
Joint Commission revises universal
protocol, clarifies who marks site

Despite being pressured, The Joint Commission (TJC) has not dic-
tated in the revised “Universal Protocol for Preventing Wrong
Site, Wrong Procedure, Wrong Person Surgery” that surgeons

must be the ones who mark the surgical site.
At a summit last year on wrong-site surgery, pressure was put on TJC

to have the surgeon mark the site, says Peter Angood, MD, vice presi-
dent and chief patient safety officer for TJC. “But we recognize that
individuals needed a little flexibility in trying to be efficient with OR
time and need to accommodate education and training programs and
cross-covering of procedures among members of a group practice.”

The revised protocol is part of the 2009 National Patient Safety Goals
(NPSGs). (For more on the 2009 NPSGs, see story, p. 85.) The revised uni-
versal protocol will be one of the biggest challenges for outpatient surgery
programs, along with the new goal on reducing surgical-site infections,
Angood says. The revisions to the universal protocol grew out of concerns
that the number of wrong-site incidents have not decreased, sources say. 

Kate Moses, RN, CNOR, CPHQ, quality management nurse at
Medical Arts Surgery Centers (MASC) in Miami, says misinterpretation
of the protocol was not a problem at her facility, but it was elsewhere. “A
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Payment changes proposed 
for hospitals, surgery centers

The Centers for Medicare & Medicaid Services (CMS) has pro-
posed a 3% payment increase for hospital-based outpatient pro-

grams for calendar year (CY) 2009, while ambulatory surgery
specialties will see payment changes ranging from -6% for proce-
dures on the digestive system to 19% for procedures of the muscu-
loskeletal system. (See impact by surgical specialty, p. 86.) 

(See Payment Changes, page 86)



lot of people interpreted the universal protocol the
way that thought it should be, not necessarily the
way that it was,” she says. “Everyone was doing
their own thing and not being consistent with
other parts of their own health system, never mind
other unrelated entities.”

MASC has made the timeout mandatory, with
nurses mandated to call the timeout, Moses says.
A charge nurse or designee monitors one case
daily for compliance with the timeout require-
ment. The results are tracked and posted. MASC
has reached 100% compliance, as well as 100%
compliance with documentation of the timeout in

the OR record. 
William Beaumont Hospital in Royal Oak, 

MI, has implemented a more detailed “briefing”
approach to the timeout. The briefing includes a
discussion, for example, of antibiotics, blood
needed, blood availability, and special instruments,
as well as the timeout. “It’s to promote safety,” says
Allynn Petersen, RN, CNOR, MS, administrative
director of surgical services. (For more on surgical
briefings, see “Expand your mandated pre-proce-
dure timeout to enhance patient safety efforts in
the OR,” SDS Accreditation Update supplement,
April 2007, p. 1.)

To ensure the right implant is available for the
right patient, Moses’ facility implemented the step
of having the surgeon check the implant before
scrubbing. “Once you scrub, you can’t do a hands-
on looking at the package,” she says. MASC keeps
implants locked up, except for the one for the cur-
rent case, Moses says. She knows of facilities that
have implanted the wrong lens, which meant the
patient had to come back for another procedure.
Sometimes the lens was the wrong brand, and
sometimes it was more expensive, Moses says. “It
may not affect the patient on a long-term basis, but
it affects the institution,” she says.

In one reported case, an OR team had several
cases scheduled and had all of the lenses for the
day’s cases available, says Mark Mayo, corporate
director of ASC operations for Magna Health
Systems in Chicago and executive director of the
Surgery Center Association of Illinois. One patient
canceled, and the staff failed to verify the patient
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As part of its 2009 National Patient Safety Goals, The
Joint Commission has revised the “Universal Protocol
for Preventing Wrong Site, Wrong Procedure, Wrong
Person Surgery.”
• Surgeons don’t have to be the ones who mark the

site; however, the site must be marked by some-
one who is participating in the procedure. The
marking must take into consideration laterality, the
surface (flexor, extensor), the level (spine), or spe-
cific digit or lesion to be treated. 

• Monitoring the timeout requirement during one
case a day, as well as monitoring documentation
in the OR record, can lead your staff to 100%
compliance. 

• The World Health Organization has developed a
new pre-surgery checklist (included in this issue)
to address wrong-site surgery. 
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for the following case, he says. Instead, a staff
person grabbed the lens meant for the canceled
patient, and it was implanted on the wrong patient,
The wrong lenses subsequently were implanted on
all of the patients who followed, Mayo adds. 

