
Researcher says surgery centers 
are ‘pushing the envelope’
ASC leaders say their data don’t support his concerns

“We know about 1 in 200 patients get admitted to hospital following
outpatient surgery, but that rate can easily vary. Outpatient
surgery centers are going to continue pushing the envelope, and

it is imperative that patients and physicians take control back. We have some steps
in place now that can help in the decision-making process. We need to carefully
review them and make sure we do what’s best for our patients regardless of the
convenience factor.” 

These words, from Lee A. Fleisher, MD, Dripps professor and chair
of anesthesiology at the University of Pennsylvania School of Medicine
in Philadelphia,1 were included in a press release announcing a study 
he and his colleagues recently published in The Archives of Surgery.2 The
study identified risk factors that may be associated with increased rates
of hospital admission immediately following outpatient surgery. Each
risk factor was given a score of 1 to 2 points. Patients with at least a
score of 4 or higher were more than 30 times more likely to require hos-
pitalization than those with a score of zero or 1, Fleisher reported. Risk
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A recent study published in The Archives of Surgery by the University of
Pennsylvania School of Medicine in Philadelphia identified risk factors that
may be associated with increased rates of hospital admission immediately
following outpatient surgery. 
• The researchers assigned the following points to risk factors for admis-

sion: 65 years or older (1), operating time longer than 120 minutes (1),
cardiac diagnoses (1), peripheral vascular disease (1), cerebrovascular
disease (1), malignancy (1), seropositive findings for human immunodefi-
ciency virus (1), and regional (1) or general (2) anesthesia.

• Patients with at least a score of 4 or higher were more than 30 times
more likely to require hospitalization than those with a score of zero or 1.
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factors were assigned a score of 1 or 2 each. 
Physicians and patients should consider these

risk factors when deciding whether a procedure
should be performed on an outpatient basis, the
researchers suggest. “This is not to suggest that
patients with an outpatient surgery admission
index of four or higher should universally
undergo inpatient surgery,” they wrote; “rather,
clinicians should consider performing surgery
on these patients in a setting where there is
additional medical support to treat acute
adverse events and to permit rapid transfer 

to an inpatient hospital.” 
The study consisted of 783,558 ambulatory

surgery patients, of which 4,351 were sent
directly to hospital following surgery (1:180)
and of which 19 died (1:41,240). This equates to
one death per approximately 50,000 patients.
Most of the procedures were done in outpatient
hospital settings. The researchers excluded car-
diac catheterizations, endoscopies, cataract
operations, and discharges other than routine
or short-term hospitalization.

The researchers’ conclusions drew criticism from
leaders in the ambulatory surgery center (ASC)
field. “My argument, if he is saying ASCs have
been pushing the envelope to provide the absolute
best care and offer anyone to go home the same
day and save money, I’d say, ‘Yes, we’re pushing
the envelope,’” says Kathy Bryant, president of 
the Federated Ambulatory Surgery Association
(FASA). “But what it seems he appears to suggest,
that procedures are unsafe, totally is not true.”

Craig Jeffries, Esq., executive director of the
American Association of Ambulatory Surgery
Centers (AAASC), adds, “Physician-led ambula-
tory surgery centers appear to have a very strong
safety record based on internal and industry
benchmarking efforts.” With increasing efforts by
federal and state government, as well as payers,
to collect and publish the patient safety experi-
ence of all providers, including surgery centers
and hospital outpatient departments, “consumers
will increasingly have the opportunity to com-
pare the safety of alternative surgery settings,” he
says.

You can provide safe care and convenience,
says Bryant, who adds that the argument to sug-
gest otherwise is used by providers who don’t
offer care that is convenient for patients. “ASCs
are based on the fact that you shouldn’t have to
make that choice,” she says. 

For his part, the author says there is little in the
way of evidence-based guidelines on which to
make decisions about settings for surgery. In the
absence of such evidence, the decision often falls
to facilities or insurance companies making deci-
sions based on contracts, he says. 

Study: ASCs may increase morbidity/mortality

The study claims that “surgery in locations dis-
tant from a hospital, such as freestanding ambula-
tory surgical centers or physicians’ offices, might
result in increased, avoidable morbidity or mor-
tality”; however, the study adds “such findings
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are difficult to demonstrate given our predomi-
nantly outpatient hospital data set.”2 To back up
this claim, Fleisher points to an earlier study he
conducted that found surgical performance at a
physician’s office or outpatient hospital, along
with other factors, identified those patients who
were at increased risk of inpatient hospital admis-
sion or death for elderly patients within seven
days of surgery at an outpatient facility.3

Whether low-risk surgery performed in a loca-
tion distant from a hospital results in increased
morbidity and mortality compared to the same
operations performed in hospital requires study,
says William P. Schecter, MD, FACS, chair of the
American College of Surgeons Committee on
Perioperative Care. However Schecter, who also
is professor of clinical surgery at the University
of California, San Francisco, and chief of surgery
at San Francisco General Hospital, says, “When
an unexpected event occurs in a hospital, the
resources of the hospital may be rapidly mobi-
lized to support the patient. I believe that mobi-
lization of such resources is more difficult in an
out-of-hospital facility.”

Bryant’s response? “If there were deaths occur-
ring as a result of this, we would know.” Instead,
data collected by FASA indicate otherwise, she
says. In fact, the most recent data from the orga-
nization’s outcomes monitoring project indicates
41.1% of ASCs that responded had zero compli-
cate rate. “None of the data we have suggest
there is a particular problem in ASCs,” Bryant
says.

Schecter is quick to defend surgeons’ motives.
“Surgery is a moral community, the members of
which agree to place the patient’s best interests
above their own parochial interests,” he says.
Different individuals may have an honest dis-
agreement regarding what represents the
patient’s best interests, Schecter says. “However,
the individual responsible surgeon should make
a decision based on his or her assessment of the
patient’s best interests.”

Bryant agrees and adds, “Perhaps the great
results we have in ASCs suggest physicians in
consultation with ASCs are making exactly the
right choice,” she says. 
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Follow tips to avoid 
unplanned admissions 

Consider these suggestions when examining
the risk of outpatient surgery patients having

unplanned admissions:
• Look at the risk factors.
In a study recently published in The Archives of

Surgery, researchers developed an outpatient
surgery admission index from independent pre-
dictors of immediate hospital admission using the
following point values: 

— 65 years or older (1 point);
— operating time longer than 120 minutes 

(1 point);
— cardiac diagnoses (1 point);
— peripheral vascular disease (1 point);
— cerebrovascular disease (1 point);
— malignancy (1 point);
— seropositive findings for human immunode-

ficiency virus (1 point); 
— regional (1 point) or general (2 points)

anesthesia.1 

Patients with at least a score of 4 or higher were
more than 30 times more likely to require hospital-
ization than those with a score of zero or 1. The
researchers labeled their system an “outpatient
surgery admission index,” and they say it provides
an evidence-based guide to assist providers and
facilities identify patientsat higher risk of immedi-
ate hospital admission. 

