
Should nonobstetric outpatient surgery
be performed on a pregnant patient?
It depends, say sources, who offer tips for reducing risk, liability 

You work at a freestanding surgery center across from a medical
center. A surgeon wants to schedule an incision and drainage
(I&D) of a breast abscess on a pregnant patient scheduled for 

an elective cesarean in a few days. Your anesthesiologist is hesitant 
and cites concerns about inducing labor and, more importantly, fetal
distress. 

What do you do?
Nonobstetric outpatient surgery during pregnancy is a controversial

topic, as can be seen in this concern about an actual patient, which was
posted on the web site for the Society for Ambulatory Anesthesia.1

“Obviously, as a generic platitude, one prefers not to do any surgery
while a patient is pregnant,” says Mark I. Evans, MD, director of the
Institute for Genetics and professor at Mount Sinai School of Medicine,
both in New York City. “Just like everyone else, the risks and benefits 
of whatever condition you’re treating have to be balanced against the
small risk of surgery during pregnancy,” he adds.

If possible, postpone the surgery, most providers agree. “If the patient
has cancer or a ruptured appendix, you’re not going to wait,” Evans
says. 
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Hospital OPDs receive 3.3% inflation update

Starting Jan. 1, hospitals will receive a 3.3% inflation update in pay-
ment rates for services provided in outpatient departments (OPDs),

under a final rule from the Centers for Medicare & Medicaid Services
(CMS). 

The final rule for the outpatient prospective payment system
(OPPS) is projected to increase hospital Medicare outpatient pay-
ments from $23.1 billion in 2004 to $24.6 billion. 

(Continued on page 136)
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“If the patient wants breast augmentation, you
probably will wait,” he notes.

Consult with the patient’s obstetrician to deter-
mine if the procedure is warranted during preg-
nancy or whether it could wait until delivery or
after delivery, suggests Lindsay Alger, MD, pro-
fessor of obstetrics and gynecology and reproduc-
tive sciences and director of labor and delivery 

at the University of Maryland Medical Center in
Baltimore. “If it is warranted, determine how best
to minimize complications,” she adds.

Ashu Wali, MD, FFARCSI, assistant professor
of anesthesiology at Baylor College of Medicine
and staff anesthesiologist at Ben Taub General
Hospital, both in Houston, who responded to the
question about performing I&D breast surgery 
on a third trimester patient, agrees that surgery
should be avoided during pregnancy if possible.1

“. . . The surgical procedure, site of surgery,
and the patient’s underlying condition have been
shown to be associated with a higher incidence of
abortion in the first trimester, labor in the third
trimester, intrauterine growth retardation, and
perinatal mortality,” Wali says.1

“The risk of inducing labor is fairly high in the
third trimester, for pelvic and uterine surgery,
due to close proximity to the uterus,” Wali says.
Instead, postpone surgery until the postpartum
period, if possible, he says.1

• Consider the type of surgery.
Consider the type of procedure when deciding

whether to perform surgery on a pregnant woman
and where it should be performed, say sources
interviewed by Same-Day Surgery.

“If the procedure is removed from the abdomi-
nal cavity and the pregnancy, say the patient is
having foot surgery, there is no major limitation
with the exception of making sure the anesthesi-
ologist understands the patient is pregnant and
takes that into consideration in terms of [anesthe-
sia] agents,” Alger says. 

However, any time a surgeon enters the abdom-
inal cavity, that action can initiate preterm labor,
she warns. “So you need to monitor someone for
that possibility, or if the patient is at high risk of
starting preterm labor, you might use a prophylac-
tic medication to decrease uterine contractility,”
Alger says.

Whether a nonobstetric procedure should be
performed on a pregnant patient in a freestand-
ing facility is another controversy. Again, con-
sider the nature of the procedure, note sources
interviewed by SDS. 

If the patient is being put to sleep, in particular
once the fetus is potentially viable at 28 weeks,
you might want to be able to do cesarean if an
emergency happens, Alger advises.

When you perform an outpatient procedure
late in pregnancy, it is safer to monitor the mother
and fetus, to diagnose complications early and
have the ability to intervene, she says.

There should be a process to ensure the patient
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doesn’t become hypotensive and is well-oxy-
genated, she explains. However, she doesn’t go as
far as to say that outpatient surgery should never
be performed in a freestanding facility late in
pregnancy.

“Ask your anesthesiologist about his or her
level of comfort,” Alger suggests. “If they are
uncomfortable, it probably shouldn’t be done.”

Facilities and personnel to institute immediate
delivery of a baby should be available on site,
Wali says. “It may not be wise to rush the patient
across the street to the medical center for delivery
of a compromised fetus for both safety issues and
medico-legal reasons,” he says.1

• Take steps preoperatively.
Nonobstetric surgery on pregnant patients

should include preoperative evaluation of the
patient by an obstetrician; preoperative counsel-
ing of the patient by the anesthesiologist and
obstetrician, especially regarding possible effects
on the fetus from agents and techniques used;
and a thorough, preoperative airway examination
by the anesthesia care team, Wali says. 

Risk of difficult tracheal intubation is almost
eight times higher in the pregnant patient, he
points out.

In addition, a difficult airway cart must be
readily stocked and available on site, Wali says.

Pregnant women are more likely to have bleed-
ing and bleeding complications, Alger warns. 

“There’s a greater risk for venous thrombosis
or thromboembolism, she adds. 

The patient can be given a prophylaxis against
venous thrombosis, Wali says.1

• Monitor the fetus.
Because most outpatient surgery procedures

are short and self-limited, fetal monitoring before
and after the procedure should be sufficient, says
Alger. “If you have a more significant operation
you’re doing and the patient does have a viable
fetus, if possible, continuous monitoring would
be ideal,” she says. 

Fetal heart tones (FHTs) should be monitored
continuously intraoperatively, if technically feasi-
ble, Wali says. “Transvaginal probes are available
to allow monitoring during abdominal or pelvic
surgery,” Wali says.

Postoperatively, FHTs and uterine contractions
should be monitored for at least 24 hours, Wali
says. 