Providers say checklists work well as a tool 
to avoid wrong-patient or wrong-site surgery.
Beaumont has a checklist with sections for the anes-
thesia provider, circulating nurse, pre-op nurse, and
surgeon to complete before the procedure, Petersen
says. The World Health Organization has just devel-
oped a new safety checklist for surgical teams to
use in ORs. (See checklist, p. 83. To download the
implementation manual or an electronic copy of
the checklist, go to www.who.int/patientsafety/
safesurgery/tools_resources/download/en/index.
html.) 

Will the revised protocol help reduce incidents
of wrong-site surgery? Moses hopes so. “You still
have the human factor,” she says. “You still have
the need to rely on everyone doing their part.” 

Everyone should be comfortable speaking up 
if there is a problem, managers say. Beaumont
Hospital offered assertiveness training to their 
OR staff. “We wanted everyone to be comfortable
stopping ‘the line’ at any point,” says Petersen.

Consider having the verification during the
timeout procedure performed by the OR nurse and
anesthetist first, and the surgeon last, Mayo sug-
gests. “When the surgeon states first that every-
thing is OK, everyone else has a tendency to say,
‘Yes, doctor,” and not catch the mistake,” he says.
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What has changed in 
the universal protocol?

In every element of the revised 2009 “Universal
Protocol for Preventing Wrong Site, Wrong

Procedure, Wrong Person Surgery,” including
verification of procedure, marking of site, and tak-
ing time out, The Joint Commission (TJC) has
“gotten a bit more specific about who does what
and when,” says Peter Angood, MD, vice presi-
dent and chief patient safety officer for TJC.

With verification, the revised protocol reinforces
that every times the patient makes contact with
the provider, the provider should verify that it’s the
right patient, procedure, and site, he says. (See
when verification should occur, left.)

In marketing the site, TJC is more specific
about the characteristics of the mark. The marking
must takes into consideration laterality, the sur-
face (flexor, extensor), the level (spine), or spe-
cific digit or lesion to be treated. 

The revised universal protocol should help
facilities that conduct a significant number of
laparoscopic procedures if physicians have
balked at marking the site, says Kate Moses, 
RN, CNOR, CPHQ, quality management nurse at
Medical Arts Surgery Centers (MASC) in Miami.
“The rationale that physicians used is that, ‘I’m
going in through the belly button, I can see which
side needs surgery. I don’t need to mark it,’ but
[the revised protocol says] it still needs to be
marked,” she says. 

TJC also is trying to standardize how the mark
is done and clarifying who should mark the site.
Angood says, “The way we have phrased it is that
a licensed independent practitioner or an individ-
ual who has been approved by the organization to
perform the actual procedure — not the marking,
but the procedure that’s going to occur — one of
those individuals will mark the site.”

This revision is an important distinction, he
says. “That individual, importantly, is involved
directly with the procedure and will be present
when the actual procedure is performed, so we’re
trying to get more focused on an experienced and
approved individual involved with the procedure is
marking the site,” he says.

According to the universal protocol, the mark
preferably should include the surgeon’s or proce-
duralist’s initials. 

For the timeout section of the universal proto-
col, one addition is confirmation that an antibiotic
prophylaxis was administered, if ordered. ■

When should you 
have verification?

The Joint Commission’s revised 2009 “Universal
Protocol for Preventing Wrong Site, Wrong

Procedure, Wrong Person Surgery” says the verifi-
cation of the correct procedure, site, and person
should happen:
• when the procedure is scheduled;
• when preadmission testing and assessment

occurs;
• when the patient is admitted or enters into the facil-

ity for a procedure, whether elective or emergent;
• before the patient leaves the pre-procedure

area or enters the procedure room;
• anytime the responsibility of the patient is trans-

ferred to another member of the procedural
care team, including the anesthesia providers;

• with the patient involved, awake and aware if
possible. ■



Outpatient surgery may be particularly at risk
for wrong-site surgery because providers are
rushing, some sources say.

“Everyone is in a hurry,” Moses says. Some 
have a philosophy that “time is money,” she says.
“Others take as much time as they need and do
double-checks,” Moses says. “Those are the people
who probably will never have to have a bad night’s
sleep about what they’ve done for that day.” (Edi-
tor’s note: For the complete list of 2009 National
Patient Safety Goals for hospitals, ambulatory
care facilities, and office-based surgery, go to
www.jointcommission.org/PatientSafety/National
PatientSafetyGoals. For more on wrong-site
surgery, see “Wrong-site surgery is No. 1 among
sentinel events — Are you at risk?” Same-Day
Surgery, October 2007, p. 113.)  ■■

Some may have a ‘bit 
of stress’ from new goals
Preventing surgical-site infection is one area targeted

Under the 2009 National Patient Safety Goals,
ambulatory surgery programs will be required

to implement best practices on prevention of surgi-
cal-site infection. 