The researchers note that there was a low abso-
lute rate of hospitalization and a number of false-
positive findings that “require this model to be 
a supplement to clinical judgment, suggesting
cases where a higher level of evidence concerning
the safety of ambulatory surgery is appropriate.”1

They also said that there was no data regarding
the patients’ presurgical condition or whether
admissions were planned. 

“All we did was predict who would be admit-
ted,” says Lee A. Fleisher, MD, lead author and
Dripps professor and chair of anesthesiology at the
University of Pennsylvania School of Medicine in
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Philadelphia. Some of risk factors may not connect
to complications, Fleisher says. 

The issue of who should have outpatient surgery
has grown as providers increasingly take patients
with American Society of Anesthesiologists (ASA)
scores beyond the 1s and 2s of yesteryear, he says.
“Now, anybody can have ambulatory surgery,”
Fleisher says.

The question is that if a patient has a 3% chance
of being admitted, is the facility prepared for that 
1 in 30 chance, he says. “That’s really the decision
that patients and surgeons need to make,” Fleisher
says.

Kathy Bryant, president of the Federated
Ambulatory Surgery Association (FASA), says
that clearly it makes sense for physicians to look
at these risk factors to see if it would help guide
them. “While I don’t agree with some conclusions,
physicians and anesthesiologists should look at
these to the extent they are meaningful and define
risk factors better than what we have.” (For more
on the conclusions, see cover story.) 

• Proper matching of patients and facilities.
Outpatient surgery and ambulatory surgery

centers are a good thing, Fleisher says. “The issue
is that some patients, although the vast majority
scheduled gets to go home, some may not and
need to be admitted,” he says. For patients who
have higher probability of being admitted after
ambulatory surgery, providers should consider
doing those cases in a hospital-based system
where “we can easily admit them,” Fleisher says.
Each facility has its advantages and limitations, he
maintains. Outpatient surgery providers need to
make sure they match of the facility and patient
characteristics, he says. “What we’re trying to say
is, let’s make sure, when there is a higher probabil-
ity of admission, that we match the right patient
with the right facility, given patient characteristics,
surgical characteristics, and facility characteris-
tics,” Fleisher says. 

William P. Schecter, MD, FACS, chair of the
American College of Surgeons Committee on
Perioperative Care and professor of clinical
surgery at the University of California, San
Francisco, and chief of surgery at San Francisco
General Hospital, says, “All components of the
health care system must work in concert to
achieve safety and optimal outcome.”

Reference
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Spine procedures move 
to outpatient setting
Microscopes, special staff allow quick discharge

When Robert Bray, MD, was asked by a col-
league opening a surgery center to move

some of his spine procedures to his outpatient
center eight years ago, Bray was willing to try 
a few simple procedures such as microdiscec-
tomies. Because the outpatient trial for spine
surgery was so successful and patient outcomes
were so positive, Bray set up his own center dedi-
cated to outpatient spine procedures.

“Technology that has enabled the growth of
minimally invasive surgery in other specialties
has had the same effect on spine surgery,” says
Bray, a Marina Del Ray, CA, neurosurgeon and
founder of the Diagnostic and Interventional
Spinal Care Center. “Because the procedures are
less invasive, I saw inpatient stays drop from 5.2
days to 1.7 days,” he says. Patients undergoing
minimally invasive procedures often were ready
to leave within 23 hours as long as they received
the proper post-surgical care, he adds. (See story
of patient’s experience, p. 82.)

Setting up a center dedicated to outpatient
spinal procedures is not without its challenges,
points out Bray. The center’s patients have a
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Neurosurgeons who are proficient in minimally
invasive spine surgery can move more proce-
dures to the outpatient setting, producing better
outcomes for patients, increased reimbursement
for the surgery program, and opportunities to
increase payer contracts.
• Start with low-acuity procedures such as micro-

discectomies to test demand for outpatient
procedures.

• Talk with payers to determine reimbursement
and ensure that payment covers cost of supplies
and technology.

• Make sure that physicians are well trained in
minimally invasive spine surgery and have a
good track record.
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higher acuity and undergo more complex proce-
dures than the typical outpatient center, so space
requirements are between 150 and 250 square feet
more than the typical 300- to 400-square-foot
operating room, he says. The space is needed for
the C-arm and microscope that are not normally
available in an outpatient operating room, he
explains. Because there were no existing centers
for spine care, Bray had to create one.

“Our operating rooms are 560 square feet and
contain top-of-the-line equipment,” reports Bray.
“We also have clean rooms with HEPA filters
throughout the center’s ventilation system and
positive pressure operating rooms to minimize
the chance of infection,” he says. Because spine
procedures are “cleaner” than procedures such 
as cholecystectomies or abdominal procedures,
there is less risk of infection when the operating
rooms don’t have a wide range of procedures
performed in them, he points out. Although
Bray’s center performs 50 procedures per month,
there has not been any case of infection or other
complications, nor has there been any transfers to
the hospital, he says.

Specially trained nurses essential

They are licensed as a 23-hour stay facility, “so
if I have a patient undergoing a more compli-
cated procedure such as a two-level fusion, I will
make arrangements for nursing coverage for the
evening,” says Bray. He does these arrangements
prior to the day of surgery to make sure that he is
not scrambling for nurses at the last moment. 

The nursing staff required for outpatient spinal
procedures is a more specialized staff, says Marcy
Rogers, president and CEO of SpineMark, a health
care consulting firm in San Diego that develops
spine centers of excellence. “The nuances of post-
operative care for the spine patient requires special
training that enables the nurses to be proactive in
their approach to patient care rather than reactive
to symptoms,” she says. “Nurses need to be ready
to help patients ambulate early, and they need to
be familiar with the food, fluids, and medication
needs of the patients during recovery.” Nurses
should be able to follow patients from surgery
through recovery to provide the best care, she
adds. While neurosurgical or orthopedic experi-
ence is helpful, the most important facet of the
nurses’ training is to work exclusively with spine
care patients on a daily basis, she adds.

In addition to having a well-trained nursing
staff, it is important to have anesthesiologists who

understand how to administer effective pain man-
agement throughout the procedure and into the
recovery period, says Bray. “We use blocks prior
to surgery and continue pain control in the recov-
ery room so that the patient can begin moving
around without pain soon after surgery,” he says. 

The move to more minimally invasive spine
procedures will continue, but a successful surgi-
cal program is part of an integrated delivery sys-
tem that includes psychiatrists, interventional
pain medicine specialists, physical therapy, and
holistic medicine specialists as well as others that
might contribute to the care of a spine patient,
says Rogers. There does not have to be a contrac-
tual agreement between providers, but it is help-
ful to have agreed-upon protocols to ensure
continuity of care, she says. If all members of the
group follow the same protocols for diagnosis
and interventions prior to surgery and protocols
for recovery after surgery, the patient’s outcome
will be better, she says.