Neuraxial analgesia may mask the pain associ-
ated with uterine contractions, he warns. 

A labor and delivery nurse, midwife, or obstetri-
cian should supervise the monitoring, Wali adds. If
necessary, tocolysis can be instituted expeditiously,
he says. 

“Document FHTs preoperatively, intraopera-
tively if possible, and postoperatively,” he adds.1

(For a discussion on whether pregnancy tests
should be performed routinely, see box, above
left.)

Reference

1. SAMBA Talks 2004; 4.1. Web: www.sambahq.org/
professional-info/enewsletter.html.  ■
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Should you routinely 
perform pregnancy tests?

Should pregnancy tests be performed routinely
as part of the pre-op work-up for women of

childbearing age? 
“Not routine pregnancy tests, but part of the sur-

gical work-up prior to surgery is inquiring of patients
as to their menstrual history and if they could possi-
bly be pregnant,” says Mark I. Evans, MD, director
of the Institute for Genetics and professor at Mount
Sinai School of Medicine, both in New York City.

Any patient who cannot say her last menstrual
period was in the last two to three weeks should
probably have a pregnancy test before surgery,
unless she has an intrauterine device in place, 
for example, says Lindsay Alger, MD, professor 
of obstetrics and gynecology and reproductive 
sciences and director of labor and delivery at the
University of Maryland Medical Center in Baltimore.

“If they have been taking the pill routinely, they
probably don’t need a pregnancy test,” she adds.  ■

For more information, contact:
• Mark I. Evans, MD, Institute for Genetics, 635

Madison Ave., New York, NY 10022. Phone:
(212) 750-2272. 

Also, see these select references:
• Cohen S. “Nonobstetric Surgery During

Pregnancy.” In: Chestnut D, ed. Obstetric
Anesthesia, Principles and Practice, 2nd ed.
San Diego: Elsevier Science; 2004, p. 16.

• Hawkins J. Anesthesia for the obstetric patient
for non-obstetric surgery. IARS Review Course
Lectures, 1997 series. Cleveland: International
Anesthesia Research Society; 1997. Web: www.
iars.org.
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“We were fairly pleased with the rule,” says Don
May, vice president for policy with the American
Hospital Association (AHA) in Washington, DC.
“It’s very similar to what was proposed, to a large
extent, and we were relatively happy with the pro-
posed rule.”

The AHA was pleased with the inflation
update, he says. “They had a 1% increase essen-
tially for transitional pass-through payments that
they found they weren’t making, so they added
the money back to the base rate,” May adds.

However, the final rule is a mixed bag for hos-
pital outpatient surgery providers. Here are some
of the provisions in the final rule:

• Payment for screening tests were increased,
but not by as much as set forth in the proposed
rule. Payments for flexible sigmoidoscopy will
increase by 6.8%, instead of 7.42% as proposed;
payments for screening colonoscopy will increase
8.3%, instead of 9.9% as proposed. 

• In response to comments received about the
proposed reductions in payment for procedures
that require expensive devices, payment for 21
device dependent ambulatory payment classifica-
tions (APCs) will be based on 95% of the 2004

Description 

Insertion of Central Venous/Arterial Catheter

Implantation of Neurostimulator (new for 2004 OPPS; breakout of APC 222)

Non-Coronary Angioplasty or Atherectomy

Coronary Atherectomy

Coronary Angioplasty and Percutaneous Valvuloplasty

Cardiac Electrophysiologic Recording/Mapping

Insertion/Replacement of Permanent Pacemaker and Electrodes

Insertion/Replacement of Pacemaker Pulse Generator

Insertion/Replacement/Repair of Pacemaker and/or Electrodes

Insertion of Cardioverter-Defibrillator

Insertion/Replacement/Repair of Cardioverter-Defibrillator Leads

Implantation of Infusion Pump (we proposed to remove 49419 from APC 119
and place it in 115); the 2005 median was calculated from 25 claims after
examination of all single bills and removal of erroneously coded claims

Level II Tube Changes and Repositioning

Implantation of Neurological Device (APC 39 was part of 222 in 2003)

Implantation of Drug Infusion Device

GI Procedures with Stents

Breast Reconstruction with Prosthesis

Vascular Reconstruction/Fistula Repair with Device

Insertion/Replacement of a Permanent Dual Chamber Pacemaker

Prostate Cryoablation (device was on pass through in 2003; 2003 claims
median for 2005 is based on C-code claims) 

Knee Arthroplasty 

Adjusted Final CY 
2005 OPPS Median

$629.19

$12,878.01

$1,918.04

$6,035.25

$3,241.85

$2,180.19

$6,416.90

$5,301.99

$3,229.10

$18,460.10

$24,788.26

$7,376.77

$485.26

$12,714.60

$8,806.84

$1,585.92

$2,957.76

$1,644.53

$6,170.83

$6,569.33

$5,374.98

APC 

0032

0039

0081

0082

0083

0087

0089

0090

0106

0107

0108

0119

0122

0222

0227

0384

0648

0653

0654

0674

0681

Device Dependent APCs

Source: Centers for Medicare & Medicaid Services. Medicare Program; Changes to the Hospital Outpatient Prospective Payment System and
Calendar Year 2005 Payment Rates. Washington, DC; 2004.

(Continued from cover)

For more information on the final outpatient rule,
contact:
• Dana Burley, Centers for Medicare & Medicaid

Services. Phone: (410) 786-0378. 

To comment on the final rule, refer to file code CMS-
1427-FC. You may submit comments electronically
at www.cms.hhs.gov/regulations/ecomments.
Attachments should be in Microsoft Word (pre-
ferred), WordPerfect, or Excel. You may mail com-
ments (one original and two copies) to: Centers for
Medicare & Medicaid Services, Department of
Health and Human Services, Attention: CMS-1427-
FC, P.O. Box 8010, Baltimore, MD 21244-8018. 
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How to address your
biggest staffing problems
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Austin, TX

Last month, I received a number of e-mails
about issues related to staffing — both with

hospital departments and ambulatory surgery
centers (ASCs). The questions and, I hope, the
answers might benefit others.