“This will probably put a bit of stress on office
and ambulatory practices,” says Peter Angood,
MD, vice president and chief patient safety officer
for The Joint Commission (TJC).

The 2009 goals gives a detailed expectation that
organization need to follow for education and mon-
itoring and tracking of infection rates. “We have put
in there that there is a 30-day period to monitor for
infections,” Angood says. For implantable devices,
the follow-up period is one year, he says. “Those 
are accepted standards within the infection control
world.”

Read the requirements, and take them at face
value, he advises. “Don’t overinterpret,” Angood
says. “We’re looking more for the fact that pro-
cesses are in place to look at and meet the ele-
ments of performance within this goal. We will 
be looking for longer-term follow-up.”

Surgical-site infection requirement has a one-
year phase-in, with defined milestones, and full
implementation is required by Jan. 1, 2010. 

Another change in the patient safety goals is that
programs should involve patients in their care by
educating them on what’s being done to prevent

surgical adverse events, Angood says. “They can
explain the component of the universal protocol, for
example, for preventing surgical-site infection, the
patient identification process, those types of
things,” he says.

In other changes, surgery centers and office-
based surgery programs won’t be required to
obtain information from the patient on medica-
tion dose, route, and frequency of use as part of
the medication reconciliation process. “They’re
giving a big sigh of relief,” Angood says. 

However, TJC still expects those settings to find
out what medications the patient is taking, he
emphasizes. “That’s important to avoid potential
allergic reactions or adverse drug interactions.”

When a patient’s regular medications are
adjusted, or new long-term medications are pre-
scribed, you should perform a complete medica-
tion reconciliation, he clarifies.  ■

New toolkit addresses 
handoff communications

Handoff Communications: Toolkit for Implement-
ing the National Patient Safety Goal will help

providers use handoff practices to reduce the risk
of medical errors and comply with the National
Patient Safety Goal, according to Joint Commission
Resources (JCR), which developed the toolkit.

The Joint Commission’s National Patient Safety
Goal 2E requires organizations to create a stan-
dardized approach to handoff communications,
including an opportunity to ask and respond to
questions. JCR is a not-for-profit affiliate of The
Joint Commission. The tool kit includes: 

• strategies for implementing proper handoff
communication processes and techniques, tips for
assessing current processes, and case studies that
provide examples of effective handoff practices; 

• a CD-ROM that includes handouts, work-
sheets, videos, forms, and three slide presentations:
“The Importance of Standardizing Handoff Com-
munications,” “Using Techniques and Tools from
Other Organizations,” and “Creating or Customiz-
ing Handoff Communications Techniques that
Work in Your Organization.” 

The toolkit is available for $199 plus $15.95 for
shipping and handling using order code HOCT08.
To order, contact customer service at (877) 223-6866,
8 a.m. to 8 p.m. CST, weekdays, or go to www.
jcrinc.com.  ■
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The proposed rule will update rates paid under
the ambulatory surgery center prospective pay-
ment system, which will be in the second year of a
four-year transition to ambulatory payment clas-
sification (APC) groups that are used for hospital
outpatient payments. ASC services will be paid at
a 50/50 blend of the 2007 ASC payment and the
2009 ASC payment, which equals 65% of the hos-
pital outpatient rate, according to the American
Hospital Association.

CMS also proposes updating the list of device-
intensive procedures and covered ancillary services
and their rates, consistent with proposals in the
outpatient prospective payment system (OPPS)
update.

Beginning in 2009, the annual OPPS payment
inflation update is be reduced by 2.0 percentage
points for hospitals that don’t meet quality report-
ing requirements. To receive the full OPPS payment
update for services furnished in CY 2009, hospitals
must report data in CY 2008 on seven quality mea-
sures of perioperative surgical care, as well as ED
care. CMS is proposing to add four new measures
of imaging efficiency to the CY 2010 update. CMS
also is seeking comment on 18 more potential qual-
ity measures in areas including screening for fall
risk. Those are under consideration for future years. 

CMS is seeking public comment on options and
considerations for modifying payments for treating
conditions that generally are preventable if the
provider follows established guidelines. CMS
already is implementing a similar policy for inpa-
tient stays beginning Oct. 1, 2008. CMS no longer
will pay hospitals at a higher rate for treating cer-
tain conditions that have been determined to be rea-
sonably preventable by following evidence-based
guidelines, if they are acquired during an inpatient
stay. 

