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10 Areas of Focus for
Maintaining a Sterile
Field in an ASC

By Kathleen Bernicky, RN, BSN, Director of Clinical Operations
for Regent Surgical Health

Surgical infections are a leading cause of patient morbidity and mortality
in the United States. Adherence to the principles of asepsis is the foun-
dation of surgical site infection prevention, and it should never be cir-
cumvented to save time or money. A sterile field should be prepared and
maintained for every surgical patient. A sterile field is a specific area that
is considered free of microorganisms. Maintaining a sterile field is not an
casy task because there are many chances for a breach in sterility during
set-up and maintenance of the sterile area.

continued on page 7

Preventing Healthcare-
Associated Infections:
Q&A With Wava Truscott
of Kimberly-Clark
Health Care

By Rachel Fields

Wava Truscott, PhD, MBA, Director of Medical Science & Educa-
tion for Kimberly-Clark Health Care, discusses healthcare-associated
infection prevention.

Q: Who is most vulnerable to contracting a healthcare-
associated infection and why?

Wava Truscott, PhD, MBA: All patients entering any healthcare

continued on page 8

8 Steps to
“Chase Zero”
With Wrong-
Site Surgery

By Rachel Fields

Wrong site/side surgery is a setious con-
cern in the healthcare industry: Based
on state data, Joint Commission officials
estimate the problem occurs 40 times a
week in U.S. hospitals and clinics. Linda
Groah, MSN, RN, CNOR, NEA-BC,
FAAN, executive director and CEO
of AORN, discusses eight strategies to
“chase zero” when it comes to wrong-

site surgery — aiming to make it a “nev-

er event” at your facility.

1. Start from the top. If OR team
members are going to take wrong-site/
side surgery seriously, the message needs
to start in the C-suite, Ms. Groah says.
“There has to be a concept at the very
top that patient safety is number one at
the institution,” she says. This means the
topic should be discussed in whatever
method the CEO uses to communicate
with the whole hospital — town-hall
meetings, regular emails, video chats, etc.
“If the CEO really believes and puts for-
ward the message of preventing wrong-
site surgery as part of their strategy,
everyone else will understand the impor-
tance of it,” she says.

2. Involve all the stakeholders.
Ms. Groah says there are three main

continued on page 10
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10 Areas of Focus for Maintaining a Sterile
Field in an ASC (continued from page 1)

AORN and The Association of Sutgical Tech-
nologist have developed Recommended Stan-
dards of Practice for creating and maintaining a
sterile field. It is the responsibility of the health-
care facility to develop, approve and implement
policies and procedures, as well as educate staff
on these procedures. The entire surgical team
has a responsibility to provide and maintain a
safe environment for patient care.

Ongoing education is critical and will create a
higher level of awareness. Putting the topic
on monthly department meeting agendas will
keep it front and center. It’s also important to
encourage staff to speak up when they have a
concern or have witnessed a breach in sterility.
ASC administrators should perform petiodic au-
dits, identify areas for improvement and share
the results with the staff in order to educate the
surgical team.

10 Areas of Focus for
Maintaining a Sterile Field
1. Involve all team members. The entire
surgical team — the circulator, the scrub, the
surgeon and the anesthesiologist — ate respon-

sible for monitoring the sterile field and speak-
ing up if a breach of sterility occurs. It needs to
be a team effort.

2. Follow the same practices every day.
Establishing routines and expectations for open-
ing and setting up the sterile field is helpful. The
team should be mindful of what they are doing,
It’s easy for staff members to be distracted by
conversations with their colleagues, which take
their attention away from the task of correctly
opening and preparing a sterile field.

3. Reduce conversation in the sterile
field. AORN suggests that conversations in the
presence of a sterile field should be kept to a
minimum to reduce the spread of droplets. Air
contains microorganisms on airborne particles,
such as respiratory droplets. The primary source
of airborne bacteria is healthcare personnel.

4. Inspect instruments and trays for
tears. The sterile wrapped instruments and
trays should be purposely inspected for small
tears that would compromise sterility before
opening and placing the instruments on the
field. Staff members often skip this step.