Issue: Staffing levels related to net revenue.
Question: Is there any percentage of staffing

levels that is remotely tied to net collected rev-
enue for our ASC? I hear people talk about how 
it should tie to our reimbursement, but I cannot
find anyone who has that information.

Answer: While there always are exceptions, as a
general rule, you can look for your staffing budget
to be approximately 30% of net revenue. Net rev-
enue is your gross income minus your contractual

allowance from the various payers (typically, but
not always, between 38% and 55%). If your per-
centage is above or below this, there are many fac-
tors that can explain that. Typically, a new center
that has not optimized its caseload will be higher;
while an established facility with appropriate staff
incentives might be lower. 

Issue: All RN staff vs. scrub techs.
Question: Our hospital is fighting two new

ASCs in town that are trying to recruit our sur-
geons. One way our surgical department execu-
tive committee thought we could prevent this is
to have an all-RN staff in the operating suites and
not use techs. Does this make sense?

Answer: Whether it makes sense depends on
many factors; the most important is: “What do
the surgeons think?” While having an all-RN staff
in the operating room might make sense from a
cross-training standpoint, it can be expensive.
There are great surgical techs out there that most
ORs fight to keep. I think the answer might not
be in sacrificing loyal staff members but in find-
ing out what the surgeons say will keep them
with your hospital. For that decision (eliminating
techs) to be made in a vacuum (without input
from the surgeons) is indicative of a far greater
problem for the hospital. 

Issue: ASC cherry picking of hospital staff.
Question: The new ASC in town is recruiting

our staff. They are offering about the same rate of
pay as the hospital but fewer benefits. However,
they are offering profit sharing that our hospital
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payment median. (See list, p. 136.)
• The rule continues into 2005 the regulation

that sets rates for brachytherapy sources on charges
adjusted to cost and establishes definitions for new
codes for high activity brachytherapy sources. 

• Under the final rule, hospitals can receive pay-
ments for new drugs and biologicals when they are
approved by the Food and Drug Administration
instead of having to wait months for a code and
payment rate to be assigned. 

• The final rule cuts the maximum coinsurance
rate for outpatient services from 50% to 45% of
the total payment to the hospital. This amount
will be reduced gradually until outpatient ser-
vices have a coinsurance rate of 20% of the total
payment. Previously, beneficiaries paid 20% of
the hospital’s charges.

• Beginning in 2005, outlier payments will be
determined by applying a fixed-dollar threshold,
in addition to the current threshold based on a
percentage relationship between the cost of the

service and the APC payment. The cost of fur-
nishing an outpatient service would have to be
higher than both thresholds for the hospital to
receive an outlier payment. For 2005, the thresh-
olds are 1.75 times the APC payment and $1,175
over the APC payment. In comparison, ASC pay-
ment rates are frozen until 2010.

There was good news for small rural hospitals
with 100 or fewer beds and sole community hos-
pitals in rural areas. CMS extended for another
year the “hold harmless” payments. These pay-
ments help ensure that small rural hospitals are
paid at least as much under the OPPS as they
would have received under the cost-based pay-
ment method in effect before August 2000. 

At press time, the rule was scheduled to be 
published in the Nov. 15, 2004, Federal Register.
Comments will be received for 60 days. (For infor-
mation on how to comment, see source box, p.
136.) To review the rule, go to www.cms.hhs.gov/
providers/hopps/2005fc/1427fc.asp.  ■



cannot provide. How can we legitimately hang on
to our staff? 

Answer: You might not be able to. The lure of
relatively healthy patients, no call, no weekends,
and a piece of the action is tough to counter. Some
areas that you might want to look at are more flex-
ible hours, tuition reimbursement, a better retire-
ment plan, comp time vs. overtime, pay for child
day care, retention bonus (pay staff $1,000 bonus
for signing a six-month agreement — by then the
ASC should be staffed), and an open meeting to
ask the staff their intentions and what would it
take to keep them.

Issue: Certified registered nurse anesthetist
(CRNA) employees of the surgery center.

Question: We are considering hiring our own
CRNAs to be employees of the ASC to supple-
ment the outside anesthesia department that pro-
vides services to the center. How can we recoup
their salaries? The CRNAs want $120,000 plus
benefits, and they will only work about 30 hours

per week. I wish I could get that kind of money
for those hours.

Answer: You can bill the professional fee for the
CRNAs (make sure the anesthesia group is not
before you do — big issues there), but it is very
unlikely you will recoup their salary levels in fee
for service. It is always a trade-off: cost vs. need.
There are some situations in which you have no
choice but to enter into the arrangement you have
made. As far as the CRNAs’ pay rate — it should
not be tied to the number of hours they are putting
in, but to the responsibility they are assuming. If
you want that kind of salary — go to anesthesia
school like they did. They earn every penny of it.

[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
3112 Windsor Road, Suite A-242, Austin, TX. 78703.
E-mail: searnhart@earnhart.com. Web: www.earnhart.
com.]  ■
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Removals increase as 
tattoo popularity rises
Lasers produce the best results

Tattoos are no longer associated only with gang
members and musicians or actors. While tat-

toos have less of a stigma than in the past, experts
interviewed by Same-Day Surgery say that they
continue to see an increase in their tattoo removal
business.

“While the number of requests for tattoo
removal don’t correspond to the increasing num-
ber of people with tattoos, we do see a steady,
slow increase in the numbers of people asking for
removals,” notes Brian Zelickson, MD, medical
director of the Abbott Northwestern Laser Center
in Edina, MN. 

There is no typical tattoo removal patient, he
adds. “Age and gender are all across the board.
I’m removing new and old tattoos on people in
their early 20s and in their 60s,” Zelickson says.

Roy G. Geronemus, MD, director of the Laser
& Skin Surgery Center of New York and a clinical
professor of dermatology at New York University
Medical Center, both in New York City, says, “I
see more young people in their early 20s for tat-
too removal because young professionals believe
that their college tattoo doesn’t fit in with their
new career, and young mothers don’t want their

children to see their tattoos and think that they’re
acceptable.”

