
Many have hire, for-cause drug tests,
but should you perform random testing?
Providers share approaches to stop diversion, theft

Asurgical tech takes fentanyl from an anesthesia tray and substitutes
it with a normal saline solution (NSS). He is caught when someone
sees him taking the drug from the unattended anesthesia tray.

An anesthesia resident diverts from the fentanyl waste and gives the
pharmacist NSS in the syringes. The pharmacist identifies the solution
isn’t fentanyl after performing a light refraction on each dose. 

These actual situations from one outpatient surgery program demon-
strate the importance of monitoring staff and physicians for drug use.
But should you go as far as to perform random testing?

That’s a question that continues to spark controversy. While pre-
placement and for-cause drug testing are commonplace in health care
facilities, managers have widely different views on random drug test-
ing. A 2006 survey by the Society for Human Resource Management
found that only 39% of employers randomly tested employees after
they were hired. In comparison, 84% of employers required new hires 
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Most employers test for drug use at hire and for cause, but random drug
testing remains controversial.
• Marshfield (WI) Clinic performs random drug testing in departments

deemed to be higher risk because they have narcotics, including ambula-
tory surgery and gastrointestinal surgery. 

• Tampa (FL) General Hospital doesn’t perform random testing but uses an
AccuDose-Rx system to monitor narcotic use. 

• A national survey on drug use from the Department of Health and Human
Services determined that individuals whose employers do not have a
drug testing program reported a nearly 50% higher incidence of illicit drug
use, compared to those with drug testing programs.
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to pass drug screenings, and 73% tested workers
when drug use was suspected.

One study that targeted physicians suggested
that health care facilities perform random drug
testing, as well as pre-employment and for cause
testing, on doctors.1 “Testing complements preven-
tion, education, early intervention and treatment
initiatives,” the researchers said. “However, while
being a physician is a risk group, we strongly rec-
ommend that specialties with greatest access and
at greatest risk of occupational exposure (anesthe-
siology, surgery, emergency medicine), are the first

priority for monitoring.” 
Marshfield (WI) Clinic does perform random

drug testing in departments deemed to be higher
risk because they store narcotics, including ambu-
latory surgery and gastrointestinal surgery. The
testing panels typically include about 10-12 drugs.
They vary according to what drugs are used in the
unit, but they often include fentanyl, midazolam,
cocaine, amphetamines, and barbiturates. “It’s not
truly a program meant to detect drug use in our
employees as much as it is to prevent, or assist in
preventing, theft and diversion of drugs,” says
Bruce Cunha, manager of employee health and
safety, and infection prevention and control. 

The managers determine which employees in
their areas should be tested based on who has
direct access. Those tested may include anesthesi-
ologists, physicians, nurses, and technicians.
About 10% of the employees are included on the
list for potential random drug testing, and about
10% of that group are tested over the course of a
year, which equals about 70 employees, he says. 

The random testing is conducted quarterly. An
outside medical review officer (MRO) sends the
clinic a random list of employees to be tested. The
clinic pays $40 for this service. Any positive tests
are confirmed by the MRO at a cost of $60 each.
The MRO seeks verification that the employee has
a valid prescription. “If there is the potential that
they were diverting or that there was theft, our
employees have the ability to get into treatment,”
Cunha says. Employees caught stealing drugs,
especially in situations that may have jeopardized
patient safety, may be terminated, he adds. 

Marshfield also performs drug testing at hire
and tests for cause when there is a reasonable
suspicion of drug use. 

“With new hires, we always get a few,” Cunha
says.

All managers have been trained on what to look
for as part of the for-cause testing. They have a
form they use to document why they have reason-
able suspicion. Once the form is completed, the
employee is tested for all street drugs and alcohol.
“If the person comes back positive, they are
allowed to go to a treatment program, depending
on circumstances, but mostly we do,” Cunha says.
“We want them to come back as good employees.”

Consider drug testing when there has been an
adverse event, he says. “I do believe that any inci-
dent or accident where there is a potential that
the error was the result of a bad decision on the
part of an employee should be evaluated for the
potential that a substance was part of the reason
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for the error,” Cunha says.
Others don’t believe drug testing is appropriate

after a sentinel event in most cases. “If we had ‘rea-
sonable suspicion’ or ‘probable cause’ that the
health care workers involved were impaired or
under the influence of an illegal/controlled sub-
stance or alcohol, we would conduct substance
abuse screening,” says JoAnn Shea, CHON-S, MS,
ARNP, director of employee health services at
Tampa (FL) General Hospital. If not, requiring a
urine drug screen could be considered as a search
and seizure without any regulatory requirements
to back this action up, Shea says. “If you could
absolutely identify one individual [as causing an
adverse event], then yes, maybe it would be appro-
priate, but only if there were state regulatory
requirements to do this,” she says. 

The Accreditation Association for Ambulatory
Health Care (AAAHC) doesn’t require drug testing
after an adverse incident/sentinel event, according
to Michon Villanueva, assistant director of accredi-
tation services. If an organization chooses to require
drug testing, AAAHC generally would require that
the organization adopt this as part of a policy and
have it approved by the organization’s governing
body, she says. The Joint Commission requires that
all organizations experiencing a sentinel event con-
duct a thorough and credible root-cause analysis. A
spokesperson for The Joint Commission says the
organization doesn’t say a facility must drug test
unless required by the organization’s policy and/or
law and regulation. The organization is advised to
include the risk manager and human resource
leader in any discussions about drug tests.

In terms of drug use, facilities that aren’t look-
ing at theft and diversion really need to be, Cunha
says. “If you have multiple people accessing nar-
cotics, like in an ASC with anesthesia, control of
that becomes a real problem,” he says. For exam-
ple, are the medications being measured exactly
and wasted correctly? “[Drug testing] adds

another layer,” he says. “It shows you’re serious
about controlling those substances.”

Tampa General doesn’t perform random testing,
but does test for reasonable suspicion, pre-employ-
ment, and follow-up for recovery, Shea says.

The hospital doesn’t randomly drug test because
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Online resources are available from the Society for
Human Resource Management, including:
• Drug Testing Toolkit at ww.shrm.org/hrtools/

toolkits_published/CMS_012779.asp.
• Drug Testing Policy at www.shrm.org/hrtools/

policies_published/CMS_009944.asp.
• Critical components of workplace drug test-

ing at www.shrm.org/hrresources/whitepapers
_published/CMS_009212.asp. 
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Managers must overcome 
challenges with drug testing
Not testing? You may be a magnet for users

Employees have gotten very creative about
diverting medications and drugs, and some are

using newer anesthetics that aren’t easy to test for,
warns Bruce Cunha, manager of employee health
and safety, and infection prevention and control, at
Marshfield (WI) Clinic.