5. Include a sterilization indicator with
each item/tray. Each sterile item or tray of

sterile items must include a sterilization indica-
tor. The indicator must be inspected before
opening to note whether the indicator color has
changed to the appropriate color for the indi-
cator type. This will verify that the sterilization
process was completed. It’s helpful if the staff
member opening the instruments verbalizes the
indicator results.

6. Be sure the item is sterile before us-
ing it. It’s either sterile or it’s not. If in doubt,
don’t use it.

7. Face the sterile field at all times. The
scrub person and the OR team should never turn
their back to the sterile field. The fronts of sterile
gowns are considered sterile from the chest to the
level of the sterile field. The sterile area of the
gown front extends to the level of the sterile field
because most scrubbed personnel work adjacent
to a sterile bed and/or table. Gown sleeves are
considered sterile from two inches above the el-
bow to the cuff, circumferentially.

8. Reduce the number and movement
of OR team members as much as pos-
sible. The number and movement of individu-
als involved in a surgical procedure should be
kept to a minimum per AORN’s “Recommend-
ed practices for traffic patterns in the periopera-
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tive practice setting,” Bacterial shedding increases with activity, and air cur-
rents can pick up contaminated particles shed from patients, personnel and
drapes and distribute them to sterile areas.

9. Keep the OR door closed. Leaving the OR door open or frequent
opening of the door will interrupt the air exchange system. The OR suite
will also lose negative pressure. allowing airborne contaminates in.

10. Monitor the field in case of delay. In the event a case is delayed,
the only way to assure sterility is for the field to be constantly monitored.
Covering a sterile field and then uncovering it increases the chances for
contamination as you remove the cover.

Education is critical to empowering ASC staff members. It gives them the
knowledge they need to provide safe patient care. Ongoing education helps
to develop surgical consciousness or awareness.

The responsibility of the facility’s leadership team is to create a culture of
safety so staff members feel free to speak up when they witness a possible
or definite interruption in sterility or any patient safety issue. Many staff
members are afraid to say something due to repercussions from an angry
surgeon or surgical team. Changing gloves, gowns or the sterile field can
delay the procedure or surgery for a few minutes, but staff should always
be encouraged to speak up and do the right thing. l

Preventing Healthcare-Associated Infections: Q&A With Wava
Truscott of Kimberly-Clark Health Care
(continued from page 1)

environment ate vulnerable to infections, due to injury and/or a compro-
mised immune system. Their normal barriers to infection are focused on
healing injuries, preventing invasion of foreign bodies, or have become less
effective due to malnutrition, natural aging or diseases like diabetes. Ac-
cording to the Centers for Disease Control and Prevention, approximately
1.7 million hospital patients contract an HAI each year in the United States.
That means that 1 in 20 individuals walking into a facility seeking help for
a medical concern become infected while they are there.

Q: What are the different ways in which an infection, more
specifically an HAI, can be transferred?

WT: Staff, sick patients, visitors and contaminated objects are primary
sources for transferring infections. Microorganisms are deposited on sut-
faces within aerosol droplets from coughing, sneezing and contaminated
humidifiers, or by touch transfer from contaminated hands, clothing and
instruments. These contaminated surfaces and objects can subsequently
play a role in the transfer of pathogens onto other surfaces, the hands of
healthcare providers and the hands of patients.

Q: What are some preventative measures that can be taken
to reduce the risk of HAIl exposure?

WT: Proper use of personal protective equipment, thorough hand hygiene
by patients, residents and staff, comprehensive environmental cleaning,
meticulous instrument sterilization practices and frequent disinfection of
potentially contaminated surfaces all significantly reduce the risk of pa-
tients acquiring an infection. To expand:

* According to the CDC, the most important factor for infection pre-
vention within the hospital setting is hand hygiene. Hand hygiene
policies should include mandatory use of an alcohol-based rub or
soap and water by staff and visitors before and after any contact with
patients or potentially contaminated surfaces.

Easy access to PPE, including gloves, masks and gowns, makes com-
pliance with appropriate protection much more likely. Policies need
to be posted reminding staff and visitors of appropriate PPE to be
worn depending on the patient’s level of vulnerability and possible
infectious status.