The three most common methods for tattoo
removal are laser surgery, dermabrasion, and sur-
gical excision, with laser surgery as the process
recommended by most dermatologic surgeons, he
says. 

“If the surgeon uses the appropriate laser for the
tattoo, lasers are efficient, effective ways to remove
the tattoo,” Geronemus adds. In fact, the use of
lasers for tattoo removal increased by 27% between
2001 and 2003, according to the American Society
for Dermatologic Surgery in Rolling Meadows, IL. 

Lasers most often used for tattoo removal are the
Q-switched ruby laser, which works well on green

Although the popularity of tattoos appears to be
growing, there also is an increase in the number of
people who want the tattoos removed. Dermatologic
surgeons report that all ages and genders seek tat-
too removal.
• Surgical excision and dermabrasion are the

least recommended methods for removal due
to scarring.

• Laser removal of the tattoo is the most fre-
quently recommended treatment. Laser treat-
ments require multiple visits, and patients pay
$400 to $600 for one treatment. 

• Inform patients that not all pigments used in tat-
toos can be completely removed.
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but not red inks, and the Q-switched neodymium
YAG and the Q-switched alexandrite lasers, which
remove green but not red inks, says Geronemus.

Tattoo removal with lasers does require several
treatments and is painful, Zelickson points out.
“Laser treatments also may not be able to remove
all of the pigment,” he adds. The easiest tattoos to
remove are amateur tattoos that are black ink line
drawings and are close to the heart, he adds. “The
better the blood circulation in the area, the better
the results,” he says. 

The advantage of laser removal over other
methods is that scarring is minimal, Zelickson
says. “Surgical excision and dermabrasion do
leave scars, but surgical excision does get all of
the pigment,” he explains. 

Complications from laser tattoo removal are
not common but can include a discoloration in
which the pigment turns black and cannot be
removed, Zelickson adds. Occasionally, the laser
treatment triggers an allergic reaction to the pig-
ment in the patient, he says.

Tattoo removal is an elective procedure, so
patients are paying out of their own pockets, says
Geronemus. Costs for tattoo removal vary widely
according to the number of pigments used in the
tattoo and the number of treatments required for
removal, he adds. The typical cost for one laser
treatment for tattoo removal is $400 to $600, he
says.

Abbott Northwestern Hospital participates in a
tattoo removal program for gang members and
does not charge for the removal, Zelickson points
out. “It is part of an overall rehabilitation program
in which several hospitals participate. As the gang
member removes himself or herself from the gang
culture, the physical sign of gang involvement, the
tattoo, is removed,” he explains. (For more infor-
mation on gang tattoo removal program, see SDS,
August 1999, p. 91.)

Zelickson says that because tattoo removal is 
a growing service, same-day surgery managers

need to be sure that patients are well-educated
prior to the procedure. 

“Make sure patients understand the disadvan-
tages and advantages of each option for tattoo
removal and make sure the patient’s expectations
are realistic,” he notes. “Treatments can be pain-
ful and may not remove 100% of the tattoo, and
patients need to understand this before they
begin treatment.” (For more information on tat-
too removal, see SDS, August 1999, p. 89.)  ■■

Home Alone good for a
movie, not for seniors 
Instructions should emphasize need for caregiver

Your older patient who lives alone did arrange
for transportation to and from your surgery

program, but you’ve just discovered that the
driver has no intention of staying with the patient
once he or she gets the patient home. 

As a same-day surgery nurse or manager, you
have a dilemma: Is the patient capable of caring
for himself or herself following surgery? If not,
what do you do to ensure the patient’s safety and
protect yourself from any liability?

Same-day surgery programs will continue to
see an increasing number of older patients. The
U.S. Census Bureau reports that in 2011, the baby
boom generation will begin to turn 65; by 2030,
projections show that 20% of the population, or
70 million people, will be 65 or older.1

“We see a lot of older patients for cataract extrac-
tions,” says Gen Parm, RN, MSN, administrator
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For more about tattoo removal, contact:
• Roy G. Geronemus, MD, Director, Laser & Skin

Surgery Center of New York, 317 E. 34th St.,
New York, NY 10016. Phone: (212) 686-7306.
Web: www.laserskinsurgery.com.

• Brian Zelickson, MD, Medical Director, Abbott
Northwestern Hospital Laser Center, 4100 W.
50th St., Edina, MN 55424. Phone: (952) 929-
8888. 
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As same-day surgery program managers see an
increase in their older patient population, ensure that
these patients do have a family member or friend
stay with them for a brief time following discharge. 
• In pre-op telephone calls, explain the need for a

caregiver to give medications and monitor the
patient’s condition following discharge.

• Include documentation that you explained this
need in your discharge instructions.

• Make adjustments such as day of surgery, length
of time recovering, or type of anesthesia used to
reduce risk to patients who have no caregiver.

• If patient is unable to go home with caregiver,
set up process that enables you to arrange
home health care or transfer to a hospital.

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



and chief executive officer of Florida Eye Clinic in
Altamonte Springs, FL. “In our preoperative tele-
phone call, we tell patients that they will need
someone to drive them to and from their appoint-
ment and that they will need someone to stay with
them for 24 hours following surgery.”

Does this action guarantee that the patient will
have a caregiver with them? “Probably not,” Parm
admits.

While the pre-op instructions may not ensure 
a caregiver, it does go a long way to protect 
the same-day surgery program, says John C.
Gilliland, a health care attorney with Gilliland
and Caudill in Indianapolis. A successful mal-
practice claim must show that the same-day
surgery staff or surgeon had a duty to disclose
concerns, breached that duty to disclose, created
a negative effect by neglecting to disclose con-
cerns, and caused damages, he explains. When
patients are told in the pre-op telephone call that
it is best to have someone with them following
surgery, the nurse is telling those patients that 
the best way to ensure a safe recovery is to have 
a caregiver, he adds.

The same information also should be given 
in discharge instructions that the patient signs
before leaving the same-day surgery program,
suggests Gilliland. 