Although Bray chose to build his center from
scratch, it is possible for an outpatient surgery
program manager who wants to see if outpatient
spine surgery is a viable service to get started
with existing space, he says. “Any surgery pro-
gram with a qualified surgeon who is experienced
in minimally invasive spine procedures can get
started with one operating room dedicated to sim-
ple spine procedures such as microdiscectomy,”
he explains. 

If there is a demand for more outpatient spine
procedures, and the existing surgery center has the
capability to expand, an operating room designed
to handle more complex surgeries and related
equipment can be built, says Bray. “Surgeons who
are well versed in minimally invasive surgery and
accustomed to using a microscope are most likely
to be attracted to outpatient procedures,” he says.
When reviewing applications for outpatient spine
procedure privileges, be sure to look for surgeons
who have finished fellowship training in recent
years but have a couple of years of a proven track
record, he says.

Spine procedures are profitable

Reimbursement for spine procedures is posi-
tive, says Bray.

“I have a broad out-of-network payer base that
pays a high enough reimbursement level along
with technical add-ons to make the service prof-
itable,” he says. 

Now that Bray has data on patient outcomes,
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infection and complication rates, and a track
record for his surgery center, he plans to
approach payers about contracting with his cen-
ter. “Payers are interested in outpatient spine pro-
cedures because the cost is less than the cost of
hospital stays for inpatient surgery,” he points
out. “Workers’ compensation insurance is
another opportunity for new patients.”

Medicare is one payer that may not cover the
costs of outpatient spine surgery but Medicare-
aged patients are not typically good candidates
for the outpatient spine procedures, points out
Bray. “Older patients often have other health
problems or conditions that increase the risk of
developing complications, so it is not wise to per-
form their procedures on an outpatient basis,” he
says. 

Before starting an outpatient spine program, be
sure to check with payers in your area to see how
they will reimburse outpatient procedures, sug-
gests Rogers. Negotiate with payers individually
to make sure that supplies, implants, and technol-
ogy costs are covered, she says. “While going out
of network is one way to enter the market, it is
not a successful strategy in the long term,” she
says. “As more surgery programs offer more out-
patient spine procedures, the competition for
contracts increases.” If you wait too long before
approaching payers, you may lose the edge you
have as the “first” in your area, she adds.

The competition will increase, admits Bray.
“Most spine surgeons perform about 5%-10% of
their procedures on an outpatient basis,” he says. “I
perform 60% to 80% of my procedures in the out-
patient setting, and I predict that in the next eight
to 10 years, more surgeons will approach the same
level of outpatient surgery as I currently have.”  ■

My personal experience
with spinal surgery
By Kay Ball, RN, MSA, CNOR, FAAN
Perioperative Consultant/Educator
K&D Medical
Lewis Center, OH

Even though I’m a perioperative nurse, my
anticipation and anxiety grew last May as I

walked into the DISC (Diagnostic & Interventional
Spinal Care) in Marina del Rey, CA, for a posterior
stabilization with instrumentation procedure of
my lower back (L4-5). Knowing that the surgery I
was having usually requires a hospital stay, I was
eager to experience this innovative technique.

I would attribute the success of my surgical
procedure to three reasons: A pioneering tech-
nique, an adept surgeon along with a proficient
team, and an ambulatory surgery center geared
toward major procedures performed in an outpa-
tient environment.

The pioneering technique involved a neurosur-
geon, a microscope, revolutionary instruments,
and new implantable devices. The entire proce-
dure was performed using a microscope, which is
a technique not always accepted or practiced by
neurosurgeons today. The instrumentation was
designed for microscopic use so that delicate tis-
sue can be manipulated and positioned. Pedicle
screws can be inserted in those sometime hard-to-
reach areas. The new devices included a flexible
rod system built to maintain movement in the
spine — a logical goal so often forgotten by sur-
geons when dealing with the spine.

The second factor to the success equation was
the expertise of the surgical team and the neuro-
surgeon, Robert Bray, MD, who has spent his
career studying and developing surgical instru-
mentation and spinal surgery techniques that lead
to positive outcomes. He has the ability to commu-
nicate complex information about spinal surgery
outcomes and methods to patients while helping
to allay anxiety about the upcoming surgery. 

The surgical team, from the receptionist who
greeted me to the registered nurse who discharged
me, complemented and defined the ultimate team-
work required with this type of procedure. In fact,
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For more information about outpatient spine
surgery, contact:
• Karen Rieter, RN, CEO, The Diagnostic and

Interventional Spine Center, 13160 Mindanao
Way, Suite 300, Marina Del Ray, CA 90292.
Telephone: (877) 887-7463 or (310) 854-3800.
E-mail: karen.rieter@discmdgroup.com. Web:
www.discmdgroup.com.

• Marcy Rogers, President and CEO, SpineMark,
8910 University Center Lane, Suite 650, San
Diego, CA 92122. Telephone: (858) 623-8412. Fax:
(858) 623-8581. E-mail: mrogers@spinemark.com.
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when I questioned the team members as to why
they worked at the DISC, the answers were in uni-
son: They all valued the teamwork approach with
everyone working toward the same goals and, 
of course, being able to work with Bray and his
colleagues. 

The anesthesiologist played an extremely impor-
tant role to ensure that the anesthetics used were
individualized to my needs, especially since I usu-
ally experience severe nausea after anesthesia. 
The perioperative circulating nurse was eager to
describe exactly what was going to happen and
answer any questions I had. As she walked me into
the surgery suite, her positive attitude along with
her years of experience provided a lot of comfort
during this very vulnerable point of my surgical
experience. The little things that mean so much to a
patient were obvious, such as the use of the warmer
on the surgical table, how they would protect my
eyes when I was positioned in the prone position,
and the introductions to the other surgical team
members. Another surgeon who was going to help
Bray even removed his mask temporarily so I could
see his face when he was introduced to me. 

Keeping the LOS to less than 24 hours

The third part of the success triangle involved
the new ambulatory surgery concept geared
toward major procedures performed in an outpa-
tient environment. 

Most ambulatory surgery centers today are
based on high-volume and quick surgeries, such
as cataract extractions, hernia repairs, or tonsillec-
tomies. Move them in, move them out. But this
center was founded on the concept of being able
to convert a relatively major spinal procedure to
ambulatory status. This is only possible with a
setting that provides safe care throughout the
surgical experience. 

Many outpatient facilities are not set up to pro-
vide this type of service, if needed. If provided,
one RN to each patient is a crucial ratio so that
every patient involved with a 23-hour stay can
receive individualized and skilled nursing care.