Proper surface disinfection begins with choosing an Environmental
Protection Agency-approved disinfecting agent. For example, sodium
hypochlorite at the appropriate concentration and pH is commonly
chosen to address Clostridium difficile concerns. However, especially
in the case of C. difficile contamination, the EPA first requires clean-
ing to remove feces and other organic substance that could physically
ot chemically interfere with the effectiveness of the disinfectant. Fol-
lowing are important considerations:

* Research has shown that the act of cleaning can actually contribute to

transmission of organisms if one is not cognizant of the critical na-
ture of such a seemingly easy task. For example, use of the old open
bucket “dip-and-squeeze” method can leave pathogens alive and in-
fectious, floating in the cleaning solution. Each dip of the contami-
nated rag increases the number of microotganisms in the bucket, and
can be spread to each subsequent surface and room. A closed-bucket
wiper dispensing system solves this problem easily by eliminating the
need to re-dip wipers, preventing associated cross-contamination.

If the disinfectant is applied inadequately or inappropriately, there is
the potential for not killing the pathogens. For example, few institu-
tions understand that many disinfectants are rendered inadequate if
a cotton rag or paper wipe is used to spread the disinfectant, due to
the pathogen-killing molecules actually binding to cotton and paper
fibers. This decreases the effectiveness of the disinfectant due to its
decreased concentration. For example, Schultz (2009) demonstrated
over 75 petrcent loss of chlorine concentration in a hypochlorite dis-
infectant when it was in contact with paper wipes for just 10 minutes.
Compatible wipes, usually composed of polypropylene, are critical
for ensuring appropriate concentration of the disinfectant is con-
sistently delivered to the target surface. In situations where cleaner-
disinfectant combination solutions can be used, the importance of
a closed container system that dispenses compatible non-binding
wipes are similatly essential.

Healthcare facilities need to be especially mindful of “high-touch ar-
eas,” which include frequently visited locations and points of contact
such as television buttons, light switches and door handles, making
certain that they are routinely disinfected.

Q: What can healthcare professionals and patients do to edu-
cate themselves further about HAI prevention?

WT: Healthcare professionals should continually update themselves on
developments and compliance requitements related to HAI prevention.
Clinicians and environmental services supervisors should provide regular
education programs for employees, as well as comprehensive offerings for
staff as turnover occurs or untrained, temporary employees ate utilized.

* Continuous education around infection prevention practices is vital
to ensuring excellent patient care. Kimberly-Clark Health Cate has a
number of complimentary accredited educational webinars specifi-
cally for ASCs archived at https:/ /www.excellentiagroup.com/com-
plimentary-webinar, and additional complimentary online courses
available at http://en.haiwatch.com/ClinicalEducation.aspx.

* The Heart of Healthcare campaign, created by Kimberly-Clark
Professional and the Association for the Healthcare Environment,
features educational materials for environmental services profession-
als on HALI prevention including a toolkit that supervisors can use
to demonstrate the importance of infection prevention within the
healthcare setting and to provide key steps employees can take to
reduce these risks. Because routine and thorough surface disinfec-
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tion is a critical and mandatory facet of infection control, the profes- * Healthcare professionals and patients who have worked to reduce
HAIs in the healthcare setting are now being recognized by the annu-
al HAT WATCHDOG Awards. The program, sponsored by Kimber-
ly-Clark Health Care, recognizes these efforts and awards educational
grants to those working to prevent HATs in their facilities and also
provides a forum for healthcare providers to share infection preven-

ton best practices. ll

sionals in environmental services play a key role in prevention efforts
within healthcare facilities.

* The Kimberly-Clark HAI Patient Education Program includes in-
depth information on infection prevention for patients and their
families through a dedicated patient education website, toolkit and
support of community events. Additionally, Kimberly-Clark provides
HAT prevention resoutces and training to clinicians and healthcare
organizations through the website HAI Watch.

Contact Rachel Fields at rfields@beckershealtheare.com.