“Be careful not to bury the recommendation
for a caregiver in three pages of small type,” he
adds. “Ideally, your discharge form should have
a line upon which you can write in the name of
the family member or caregiver who will stay
with the patient,” he says. 

You also should indicate if the patient states
that there is no caregiver and that he or she does
not need one, he recommends. This is further
proof that the same-day surgery staff did not
ignore the need for a caregiver, he explains.

Finding out before the day of surgery, or even
on the day of surgery but before the procedure
has begun, that the patient will not have anyone
staying with them does give you time to make
decisions, says Geoffrey Hibbert, RN, director 
of nursing at the Center for Special Surgery in
Greenville, SC. 

“We discuss the situation with the anesthesiolo-
gist and the surgeon to see if the procedure can be
performed with a nerve block rather than another
anesthesia,” he says. “We also discuss the possibil-
ity of letting the patient stay in our facility longer
than the normal time for recovery to make sure he
or she is capable of being home alone.”

If the surgeon and anesthesiologist don’t

believe that an alternate anesthesia or a longer
time in the same-day surgery facility will ensure
the patient’s safety following surgery, and the
patient has no family members or neighbors who
can provide care, the other alternatives are delay-
ing the procedure until a caregiver is available or
admitting the patient to the hospital, Hibbert
adds. “These are decisions that the surgeon or
medical director makes based on the patient’s
medical condition,” he says. If the patient’s medi-
cal condition justifies hospital admission, insur-
ance may cover the admission, he explains.

If clinicians at Florida Eye Clinic are worried
that patients might be disoriented or unable to
administer their drops, or if they have a coexist-
ing medical condition, they will try to contact
family members to explain the need for a care-
giver, Parm notes. 

“Although this situation is rare, we can also
call a home health agency to provide short-term
care for the patient,” he says. 

Because most insurance plans won’t reim-
burse for this type of home health care, be sure
your patient is aware that there will be a charge
to the patient for the service and that the charges
will be explained by the home health agency, he
suggests. 

“There is a great value to talking with local
home health agencies prior to needing them in
these situations because every agency will not be
able or willing to take on a patient for an after-
noon,” Gilliland suggests. “If you already have
contacts with agencies that are willing to provide
a home health aide to sit with the patient for a
short time, you will not waste time in finding
help for the patient who needs it.”

Having a process in place to provide care for
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For more information about discharging elderly
patients without caregivers, contact:
• John C. Gilliland, Partner, Gilliland & Caudill,

3905 Vincennes Road, Suite 204, Indianapolis, IN
46268. Phone: (317) 704-2400 or (800) 894-1243.
Fax: (317) 704-2410. E-mail: jcg@gilliland.com.

• Geoffrey Hibbert, RN, Director of Nursing,
Center for Special Surgery, 209 Patewood
Drive, Suite 300, Greenville, SC 29615. Phone:
(864) 527-7700. E-mail: ghibbert@centerfor
specialsurgery.com.

• Gen Parm, RN, MSN, Administrator and Chief
Executive Officer, Florida Eye Clinic Ambulatory
Surgery Center, 160 Boston Ave., Altamonte
Springs, FL 32701. Phone: (407) 834-7776. 
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patients with no other caregivers is another way
to protect your program from allegations of mal-
practice, he says. 

The key is not to ignore the fact that having care-
givers following surgery may be more important
for the elderly than for other patients, Gilliland
says. 

“If you take a little time to consider the issue,
put some simple processes into place to address
the issue, and be ready to follow up when you or
your staff have some concerns about a patient,
then you create a win-win situation,” he adds.
“The extra attention to the patient’s needs once
he or she leaves your facility not only reduces
your liability risk, but also increases your level 
of patient relations.” 

Reference

1. U.S. Census Bureau. Decennial Census Data and
Population Projections. Washington, DC; 2000.  ■

Microwave therapies 
provide relief for BPH 
Office-based procedures an alternative to surgery

New treatments that can be performed in an
office-based surgery setting for benign pro-

static hyperplasia (BPH), also known as enlarged
prostate, are improving patient comfort and pro-
viding more lasting results, according to experts
interviewed by Same-Day Surgery.

“BPH is not a disease as much as it is a fact of
growing older, much like gray hair and male pat-
tern baldness,” says William J. Utz, MD, clinical
assistant professor of urology at the University of
Minnesota and chairman of the urology depart-
ment at Abbott Northwestern Hospital in Edina,
MN. “The condition affects 50% of men between
the ages of 51 and 60, but not all men are symp-
tomatic,” he adds. 

For those men who do experience the symptoms
of frequent or painful urination, several treatments,
including medication and surgery, exist, he points
out. “The majority of my patients, however, will
choose minimally invasive microwave therapy
over the more traditional surgical transurethral
resection of the prostate if their medication therapy
isn’t working,” he adds.

“There are also laser treatments for the condi-
tion, but they require an operating room in a 

surgical center because there are specific equip-
ment and anesthesia requirements that are not
practical for office settings,” Utz adds. 

Laser treatments require complete nerve blocks
for the patients, which requires an anesthesiolo-
gist, surgical drains, the laser, and the ability to
block 30 minutes to 1½ hours out of a schedule
for the procedure, he continues.

“Not only is the microwave therapy practical
in an office setting, but advances have made it
more comfortable for the patient,” Utz notes.
Microwave therapy uses targeted thermal energy
to heat and destroy damaged tissue, he says. 

Utz uses Cooled ThermoTherapy, manufac-
tured by Minneapolis-based Urologix. “By com-
bining cooled fluid to cool the prostate and
urethra, I can generate more energy to drive the
heat deeper into the prostate to destroy damaged
tissue,” he explains. “Without the cooling compo-
nent, I cannot use the same amount of heat with-
out damaging the prostate and urethra.”

Gregg R. Eure, MD, assistant professor of urol-
ogy at Eastern Virginia Medical School in Virginia
Beach, uses TherMatrx Dose Optimized Thermo-
therapy system (Northbrook, IL) “because the dif-
ferent-sized catheters enable me to provide the
correct dose of heat necessary to effectively and
safely treat my patients. Over 30,000 treatments
have been performed with this technology with no
adverse events,” he explains.

