the first time
everyone had a chance to meet in a setting where
the entire focus was patient safety, she explains. 

The medical director, an OR nurse, and an OR
tech lead the discussion and introduce the issues
from their own perspectives, Cheadle notes. 

“We’ve learned that safety means something
different to each group,” she says. 

For example, surgeons believe that patient
safety requires competent, trained staff, and
nurses and OR techs believe a key to improving
patient safety is to reduce the noise level in the
OR, Cheadle points out. 

Because the issue has been discussed by all

staff members and reinforced at regular staff
meetings, everyone feels more comfortable ask-
ing that everyone be quiet or that the music be
turned off while a sponge count is done or while
the pre-surgical time-out is conducted, she adds.

Provide tools to monitor safety 

Also on the safety radar at Meriter Hospital is
anesthetics. Although most anesthesia is overseen
by anesthesiologists, local anesthetics are adminis-
tered by the surgeon, so Meriter Hospital has
developed a tool to help surgeons and nurses
gauge safety parameters for anesthetics. A grid
that provides information on patient weight and
amount of local anesthetic needed is given to
nurses in the OR when a procedure using local
anesthetic is performed, says Cheadle. [To access
this grid, go to www.same-day surgery.com.
Click on “Toolbox.” Your user name is your sub-
scriber number from your mailing label. Your
password is sds (lowercase) plus your subscriber
number (no spaces). Under “Anesthesia,” click
on “Local Anesthetic Dosing Guide.”]

“Nurses have always kept a running tab as
anesthetic is administered, but we didn’t always
have the information about dosage parameters
available to us,” she says. 

“This gives the nurse some guidelines, so if 
she or he notices that the amount of anesthetic
administered is close to the maximum, the 
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For more information about patient safety, contact:
• Cheryl Blaskowski, RN, Ambulatory Surgery

Nurse, St. Mary’s Hospital, 707 S. Mills, Madi-
son, WI 53715. Phone: (608) 258-6856. E-mail:
Cheryl_Blaskowski@sshmc.com.

• Sherry Cheadle, MSPA, RN, CNOR, Manager,
OR and PACU, Meriter Hospital, 202 S. Park 
St., Madison, WI 53715. Phone: (608) 267-6428. 
E-mail: scheadle@meriter.com.

• Kendra Jacobsen, Administrator, Madison
Patient Safety Collaborative, 202 S. Park St.,
Madison, WI 53715. Phone: (608) 267-5889. 
E-mail: kjacobsen@meriter.com. 

To obtain a copy of the patient’s Guide to Prescrip-
tion Health, go to www.madisonpatientsafety.org,
Choose “Medication Safety Brochure with Wallet
Card” on the right navigational bar, and then click on
“Medication Safety Brochure” and “Accompanying
Pocket Card to Record Medications.” 
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surgeon can be alerted,” Cheadle explains. 
This alert gives the surgeon an opportunity to

talk with the anesthesiologist and decide whether
the procedure should continue with local anes-
thetic, she adds.

Because medication safety also relies upon the
same-day surgery program having accurate infor-
mation about medications patients already take
when they arrive for surgery, the Patient Safety
Collaborative has developed a brochure — Guide
to Prescription Health — that includes a wallet
card patients can complete and carry with them,
Jacobsen says. 

The brochure is available in English and
Spanish on the collaborative web site. (For more
information, see resource box, p. 2.)

Even though patient safety is emphasized in
accreditation surveys, it is important that same-
day surgery programs not think of patient safety
as an accreditation issue but rather as an ongoing
effort to improve care, Cheadle continues. 

“We approach patient safety from a proactive
approach with our safety forum and discussions at
all staff meetings,” she says. “We have all nurses,
physicians, and techs working together to support
each other as we introduce activities to improve
patient safety.”  ■

Opening soon? Do you
need an early survey?
Early options help obtain reimbursement, licenses

The construction is complete; you have your
occupancy certificate; and you’re ready to

start taking patients. 
Unfortunately, you have no payer contracts

and no license, and you can’t obtain any until
you’re accredited. What are your options?

The Accreditation Association for Ambulatory
Health Care (AAAHC) in Wilmette, IL, and 
the Joint Commission on the Accreditation of
Healthcare Organizations offer the option of an
early survey that can help newly opened same-
day surgery programs avoid the financial hard-
ship of the standard four- to six-month waiting
period required to accumulate operational data.

“We were ready to open but needed accredita-
tion in order to obtain payer contracts and Medi-
care reimbursements,” says John M. Powell,
chief executive officer of Orthopedic Surgery

Center of the North Shore in Peabody, MA. 
Because Powell’s survey included certification

for Medicare deemed status, he did have to be
open and have performed at least one procedure. 

“We did perform a few cases for which we
weren’t paid so that we would have some patient
records to show the AAAHC surveyor who con-
ducted our Early Option Survey,” he says.

“The surveyor reviewed our organizational
structure, our policies and procedures, our staff
credentials, our few medical records, and our
building,” Powell explains. The Medicare com-
ponent of the survey required Powell’s facility
to meet the Life Safety Code 2000 Edition. (See
“Medicare adopts 2000 Life Safety Code,”
Same-Day Surgery, March 2003, p. 32, and
“Check LSC compliance with new publica-
tion,” SDS, October 2003, supplement, p. 2.) 