3 Quality Improvement Projects at UC

Davis Medical Center

By Sabrina Rodak

C Davis Medical Center in Sacramen-
U to, Calif., participates in the Delivery

System Reform Incentive Program, a
five-year pay-for-performance initiative in which
California public hospital systems aim to meet
benchmarks related to healthcare access, quality
and safety outcomes. The program is part of the
Section 1115 Medicaid Waiver in California, an
initiative that began in November 2010 to help
the state’s public hospital systems prepare for
and implement health reform in 2014. Allan D.
Siefkin, MD, CMO of UC Davis Medical Cen-
ter, describes three of the 14 projects the hospi-
tal is implementing under DSRIP.

1. Patient-centered medical home. UC
Davis has been developing a patient-centered
medical home for about three years. The hos-
pital focuses on transfers of care, chronic dis-
ease management and coordination of care
practices. To create a PCMH, the hospital has
also extended its electronic health records to its
physician groups so all providers are connected
and can easily access patients’ information. The
hospital is currently approximately 96 percent
paperless, according to Dr. Siefkin. He says the
EHRs facilitate not only communication, but
also standardization because the EHRs include

standardized order sets and direct electronic
communication between patients and their team
of providers. “The ability to communicate and
to share information [electronically] has empow-
ered the quality and safety process,” he says.

2. Disease registries. UC Davis is also
building disease registries, which include out-
come measures such as the number of readmis-
sions and the rate of complications. The disease
registries focus on vulnerable populations, such
as those with diabetes, as a strategy to help man-
age population health.

3. Sepsis improvement. UC Davis is in its
second year of an initiative to reduce mortal-
ity from sepsis. The hospital built into its EHR
the ability to screen patients’ vital signs, such as
pulse, blood pressure and heart rate, for signs
of sepsis. If a vital sign indicates the patient is
at risk for sepsis, the EHR automatically sends
an inquiry to the nurse responsible for the pa-
tient. If the patient has no other reason for the
abnormal vital sign, the nurse conducts a pre-
septic workup, draws a blood lactate level, com-
municates with the physician and applies a sepsis
resuscitation bundle.

Using this method, UC Davis has already reduced
all sepsis mortality from 17 percent to 11 percent
and has reduced severe sepsis mortality from 30
percent to 23 percent, according to Dr. Siefkin.
One of the reasons for the initiative’s success
is because UC Davis used the EHR not only to
gather and file information, but also to apply the
information in real situations. “This is one ex-
ample of how we use the EHR to improve care.
Having information doesn’t do any good if you
don’t turn around and use it,” he says. ll

Contact Sabrina Rodak at srodak@beckershealthcare.com.
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8 Steps to “Chase Zero” With Wrong-Site
Surgery (continued from page 1)

groups of providers who actually touch the pa-
tient: nurses, surgeons and anesthesiologists. All
three groups have to agree on the format for
double-checking the correct side and site of sur-
gery. Ms. Groah says most surgical facilities use a
version of the World Health Organization, Joint
Commission or CMS recommendations around
using a surgical checklist.

She says the lists are often modified to fit hospi-
tal needs; for example, a pediatric hospital would
need to add special precautions for young pa-
tients, while hospitals with extensive use of laser
and electrosurgery machines might add checklist

issues about fire protection. Ms. Groah says the
process of customizing the surgical checklist
for a facility should involve the OR director, the
head of nursing, the chief of surgery and the
chief of anesthesia.

3. Educate all OR members together.
Ms. Groah recommends holding an education
session about wrong site/side surgery that in-
cludes all OR team members. One of the biggest
roadblocks to successful prevention of wrong
site/side surgery is a lack of collaboration in the
OR, she says. In many cases, the surgeon will go
ahead with the case without stopping to check
the side and site of surgery, and other providers
do not feel comfortable interrupting the process.

She says every member of the OR — the sut-
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geons, anesthesia providers and nurses — should
sit down together and discuss the benefits of the
checklist. She recommends providing literature
on the effectiveness of using a surgical checklist,
as well as going through role-playing exercises
to get providers used to checking in with each
other. She says some hospitals have taken extra
measures to make sure the surgical checklist is
visible. For example, some facilities color-code
their checklists to show which staff members
are responsible for which tasks. Other facilities
post the checklist on an electronic board on the
wall of the OR, so that everyone can see each
step as it is completed.

4. Ask the surgeon to take the lead. Ms.
Groah says the surgeon should start the check-
list process by getting the attention of all OR
members and saying, “Let’s go through the
checklist.”” All the OR team members should
then introduce themselves to encourage collabo-
ration and show who’s responsible for the care
of the patient.