Cunha gives the example of one professional 
at his clinic who underwent for-cause testing, was
found to be positive, and went through substance
abuse treatment. When the employee returned to
work, he had to undergo weekly drug screening as
part of the state’s impaired professional program.
The managers suspected that the employee was
using drugs, Cunha recalls. When the clinic
ordered a for-cause drug test, he says, the profes-
sional was somewhat cocky and said, “Go ahead.
You won’t find anything.” In fact, the test indicated
the employee wasn’t using any drugs.

Subsequently, a syringe was found in a bath-
room stall, which tested positive for propofol, a
drug not included in the random drug screening
panel. Apparently, this employee liked the “high” 
he received from the drug, despite the fact that it
cause him to go to sleep immediately for a few
minutes. 

The director of Marshfield’s on-site National
Institute on Drug Abuse (NIDA) lab subsequently
developed a test for propofol, which the clinical now
includes as part of the its random testing profile.
The professional tested positive and was fired.

It’s critical to stay on top of potential drug theft
and diversion at your facility, Cunha advises. “You
have to wonder: The places that are not testing, are
they magnets for people who can’t get a job else-
where?” he asks.

In fact, the 2005 National Survey on Drug Use
and Health (NSDUH) from the Department of
Health and Human Services confirmed that individ-
uals whose employers do not have a drug testing
program reported a nearly 50% higher incidence of
illicit drug use, compared to those with drug testing
programs: 7.1% compared to 10.5%. ■
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the facility is so large that such a program would be
difficult to manage, she says. Also, she estimates
that it would cost $20,000 to $30,000 a year to con-
duct random testing. “Is it really worth it? I’d rather
spend that money on promoting health for employ-
ees and spending time identifying the diverters,”
Shea says.

However, if you’re a small ambulatory surgery
center, at least have a method to monitor what
drugs are being diverted, she advises. “Make
sure the waste is really wasted,” Shea says.

At Tampa General, the pre-employment drug
test is conducted on all employees, travelers, and
contract workers, she says. Additionally, “the OR
pharmacist monitors all anesthesiology waste as
well as the surgeons’,” Shea says. “They require all
waste to be returned to them, and they compare
the wastage with the actual OR narcotic usage.” 

The hospital’s “reasonable suspicion” tested 
is boosted by use of the AccuDose-Rx system
(McKesson, Cranberry, PA; www.mckesson.com) to
monitor narcotic use. The best way to review drug
utilization is by frequency and by department, Shea
says. Her hospital’s pharmacy staff set up the track-
ing database to produce monthly reports indicating
how many doses of an injection are given by each
nurse compared to other nurses on their unit or in
the entire hospital, and it can track the dosage by
the date and time it was removed, Shea says.

Shea and the pharmacy nurse liaison review the
spreadsheets monthly and identify and investigate
discrepancies. “We notice trends,” she says. “Most
of our diversions are identified that way.” In the
past five years, about three outpatient surgery
employees who were diverting have been identi-
fied through this system, she says. “We’re on top
of it,” she says. “Employees know that.”

Diprivan and fentanyl are becoming drugs of
choice in health care because they’re being used
for conscious sedation outside of the OR — in
step-down units, for example, Shea warns.

When there is a reasonable suspicion that an
ambulatory surgery employee is using or diverting
drugs, keep in mind that employees are protected
by the Fourth Amendment, and urine specimen is
considered a “search and seizure,” she points out.
“If you request one, make sure you have objective
information and documentation that it’s neces-
sary,” Shea emphasizes. (See form used at Tampa
General, pp. 5-6.) If employees refuse, they are
immediately terminated, she says. “We’re not
going to [request] that unless we’re sure we have
enough information to require it,” Shea says.

When employees do take the test, it costs the

facility $90 per person, which includes MRO fees.
The MRO examines the lab test and the results.
Employees who are caught diverting are sent into
treatment, she says. When employee finish treat-
ment, the ones who return to the hospital are
enrolled in an Employee Recovery Program 
and must sign a return-to-work Agreement that
includes monitoring of their recovery program
and random drug testing for up to five years. At
least once a month, those employees are tested. 

“We have a recovery rate of 80% when employ-
ees come back to work,” Shea says, which she
attributes partially to an excellent state program
that monitors licensed professionals. “We’re a big
supporter of that,” she says. “We’ve seen success.” 

Reference

1. Gold MS, Frost-Pineda K. Random mandatory drug
testing: A potential system-level solution? Rapid Response.
Ann Intern Med 2006. Accessed at www.annals.org/cgi/
eletters/144/2/107#2657. ■

Educate your staff 
about signs, symptoms

Education is an important facet of the drug
testing program at Tampa (FL) General

Hospital, says JoAnn Shea, CHON-S, MS, ARNP,
director of employee health services. 

“We want to identify it before, No. 1, the health
care worker becomes so addicted that it’s hard to
recover,” and also to ensure patient safety, she
says.

Shea teaches a 1½-hour course about how to
ensure a drug-free workplace. The course covers
substances of abuse and symptoms of abuse.
They include:

• excessive use of sick time, especially follow-
ing days off;

• absence without notice or last-minute
requests for time off;

• long breaks or lunch hours;
• frequent or unexplained disappearances

from the department;
• “job shrinkage”: the employee increasingly

does the minimum work necessary for the job;
• increasing difficulty meeting schedules or

deadlines;
• sloppy or illogical charting;
• smell of alcohol on breath;

(Continued on page 7)
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Appendix 2 

OBSERVATION CHECKLIST 

Impaired Healthcare Worker Evaluation Form 
This observation checklist should be completed if there is reasonable suspicion that a healthcare worker is impaired or under the influence 
of, in possession of, diverting and /or selling illegal drugs/alcohol while on duty or on TGH premises. 

Date:  ______________________________________      Time:  _____________________________________ 

Healthcare Worker Name:  ___________________________________________________________________ 

Social Security Number:  __________________________     Department:  _____________________________ 

Home/Cell phone:  __________________________________Work phone: _____________________________ 

I. SUPERVISOR SECTION 

Complete this section and escort the healthcare worker to Employee Health (x7649) or to the Emergency Room if 
Employee Health is closed.  Give a brief description of your observations leading to this referral (attach all 
supporting documentation):  _____________________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________

OBSERVATIONS (Check all that apply): 

 alcohol odor on breath     staggering, unsteady, stumbling 
 unable to walk, falling     slurred speech, incoherent 
 disoriented to person, place or time    drowsiness, sluggish 
 excessively loud, profanity     agitated, erratic behavior 
 dilated/constricted pupils; glassy eyes    sweating, diaphoretic 
 tremors, shaking      anger, hostility 
 watery, red eyes      unkempt, sloppy 
 documentation/suspicion of diversion    possession of drugs/alcohol at work 

    of narcotics or other drugs at work    missing drugs at work 
 other observations:   _________________________________________________________________ 

____________________________________________________________________________________
____________________________________________________________________________________

Escorted to (check):   Employee Health   Emergency Room on:  
(date):  ________________ at (time):  ________________________      a.m.      p.m. 