Not requiring hospitalization is a critical con-
cern today to prevent hospital-acquired infections
and to keep the patient costs low. Bray decided
that a 23-hour stay would be appropriate after
my surgery, which means that one-on-one nurs-
ing care was provided for me throughout the
night by an experienced RN proficient in PACU
and ICU nursing. Since I was from out of town,
the surgeon recommended I stay at a hotel across

the parking lot from the surgery center. After I
was released from the center, the doctor visited
me that night at the hotel, and the nurse visited
the next day. I returned to the center the follow-
ing day to see the doctor. 

My entire surgical experience was quite memo-
rable and remarkable. Having worked in health
care all of my life and being very critical of how
patients are treated during surgery, I was very
pleased with the care I received. Bray and his surgi-
cal team know the secret to successful outpatient
spinal surgeries, and the result is a groundbreaking
surgery center for spinal procedures.  ■

Use your time to manage 
the program, not the payroll
Outsourcing provides more benefits, HR expertise

Versatility, flexibility, and the ability to juggle
many different responsibilities at once are

included the basic job description of any outpa-
tient surgery program manager. As the oversight
of outpatient surgery becomes more complicated,
many managers turn to outsourcing some human
resource-related issues to free their time for other
responsibilities.

“I wear so many different hats; I need help mak-
ing sure that all of the details are handled,” explains
Barbara Clark, business manager of the Park Place
Surgery Center in Maitland, FL. “With an outside
company handling the paperwork, I know that pay-
roll is correct and taxes are paid on time.” 
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Outsourcing human resource responsibilities gives
a surgery manager more time for strategic and
financial planning and oversight of clinical respon-
sibilities.
• Administrative outsource firms can provide pay-

roll services, updates on regulatory compliance
issues, management of benefits programs, and
administration of 401K programs.

• A greater array of benefits than your program
can provide on its own may be available to your
employees through the outsource firm.

• Choose a firm that offers the services you need
now as well as services you may choose in the
future.
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Quarterly reports that provide details of hours
worked, overtime, and other payroll details keep
her up-to-date on salary expenses, Clark adds.

Payroll often is the first service that outpatient
surgery centers use as they move to outsourcing
human resource administration, says Connie L.
Koch, national sales manager for HR America, a
Wauseon, OH-based company that provides
employment-related administration and consul-
tation services. “As the surgery center grows and
as the manager sees the value of outsourcing,
more services can be added,” she says. 

Most outpatient surgery centers are small busi-
nesses with an average of 20 employees, points
out Koch. “Small businesses with between 10 and
80 employees are subject to employment laws,
but it is not always practical to hire a human
resource professional who can stay on top of
compliance issues as well as handle all other
human resource activities,” she says.

In addition to payroll and compliance, human
resource administration firms can handle benefits

and retirement plans, and they can serve as a
resource if the manager needs advice on a per-
sonnel issue, says Koch. 

Being able to consult with the outsource repre-
sentative when she’s had sensitive personnel issues
such as addressing a problem employee is a huge
benefit of outsourcing, says Clark. “Because I’m in
a small surgery center, there really is no one else
within the facility with personnel expertise,” she
says. 

Her outsource representative talked her
through the discipline process and made sure
that she documented all actions properly to avoid
any problems in the future if the employee is ter-
minated, Clark explains. “It helps to have some-
one with a lot of knowledge and access to other
resources available to help me,” she adds.

Different ways to structure outsourcing

There are two ways to outsource human
resource administration once you decide to do
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Take these steps 
to choose best HR firm

Keeping the right people on your staff is important
to any outpatient surgery program’s success,

and making sure that paychecks, benefits, retire-
ment plans, and 401Ks are handled properly is
essential to employee satisfaction. For this reason,
look carefully at any firm you are evaluating to han-
dle your human resource administration on an out-
source basis, says Connie L. Koch, national sales
manager for HR America, a Wauseon, OH-based
company that provides employment-related admin-
istration and consultation services.

The first step when comparing firms is to care-
fully prepare your request for proposal (RFP) to
identify the services that you consider most impor-
tant, suggests Koch. “A lot of companies will bundle
different services together, so you need to identify
the services you are most likely to use and ask the
companies to price only those services,” she says. 

It is difficult to evaluate the true cost of a service
if the price includes services you won’t be using,
and it is difficult to compare one company’s pro-
posal to another if they all submit prices for different
groups of services, she explains.

Evaluate the technical platform the company uses
for its services, recommends Koch. “If the company
offers a web-based payroll system, for example, you
won’t have to invest in hardware or software to

become compatible with their system,” she says. Not
only should you look for a system that requires little or
no equipment investment, but also be aware of how
much additional training your staff will need to transmit
information, Koch adds. “While outsourcing adminis-
trative duties doesn’t eliminate the need for someone
at the surgery program to handle some tasks such as
submitting time records, updates to salaries, and new
hire information, the system should be easy to learn
by anyone who will be using it,” she explains.

Even if you are starting out by outsourcing only
one service, such as payroll, evaluate the full range
of resources offered by the firm, says Barbara Clark,
business manager of the Park Place Surgery Center
in Maitland, FL. “You don’t want to start with a com-
pany that can’t offer what you may choose to add as
you grow and expand your contract,” she says. 

Look carefully at the firm’s health care experience,
suggests Koch. “Health care is a different animal,”
she says. “The firm has to understand different pay
levels such as per diem, part-time, weekend, and on-
call,” she says. 

It also helps to look at the firm’s experience with
facilities that are the same as yours, especially if 
you are a freestanding surgery center, she says.
“Freestanding centers don’t have human resource pro-
fessionals, and the human resource responsibility is
often handled by the manager,” she says. For this rea-
son, you want a firm that can relieve you of duties, not
add layers of information or extra work, Koch says. ■



more than just payroll, says Koch. A professional
employer organization (PEO) is a comprehensive
approach in which the outsource firm and the out-
patient surgery program become co-employers,
she says.

“The PEO becomes the employer of record, and
the surgery center employees are eligible to partici-
pate in the PEO’s benefits plans,” she says. PEOs
offer large group plans so the surgery center can
offer a wider range of benefits to employees than
possible as a small employer, she adds. “The extra
benefits can help attract and keep employees within
the surgery program,” she explains. 

An administrative service organization (ASO)
does not have the co-employment aspect of a
PEO but offers many of the same benefits and
services, says Koch. “An ASO doesn’t offer the
large group plans, but there is still a wide range
of benefits available at a cost-effective level, she
says. “Another feature of an ASO that many
surgery programs find attractive is the ability 
to choose services a la carte so the manager and
board can customize the program for their
center.” 

Even though an outsourced firm handles
human resource administration, the outpatient
surgery program does not lose control of its
employees in the ASO or PEO, says Koch. “Every
program handles hiring, evaluations, training,
and firing,” she says. 

Clark says, “We use our firm to manage payroll,
taxes, health benefits, and the 401K program, but I
also use their consultation services occasionally if I
have questions related to personnel problems or
compliance.” Other resources are publications such
as employee handbooks and personnel policies, she
points out. “It’s nice not to have to reinvent some-
thing that already exists,” Clark adds. Clark’s firm
does provide handbooks and policies if needed and
can refer her to appropriate training sources, she
says.