Under the proposed rule, the amount beneficia-
ries will pay for outpatient services would continue
to decline based on a formula in the Medicare law
that is designed to provide a gradual transition to
20% coinsurance. CMS estimates that nearly 25% 
of all types of services furnished in hospital outpa-
tient departments will be subject to the 20% coin-
surance rate in CY 2009, up from 23% in CY 2008.
However, the services that will be subject to the
20% coinsurance rate in CY 2009 represent a larger
proportion of the total number of claims for ser-
vices paid under the OPPS. As a result, CMS esti-
mates that Medicare beneficiaries overall will be

responsible for about 23% of total payments for
Medicare covered outpatient services in CY 2009. 

The proposed rule can be viewed by going to
www.cms.hhs.gov/HospitalOutpatientPPS/Down
loads/CMS-1404-P.pdf. Comments on the proposed
rule will be accepted until Sept. 2, 2008, and a final
CY 2009 OPPS/ASC payment rule will be issued by
Nov. 1, 2008. At press time, the proposed rule was
scheduled to appear in the July 18, 2008, Federal
Register. ■

CMS adds nine surgical
procedures to ASC list

The Center for Medicare & Medicaid Services
(CMS) is proposing to add nine surgical proce-

dures to the list of paid procedures for ambulatory
surgery centers (ASCs). New ones, with the pro-
posed CY 2009 ASC payment indicator listed, are:

• HCPCS 31293, nasal/sinus endoscopy, surgi-
cal, G2;

• HCPCS 34490, removal of vein clot, G2;
• HCPCS 36455, Bl exchange/transfuse non-nb,

G2;
• HCPCS 49324, laparoscopic insertion perma-

nent intraperitoneal cannula or catheter, G2;
• HCPCS 49325, laparoscopic revision of previ-

ously placed intraperitoneal cannula or catheter,
with removal of intraluminal obstructive material
if performed, G2;

• HCPCS 49326, laparoscopic with omentopexy,
add-on, G2;

The following were added based on new

Payment Changes
(Continued from cover) Impact on Ambulatory Surgery

Specialties

For 2009, the Centers for Medicare & Medicaid
Services (CMS) estimates the following impact

under the blended rate for ambulatory surgery
specialties:
• eye and ocular adnexa, -1%;
• digestive system, -6%;
• nervous system, -3%;
• musculoskeletal system, 19%;
• integumentary system, 7%;
• genitourinary system, 11%;
• respiratory system, 13%;
• cardiovascular system, 16%;
• auditory system, 18%.
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Current Procedural Terminology (CPT) codes:
• HCPCS 0190T, place intraocular radiation src,

G2;
• HCPCS 0191T, insert anterior segment

drainage int, G2;
• HCPCS 0192T, insert anterior segment drainage

ext, G2.  ■

Focus on what you can
change, not the economy
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

Let’s have a show of hands of those who have
real concerns about the economy and the

overall health of business today. (Cue to author
who is waving both hands in the air). 

Scary, huh? What can you do about it? Nothing. 
Really, there is nothing you can do on an indi-

vidual basis that is going to change it. So rather
than worry about the global implications, you
need to focus on how you can adapt on a per-
sonal level. The world will fix itself eventually
without your help. (Please do not ask me to turn
down my thermostat!) 

By reducing the global implications down to a
personal level, you decrease the anxiety associ-
ated with what is going on outside of your sphere
of influence to areas you can control. Let’s look at
some areas.

• Your job. This is not the best of times to be
unemployed, and it’s a rather gutsy time to quit 
a job over principle, so focus on preserving that
income. Not surprisingly this is a wonderful time
to sit down with your boss and ask this very sim-
ple question: “What can I do to help around here?”
As a “boss,” it will bring a hint of moisture to my
eyes that someone is asking me rather than the
other way around. Bosses do not forget people
who want to be part of the solution rather than the
problem. Really. (I wonder if my staff reads this.

We’ll soon see.) 
However, no matter how much you kiss up at

work — yes, it does help — it won’t do any good
if “work” is going down the tubes. So, let’s look
at the surgical department.

• Your surgical department. It really makes no
difference if you work in a hospital or surgery
center, because both are being affected by the
economy. It makes sense that many patients with
elective surgery will hold off until “better times”
to have their surgery. Companies are charging
fuel surcharges on deliveries that will affect our
cost on just about everything. Unfortunately, we
as an industry cannot pass on those costs to our
patients, so essentially, the buck will stop at our
door. We need to minimize those losses. 