Supervisor:  ____________________________________     Signature:  __________________________ 
                                         Print Name 

Witness:  ______________________________________   Signature:  __________________________ 
                                         Print Name 

Turn Over 
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II. PROVIDER SECTION:  EMPLOYEE HEALTH            EMERGENCY ROOM

This section should be completed by an Employee Health RN/ARNP or ECC physician/PA/ARNP: 

 Date:  ___________________________________      Time:  __________________________________ 

A. GAIT 
 steady, smooth    unsteady 
 staggering, reeling    unable to walk 
 stumbling, swaying    rigid, stiff 

B. BALANCE 
1. Heel to toe:    pass     unable to perform 

  2. Hop on one leg:    pass     unable to perform 
  3. Romberg:    negative    positive 

C. COORDINATION 
 1. Thumb to fingers:   pass     unable to perform 

  2. Finger to nose:    pass     unable to perform 
  3. Finger to finger:    pass     unable to perform 

D. OBSERVATIONS (check all that apply): 
 alcohol odor on breath     no alcohol odor 
 slurred speech, incoherent     speech clear and coherent 
 agitated       calm, cooperative 
 disoriented to person, place, time    oriented to name, date, place 
 unkempt, sloppy      neat, clean 
 drowsy, sluggish      alert 
 tremors, shaking      crying 
 sweating, flushed      erratic 
 dilated or constricted pupils     watery, bloodshot eyes 
 hostile, threatening      excited, talkative 
 other observations:   ___________________________________________________________ 

  ______________________________________________________________________________ 
  ______________________________________________________________________________

III. PLAN 

 Drug and/or alcohol testing ordered per Substance Abuse Testing Form.  
 Able to transport self home. 

Unable to transport self home.  Refer to Nurse Supervisor afterhours. 
 Other:____________________________________________________________________ 

Healthcare Provider Signature:   _________________________________________ Date:  _________________ 

ECC Staff – Please give this form to the nursing supervisor after completion by ECC physician/ARNP/PA. 

Afterhours Nurse Supervisor:
 Arrange transportation home, if necessary, by calling United Cab and using vouchers provided. 
 Leave voice message for JoAnn Shea (x7692) or Carla Miller, HR, (x4320) 
 Provide this observation checklist, Substance Abuse Testing form, chain of custody form and supporting 

documentation to Employee Health by next working day. 

04/04 Employee Health Services 
Source: Tampa (FL) General Hospital.



• an excessive number of mistakes (i.e., fre-
quent medication errors or errors in judgment);

• excessive use of breath mints, chewing gum,
or mouthwash;

• elaborate, implausible excuses for behavior;
• emotional lability. The employee becomes

quiet, irritable, or has frequent mood swings;
• inappropriate verbal or emotional responses

such as snapping at colleagues, uncontrolled anger,
or crying;

• diminished alertness, confusion, or frequent
memory lapses;

• the employee increasingly isolates himself/her-
self from co-workers;

• requests transfer to the night shift;
• increasing complaints from staff regarding

employee not carrying his/her share of workload;
• alcohol abusers may have bloodshot eyes,

faces that are puffy and flushed, trembling hands,
and spider veins around the nose;

• pupils may be constricted (narcotics) or

dilated (stimulants);
• runny eyes or runny nose with clear mucous

drainage;
• unkempt. Hair lacks luster. Thin. Rarely

physically fit or athletic;
• avoids eye contact.
Nurses stay longer at the class to be educated on

the signs and symptoms of diversion. [A copy of
warnings signs for drug diversion is available
with the online issue of Same-Day Surgery. For
assistance, contact Customer Service at (800) 688-
2421.]

Such education is necessary in today’s surgical
environment, Shea says. “I think that in every
ambulatory care center, there is access,” she says.
“It depends on how the drugs are controlled, but
they should have way to audit.”

In addition to an audit program, many depart-
ments have included chart reviews of controlled
drug usage in their departmental quality assurance
programs, Shea says. “If you don’t, you may end
up having someone who is diverting and isn’t
identified.”  ■
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Phone calls during 
surgery can be risky

(Editor’s note: This is the first of a two-part series 
on surgeons using cell phones during surgery. In this
issue, we offer viewpoints on what is acceptable. In next
month’s issue, we give you examples of phone use during
surgery and tell you about cases from other countries.)

Suppose your facility was the subject of a mal-
practice claim, and a nurse told you that the

surgeon happened to be on the phone when the
mistake was made that injured the patient. Surely
the surgeon was talking to another physician or
reviewing lab results for the patient, right?

Maybe not. If you probe a little deeper, you
may find that the surgeon was on the phone dis-
cussing something that had nothing to do with
the surgery at hand, perhaps even something as
frivolous as scheduling a round of golf or a din-
ner date. Outpatient surgery managers would
shudder at the thought of a jury hearing that
detail during a malpractice trial, but this scenario
may be happening more than you think.

Attorneys say it is difficult to find any docu-
mented cases of patients citing cell phone use dur-
ing surgery as a contributing cause to malpractice,
but they also say it only is a matter of time before

that occurs. There have been similar cases in other
countries, and on Internet sites devoted to review-
ing doctors, patients in the United States frequently
complain about phone use during surgery. 

Benjamin W. Glass III, JD, a plaintiff’s medical
malpractice attorney in Virginia and the author of
Why Most Malpractice Victims Never Recover a Dime,
an Insider’s Report on Medical Malpractice Claims, says
if he were representing a medical malpractice plain-
tiff, he would seize on the revelation that a surgeon
was on the phone when a mistake happened. “Most
jurors are at least vaguely familiar with the research
demonstrating that drivers who talk on the cell
phone while driving are as impaired as someone
with a 0.08% blood alcohol level,” he says. “This
research received a fair amount of media attention.