Once everyone has been introduced, the circu-
lating nurse should go down the checklist and
complete every precautionary task, including
double-checking the side and site of surgery. Ev-
ery person in the OR should have their complete
attention focused on the checklist, to make sure
no miscommunications occut.

6. Institute a number of “double
checks” to ensure the right side/site
is understood. Prior to surgery, the facility
should institute a series of “double checks” to
make sure everyone is on the same page about
the side and site of surgery. “It starts in the sur-
geon’s office, when the patient and the surgeon
agree to surgery,” Ms Groah says. “At that point
in time, they’ll say, ‘We’re going to operate on
your left hip,” and that’s the way the procedure is
scheduled when the surgeon fills out a form or
calls the scheduling office.”

She says the patient will then sign a consent
form prior to surgery, which can occur either
during the office visit or during a pre-op visit
within two weeks before surgery. The consent
form should clearly say where the surgery will
occur on the patient. The surgeon would then
make a note in the chart before surgery and
mark the side and site on the patient during pre-
op, when the patient can participate. The circu-
lating nurse would check the consent form and
the OR schedule when she checks the patient in
after pre-op. In the pre-op area,

7. Install “secret shoppers” to check
up on OR compliance. Once you have edu-
cated your OR team members about the surgical
checklist process, you need to know if they’re
complying with the policy. Ms. Groah says the
best way to do this is to assign a “secret shop-
per” to make rounds and observe team members
on a regular basis.
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“Nobody knows the person is observing the
protocol for the checklist,” Ms. Groah says.
“The advantage to the concept is that if you’re
being watched, youre going to do it the right
way.” If team members don’t know they’re being
watched, they’ll give a more accurate portrayal
of what happens in the OR on a daily basis.

8. Debrief after surgery to go over “near
misses” and “good catches.” Ms. Groah
says it’s important to reserve some time after
surgery to review everything that happened. In
the debriefing, people have the opportunity to
talk about instances when a wrong site/side sut-

gery could have happened, but didn’t. This pro-

vides a learning opportunity for the next surgery,
because “near misses” will probably be avoided
in the future if the staff members understand
why they happened. ll

Contact Rachel Fields at rfields@beckershealthcare.com.

7 Fundamentals for Maintaining Safe and
Effective Sterile Processing Departments

By Jaimie Oh

arcia Patrick, RN, MSN, CIC, an infection prevention consultant

and a member of the Association for Professionals in Infection

Control and Epidemiology’s board of directors, discusses six
fundamentals for maintaining a safe and effective sterile processing depart-
ment in ambulatory surgery centers.

1. Evaluate each product before purchase. Ms. Patrick says a new
instrument or machine “may seem like the best thing since sliced bread,”
but administrators should calculate how the equipment will impact effi-
ciency prior to purchase.

“Before an ASC purchases anything that requires sterilization or [deep]
high-level disinfection, administrators need to carefully measure cleaning
time. One instrument may take five hours to clean, and in a busy operating
room, that’s just not practical,” she says. “In addition to top-level evalua-
tion, administrators should also receive input on individual purchases from
staff members.”

2. Schedule education for staff members. After evaluating and
purchasing a product, administrators and infection control leaders should
be educated on sterilization and disinfection by company representatives.
Ms. Patrick suggests double-checking that the representative’s information
is consistent with the manufacturer’s recommendations. “Representatives
may not necessarily have the background to totally understand the process-
ing of a particular product, so we just want to be sure that what he or she
is teaching is consistent with the manufacturer’s instructions.”

3. Keep the manufacturer’s recommendations handy. With the
explosion of new types of medical instruments, devices and equipment,
ASCs must keep a current copy of the manufacturer’s recommendations
for sterilization and disinfection for each item. This may mean creating a
printed log of the manufacturer’s recommendations or uploading that text
into a computer. ASCs can also print instructions for each phase and post
them around the reprocessing department.

“If the primary processing staff member happens to be on vacation, it’s
important that the back-up staff member is able access those materials and
become familiar with the reprocessing of a device,” Ms. Patrick says.