Side effects from microwave therapy are mild
and don’t last long, Eure says. “Irritation while
voiding, mild hematoma, and a very small chance
of infection are the most common effects,” he
points out. The benefits of microwave therapy
include a one-time treatment in an office rather
than a hospital setting, the use of mild oral medi-
cations rather than narcotics or IV anesthesia, the
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Using heat to destroy the tissue causing benign
prostatic hyperplasia is an effective and durable
method of treating the symptoms of this common
disorder. Urologists praise the technique for its
patient safety and comfort.
• Local anesthesia is used, which results in 

an immediate return to activity following the
procedure.

• The procedure lasts less than 30 minutes.
• Minimal training is needed for surgeons and

staff members.
• Follow-up studies show that patients report con-

tinued symptom relief five years later.
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ability to eliminate medication therapy, and relief
of symptoms in most patients, he notes. 

“Most patients are on medication therapy prior
to receiving the microwave treatment, but we
begin to taper them off the drugs three to four
weeks after the procedure,” Eure says. 

Preliminary data from studies of patients who
underwent the procedure five years ago show
they are doing well, with no return of symptoms,
he adds.

Training for either thermotherapy system is
minimal, with both companies offering education
for surgeons and staff members. “I do suggest
that one person, either a medical assistant or
technician, be assigned the responsibility as the
microwave expert,” says Eure. “This person can
undergo training that will enable him or her to
train others and become the office expert on this
technology.”

In early 2004, the Centers for Medicare & Medi-
caid broadened government reimbursement for
BPH treatments in an office setting. The average
reimbursement for BPH treatments performed 
in an urologist’s office is $4,084, according to a

Urologix spokesperson. 
Patients who choose microwave therapy are

looking for a definitive and lasting treatment,
says Utz. “We use topical anesthesia, and the
treatment lasts less than 30 minutes,” he says.
Most patients report a discomfort level of a 1 on a
scale of 1 to 10 with 10 representing the most pain
or discomfort, he adds. Half of his patients leave
with a catheter that stays in place for 48 hours,
but there are no restrictions on activity, he says.

There are a few patients for whom microwave
therapy is not recommended, Eure says. “Any time
there is a concern about prostatic cancer, stricture
disease, or an abnormality of the median lobe, this
procedure should not be used,” he says. Patients
with these conditions are at risk for more serious
side effects and should rely upon more traditional
surgical or medication therapies, he adds.

Utz does point out that patients need to know
that the therapy does not produce an immediate
relief of symptoms. “Most patients see complete
relief within six to eight weeks following therapy,
and they enjoy that relief for many years, as
we’ve seen in follow-up studies.”1

Reference

1. Thalmann G, Mattei A, Treuthardt C, et al. Transure-
thral microwave therapy in 200 patients with a minimum
follow-up of 2 years: Urodynamic and clinical results. J Urol
2002; 167:2,496-2,502.  ■

Survey reveals hospital
outpatient surgery decline

In a continuation of a trend of outpatient surgical
procedures moving from hospitals to surgery

centers and physician offices, hospitals reported a
1.1% decline in the percentage of outpatient surg-
eries performed at hospitals in 2003, the first drop
in more than two decades, according to the latest
annual survey from the American Hospital Associ-
ation (AHA).

“In 1980, more than 90% of outpatient surg-
eries were performed in hospitals,” says Caroline
Steinberg, vice president for trends analysis for
the AHA in Washington, DC. “By 2003, 47% were
performed in hospital outpatient departments,
37% were in freestanding centers, and 16% were
in physician offices.”

Kathy Bryant, executive vice president of the
Federated Ambulatory Surgery Association, says
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For more information, contact:
• Gregg R. Eure, MD, Assistant Professor of

Urology, Eastern Virginia Medical School, 1200
First Colonial Road, Suite 100G, Virginia Beach,
VA 23451. E-mail: EuresVB@aol.com.

• William J. Utz, MD, Chairman of the Urology
Department, Abbott Northwestern Hospital,
6525 France Ave. S., Suite 200, Edina, MN
55435.

For more on microwave therapy systems, contact:
• Urologix, 14405 21st Ave. N., Minneapolis, MN

55447. Phone: (763) 475-1400 or (800) 475-1403.
Fax: (763) 475-1443. Web: www.urologix.com.
Manufactures Cooled ThermoTherapy. A variety
of pricing options that include outright purchase of
the control unit for $40,000 or “per use” lease con-
tracts that range from $1,200 to $1,600 per proce-
dure for use of the control unit and disposables.
The disposable procedure kit for customers who
own their unit costs between $1,100 and $1,450
depending on volume ordered.

• TherMatrx, 3675 Commercial Ave., Northbrook,
IL 60062. Phone: (888) 677-8667. Fax: (847) 412-
0066. Web: www.thermatrx.com. Manufactures
Dose Optimized Thermotherapy. While actual
costs may differ according to volume, list price for
the system is $23,000 and list price for the dispos-
able treatment catheter is $1,350. 
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some large-volume procedures such as endo-
scopies and pain management may be moving to
physician offices. “Physicians have long com-
plained that they have difficulty scheduling these
procedures in hospitals due to poor reimburse-
ment,” Bryant says.

The future movement of outpatient surgery is
uncertain, Steinberg says. ”Technology will con-
tinue to probably allow more patient surgeries to
be provided in an outpatient setting,” she says.

Bryant agrees. “As technology continues to
improve, procedures will move to outpatient set-
tings, and some projections suggest huge growth
in surgical demand,” she says.

Where that surgery will be scheduled remains
to be seen. “In some areas, we have heard of hos-
pitals scheduling outpatient surgery at 10 p.m.
due to limited capacity,” Bryant says. “If outpa-
tient operating rooms are full, then I would
expect to see movement to other sites.”  ■

Members of Congress seek
moratorium extension
Specialty hospitals to be addressed in 2005

Forty-eight U.S. representatives and senators
have sent a letter to House Republican and

Democratic leaders in which they note that the
moratorium on the growth of specialty hospitals
imposed by the Medicare Modernization Act
expires in June 2005, and they said it’s “impera-
tive that Congress be poised to address the issue
early next year.” 