Surgeons often make phone calls while operating on
patients, and the calls sometimes have nothing to do
with patient care. Legal experts caution that such a
revelation could be devastating in a malpractice case.
• Some phone use in the OR is necessary and

poses no exceptional risk.
• It is up to the surgeon to determine how much

distraction is acceptable.
• Don’t overreact by trying to ban all phone use in

surgery, legal experts advise.
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Even if they aren’t aware of this study at the begin-
ning of a trial, they would be by the end.”

Glass also notes that it could be simple to verify
that the doctor was on the phone during surgery
and who he or she was talking to. “In most car
accident cases today, the cell phone records of the
drivers are subpoenaed and examined,” he says.
“Once the first story of doctors talking on a cell
phone during surgery gets out, discovery of the
doctors’ cell phone records will become standard 
in surgical malpractice cases.”

But people use cell phones so much these days,
even while driving, that it may seem jurors would
be sympathetic and not see the phone use during
surgery so critically. To the contrary, Glass says, he
would use that against the doctor by asking the
jurors to think about how they are distracted by
talking on the phone while driving. If they are hon-
est with themselves, they will admit that the phone
distracts the user from other activities. “I cannot
imagine a juror not taking this fact as a huge nega-
tive against a doctor when a surgery goes awry,” he
says. 

There is nothing inherently wrong with sur-
geons talking on the phone during surgery, but
there should be a good reason for dividing atten-
tion between the patient and the phone call, says
Lewis S. Sharps, MD, FACS, a surgeon and presi-
dent of Positive Physicians Insurance Exchange, a
physician-driven medical malpractice company in
Paoli, PA. Sharps says managers should encourage
surgeons to stay focused, but he also points out
that the culture of the operating room has always
included distractions. 

It is a misconception to think that during surgery
the doctors are 100% focused on the patient and
what they are doing with their hands, he says. That
is an unrealistic, and unnecessary, expectation, he
says. There always are distractions in the form of
conversations in the room, consultations with other
physicians, music playing, and people coming and
going from the room, he notes. It is up to the doctor
to determine what level of distraction is acceptable
and still allows for focusing on the patient, he says.

“Physicians routinely get calls in the OR, and it’s
up to the surgeon to say whether he can take it or
not. It’s a judgment call,” he says. “We certainly
would not condone continual use of the phone in
the operating room because it can be too much of a
distraction. It would not be acceptable to take just
any call. It should be related to patient care or oth-
erwise a high priority.”

Sharps does caution managers about overreact-
ing to the issue and trying to cut back too harshly

on phone use in the OR. He is in favor of restrict-
ing phone use to important calls and focusing on
the patient, but he points out that surgeons tend
to be masters of dividing their attention without
sacrificing performance. “Especially after you’ve
done something a thousand times, a surgeon can
have his or her hands totally focused on what
they’re doing while the mouth is on another topic
entirely,” he says.

The American College of Surgeons in Chicago
has no policy regarding phone use during surgery,
according to a spokeswoman. Sharps suggests that
risk managers look at phone use during surgery
not as a taboo but as just one more distraction in
the OR that must be managed and kept to an
acceptable level.

“Minimize it, but don’t expect people to stop
using phones entirely. You wouldn’t expect peo-
ple to stop talking to each other in the OR during
surgery, even if they’re talking about personal
issues, so people are going to see the phone as
just one more step from that,” he says. “A good
surgeon will stay focused and know when a case
demands an absolute minimum of distractions,
and he or she will make that happen.”

Sharps notes, however, that the common usage
of phones during surgery may not matter much if
the issue comes before a jury. “If the nurses decided
to testify that he was on the phone during the
surgery, you’ve got a very big ding in your defense.
Your defense is destroyed if that comes up,” he
says. “A room full of surgeons might understand
that using the phone didn’t necessarily have any-
thing to do with the alleged malpractice, but a lay
jury is going to think, ‘Oh my God, he was talking
to his wife instead of paying attention to what he
was doing.’”  ■

Bonus system helps reduce
costs, boost satisfaction

With the help of a quarterly bonus system for
physicians and staff, one South Carolina

surgery center achieved a cost per case (medical
supplies, implants, and drugs) of $159 in July
2007, and it has averaged a cost per case of $227
for 2007 at press time. Additionally, the center is
able to maintain its inventory below $205,000 for
450 cases a month, as well as maintain patient
satisfaction at 99.85%, which it measures as
patients who respond positively that they would
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use the surgery center again. 
Surgery Center at Pelham, based in Greer, has

a bonus system based on five criteria: inventory
(below $205,000 to receive full 20% of bonus), net
revenue per case ($1,500 or above to receive full
25% of bonus), patient satisfaction (above 98% to
receive full 25% of bonus), physician satisfaction
(above 98% to receive 20% of bonus), and full-
time equivalents (FTEs) per case (13 or fewer to
receive full 10% of bonus). Physician satisfaction
is measured with a 20-question survey that cov-
ers scheduling time, scheduling ease, helpful
staff, and turnover time, among other topics. [A
copy of the physician survey is available with
the online issue of Same-Day Surgery. For assis-
tance, call Customer Service at (800) 688-2421.]

Every quarter, the surgery center distributes
funds to the physician and hospital owners. The
managers take up to 5% of this payment and split 
it equally among all staff, regardless of their hourly
wages. 

The center takes a team approach to reducing
costs, says Bill Hazen, RN, administrator. The
surgery center first targeted orthopedics and
podiatry, which generally had the highest cost
because of implants, he says.

The center uses Vision Software (Source Medical,
www.sourcemed.net) to determine live charges in
the OR. “When the case is over, I can meet [the

surgeon] at the door and show him what the case
cost,” Hazen says. While the software requires a lot
of input, including “perfect” preference cards, he
says, the outcome is extremely detailed informa-
tion on case cost. “We can track it down to four
cents for a thermometer cover,” Hazen says.

Consider these other suggestions for reducing
costs:

• Hire an OR tech as your materials manager.
Surgery Center at Pelham hired a materials man-
ager who had years of experience as an OR techni-
cian. Martina A. Lamb, CST, materials manager,
says, “Having an OR tech in this position, especially
one at least seasoned with a few years, saves money
astronomically. If you have someone who doesn’t
know what everything is used for, they don’t know
what to ask.”

• Educate staff and physicians. Every physician
and staff member is educated about the cost of
equipment and supplies, Lamb says. Staff are told
not to open items in the OR; instead, they’re taught
to wait for the doctor to ask for them. “But they’re
accessible, so it doesn’t even take a second to open
on the field,” Lamb says. At monthly meetings, staff
members are told what cases actually cost and what
the managers think they should cost. 

Suture costs are posted in each OR on a flip
book, Hazen says. “My surgery techs know what
each suture costs,” he says. 