Costs for human resource outsourcing are deter-
mined by a number of factors such as staff size,
payroll, type of benefits to be administered, and
other services chosen by the program, explains
Koch. “Administrative fees can be flat rate or a
percentage of payroll, so when looking for a firm,
be sure you understand how fees are set,” she sug-
gests. “There may also be setup fees for some ser-
vices such as 401K plans.” (For other tips on how
to select a firm, see p. 84.)

When choosing an administrative outsource
firm, look for a firm that views your relationship
as a team effort, suggests Clark. “The first firm I
used did not assign one representative to my
account, so I felt like I had to explain who I was
every time I called,” she says. “Now I have one
representative who knows all about my center
and my account, so I know I am getting the best
assistance I can get.”  ■

Advisory issued on 
hazardous drug exposure
Clinical, nonclinical personnel at potential risk

It’s estimated that 5.5 million workers are poten-
tially exposed to hazardous drugs or drug waste

at their worksites, ranging from manufacturing and
shipment of the drug to receiving it at a hospital,
storing it, delivering it to patients, and disposing of
it.1 The significant threat to hospital workers has led
the National Institute for Occupational Safety and
Health (NIOSH) to issue an advisory on medical
surveillance of health care workers exposed to haz-
ardous drugs.

Drugs are classified as hazardous if studies in
animals or humans indicate that exposures to
them have a potential for causing cancer, devel-
opmental or reproductive toxicity, or harm to
organs. Drugs used in treating cancers are among
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For more information about outsourcing human
resource administrative services, contact:
• Barbara Clark, Business Manager, Park Place

Surgery Center, 2450 Maitland Center Parkway,
No. 100, Maitland, FL 32751. Telephone: (407)
875-0296. E-mail: bclark.ppsc@earthlink.net.

• Connie L. Koch, National Sales Manager, HR
America, 203 Beech St., Wauseon, OH 43567.
Telephone: (866) 335-0507 or (419) 335-0507.
E-mail: ckoch@hramerica.net.

Firms that offer comprehensive human resource
administrative services to surgery centers include:
• HR America, 203 Beech St., Wauseon, OH

43657. Telephone: (866) 335-0507 or (419) 335-
0507. Web: www.hramerica.net.

• MedHQ, Two Westbrook Corporate Center, No.
1010, Westchester, IL 60154-5722. Telephone:
(708) 492-0519. Fax: (708) 492-0547. Web: www.
medhq.net.
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the most common hazardous drugs encountered
in hospitals, according to the NIOSH alert.

“Health care workers must be informed and
educated. Those who do not use recommended
safe handling precautions are at risk for exposure,”
says Marty Polovich, MN, RN, AOCN, a member
of the NIOSH Hazardous Drug Safe Handling
Working Group. The group was formed in 2000
and issued a 2004 alert on safe handling and the
April 2007 advisory on medical surveillance. 

Workers at risk of exposures, other than nurses,
include operating room personnel, pharmacists
and pharmacy technicians, physicians, shipping
and receiving personnel, waste handlers, and
maintenance workers. Exposed health care work-
ers risk experiencing the same side effects that the
drugs cause in ill patients, but with no therapeutic
benefits. Occupational exposures can lead to acute
effects such as skin rashes or gastrointestinal com-
plaints, chronic effects such as adverse reproduc-
tive events (miscarriage, congenital malformation,
etc.), and cancer, NIOSH reports.

Educate and develop surveillance plan

A comprehensive approach to minimizing
worker exposure should be part of a safety and
health program that includes engineering con-
trols, good work practices, and personal protec-
tive equipment (PPE) supported by a medical
surveillance program, NIOSH advises. Medical
surveillance involves collecting and interpreting
data to detect changes in the health status of
working populations potentially exposed to haz-
ardous substances. The elements of a medical

surveillance program are used to first establish a
baseline of workers’ health and then to monitor
their future health as it relates to their potential
exposure to hazardous agents.

Employers should ensure that health care work-
ers who are exposed to hazardous drugs are rou-
tinely monitored as part of a medical surveillance
program. These health care workers include per-
sonnel such as nurses’ aides and laundry workers
who may come directly into contact with patient
wastes within 48 hours after a patient has received
a hazardous drug. 

NIOSH says the elements of a medical surveil-
lance program for hazardous drug exposures
should include, at a minimum:

• reproductive and general health questionnaires
completed at hire and periodically thereafter; 

• laboratory work, including complete blood
count and urinalysis completed at the time of hire
and periodically thereafter. Additional tests, such
as liver function and transaminase tests, may be
considered;

• physical examination completed at the time
of hire and then as needed for any worker whose
health questionnaire or blood work indicates an
abnormal finding; 

• follow-up for those workers who have
shown health changes or have had a significant
exposure (substantial skin contact, cleaning a
large spill [a broken bag, leaking IV line], etc.). 

Once a surveillance program is in place,
NIOSH recommends, health questionnaires and
lab results should be examined periodically to
detect trends that might be a sign of health
changes due to exposure. 
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Because of the widespread risk that hospital person-
nel can receive toxic exposure to hazardous drugs,
the National Institute for Occupational Safety and
Health (NIOSH) has issued an advisory on medical
surveillance of workers exposed to hazardous drugs. 
• Occupational exposures can lead to acute

effects such as skin rashes or gastrointestinal
complaints, chronic effects such as adverse
reproductive events (miscarriage, congenital
malformation, etc.), and cancer.

• Employee health managers should develop a
medical surveillance plan as part of a safety and
health program that includes engineering con-
trols, good work practices, and personal protec-
tive equipment (PPE).
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For more information on hazardous drug exposure
precautions: 
• Marty Polovich, MN, RN, AOCN, Oncology

Clinical Nurse Specialist, Southern Regional
Medical Center, 11 Upper Riverdale Road,
Riverdale, GA 30274. E-mail: marty.polovich
@southernregional.org.

NIOSH Hazardous Drug Safe Handling Working
Group. Preventing occupational exposure to
antineoplastic and other hazardous drugs in
health care settings (NIOSH publication No.
2004-165) is available online at www.cdc.gov/
niosh/docs/2004-165. 
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Would your surgeons 
retire if they could?
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

This column is inspired by the May 9, 2007,
article in the Association of American Medical

College (AAMC) publication that says one-third
of doctors over age 50 would retire if they could. 

Surgeons have shared their thoughts with me
over the years. Long before the AAMC article, I
had started getting resumes from surgeons who
were “just looking.” They were “testing the
waters” to see what else was out there for them.
My company just hired our first surgery center
administrator who is a retiring general surgeon.