The letter, sent in early October, also said
Congress must act swiftly to address physician
ownership arrangements that present conflicts of
interest.

“They are positioning for this to be included in
the Medicare agenda next year,” says Michael J.
Lipomi, MSHA, president of the American Sur-
gical Hospital Association in San Diego, and CEO
of Stanislaus Surgical Hospital, Modesto, CA.

Earlier this year, Same-Day Surgery reported
that in an American Hospital Association issue

paper on limited-service providers, the organiza-
tion stated that one of its priorities was to extend
the 18-month moratorium to allow Congress to
consider and act on studies related to limited-ser-
vice providers. (For more information, see “Task
force to address ASCs, specialty hospitals,”
SDS, June 2004, p. 71.) 

Congress has called for two studies on surgical
hospitals to be conducted: 

• The Washington, DC-based Medicare Payment
Advisory Commission (MedPAC) is studying any
differences in costs of services furnished to patients
in specialty hospitals and general hospitals. Also,
MedPAC is studying the extent to which specialty
hospitals treat patients within certain DRGs, in
areas such as cardiology, as compared to specialty
and general hospitals. 

MedPAC also will determine the financial
impact of physician-owned specialty hospitals on
local full-service community hospitals. The agency
also will determine how the current DRG system
should be updated to better reflect the cost of pro-
viding care in a hospital setting. 

MedPAC will compare the proportion of
patients received, by type of payer, of specialty
and full-service hospitals. 

• The Department of Health and Human Ser-
vices is determining the percentage of patients
admitted to physician-owned hospitals who are
referred by physicians with an ownership interest,
as compared to patients referred to full-service
community hospitals. 
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■ Should you get paid if you have 
an adverse event?

■ Learn from others who had fires: 
How to reduce risks 

■ Who aren’t good candidates 
for a popular outpatient procedure?

COMING IN FUTURE MONTHS

CE/CME instructions

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

references for research, and studying the ques-
tions. 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 incor-
rectly, consult the source material. After complet-
ing this semester’s activity with this issue, you
must complete the evaluation form provided
and return it in the reply envelope to receive a
certificate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■



“Congress, in their wisdom, has ordered inde-
pendent studies that will show the true benefit 
of competition,” Lipomi says. “At the end of the
day, the reality is that specialty hospitals pose no
threat to the established hospital industry,” he
adds. (For more information on the moratorium,
see SDS, January 2004, p. 4.)  ■■
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CE/CME questions
21. As a general rule you can look for your staffing

budget to be approximately what percent of net
revenue, according to Stephen W. Earnhart, MS,
president and CEO of Earnhart & Associates in
Austin, TX?
A. 20%
B. 25%
C. 30%
D. 35%

22. What is the most often recommended procedure
for removal of tattoos, according to Roy G.
Geronemus, MD, director of the Laser & Skin
Surgery Center of New York and a clinical profes-
sor of dermatology at New York University Medical
Center in New York City?
A. Dermabrasion
B. Surgical excision
C. Laser surgery
D. Chemical peel

23. What is one community contact that same-day
surgery managers should make prior to needing
services for an ambulatory surgery patient who
may not have a caregiver following surgery,
according to John C. Gilliland, a health care attor-
ney with Gilliland & Caudill?
A. Managed care company
B. Hospital or same-day surgery risk manager
C. Local meals-on-wheels service
D. Home health agency

24. Which of the following is not identified as a benefit
of microwave therapy for benign prostatic hyper-
plasia by Gregg R. Eure, MD, assistant professor
of urology at Eastern Virginia Medical School? 
A. Lasting effect of procedure
B. Need for only local anesthesia
C. No requirement for pre-authorization of proce-

dure by insurance
D. Elimination of medication therapy

CE/CME objectives
• Identify clinical, managerial, regulatory, or social

issues relating to ambulatory surgery care and man-
agement. (See Home Alone good for a movie, not for
seniors, in this issue.)

• Describe how those issues affect clinical service
delivery or management of a facility (See Removals
increase as tattoo popularity rises.)

• Cite practical solutions to problems or integrate
information into your daily practices, according to
advice from nationally recognized ambulatory surgery
experts. (See How to address your biggest staffing
problems and Microwave therapies provide effective
relief for BPH.)

CE/CME answers
21. C 22. C 23. D 24. C

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. 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
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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and Programs (also see
Laparoscopy/endoscopy,
Surgeons/Office-based surgery, 
and Technology)

Freezing a tumor improves accu-
racy of the procedure, SEP:105

Hip surgery moves to outpatient
arena, FEB:17

Lap hernia repair results in more
recurrence than open, JUL:79

Less pain for outpatient knee
replacement, JUN:66

Microwave therapies provide
relief for BPH, DEC:141

Removals increase as tattoo popu-
larity rises, DEC:138

Tonsil technology means less pain,
faster recovery, AUG:89

Nurses
Is your same-day surgery pro-

gram short on nurses? Start
recruiting from the ED, JUL:73

Nurses play strong role in patient
satisfaction, JAN:9

These nurses are trained to per-
form minor surgery, MAR:34

Will robot Penelope replace a
scrub nurse? MAR:28

Pain Management
Anesthetists tout post-op nerve

blocks, but who’s going to pay?
JUN:61

Avoid PCA errors with education,
wise selection, FEB:19

Pain management ASC aids con-
venience, income, OCT:118

Patient Education
Smart web site produces informed

surgical patients, AUG:95

Patient Safety: (Also see
Accreditation and Risk
Management)

2 children’s deaths after surgery
raise concerns about safe medi-
cation use, APR:37
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Avoid PCA errors with education,
wise selection, FEB:19