Managers sit down with physicians and show
them printouts with all detailed costs, such as the
price for 9 inches of tape to put in an intravenous
line. “With drugs, we try to limit the inventory and
use what’s most cost-effective and also best for the
patient,” Hazen says. To reduce prices of equip-
ment, physicians are told informally about compa-
rable pieces of equipment that are less expensive,
and they are told they will be tried on a trial basis. 

Physicians are given anonymous comparisons
of their costs by specialty and by procedure, which
“prompts productive discussions,” he says. 

• Develop good relationships with your ven-
dors, and monitor them. Lamb has developed posi-
tive relationships with her supply vendors over
several years. “When they know you know their
product, and you have a good relationship, it helps
out extensively,” Lamb says. They often call Lamb
first about a good deal, she says. To develop a good
relationship, meet vendors, keep in contact with
them on a regular basis, and give them time to talk
to you, she suggests. “They e-mail me on a regular
basis and ask, ‘Do you need anything?’” Lamb says.
She even negotiates with vendors, which frees
Hazen to focus on other administrative duties. 
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Surgery Center at Pelham, in Greer, SC, has suc-
cessfully reduced costs and maintained high levels
of patient and staff satisfaction with the help of a
bonus system and other steps. Their cost per case
(medical supplies, implants, and drugs) reached
$159 in July 2007, and that cost has averaged
$227 for 2007, at press time.
• The criteria for the bonus system are inventory

below $205,000 (to receive full 20% of bonus),
net revenue per case of $1,500 or above (25%),
patient satisfaction above 98% (25%), physician
satisfaction above 98% (20%), and 13 or fewer
full-time equivalents (FTEs) per case (10%).

• An OR tech, hired to be the material manager,
negotiates with vendors and helps educate staff
and physicians on costs.

• Standardization, custom packs, perpetual inven-
tory (orders go out three times per week), and
consignment help reduce costs. Tracking length
of stay/turnover time and using a minimal num-
ber of staff also contribute.
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Hazen has a policy that a vendor must have
approval from him or the clinical director before
bringing in a piece of equipment. “If doctors say,
‘I want to use [specific should anchors], they
have to discuss the cost with me before they ever
use it,” he says. “It’s not like at a hospital where a
rep shows up with something.”

• Obtain supplies on consignment. The center
has saved “thousands” by obtaining many sup-
plies, including implants, mesh, and anchors, on
consignment, Lamb says. “It’s one of the biggest
keys” to cost savings, she says. Vendors often are
reluctant to use this arrangement, so be tough and
tell them you’d prefer to use their product if they
can let you have it on consignment, Lamb advises.

• Use custom packs. Once you obtain a consen-
sus on what will be used, custom packs allow you
to streamline, Lamb says. Converting to custom
packs for all specialties has resulted in significant
cost savings, says Hazen, who points to the reduc-
tion in his cost per case from $446 in early 2005, just
after the center opened. “You might not use every-
thing in the [custom] pack, but it’s just cheaper to
have it all there,” he says. Additionally, custom
packs save on waste, Lamb says. 

• Standardize. The center formerly had five
orthopedic surgeons who each wanted different
implants, Hazen says. Now, the five have a single
source vendor, he says. “Doctors will go along
with that, because you can show them how much
cheaper it is” and maintain the same standard of
care, Hazen says. “If you tell the vendor you’ll
only use their equipment, they’ll drop the price.”

For example, the average cost of a cast now is
$210, compared with a national average of about
$285, Hazen says. “It’s a matter of going to single
vendors and negotiating contracts,” he says. 

• Use perpetual inventory. The center orders
inventory just three times a week, Lamb says. “It
cuts down on just-in-time ordering,” she says. 

Different nurses order for each specialty, based
on what cases are scheduled, Hazen says. 

• Track turnover times and length of stay. Cost
savings can be realized through reductions in
turnover times, Hazen says. His center averages
seven to 10 minutes.

Look at the entire time your patients are at your
facility, Hazen suggests. “Track them from the time
they come in front door: How many minutes are
spent in waiting time, pre-op, OR, Stage 1 and 2
recovery?” he says. For colonoscopy, the length of
stay has been reduced to one hour and 37 minutes,
compared with a national time of four hours in a
hospital, Hazen adds. 

Using certified registered nurse anesthetists
(CRNAs) has helped, he says. The anesthesia staff
handles all anesthetics and uses diprivan to encour-
age faster recovery. “With this type of sedation,
many patients are fast-tracked [directly] to Stage 2,”
Hazen says. 

Less time at the facility reduces staff costs and
improves patient satisfaction, he says. “It used to
be that no one minded two-hour waits for doc-
tors,” Hazen says. Now, “the shorter time they’re
at the center, the happier they are.”

• Run program with fewer employees. The
staff chart live during the case, instead of at the
end of the day, so when they’re finished with
their cases, they go home, Hazen says. “It helps
keep employee costs down,” he says.

The center runs with fewer employees (total of
38 FTEs) than many facilities of comparable size.
Hazen tells applicants they’ll never work that hard
anywhere else; however, the center has a good
team atmosphere that employees enjoy, he adds.

“The key is staff knowing they have owner-
ship,” Hazen says. “They know that the patient
has to be satisfied, they have to give quality care,
and they have to do it quickly and effectively.”  ■

‘The sky is falling, 
the sky is falling!’
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

The Chicken Littles are out in force since the
new ambulatory surgery center (ASC) rates

have been posted. I have been amused and sur-
prised to hear the reactions of hospitals, sur-
geons, attorneys, and other industry leaders in
this sector of health care. To hear some of them
talk, it sounds as if hospitals have struck a major
blow against surgeons and their centers. I hear
others talk about the horrible new rates the ASCs
have: 35% lower than hospitals! Oh, my!

I try to balance my column between the hospi-
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tal outpatient departments (HOPDs) and ASCs
each month, and this might read like it is only for
the ASCs; however, anything that affects either of
them affects both.

First, most surgical procedures have had a sig-
nificant raise in reimbursement. It’s not where it
should be by any means, but it has increased. The
focus of the Chicken Littles of the world is tied to
the reduction on payments for some specialties. 

Secondly, those cost reductions should be there
for those cases. Many of these do not require the
services of an operating room in a hospital or
ASC anyway.

Thirdly, the vast majority (85% based upon our
own database) of surgeon preferences in an ASC
are not profit-driven but efficiency-driven facilities.
Would those surgeons prefer to have an efficient
surgical environment and more profits? Of course!
Who wouldn’t? Yet I have not had a single surgeon
investor turn their back on an ASC because of the
new rates, including GI, pain, and urology single
specialty centers. I tell them that their reimburse-
ment is lower than what it was before, but they
don’t care. They just want efficiency, whether it
comes from their own surgery center or someone
else’s.