For the past several weeks I did some calling
around. While admittedly unscientific, I spoke with
several surgeons across the country about their
views on their career path. I would have to guess
that most, if not all, of them are in their 50s and
beyond. Here are my questions and their replies:

1. If you had it to do all over again, would you
choose surgery as a career? Yes, 60%. No, 20%.
Not sure, 20%. 

2. If you knew what you know now, would
you choose surgery as a career? Yes, 25%. No,

45%. Probably, 30%. 
3. If you could afford to retire right now, would

you? Yes, 70%. Emphatic yes, 10%. No, 20%. 
4. Why would you retire? Health care is way

too regulated/too much red tape, 40%. Just not
fun anymore, 30%. Burned out/tired, 15%.
Health reasons, 10%. Not sure, 5%. 

5. What would you do if you retired but still
needed to earn an income? Become a consultant
like you, 40%. Run a surgery center, 25%. Work in
medical research, 10%. Work for an attorney, 10%.
Work with pharmaceutical firm, 10%. Work in real
estate, 5%. 

6. Would you invest the same effort in your
new career path as you did surgery? No, 60%.
Yes, 20%. Depends, 20%.

7. What do you feel you gave up to be a surgeon?
Family life, 50%. Travel, 30%. Sports/leisure time,
15%. Too much, 5%. 

8. What gives you the greatest pleasure as a sur-
geon? Positive results for patient, 60%. Positive
interaction with staff/facility, 30%. Respect from
staff and family members, 15%. Other, 5%. 

9. What industry would you choose if you could
not be in health care? Computer (software), 40%.
Real estate, 40%. Professional sports, 10%. Other,
10%. 

How would you answer the same questions
and how does it help you deal with the surgeons?
For me, it continues to personalize a surgeon
which in turn makes them easier to identify with.
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■ Should you perform
random drug testing?

■ How to address the com-
petition in outpatient surgery

■ How do you get docs,
staff to stop using razors? 

■ Latest changes to
perioperative nursing
practice 

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 completing
this semester’s activity with the December issue,
you must complete the evaluation form provided
and return it in the reply envelope to receive a cer-
tificate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■



From a practical standpoint, learn more about
“succession planning,” and never stop marketing
for new surgeons. 

(Earnhart & Associates is an ambulatory surgery
consulting firm specializing in all aspects of surgery
center development and management. Contact Earnhart
at 1000 Westbank Drive, Suite 5B, Austin, TX 78746.
E-mail: searnhart@earnhart.com. Web: www.earnhart.
com.) ■
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CE/CME questions

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

• Describe how current issues in ambulatory surgery
affect clinical and management practices.

• Incorporate practical solutions to ambulatory
surgery issues and concerns into daily practices.

1. What is a good spinal surgery to offer during a pilot
or test of outpatient spine surgery, according to
Robert Bray, MD?

A. Lumbar laminectomy
B. Two-level fusion
C. Vertebroplasty
D. Microdiscectomy

2. What is often the first human resource-related ser-
vice outsourced by an outpatient surgery program,
according to Connie L. Koch?

A. Development of employee handbooks
B. Setup of 401K programs
C. Payroll
D. Employee evaluations

3. According to the National Institute for Occupational
Safety and Health, which of the following elements
should be included in a medical surveillance pro-
gram for hazardous drug exposures?

A. Reproductive and general health questionnaires com-
pleted at the time of hire and periodically thereafter

B. Laboratory work, including complete blood count
and urinalysis completed at the time of hire and
periodically thereafter

C. Physical examination completed at the time of hire
and then as needed for any worker whose health
questionnaire or blood work indicates an abnormal
finding

D. All of the above

4. How does Barbara McDonnell, RN, MSN, prove
that tissues were maintained at a specific tempera-
ture during transport?

A. Signature of her employee who received the package.
B. Statement by the delivery truck driver.
C. Document from the tissue distributor verifying that

the package contained the dry ice necessary to
maintain the temperature.

D. It is not necessary to document transport
temperature.

Answers: 1. D; 2. C; 3. D; 4. C.

To reproduce any part of this newsletter for
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Knowing your outpatient surgery program
well enough to answer surveyors’ questions

and provide necessary documentation is a
responsibility that all managers accept and
understand, but when the surveyor focuses on
Life Safety Code issues, some managers scramble
for information.

“We did well in our Joint Commission survey,
and we were ready for everything we thought
the surveyor could ask, but I was asked a ques-
tion about our electrical safety program that I
had never been asked before,” says Anne Cole,
RN, BSN, administrator of Ingalls Same Day
Surgery Center in Tinley Park, IL. “The sur-
veyor wanted to know if the refrigerator where
we store drugs is plugged into an outlet that is
connected to our backup generator,” she says.

Although she assumed that the outlet was
powered by the backup generator in case of
electrical failure, Cole had to find the electrical
blueprints for the facility to prove that the
outlet was tied into the system run by the gen-
erator. “I suggest that all outpatient surgery
managers know where the blueprints are
located and check to see that essential outlets
are powered by the generator,” she says. 

Other life safety features such as fire doors, exit
signs, and corridor doors are issues checked by
accreditation surveyors, so it makes sense to have a
plan in place to prove that these items are working
properly and in compliance with accreditation stan-
dards, says Gary D. Slack, PE, CCE, president of
Healthcare Engineering Consultants in Dayton,
OH. One step a surgery manager can take to ensure
continued compliance with Life Safety Code require-
ments is the development of a building mainte-
nance program (BMP) to proactively address
facility issues, he suggests.

“A BMP is an optional process to periodically
inspect and evaluate specific life safety features
of a building, such as fire and smoke doors,
above-the-ceiling unsealed penetrations, corridor
doors, and exit signs to determine how many of
these items are functioning properly or meet life
safety requirements,” he explains.

July 2007 / Supplement to SAME-DAY SURGERY ® 1

Covering Compliance with Joint Commission and AAAHC Standards

Document your inspections, and evaluate 
LSC compliance with building maintenance program
Program evaluates effectiveness of inspections, performance of facility

Financial Disclosure:
Author Sheryl Jackson, Senior Managing Editor Joy Dickinson, Associate Publisher
Coles McKagen, and Board Member and Nurse Planner Kay Ball report no consul-
tant, stockholder, speaker’s bureau, research, or other financial relationships with
companies having ties to this field of study. Consulting Editor Mark Mayo reports
that he is an employee of Magna Health Systems.

Unannounced accreditation surveys require contin-
uous compliance with accreditation standards.
Making sure that your outpatient surgery program
meets all standards, including Life Safety Code
requirements, can become an ongoing effort with
the use of a building maintenance program.
• The use of a building maintenance program can

help avoid recommendations for improvement.
Don’t just check off that items have been
inspected. Measure compliance on a regular
basis.

• Look carefully at use of fire doors, electrical out-
lets, generators, and hallways for compliance
with Life Safety Code requirements.
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While a BMP requires the commitment of a
staff member to document the items periodically,
there are several benefits for the facility, Slack
explains. Hospital-based programs with BMPs
for which the effectiveness is measured and doc-
umented will have certain scores under related
Life Safety Code compliance “capped,” which will
minimize the chance of receiving a recommenda-
tion for improvement (RFI) for those items, he
says.