Beaumont makes patients partners
in safety efforts, APR: Patient
Safety Alert:1

Collaboration promotes patient
safety as a team effort, OCT:1

Duke identifies corrective plan of
action for patient safety: JAN
Patient Safety Alert:2

Finding root causes without blame
helps eliminate errors, JUL
Patient Safety Alert:1

Follow these safety tips to avoid
surgical errors, OCT:112

Hemostatic agent leads to 110
adverse events, JUN:71

Home Alone good for a movie, not
for seniors, DEC:139 

Infection control, safety key issues
for endoscopy, JAN SDS
Accreditation Update:4

JCAHO releases most common
sentinel events, FEB:23

Joint Commission 2005 National
Patient Safety Goals, SEP:103

Joint Commission OKs third PPR
option, APR SDS Accreditation
Update:4

Joint Commission’s List of Do-
Not-Use Abbreviations, APR
SDS Accreditation Update:2

Joint Commission releases look-
alike/sound-alike list, OCT SDS
Accreditation Update:4

JCAHO releases most common
sentinel events, FEB:23

Joint Commission: Tips to avoid
awareness, NOV:123

Liposuction cases are safe, accord-
ing to study, JUN:67

New JCAHO survey process
addresses medication errors,
APR:39

New patient safety goals set out-
patient priorities, SEP:102

Patient safety issues are the pri-
mary focus, JUL SDS
Accreditation Update:4

Patient’s death after robotic
surgery raises questions, results
in lawsuit, MAR:25

Pediatrics program just the begin-
ning of safety overhaul, JAN
Patient Safety Alert:1

Plastic surgery soars in popular-
ity, but providers ask, ‘Is that
good news?’ AUG:85

Powdered gloves increase surgical
complication risk, MAY:54

‘Safety culture’ approach guides
health system’s efforts, OCT
Patient Safety Alert:1

Should nonobstetric outpatient
surgery be performed on a
pregnant patient? DEC:133

State programs emphasize the
need for patient safety, SEP:104

Survey draws attention to outpa-
tient surgery errors: Is your pro-
gram at risk? OCT:109

You’re writing more as abbrevia-
tions disappear, APR SDS
Accreditation Update:1

Patient satisfaction/Public 
relations

Key words, eye contact boost sat-
isfaction scores, MAY:57

Nurses play strong role in patient
satisfaction, JAN:9

This group helps uninsured with
free outpatient surgery, SEP:100

Pediatrics
2 children’s deaths after surgery

raise concerns about safe medi-
cation use, APR:37

Duke identifies corrective plan of
action for patient safety, JAN
Patient Safety Alert:2

How you can answer those tough
question from kids, MAY:53

Pediatrics program just the begin-
ning of safety overhaul, JAN
Patient Safety Alert:1

Stuffed animals, ‘cruises’ alleviate
surgical anxiety, MAY:52

Postoperative care
Home Alone good for a movie, not

for seniors, DEC:139 

Regulatory [Also see Health
Insurance Portability and
Accountability Act (HIPAA)]

After 8 patient deaths, FL morato-
rium announced, APR:46

FTC/DOJ: Competition is good
for health care, OCT:115

OSHA delays enforcement of TB
standard to July, APR Patient
Safety Alert:2

Recent [state] legislation affects
SDS programs, JUL SDS
Accreditation Update:2

South Carolina proposes morato-
rium on ASCs, AUG:94

Risk Management/Medical errors
(Also see Patient Safety and
Infection Control)

Advice on turning your OR into a
sharps safety zone, APR:44

Awareness may be more common
than you think — Can monitor-
ing help? NOV:121

How you can identify and prevent
awareness, NOV:124

If you’re inexperienced, should
you tell patients? MAR:28

Joint Commission: Tips to avoid
awareness, NOV:123

Should you routinely perform
pregnancy tests? DEC:135

Tentatively OK’d: Hand gel dis-
pensers in hallways, JUL:80

Three credentialing steps help
ensure competency, APR:40

When an accident occurs, don’t
make these mistakes, APR:41

Salary/Career
Fight rising costs of hiring by

keeping current staff, NOV SDS
2004 Salary Survey Results:1

Staffing/staff satisfaction
Fight rising costs of hiring by

keeping current staff, NOV SDS
2004 Salary Survey Results:1

How to address your biggest
staffing problems, DEC:137

How to replace a medical director,
other quandaries, SEP:101

Is your same-day surgery pro-
gram short on nurses? Start
recruiting from the ED, JUL:73

Staffing is tough: Can you make
everyone happy? MAY:56

Surgeons/Office-based surgery
After 8 patient deaths, FL morato-

rium announced, APR:46
Board certification urged for

office-based surgeons, JAN:10
Here’s a peak into the surgeon

mentality, JAN:7
How significant is the risk of [hep-

atitis B] transmission? FEB:15
How you can keep your surgeons

happy — Part 2, FEB:22
If you’re inexperienced, should

you tell patients? MAR:28
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Latest SDS dilemma: Should sur-
geons be tested for bloodborne
pathogens? FEB:13

Patient’s death after robotic
surgery raises questions, results
in lawsuit, MAR:25

Three credentialing steps help
ensure competency, APR:40

Timely surgeon arrival affects pro-
cedure times, FEB:20

Why are some surgeons returning
to hospitals? JUN:68

Surgical hospitals
Members of Congress seek exten-

sion of moratorium, DEC:143 
Moratorium imposed on surgical

hospitals:JAN:4
Task force to address ASCs, spe-

cialty hospitals, JUN:71

Technology (also see
Equipment/Supplies and
Laparoscopy/endoscopy) 

Avoid PCA errors with education,
wise selection, FEB:19

If you’re inexperienced, should
you tell patients? MAR:28

Patient’s death after robotic
surgery raises questions, results
in lawsuit, MAR:25

Three credentialing steps help
ensure competency, APR:40

Tonsil technology means less pain,
faster recovery, AUG:89

When an accident occurs, don’t
make these mistakes, APR:41

Will robot Penelope replace a
scrub nurse? MAR:28

Wounds heal faster with autolo-
gous platelet gel, JAN:6
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