• Overtime. Overtime is an enormous burden
to any health care provider. Employees love it,
but business managers hate it. The best way to
eliminate it is to compress your surgical schedule
into nonovertime pay. Consider the following:

— Eliminate the gaps in the surgical schedule
by bringing patients in earlier in the day to avoid
waiting for them when the schedule moves up
due to no-shows.

— Shift to a more per-diem or part-time work
force so overtime hours do not kick in.

— More efficiently control your block time uti-
lization. (Editor’s note: For more on that topic,
See “Manage schedule closely for steady patient
stream,” Same-Day Surgery, June 2008, p. 67.)

— Reduce no-shows by calling each patient the
day before and the day of surgery.

— Consider four-day workweeks so critical
staff members can reduce their commute and
reduce overtime by working later in the day.

• Reduce patient travel expense.
If you live in a high-commuting area, you might

want to consider picking up patients at their home
by cab or other means to eliminate no-shows. Even

Ways to Reduce Fuel Surcharges
• Stock up on predictable supplies.
• Reassign space to accommodate supplies.
• Avoid overnight deliveries with the highest

surcharges.
• Negotiate surcharges. Some will eliminate them

if you fight them. 

Source: Stephen W. Earnhart, MS, CEO, Earnhart & Associates,
Austin, TX.
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if you save two or three cases per month, it will be
worth the cost. 

• Reduce patient draping.
In my opinion, we overdrape our surgical field.

Work with your surgeons and infection control
committee to look at this important and often
overlooked area of cost control. (See ways to
reduce fuel surcharges, p. 87. See more ideas for
hospitals and for-profit surgery centers, above.)

(Earnhart & Associates is a consulting firm special-
izing in all aspects of outpatient surgery development
and management. Contact Earnhart at 1000 Westbank
Drive, Suite 5B, Austin, TX 78746. E-mail: searnhart
@earnhart.com. Web: www.earnhart.com.) ■

Be prepared to ask 
for changes in contracts
Know costs, volumes, market to support requests

(Editor’s note: In this first part of a two-part series
on contract negotiations, we tell you what to do when
your contract is up for renewal. In next month’s issue,
we give you tips for handling contract renewals, and we
tell you how to identify the best potential contracts.)

A4% annual increase for the life of the facility
is not a typical offer from a payer negotiating

a contract with an outpatient surgery facility, but
that is exactly what was offered to, and quickly
accepted by, one facility. 

“A 4% increase can be great or not so great,
depending on the volume of patients for that partic-
ular payer and the reimbursement prior to your
negotiations,” points out Sharon Hohlfeld, contract
manager for Physicians Endoscopy, a Doylestown,
PA-based ASC development and management
company. Although it makes sense to negotiate
automatic annual increases for multiyear contracts,
not all payers agree to them, and not all payers offer
a set increase for a lengthy term, she points out.

While 4% might sound good now, it is hard to
predict if it will be enough well into the future,
and it might not be right for all facilities, Hohlfeld
warns. “If the consumer price index increases by
8%, then  4% isn’t so great,” she says. “I can’t
provide the details to validate this as a great nego-
tiation, nor can I predict that it won’t be. What I
can tell you is that we are locked in at 4%. Only
time will tell.”

Asking for annual increases for multiyear con-
tracts is one tactic for successful negotiations, but
there are several issues that should be addressed to
protect the financial health of your facility, suggests
Hohlfeld. “I have a lot of payers tell me that they
are surprised by some of the requested changes;
that no one asks for this or for that,” she says. “My
guess is that a lot of facility representatives are
accepting the contracts presented to them either
because they believe they have to accept it, or
because they haven’t read them thoroughly.” 

You must read the proposed contract carefully,
and be prepared to ask for changes, says Hohlfeld.
Even if you are a small facility and you are negoti-
ating with a large, national payer, the worst that
can happen if you ask for a change is that they say

How to Cut Your Costs
For-profit Surgery Centers: 
• Reduce or eliminate cases with low

reimbursement.
• Cut back on days of the week when surgery is

offered.
• Restructure debt. Reduce the interest rate,

and/or restructure the payment schedule for
fewer years in order to save on interest charges.
If you increase the years on the schedule, you
can reduce your monthly payment amount, but
you will pay more in the long run.

Hospital Outpatient Departments:
• Reduce staff.
• Outsource ineffective in-house functions such

as management, billing and collections, and 
management of information systems.

• Establish a physician advisory board to work
with the hospital on reducing expenses and
increasing productivity.