So the fears that surgery centers are going to
go away is ludicrous. They only way that is going
to happen is if hospitals become unburdened by
emergency cases, emergent cases, burned out and
overworked staff, and unrealistic budgeting. 

After spending my career in hospital and ASC
operating rooms I have earned the privilege to
make observations. Hospitals waste more money
in their surgical environment than ASCs make.
Until and unless hospitals recognize their ineffi-
ciencies and do something about it, surgery cen-
ters will continue to grow and acclimate to the
changing reimbursement. 

Well-managed ASCs find ways to still be prof-
itable because they can react to the changing envi-
ronment. They have learned how to control their
cost, whereas hospitals need to know their costs.

Surgery center managers have identified their
target market as the surgeons; whereas, most hos-
pital administrators still believe their surgical mar-
keting target is the patient. Patients do not walk

off the street to have surgery. They are brought to
the operating room by the surgeon. And those sur-
geons mostly have a choice of where they can go.

While on the subject of comparing hospitals and
ASCs, I might as well bring up the fact that surgery
centers set up their admission process around the
needs of the patients. For example, most ASCs have
their patients come to the center about 45 minutes
before their case is scheduled on the actual day of
surgery. The ASCs recognize that it is often difficult
for patients or family members of patients make
multiple trips to the center or try to juggle day care
children or work or school schedules around hospi-
tal admission policies.

Hospitals tend to revolve the process around
themselves. For example, most hospitals have
their outpatient surgical patients come into the
hospital several days prior to surgery for their
pre-admission testing. Then they are required to
come to the hospital hours before their appointed
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CNE/CME instructions

Physicians and nurses participate in this CNE/
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 June 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.  ■

■ Biggest areas of liability
for outpatient surgery

■ New ambulatory 
surgical procedures

■ Tips for improving infec-
tion control in your program

■ Benchmarks from hospital
surgery programs, freestand-
ing centers

COMING IN FUTURE MONTHS

Correction

In the salary supplement of the November 2007
issue of Same-Day Surgery, the story should

have said that Lee Memorial Hospital System
offers 36-hour workweeks, and the pay is based on
36 hours of work. We apologize for the error. ■



surgical time. I have a hard time believing some
hospital department heads who say they are
“patient-focused” when they practice such
admission policies.

I wish that senior management of hospitals
could sit in on meetings we have with their sur-
geons. Maybe then they would realize they do
have the ability to affect their own outcome.
Cutting reimbursement on ASCs is not going to

make them any less desirable today than they
were yesterday.

(Earnhart & Associates is an ambulatory surgery con-
sulting 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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CNE/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. In which departments does Marshfield Clinic perform
random drug testing, and why?

A. No departments, because of liability concerns.
B. In departments deemed to be higher risk because

they store narcotics, including ambulatory surgery and
gastrointestinal surgery. 

C. In department deemed to be higher risk because they
have staff members who have successfully completed
drug rehab.

D. In all departments, to avoid liability.

2. Which of the following are warning signs of controlled
drug diversion?

A. Frequently reports medication spills or other waste of
controlled substances.

B. Gives maximum dose ordered of PRN pain medication.
C. Medicates more frequently than others for break-

through pain.
D. Volunteering to work with patients who receive regular

or large amounts of pain medication.
E. All of the above

3. What does Lewis S. Sharps, MD, FACS, say about
surgeons talking on the telephone during surgery? 

A. Physicians routinely get calls in the OR, and it’s up to
the surgeon to say whether he can take it or not. It’s a
judgment call.

B. Physicians should never take phone calls in the OR
under any circumstances.

C. Physicians should take phone calls in the OR only if
there is a second surgeon present.

D. Physicians should be allowed to receive only calls
directly related to the patient in surgery.

4. At Surgery Center at Pelham, how is the bonus
distributed?

A. Based on hourly wages
B. Based on years of employment at the center
C. Based on annual employment review
D. Split equally among all staff

Answers: 1. B; 2. E; 3. A; 4. D.
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Because medication reconciliation is recognized
as a key factor to prevention of medication-

related errors, accreditation organizations require
outpatient surgery programs to take steps to
improve this process. In addition to the challenges
already faced in collecting information needed for
an accurate list of patient medications, health liter-
acy also may create obstacles to accuracy. 

One recently published study looked at the
impact of health literacy on the ability of patients
to identify their medications.1

“We discovered that of the 119 participants in our
study, 31% had inadequate health literacy,” says
Stephen D. Persell, MD, MPH, co-author of the

study and assistant professor of medicine at
Northwestern University in Chicago. Although the
study focused only on patients treated for hyperten-
sion, the results have implications for all areas of
health care, including outpatient surgery, he says.

Health literacy was defined as inadequate or
adequate after administering a short version of the
Test of Functional Health Literacy in Adults.2 “We
defined inadequate health literacy as below sixth-
grade level,” explains Persell. Of the patients iden-
tified with inadequate health literacy, only 40.5%
were able to name any of their hypertensive medi-
cations compared to 68.3% of the patients with
marginal to adequate health literacy, he says. 

When lists of hypertensive medications provided
by the study participants were compared to their
medical records, 64.9% of patients with inadequate
and 37.8% of patients with adequate literacy had
identified medications that were not reflected in 
the medical record, which was correct, says Persell.
Although inadequate health literacy amplifies the
problem, even patients who are health-literate are
unable to accurately name medications, he adds.

Health literacy levels affect the gap between
what the doctor says and what the patient hears,
points out Persell. “I changed a medication that
one of my patients was taking and instructed him
to quit taking the previous medication. I got a call
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Covering Compliance with Joint Commission and AAAHC Standards

Don’t forget patient literacy when evaluating 
med reconciliation process in outpatient surgery
Study shows patients don’t know names of medications they take
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companies having ties to this field of study. Consulting Editor Mark Mayo reports
that he is an employee of Magna Health Systems and a consultant for DayOne
Health.

Staff education and form redesign are common
approaches to improving medication reconciliation,
but a new study demonstrates that even if you col-
lect information from patients, it may not always be
accurate.
• Patients with inadequate health literacy levels

were less likely to be able to provide names of
their medications than patients with a higher liter-
acy level. Only 40.5% of patients with inadequate
health literacy were able to name any of their
medications, compared to 68.3% of patients with
adequate health literacy.