Few ASCs have BMPs

While it is not typical for freestanding ambula-
tory surgery centers to have a comprehensive
BMP at this time because it is not currently
addressed in The Joint Commission’s ambulatory
standards, it still is a good idea to create one, sug-
gests Slack.

“Some ASCs may have periodic life safety
inspections of fire and smoke doors as well as
exit signs, but they do not measure the effective-
ness of their program, which is required for a
BMP,” he says. [A copy of a sample BMP policy,
a data collection form, and a BMP effectiveness
summary form are available with the online
edition of this issue of Same-Day Surgery. Go 
to www.ahcmedia.com. For assistance, contact
customer service at customerservice@ahcmedia.
com or (800) 688-2421.]

Consider these benefits

In addition to avoiding RFIs, there are other ben-
efits to a proactive program to review conformance
with the Life Safety Code and to avoid interruptions
due to facility-related issues, says William E.
Lindeman, AIA, NCARB, president at WEL
Designs, a health care facility consulting and
design firm in Tucson, AZ. 

“Operational down time, or periods where regu-
latory violations or building system failures inter-
rupt a facility’s income-generating activities, is far
more expensive than simple lost revenue,” he says. 

The loss of a single day’s productivity due to a
water leak in a critical sterilizer or newly discov-
ered Life Safety Code violation, easily could result in
financial losses in the tens of thousands of dollars
when you take salaries, insurance expenses, lost
revenue, and disruption to surgeon’s schedules
into account, he explains. 

“My experience suggests few freestanding ASCs
have a formalized BMP, and I have never seen one
fully implemented in any setting,” says Lindeman.

“I also believe all successful ASCs have many if not
most of the elements in place; they just haven’t
pulled them together into a coordinated entity and
have not established a chain of command or
accountability to make full use of it,” he adds.

Life Safety Code issues that are typically over-
looked by outpatient surgery programs may
seem insignificant but can have serious conse-
quences, says Lindeman. “For instance, removing
the closer from a door that you would rather
have stayed open could be defeating fire safety
design requirements,” he points out. “There are
also specific requirements for weekly, monthly,
and sometimes annual testing of emergency
power systems, yet few facilities are aware of the
weekly test and even fewer have required on-site
documentation of the tests and maintenance.”

Remember, too, that many states’ licensure
standards include air quality standards for a vari-
ety of areas, says Lindeman. “Any door held
open between incompatible spaces at the very
least violates those standards, and in a worst case
threatens infection control,” he adds.

The best way to start evaluating your compli-
ance with Life Safety Code issues is to review the
standards of your accrediting organization, says
Lindeman. “The Accreditation Association for
Ambulatory Health Care’s standards publications
can also be very helpful since their standards are
specific to ASCs and identify the conditions they
feel are most significant in an ASC,” he adds.  ■

CMS clarifies ASC backup
power requirements

Arecent memorandum from the Centers for
Medicare & Medicaid Services (CMS) allows,

in some situations, the use of batteries for essential
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For more information on building maintenance
programs, contact:
• William E. Lindeman, AIA, NCARB, President,

WEL Designs, Tucson, AZ. Telephone: (520) 299-
6550. Fax: (520) 299-5364. E-mail: WELDesigns
@aol.com.

• Gary D. Slack, PE, CCE, President, Healthcare
Engineering Consultants. Telephone: (937) 399-
6743. E-mail: healthen@erinet.com.
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electrical equipment in an ambulatory surgery
center (ASC) in the event of a power failure.

Ambulatory surgery centers are required to
comply with the National Fire Protection Life Safety
Code 2000 edition, which requires emergency
power to be provided for a Type I essential elec-
trical system in all locations using general anes-
thesia or electrical life support equipment. 

While this emergency power usually is sup-
plied by a generator, batteries also are permitted
in ASCs, if they meet all the requirements for test-
ing, maintenance, capacity, and rating, according
to the National Electrical Code, NFPA 70, Article
700, according to the CMS memo. To see the com-
plete memorandum, go to www.fasa.org. Under
“What’s New,” select “Medicare Clarifies Backup
Power Requirements for ASCs.”  ■

Document every step of
tissue transport, handling
Monitor temps in freezers, OR if tissue stored in area

Aset of recently added frequently asked ques-
tions (FAQs) related to tissue standards on

The Joint Commission web site was developed
when staff members noticed an increasing num-
ber of questions related to the tissue standards
from accredited organizations rather than an
increased number of recommendations for
improvement related to tissue standards.

There have been no changes in the tissue stan-
dards, but the FAQs were posted to help organiza-
tions interpret, implement, and clarify tissue
handling processes, says Virginia McCollum, RN,
MSN, associate director of standards interpretation
for ambulatory organizations. “Ambulatory and
office-based surgery programs are doing a good job
complying with the standards,” she says. 

Detailed records are a must

The tissue standards (PC.17.10 to PC.17.30) are
well written and straightforward, but they do
require very detailed documentation, points out
McCollum. In a hospital, there are often lab per-
sonnel in charge of tissue receipt, storage, and
documentation, but surgery centers face a differ-
ent challenge because the staff is smaller, she says.
“It is important to assign a person or a group of
people the responsibility for documentation

related to tissues,” she adds. 
“The most challenging part is the overall

record keeping to track and trace tissues from
the donor to the recipient with bidirectional
tracing,” McCollum says. Bidirectional tracing
means that you not only know what patient
received the tissue, but you also have the
donor’s information, she says. If there is a
problem with an adverse reaction, you must 
be able to trace the tissue back to the source to
identify other potential adverse reactions for
other patients, she explains.

Put one person in charge

Although your outpatient surgery program
may require the person receiving the tissue
document the receipt of tissue, and other staff
members may document the use of the tissue
for different procedures and patients, one
person should be responsible for making sure
that all items related to tissue are documented,
McCollum suggests. Your records should docu-
ment how the tissue has been handled and
stored, even in transport to your facility, she
says.

“We worked with our tissue distributor to
create a log that collects the data we need to
comply with the standards so that all of the
information is in one place,” says Barbara
McDonnell, RN, MSN, director of surgical ser-
vices at Inova Loudoun Hospital in Leesburg,
VA. When documenting handling of the tissue
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For more information about tissue standards from
The Joint Commission, contact:
• Joint Commission Standards Interpretation

Group, The Joint Commission, One Renaissance
Blvd., Oakbrook Terrace, IL 60181. Telephone:
(630) 792-5900. Web: www.jointcommission.org.
To submit a question by e-mail, under “Standards,”
click on “Standards FAQs.” Select “Click here to go
to the Standards Online Question Submission
Form.”