Source: Stephen W. Earnhart, MS, CEO, Earnhart & Associates,
Austin, TX.

The first step to a successful contract negotiation is
to read the contract thoroughly and carefully, then
ask for changes or additions that will make the
contract financially viable for your program.
• Ask for annual increases for multiyear contracts.
• Pay attention to renewal periods, and be proac-

tive about seeking renegotiations. 
• Insist that changes and amendments to the con-

tract require active review and agreement before
implementation as opposed to passive review.
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“no,” she points out. “Then, be prepared to make a
corporate decision about accepting the contract
without the change,” she adds. You do not want 
to put yourself in a situation that is not financially
beneficial for your program, she says. 

When reading your contract, be sure to look for
more than reimbursement figures, Hohlfeld says.

When a contract requires notification of changes
within the facility, be sure the request is reason-
able, Hohlfeld says. 

Typically, a payer wants to be notified if fees
are changed, if a new owner is added, or if there
is an address change for the facility, she says. One
notification requirement that Hohlfeld asks to be
deleted is a requirement to notify the payer if a
new physician comes into the practice. “The
physician has already gone through the process
of negotiating for physician fees with the payer,
so the payer knows everything about the physi-
cian,” she says. Another letter from the facility is
just extra work, Hohlfeld points out.

Pay close attention to amendments to the con-
tract and how they are handled, suggests Hohlfeld.

“Payers will have language in the contract that
states that they have 60 days to notify providers of
changes or amendments to the contract, then the
provider has 30 days to oppose the change,” she
explains. If the facility does not notify the payer
within 30 days to contest the amendment or request
changes, it automatically goes into effect, Hohlfeld
says. “We try to get this language taken out of every
contract so that the payer has to send an amend-
ment for review that requires signatures and states
an effective date,” she says. This reduces the risk
that the initial notification is not acted upon in a
timely manner due to mail delays, vacations, or
getting mixed in with other paperwork, Hohlfeld
explains. 

Be sure to read every page and every detail of
the contract, says Hohlfeld. “We deal with large
payers that operate in many states, and we can’t
assume that a payer’s contract in Michigan is the
same as their contract in Texas,” she says. 

A spreadsheet with contacts, phone numbers,
important dates, special clauses, and other impor-
tant information is helpful, sources suggest.  ■
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Focus on equipment, 
supplies to find hidden $$

When trying to find ways to cut costs with your
supplies and equipment, consider working

with one specific vendor within a group purchasing
organization (GPO) and reduce your purchasing
orders (POs), advises Terry Hawes, RN, vice presi-
dent of Dallas-based National Surgical Care.

Often, outpatient surgery managers will spend
a significant amount of time and energy shopping
around and going to vendors to “nickel and dime
them to death to save money,” she says. “They’re
not.” 

First, use a GPO, Hawes advises. POs are very
expensive, she points out. It takes staff time to cre-
ate POs, and more POs mean more invoices for
accounts payable to handle, Hawes says. Also, it
takes time to reconcile that PO to the invoice when
it comes in, Hawes says. A PO that requires a signif-
icant amount of time can end up costing between
$35 and $75, depending on the order, Hawes says. If
you can process these orders electronically, they will
cost you only $1 to process, she says. “Always do
electronic whenever possible.”  

Pick a group purchasing organization (GPO)
that is focused on ambulatory surgery, she advises.
Some GPOs treat ambulatory surgery centers as an

afterthought, Hawes warns. With those GPOs,
“you won’t see the rep very often,” she says.

Others provide good reporting back to the cen-
ter, a representative with a high level of commu-
nication with you, and availability to answer
questions and handle problems, Hawes says.
“Those are the ones you want to partner with,”
she says. It’s a plus if they offer ongoing educa-
tion regarding their products, Hawes adds.

Stick to your agreement to obtain the best sav-
ings, she says. For example, if your agreement says
you may be a Level 3 tier if you buy a set amount
of their products, “you need to attain and maintain
the level you’ve agreed to,” Hawes says.

Use generic items as much as possible, she sug-
gests. While they need to be approved by your
physicians first, “generics are always less expen-
sive,” Hawes says. (See more tips, below, and on
p. 90.) ■

Four tips for saving 
money in your program

Within a group purchasing organization, 
work with specific vendors, suggests 

Terry Hawes, RN, vice president of Dallas-based
National Surgical Care.



“There’s probably a better price you’ll be able
to get, plus you’re cutting out a lot of POs [pur-
chase orders],” she says.

By creating relationships with a small number
of vendors, you’re in a position to say, “We use
you a lot, we think we’re paying too much for X,”
Hawes says. “That can give you many benefits in
your purchasing power.”