4. Lay out the processing area in an efficient and safe manner.
Simple things, like the physical lay-out of the processing area, can hamper
reprocessing and waste time. Ms. Patrick says ASCs can solve this dilemma
by labeling each phase of the reprocessing area. This way, clean instruments
are never crossed over to dirty areas and infected with bacteria. The flow of
instruments should be uni-directional and start with soiled receiving, then
cleaning and rising, then high-level disinfection or sterilization.

“Any staff member who walks into the reprocessing department should be
able to know what phase of cleaning that instrument is in, whether it is still
soiled, has gone through cleaning/washing or has gone through drying and is

ready to be placed in the autoclave,” Ms.
Patrick says.

5. Properly maintain:

Sterilizers. The machines that sterilize in-
struments and other devices need to be
cleaned too. Racks inside desktop steril-
izers should be removed and the steril-
izer cleaned at least monthly. Ms. Patrick
says ASCs should run spore tests to en-
sure sterilization is occurring,

High level disinfection products. Although

the manufacturer’s recommendations

will explain how often to change the lig-

uid chemicals for high level disinfection, ASC staff should also “dip stick”
the liquids before each use so that the liquids retain the correct potency for
killing bacteria.

Ms. Patrick says the supply purchasing and reprocessing departments
should communicate regularly to prevent an infection outbreak. “ASC re-
processing departments want to make sure they are aware of which [ster-
ilization of high level disinfection] product they are using because some-
times the purchasing department will substitute items for cost savings,’
she says. “Although the cost savings is beneficial to the ASC, if different
processing times are not followed, it can lead to devastating results for
patients.”

6. Avoid immediate-use steam sterilization. Immediate-use steam
sterilization, formerly known as flash sterilization, should not replace a full
sterilization cycle, Ms. Patrick says. In fact, nursing advocacy and accred-
iting bodies, including APIC, the Association of periOperative Register
Nurses and AAAHC, say healthcare facilities should have a sufficient num-
ber of devices and instruments prepared for anticipated surgical volumes,
rather than relying on immediate-use steam sterilization. However, ASCs
do not need to prepare trays for every procedure.

“If an ASC, for example, has 10 cases for one day, they need to have four to
six sets so they have enough instrumentation to efficiently complete each
procedure and allow for enough time to conduct a full-cycle processing in
between cases,” Ms. Patrick says.

7. Don the proper personal protective equipment. ASCs must
ensure their employees, including those working in reprocessing depart-
ments, are adequately protecting themselves against infection. Personal
protective equipment, such as waterproof gowns, aprons, gloves and
masks, can reduce the risk of bacterial transmission. “Sometimes, health-
care workers don’t perceive the risk,” Ms. Patrick says. ll

Contact Jaimie Ob at joh(@ beckershealtheare.com.
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5 Best Practices for Central Sterile

Processing

By Sabrina Rodak

Alecia Cooper

c entral sterile processing plays a key
role in hospitals’ infection prevention
efforts, particularly in relation to sut-
gery patients. Failing to follow the appropriate
sterile processing standards can result in infec-
tions, which increases costs and causes harm to
patients. Alecia Cooper, RN, BS, MBA, CNOR,
senior nursing consultant at Surgical Directions,
and Valeria McAfee, MBA-HCM, a central stet-
ile processing consultant for Surgical Directions,
share five best practices for sterile processing;

1. Ensure proper training. One of the
most important elements in central sterile pro-
cessing is employees’ training. Ms. Cooper sug-
gests requiring certification for sterile processing
staff to ensute everyone is educated on cotrect

practices. Currently, many staff members get
on-the-job training; while this training is not
bad, it needs to be supplemented with a formal
certification course, according to Ms. Cooper.
Furthermore, education should be ongoing so
staff stay updated on current guidelines.

In addition to knowing the facts of how to ster-
ilize, staff should also understand why steriliza-
tion is important, according to Ms. McAfee. “If
they understand why they need to make sure
there’s no bioburden and that [instruments| are
propetly functioning, it enhances the quality of
work that the sterile processing person does,”
she says.