• When lists of medications were compared to
medical records, 64.9% of patients with inade-
quate and 37.8% of patients with adequate liter-
acy had identified medications that were not
listed in the medical record.
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from the patient six months later asking for a refill
of the medication I had instructed him to stop tak-
ing,” he says. Even though he believed that he was
very specific in his instructions, his patient never
understood that the new medication replaced the
previous medication, he explains.

Outpatient surgery programs face additional
challenges because the patient is usually not seen in
the facility until the day of surgery, admits Persell.
“Even if you get a list of medications from the
patient’s surgeon or primary care doctor, many
patients see multiple physicians who may have pre-
scribed medication that are not on the list,” he says.
“You can pull medication lists from the patient’s
previous records in the health system, but you have
no way of knowing how up to date it is,” he adds.

Although these lists may not be complete or up
to date, you can use them to prompt conversation
with patients, suggests Persell. As patients tell you
what they take, you can see if they’ve previously
been diagnosed with a condition for which they
should be on medication, he says. If the patient
doesn’t mention a cholesterol control medication
but they’ve been diagnosed with high cholesterol
in the past, ask about it, he adds.

Make list legible

The patients who he sees in his office surgery
practice are generally young and on very few
medications, but his practice does a use a stan-
dard form to compile the list, says Gary Burton,
MD, a plastic surgeon in Bowie, MD.

“Our policy has changed in the past year as
everyone has become more cautious about medica-
tion safety,” he says. “We ask to see their medica-
tions, and we ask for a typed list of medications.”

The typed list of medications prevents misun-
derstanding a medication’s name due to illegible
handwriting, but Burton points out that even
typewritten, the list may be wrong. “Some
patients don’t know how to spell the medication
name and, if there are two or more medications
with similarly spelled names, you might incor-
rectly think they are being treated for one condi-
tion rather than the real condition,” he says.

For that reason, Burton’s office staff members ask
to see the medication bottles and the medical his-
tory is reviewed against the medication list, he
reports. For an office surgery practice, the medica-
tion reconciliation process can serve as an extra step
in patient safety, he says. “If a patient is on more
than two or three medications, I review the medical
history to see if the patient should go to the hospital

outpatient department for the procedure,” he says.
Staff at HealthSouth Surgical Center of Elizabeth-

town (KY) call patients several days prior to their
surgery to review instructions and to obtain a list of
medications, says Robin Boles, administrator. “We
also tell patients to bring in all of their medications
on the morning of surgery so we can double-check
everything,” she says. Nurses verify the name and
dosage of all the medications by reading the labels,
Boles adds.

“If we see that a patient is taking a beta-blocker
but the medical history doesn’t list a condition
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For more information about medication reconcilia-
tion and health literacy, contact:
• Robin Boles, Administrator, HealthSouth Surgical

Center of Elizabethtown, 108 Financial Drive,
Elizabethtown, KY 42701. Telephone: (270) 737-
5200. E-mail: robin.boles@healthsouth.com. 

• Gary Burton, MD, 4000 Mitchellville Road, Suite
302, Bowie, MD 20716. Telephone: (301) 441-
3375. 

• Stephen D. Persell, MD, MPH. Assistant
Professor, Division of General Internal Medicine,
Feinberg School of Medicine, Northwestern
University, 750 N. Lake Shore Drive, 10th Floor,
Chicago, IL 60611. Telephone: (312) 503-6464.
Fax: (312) 503-2755. E-mail: spersell@nmff.org.

The following resources are available to help orga-
nizations with medication reconciliation:
• A free medication list that can be used to col-

lect patient medication information is avail-
able on the Massachusetts Coalition for the
Prevention of Medical Errors web site. Go to
www.macoalition.org and select “Publications.”
Scroll to the section titled “Patient Med List,” and
click on the link to the form.

• A Sentinel Event Alert published in 2006
addresses medication reconciliation and prevention
of medication errors. To view the Sentinel Event
Alert, go to: www.jointcommission.org. Highlight the
“Sentinel Event” tab, and click on “Sentinel Event
Alert.” Then click on “Issue 35 — Jan. 25, 2006:
Using medication reconciliation to prevent errors.”

• Another free tool to improve communications
with patients can be found at www.ihi.org. Select
“topics,” and then “patient safety.” Choose “safety:
general” and “tools.” Scroll down to find “General
Tools.” A list of available tools includes “Tips for
Safer Surgery,” a tip sheet for surgical patients to
use to improve communications with their health
care providers.

SS OO UU RR CC EE SS // RR EE SS OO UU RR CC EE SS



for which they should take a beta-blocker, we ask
the patient why they are taking it and for how
long they’ve taken it,” she explains. “It’s hard
with older patients who may be taking many
medications and don’t always know why.”

If there is a question, the nurse calls the pre-
scribing doctor to find out more before the
patient is prepared for surgery, Boles adds.

Form should simply process

Boles’ center is developing a form to use for
medication reconciliation that will contain the list
of current medications as well as all medications
administered during surgery and prescribed post-
surgery, she says. “We don’t want to create more
work for staff, but we need a way to have all of
the information in one place rather than in differ-
ent parts of the chart,” she explains. There are
three forms used in different areas, so nurses have
to look back and forth between forms to complete
the form that is given to patient at discharge. 

“We want to make it easy to add to the list as it
travels from pre-op to the operating room to recov-
ery to discharge,” she says. (See resource box, p. 2,
for a link to a free medication reconciliation form.)

Although outpatient surgery programs do
give patients an updated list of their medica-
tions, including medications received or pre-
scribed on the day of surgery, Persell points out
that the health literacy level of the patient must
be kept in mind. (See resource box, p. 2, for tips
to address health literacy challenges.) “Give
very specific verbal as well as written instruc-
tions, especially if previously discontinued
medications must be restarted in a specific time-
frame, and give patients a chance to ask ques-
tions,” he suggests. “If the patient appears
disoriented or cognitively impaired, be sure to
give complete instructions to a family member 
or other caregiver.” (For more information 
on health literacy, see “Do you hear me now?
Do you understand me?” Same-Day Surgery,
September 2006, p. 101.)
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Improvement seen 
in quality measures
Prophylactic antibiotics, marking site studied

American hospitals are making measurable
strides in the quality of care provided for

patients with surgical conditions, according to
Improving America’s Hospitals: The Joint Commission’s
Annual Report on Quality and Safety 2007, The Joint
Commission’s second report on health care quality
and patient safety in hospitals. The detailed report
portrays the aggregate performance of accredited
hospitals against The Joint Commission’s standard-
ized national performance measures and its
National Patient Safety Goals. 