Consider these additional suggestions:
• Be aggressive with POs. Don’t get compla-

cent, Hawes advises. “Pay attention to what they’re
charging you,” she says. Compare charges to the
PO, Hawes says.

The person responsible for materials manage-
ment should be aggressively monitoring rising
costs. Cost increases should be communicated to
the management team, she says.

When you’re signing agreements for mainte-
nance and repair, always use a PO for that agree-
ment, she suggests. “It prevents a vendor from
changing prices.”

• Consider all costs. Consider hidden costs,
Hawes says. Cameras are an example, she says.
“If you buy autoclavable cameras, that eliminates
the need for additional sterilizing equipment, and
that can increase downtime,” she says.

With all instruments and equipment, deter-
mine if you need additional equipment and time
to clean it, Hawes says. “Look forward, and make
sure there are no hidden costs down the line.”

Make sure as few items as possible are in cus-
tom packs, Hawes says. The next step is to ensure
you’re getting the best prices for that reduced-size
custom pack, she says.

• Carefully review wording of your cost
contract. A “ton” of money from your surgery pro-
gram is tied up in contracts, Hawes says. “Always
look at the language,” she says. “Once you sign it,
it could cost you forever if you didn’t look at it.”

For example, you might to try to end a linen
contract in two years and find out that you’re
purchasing inventory, Hawes warns. In linen con-
tracts, also carefully review language regarding
the monthly insurance fee for the linens that dis-
appear, she says.  ■

You’re not alone 
when cutting costs

When cutting costs in your facility, other pro-
grams, your physicians, and even your staff

can be partners. Consider these suggestions from
Terry Hawes, RN, vice president of Dallas-based
National Surgical Care:

• Benchmark.
Benchmark with like facilities, Hawes suggests.

Being part of a large group often means you’re
provided quarterly benchmarking statistics, but if
you’re not part of such a group, find someone in
your state to swap numbers with you, she advises.

• Educate physicians on the cost of supplies.
This is one of most significant ways to cut

costs, Hawes says. 
Perform a comparative analysis of procedures

by surgeon, and then follow up with specialty
meetings with surgeons to disseminate compara-
tive data, she advises. Say, “Doctor, you’re doing
carpal tunnel, and it’s costing you X. For this
other doctor, it’s costing Y. Why?” Hawes says,
“They’ll compete with each other, plus they’ll
understand it can be could be done at a lesser
cost for same outcome.”

Make sure physicians understand the cost of
the items on their preference cards, particularly
when those items are outside of normal inven-
tory, she says. “Sit down with physicians and say,
‘These are the things we order for you that we
don’t typically order for other people. You need
to know what the cost of them is.’” 

• Staffing. 
Flexible staffing can lead to less overtime,

Hawes says. “A couple of centers I work with
have a policy that when cases are done at the end
of six hours, the staff goes home,” she says. “The
next day, they may work 10 hours, but they’re not
into overtime.” Your state law may mandate a
different arrangement, however, Hawes warns.
“It’s state-specific and facility-specific,” she says. 

Cross-train staff when appropriate, Hawes
advises. “If you have a pre-op nurse, it’s great to

90 SAME-DAY SURGERY ® / August 2008

Tip of the month: Avoid 
overnight shipping charges

Outpatient surgery managers should order their
supplies far ahead, TerryHawes, RN, RN, vice

president of Dallas-based National Surgical Care,
says. “Overnight shipping can kill you,” she says.

Do whatever you can to eliminate it, including
look father ahead in your schedule and/or establish-
ing just-in-time inventory process with a distributor to
avoid overnight shipping. “This is a hidden cost a lot
of people don’t think of,” Hawes warns. ■



cross-train her to the PACU,” she says. You could
cross train such a person to the OR, but if you
don’t use that nurse there, you’ve spent time,
money, and energy, and the nurse will lose the
skills, Hawes says. “Cross-train to like positions.” 

Use nonlicensed staff for discharging patients,
gathering pre-op paperwork, and similar respon-
sibilities, Hawes suggests. “You don’t have to
have those tasks being performed by licensed
staff,” she advises.  ■

New cases explore 
surgery without scars
More than 150 natural orifice procedures performed

(Editor’s note: This month’s issue includes the first
part of a two-part series on natural orifice surgery. In
this issue, we give an overview of the current status of
the surgery. In next month’s issue, we explore patient
selection, physician skills, and tools in development.)

Surgeons at University of California San Diego
Medical Center recently removed a diseased

appendix through the mouth. This is another first
in a series of firsts for natural orifice surgery.