“The surveyor checked all of our fire safety
equipment, our gas lines, and every aspect of the
building,” he says. “We knew that we needed to
meet the Life Safety Code, so even though Massa-
chusetts does not require our nitrous oxide to be
vented outside, we did vent it outside because it 
is required for Medicare,” Powell adds.

The Joint Commission also offers an early sur-
vey to newly opened same-day surgery programs,
says Michael Kulczycki, executive director of
business development for the association. 

“We refer to it as an Early Survey Option [ESO]
or Option 2, and it is very appropriate for organi-
zations that are seeking a fast track for reimburse-
ment reasons,” he says. “We conduct about 50
ambulatory surgery or office-based surgery ESOs
each year, with the majority of them being office-
based,” Kulczycki adds. 

October 2004 / Supplement to SAME-DAY SURGERY ® 3

The Accreditation Association for Ambulatory Health
Care and the Joint Commission on the Accreditation
of Healthcare Organizations offer options for early
surveys that don’t require months of medical records
and patient care data.
• Early option surveys take place in two phases,

with the second survey occurring four to six
months after the first survey.

• Program managers must have a written quality
improvement (QI) plan and a description of QI
studies to be performed at the first survey.
Results of those studies must be presented at
the second survey.

• Full accreditation for a three-year period is
granted upon completion of second survey.
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An early survey is conducted in two parts,
with the first survey taking place before the pro-
gram has had a chance to gather data to show
clinical trends, quality improvement efforts, or
outcomes. 

“Our surveyor did want to see our written
quality improvement program and a description
of the studies we were starting,” Powell says. 

The surveyor also asked staff members to talk
about quality improvement to make sure every-
one understood the process and were capable of
implementing the plan, he adds. 

“When the surveyor returns in six months, 
he will look at the data we collect, the areas for
opportunity we identify, and the actions we take
to address problems,” Powell says.

Because the early survey is conducted in two
phases, it is priced higher than normal surveys,
says Kulczycki. 

But an organization that undergoes an early
survey does obtain full three-year accreditation 
if the follow-up survey takes place within four
months of the first survey and the program has
followed through on the plan to identify and
address quality improvement issues, he points
out. 

The date of the three-year accreditation is
retroactively assigned an effective date of the
day after the first survey, which is useful for
reimbursement purposes, Kulczycki adds.

Tips for successful completion of an early
option survey include engaging the physicians
as well as all staff member in the process, Powell
explains. 

“It takes time to prepare all of the policies and
documents that you need to demonstrate you
know what it takes to comply with standards

and requirements,” he continues. 
“The only way to complete everything is to

work together,” Powell adds.  ■

Joint Commission releases
look-alike/sound-alike list
Drugs must be added to lists for safety goals

Same-day surgery programs and office-based
surgery programs must choose at least 10 of

the look-alike and sound-alike drug names to
place on their watch list of medications that can
be easily confused to meet the 2005 national
patient safety goal that focuses upon reducing
medication errors.

The recently released list from the Joint Com-
mission on the Accreditation of Healthcare
Organizations identifies the medications in two
tables that address different types of organizations.

• Table 1 identifies medications for critical
access hospitals, hospitals, and office-based
surgery and includes ephedrine and epinephrine,
fentanyl and sufentanil, and hydromorphone
injection and morphine injection. 

• Table 2 identifies medications for other orga-
nizations including ambulatory care and includes
concentrated liquid morphine products vs. con-
ventional liquid morphine concentrations, and
hydromorphone injection and morphine injec-
tion. In addition to the organization-specific
tables, there is an additional table that lists sup-
plemental pairings of look-alike, sound-alike
drug names. 

Along with the list of names, the Joint Com-
mission lists recommendations for prevention 
of mix-ups. 

Recommendations differ for various medication
names but include suggestions such as using brand
names rather than generic names, educating staff
members, including purpose of medication in
order, because many look-alike, sound-alike medi-
cations are used for different purposes, and accept
verbal or telephone orders only when necessary. 

(Editor’s note: To see a complete list of the medica-
tion names and recommendations to avoid confusion,
go to www.jcaho.org. Under “Headline News” and
“2005 National Patient Safety Goals Released” on the
right navigational bar, choose “see look-alike, sound-
alike drug list.”)  ■
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For information about early option surveys, contact:
• Michael Kulczycki, Executive Director, Business

Development, Ambulatory Accreditation Program,
Joint Commission on the Accreditation of
Healthcare Organizations, One Renaissance
Blvd., Oakbrook Terrace, IL 60181. Phone: (630)
792-5290. E-mail: kulczycki@jcaho.org. 

• Joan Riebock, Senior Director, Program
Operations, Accreditation Association for
Ambulatory Health Care, 3201 Old Glenview
Road, Suite 300, Wilmette, IL 60091. Phone:
(847) 853-6060. Fax: (847) 853-9028. E-mail:
jriebock@aaahc.org.
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