Surgery programs showed overall improve-
ment in administration of prophylactic antibi-
otics within one hour prior to surgical incision
and discontinued use of antibiotic within 24
hours of surgery. The national average of 86.7%
administration of antibiotics within one hour of
surgery is a 4.9% improvement from the previ-
ous year’s results. Hospitals reported 87% of
hysterectomy patients receiving antibiotics

within one hour prior to surgery, which repre-
sented an improvement of 4.7%. Knee joint
replacement patients received antibiotics within
one hour of surgery in 90.4% of cases, which rep-
resents an improvement of 5.3%, the most signif-
icant improvement for this measure.

Stopping antibiotics within 24 hours also is a
significant factor in reducing the risk of surgical
site infections, and 78.9% of hospitals surveyed
by The Joint Commission for this report did stop
antibiotics within 24 hours. This represents an
improvement of 5.4% over the previous year.

Compliance with safety goals

Compliance with National Patient Safety Goals
related specifically to surgery show high compli-
ance rates. Ninety-one percent of surgery pro-
grams complied with Requirement 3D, which
requires the labeling of all medication containers
in the operating room. The study reports a 97%
compliance rate with Requirement 4A, which
mandates a preoperative verification process to
ensure correct patient and procedure identifica-
tion. More than 93% of surgery programs comply
with Requirement 4B, which addresses marking
the surgical site.



To see a copy of the Annual Report go to
www.jointcommission.org and select “Improving
America’s Hospitals: The Joint Commission’s Annual
Report on Quality and Safety 2007” on the left navi-
gational bar under “top spots.” To view individual
hospitals’ performance on the measures included
in the study, go to www.qualitycheck.org and
search by name, state, or zip code.  ■

Don’t skip any pages 
of AAAHC ’08 manual 
‘Changes in every chapter’

Organizations accredited by the Accreditation
Association for Ambulatory Health Care

(AAAHC) in Skokie, IL, won’t have to make
major changes to meet new and revised stan-
dards in 2008, but they do have to read the stan-
dards manual carefully.

“Almost the entire handbook has been revised,
with changes in every chapter,” says Michon
Villanueva, assistant director of accreditation-
services for the association. “There were some
new standards approved, but the majority of the
changes were to clarify what is required to meet
each existing standard.” Standards revisions 
will be incorporated into the 2008 version of the
AAAHC Accreditation Handbook for Ambulatory
Health Care and will take effect in March 2008. 

For example, in Chapter 1, “Rights of
Patients,” there was a requirement that organi-
zations provide information to patients to
inform them of their rights and responsibilities.
Now there is a more detailed listing of patient
responsibilities, says Villanueva. Providing
accurate information about medical history and
medications, following a treatment plan, provid-
ing another person to provide transportation if
necessary, and being respectful of health care
providers and other patients are a few of the
specific points that should be addressed in com-
munication about patient responsibility, she
says. “We are trying to set the bar higher for
patient responsibility so that patients better
understand the role they play in their care,”
Villanueva explains.

For surgical programs, the major change in
Chapter 10, “Surgical and Related Services,” is
the division of the chapter into two subchapters,

says Villanueva. “One subchapter addresses
general requirements for organizations provid-
ing surgical services and the other subchapter
addresses requirements for laser or light-based
surgical services,” she explains. The additional
focus on laser and light-based surgical require-
ments is a reflection of the technological changes
that the surgery field has experienced, she
explains. “Our standards have been revised to
reflect the changes as well as the additional
steps that need to be taken in laser- or light-
based surgery to ensure patient safety,” she
adds. 

New requirement for drugs

Many of the revisions reflect the emphasis on
patient safety, explains Villanueva. For example,
in Chapter 15, “Pharmaceutical Services,” word-
ing was changed to expand the requirement for
maintaining records to ensure safety of drug dis-
pensing to include dispensing of sample medica-
tions as well, she says. 

“This is a new requirement that outpatient
surgery programs will need to keep in mind,”
Villanueva says.

Although the scope of revisions to each chap-
ter of the standards manual will require outpa-
tient surgery managers to read each section
carefully, there should be no major process
changes needed in AAAHC-accredited organiza-
tions, she says. “We’ve just tried to clarify infor-
mation, focus on patient safety, and emphasize
quality care.”  ■
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For more information about Accreditation
Association for Ambulatory Health Care’s 2008
standards, contact:
• Michon Villanueva, Assistant Director of

Accreditation, Accreditation Association for
Ambulatory Health Care, 5250 Old Orchard
Road, Suite 200 Skokie, IL 60077. Phone: 
(847) 853-6060. Fax: (847) 853-9028. E-mail:
mvillanueva@aaahc.org.

At press time, the 2008 standards revisions were
scheduled to be posted by Jan. 1. To view the
revised standards, go to www.aaahc.org and choose
“annual standards revisions” on the left navigational
bar, then select “2008 standards revisions.” 

SS OO UU RR CC EE // RR EE SS OO UU RR CC EE



January 2008 / Online Supplement to SAME-DAY SURGERY ® 1



2 Online Supplement to SAME-DAY SURGERY ® / January 2008



January 2008 / Online Supplement to SAME-DAY SURGERY ® 1

Controlled Drug Diversion — Warning Signs

■■ Discrepancies between Pyxis sign-out medication administration records. Controlled
drug dose not charged on Medication Administration Record (MAR) or charted prior to or
hours after the drug was signed out of Pyxis.

■■ Signs out more controlled drugs than co-workers. Frequent overrides.

■■ Frequently reports medication spills or other waste of controlled substances.

■■ Gives maximum dose ordered of PRN pain medication.

■■ Medicates more frequently than others for breakthrough pain.

■■ Excessive use of PRN medication. Patients receive more PRNs on the employee’s shift
than on others. Signs out several PRNs at once.

■■ Consistently signs out controlled drugs within 30 minutes to one hour of beginning and
end of shift.

■■ Waiting until alone to access controlled drugs/ narcotics, or disappearing into the bath-
room after signing out drugs from Pyxis.

■■ Frequently disappears from the unit. Takes frequent bathroom breaks and long lunch
hour and breaks.

■■ Appears to be an “expert” on breakthrough pain.

■■ Consistently coming to work early and staying late.

■■ Volunteering to work with patients who receive regular or large amounts of pain medica-
tion.

■■ Often wears uniforms with pockets, long sleeves, or sweaters.

■■ Found in dirty utility room tampering with used needleboxes.

■■ Evidence of tampering of vials or other controlled drug containers (late warning sign).

■■ An increase in patients’ complaints of unrelieved pain (late warning sign).

Source: Tampa (FL) General Hospital. 
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