Because natural orifice procedures still are
considered to be in the research stage, with only
about 150 performed so far throughout the coun-
try, they are performed on humans in very con-
trolled study cases, says Christopher J. Gostout,
MD, FASGE, professor of medicine and director
of endoscopic research and development at the
Mayo Clinic in Rochester, MN. 

Thus far, surgeons have used the natural ori-
fice approach to remove gallbladders, uteruses,
and appendixes through natural orifices, such as
the mouth, rectum, and vagina. They have used
flexible endoscopes and specialized surgical
instruments.

The first gallbladder to be removed through
the vagina in the United States was performed 
by Marc Bessler, MD, a surgeon at New York
Presbyterian Hospital at Columbia University in
New York City. “Because this is a completely new

approach, only one in every four or five patients
agrees to this approach,” he says. “There is a cer-
tain ‘yuck’ factor that I had not anticipated.” 

A significant benefit for patients who do select
this approach are recovering and returning to
work more quickly, says Bessler. There is less
pain — even no pain for most patients — so there
is no need for pain medication that restricts a
patient’s ability to return to normal activity, he
adds. Laparoscopic gallbladder patients typically
go home the day of surgery. 

“In [natural orifice surgery], no muscles are 
cut, so patients don’t have the same restrictions on
physical activity such as lifting following a proce-
dure,” Bessler says. However, they have a recov-
ery period of several days and a period of time
during which they need to restrict activity, he says.

Natural orifice surgery procedures typically
require less anesthesia, which will enable sur-
geons to possibly move more procedures to the
outpatient setting, says Gostout. “The potential
for a shift in the location of [natural orifice
surgery] operations and modification of anesthe-
sia needs may have a significant impact on the
economics of patient care,” he says.

Currently, the vast majority of natural orifice
procedures are performed under protocol with 
the oversight of the facility’s Institutional Review
Board, says Gostout. Because of this status, the facil-
ities are not reimbursed by insurance companies,
which are viewing the surgery as experimental, he
explains.

Representatives from Gostout’s facility are
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■ Tips for increasing rev-
enues in outpatient surgery

■ Boost the morale of your
staff — Here’s how

■ You might be surprised 
at this request from surveyors

■ Save costs by reducing
patient draping

COMING IN FUTURE MONTHS

CNE/CME instructions

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

for research, and studying the questions. Participants
should select what they believe to be the correct
answers, then refer to the answers listed in the answer
key to test their knowledge. To clarify confusion on any
questions answered incorrectly, consult the source
material. After completing this semester’s activity with
the December issue, you must complete the evaluation
form provided and return it in the reply envelope to
receive a certificate of completion. When your evalua-
tion is received, a certificate will be mailed to you. ■



beginning to educate insurers on the benefits of
natural orifice surgery, and they are initiating
efforts to eventually obtain codes for the proce-
dures, says Gostout.

“It will take years, but we foresee that [natural
orifice surgery] will become mainstream once
procedures are tested and proven to be beneficial
for the patient and economically feasible for the
physician and facility,” he says.  ■
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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.

5. The Joint Commission’s revised 2009 “Universal
Protocol for Preventing Wrong Site, Wrong Procedure,
Wrong Person Surgery” says the verification of the
correct procedure, site, and person should happen:

A. when the procedure is scheduled.
B. when preadmission testing and assessment occurs.
C. when the patient is admitted or enters into the facility

for a procedure, whether elective or emergent.
D. before the patient leaves the pre-procedure area or

enters the procedure room.
E. anytime the responsibility of the patient is transferred

to another member of the procedural care team,
including the anesthesia providers.

F. with the patient involved, awake and aware if possible.
G. All of the above

6. As part of the medication reconciliation process out-
lined in the 2009 National Patient Safety Goals, surgery
centers and office-based surgery programs won’t be
required to obtain information from the patient on medi-
cation dose, route, and frequency of use.

A. True
B. False

7. What is one thing that outpatient surgery facility rep-
resentatives often neglect to do when negotiating a
contract with a payer, according to Sharon Hohlfeld?

A. Have their cost data available.
B. Know what insurance plans are in their market.
C. Ask for changes.
D. Ask their physicians to review the contract.

8. What is a significant patient benefit of natural orifice
transluminal endoscopic surgery, according to Marc
Bessler, MD?

A. Insurance coverage of the procedure.
B. Quicker recovery.
C. Widespread availability of procedure.
D. No scar.

Answers: 5. G; 6. A; 7. C; 8. B.
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