To view Joint Commission frequently asked
questions related to tissue standards, go to
www.jointcommission.org. Highlight “Accreditation
Programs,” and select “Ambulatory Care” or
“Hospitals.” Under “What’s New,” select “Tissue
Storage and Issuance FAQs.”
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while in transport, ideally you would have the
driver sign a statement verifying the condition
and temperature of the package, but that is not
realistic, she points out. A driver for a general
delivery service that handles hundreds of pack-
ages on one route will not guarantee that the
package stayed at a certain temperature, she
says. “Instead, our tissue supplier gives us a doc-
ument that verifies that the tissue was packaged
in the right amount of dry ice to maintain the
appropriate temperature during transport,” she
says.

They’ve also become stricter about the condition
of the packages they receive, says McDonnell.
“Previously, we would never accept a package if it
appeared to be leaking or it was crushed,” she says.
Now, McDonnell’s staff refuse delivery of packages
if there is a minor problem such as torn tape, she
says. 

Detailed documentation that her surveyor
expected to see included signature of the person
receiving the tissue, signature of the person
removing the tissue from the freezer, and a
description of how it was thawed, says
McDonnell. 

Storage temperature for all tissue must also be
documented, points out McDonnell. “We’ve
always had thermometers in our refrigerators
and freezers, and we regularly monitor the tem-
perature in those areas, but our surveyor pointed
out that we needed to monitor the ambient tem-
perature in our clean core in the operating room
as well,” she says. “We didn’t have a thermome-
ter in that area, so we added one.”  ■

Demonstrate readiness 
for communitywide disaster
Surveyors want outpatient programs to be prepared

Your emergency preparedness plan identifies
your plan of action for disasters related to

weather, fire, and even pandemics, but if your
plan only focuses on what you do within your
own program, you may not meet surveyors’
expectations.

“We documented our disaster drills and
shared our pandemic flu plan, but our surveyor
wanted to make sure our plans coincided with
our community’s area-wide disaster plans,”

says Ann Cole, RN, BSN, administrator of
Ingalls Same Day Surgery Center in Tinley Park,
IL. Cole’s center had coordinated plans with
local police and fire departments and included
descriptions of what role staff members would
play in a communitywide disaster. “In a large
disaster, most victims would go to the local hos-
pital, but our staff can serve as triage nurses
and relief staff for hospital nurses, and our
clerks can help with hospital admissions,” she
says. “We also have supplies that can supple-
ment the hospital’s supplies.”

Medication reconciliation examined

Another area that the surveyor closely exam-
ined was the center’s medication reconciliation
policy, says Cole. “We developed a new form at
the beginning of 2007 that collects information
on the medications that the patient is taking
when they come into our center, and we can add
the medications that they are to take following
surgery,” she says. The nurse completes the
form, using information provided by the patient,
she explains. “We keep a copy of the list in the
patient’s chart, and we send a copy home with
the patient,” she adds. 

The surveyor did examine credentialing
records, and Cole was surprised that the sur-
veyor wanted to see documentation of nurses’
proficiencies for waived lab tests, she says.
“We’ve held staff education on each of the tests
we perform in our center and we’ve added these
proficiencies to their competency assessments,”
she says.

Overall, Cole was pleased with the survey
results and the performance of her staff. She says,
“Preparation for Joint Commission surveys is a
team effort, with different staff members respon-
sible for different areas that we discuss on a
monthly basis. It was this teamwork that made a
smooth survey possible.”  ■
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For more information about Cole’s Joint
Commission survey experience, contact:
• Ann Cole, RN, MSN, Administrator, Ingalls

Same Day Surgery Center, 6701 W. 159th St.,
Tinley Park, IL 60477. Telephone: (708) 429-
0222. E-mail: acole@ingalls.org.
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Sample Building Maintenance Program Policy 

Purpose: This policy defines a Building Maintenance Program (BMP) to manage and maintain specific life safety features in the
hospital. Each of these features are derived from and listed in the Joint Commission Statement of Conditions Life Safety
Assessment (LSA) document in section 6J. Periodic inspections are performed for each of these features and statistical informa-
tion is collected to determine the level of "effectiveness" for each element in the program. Based on the results of the inspec-
tions, the testing intervals may be modified and/ or testing criteria can be revised.

Policy: To ensure maximum compliance with life safety building components, a Building Maintenance Program has been estab-
lished to test each of the items listed in section 6J of the Joint Commission Statement of Conditions document and to provide
timely resolution of identified deficiencies. The inspection techniques will include periodic environmental tours, scheduled preven-
tive maintenance (PM), security rounds and other inspections, as needed. When deficiencies are found, work orders will be initi-
ated and returned to the plant operations department for processing.

In order to demonstrate the effectiveness of the Building Maintenance Program, information collected from the inspections will be
documented on the data collection form (see Attachment 1) and provided to the plant operations secretary so that the information
can be aggregated and reported in the quarterly management report summary (see Attachment 2). Adjustments to the frequen-
cy of the inspections will be based upon the number of unscheduled work orders generated per item type, the calculated "effec-
tiveness" and other inspection information.

Responsibility: The Director of Plant Operations in conjunction with the Manager of Construction, will have oversight manage-
ment responsibility for the implementation of the Building Management Program.

Procedure: The initial inspection frequencies will be as indicated in the chart below:

1. Whenever a deficiency is discovered, a work order will be completed and returned to the plant operations department.

2. Each work order will be classified by the equipment category (fire doors, corridor doors, exit signs, etc.) so that management
reports can determine failure rates for specific categories.

3. Any work order that cannot be resolved within 30 days will be electronically added to the Statement of Conditions Plan for
Improvement (PFI) list.

4. Substantial deficiencies will be evaluated to determine the need for Interim Life Safety Measures (ILSM), by completing the
applicability form as described in the hospital ILSM policy.

5. Management reports will be created on a quarterly basis and will provide the following information: a) on-time preventive
maintenance completion rate; b) on-time corrective maintenance completion rate; c) effectiveness percentage of the building
maintenance program by item, and; d) a list of incomplete work orders and PFI's. This information will be evaluated to deter-
mine whether revisions to the inspection frequencies or procedures are warranted.

6. Summaries of the quarterly reports will also be provided to the hospital safety committee for review and discussion.

Attachments: BMP Data Collection Sheet and Quarterly Effectiveness Summary

References: Joint Commission Environment of Care section EC.5.20; Statement of Conditions Life Safety Assessment docu-
ment, May, 2004 edition

Approval:

__________________________   _________       _______________________  ________
Director of Plant Operations           Date                  Manager of Construction         Date

Item Description

Fire Doors

Smoke Doors

Corridor Doors

Smoke/Firewalls

Linen chutes

Exit Signs

Grease Devices

Inspection Frequency

Quarterly

Quarterly

Semi Annually

Annually

Quarterly

Monthly

Quarterly

Other Requirements During
Inspection

Compliance and proper operation

Compliance and proper operation

Compliance and proper operation

Compliance and integrity of seals

Compliance and proper operation

Compliance and proper operation

Inspected, cleaned and maintained
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