2. Adhere to evidence-based standards.
Sterile processing employees should follow stan-
dards set by professional organizations such as
the Association for the Advancement of Medi-
cal Instrumentation and The Joint Commission,
according to Ms. McAfee.

3. Follow the manufacturer’s recom-
mendations. Instruments should be sterilized
according to the manufacturer’s recommenda-
tion. Because different instruments may have dif-
ferent manufacturers and different instructions,
Ms. McAfee suggests sending the manufactur-
et’s recommendation with each instrument that
comes into the sterile processing department.

4. Build a strong working relationship
with OR staff. Sterile processing staff and op-
erating room staff need to work together to en-
sure proper sterilization and to learn from each
other. “It has to be a collaborative team effort,
because the OR [team] is your defense in surgery
— they are the ones who will recognize some-
thing they feel might not be propetly sterilized,”
Ms. McAfee says. “They need to give feedback

to the central sterile processing area, [which can|
take the information and say ‘How can we make
this better? What did we do wrong and how can
we improve?””

Feedback from the central sterile processing
department to the OR can assist both parties
in recognizing opportunities for improvement,
such as ensuring at the end of a surgical proce-
dure that dirty instruments are sprayed or cov-
ered with a damp towel at the point of use be-
fore being transported back to sterile processing.
This practice prevents the bioburden from dry-
ing on the instruments and allows ease of clean-
ing the instruments, according to Ms. McAfee.
Open communication between sterile process-
ing and the OR is essential for sharing this type
of information. “When thete’s not a collabora-
tive working relationship, you are not enabled to
make the kind of changes that are needed for
improving patient care,” Ms. Cooper says.

5. Cross-train staff. One of the best ways
to promote collaboration among OR and ster-
ile processing staff is to schedule rotations in
which staff members rotate into other depart-
ments, according to Ms. Cooper. For example,
an OR staff member would work in the sterile
processing department for a day, and vice versa.
This practice allows staff to better understand
the practices and challenges in each department.

Ms. Cooper suggests beginning the rotation as
part of new employees’ orientation to empha-
size the importance of the OR-sterile processing
relationships. Hospitals should then schedule ro-
tations throughout the year to continue cross-
training, ll

Contact Sabrina Rodak at srodak@beckershealtheare.com.
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5 Quick Tips for Benchmarking

Data in Surgery Centers

By Sabrina Rodak

easuring and tracking patient care
processes and outcomes is essential
for determining a surgery centet’s

quality performance and identifying areas for
improvement. Scott Trimas, MD, FACS, a facial
plastic sutgeon and otolaryngologist in Florida
who serves as a surveyor for the Accreditation
Association for Ambulatory Health Care and a
consultant for its subsidiary, Healthcare Con-
sultants International, shares five quick tips for
benchmarking quality data in ambulatory sur-
gery centers.

1. Establish systems for tracking data.
“The most important quality and patient safety
metrics include establishing appropriate moni-
toring systems for tracking data in an organized
and standardized fashion,” Dr. Trimas says.
“These should have some clinical relevance and
look at outcomes, adverse incidents and other
results of care, and address infections, risk is-
sues, etc.”

2. Track benchmarking data in a stan-
dardized timeframe. Dr. Trimas says bench-
marking data should be tracked quarterly, semi-
annually or annually at a minimum, depending
on the size of the organization.

3. Delegate benchmarking responsibil-
ity to a quality improvement committee.
A QI committee typically leads benchmarking ef-
forts, according to Dr. Trimas. The committee can
use the benchmarked data to adapt quality and
safety initiatives and measure their effectiveness.

4. Benchmark on local, state and na-
tional levels. ASCs can find benchmarking
data from many sources, including peer-reviewed
journals, Gallup for patient satisfaction and the
AAAHC Institute for Quality Improvement. Dr.
Trimas says ASCs can also “compare with other
surgery centers or facilities in the network where
data in the aggregate can be used to compate to
[theit] centet.”

Quality

5. Use data to drive quality improve-
ment. Dr. Trimas says a new requitement of
AAAHC will be that at least one of a center’s
quality improvement studies be based on the re-
sults of benchmarking data. Benchmarking can
thus help drive overall quality and patient safety
at a facility. H

Contact Sabrina Rodafk at srodak@beckershealtheare.com.
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How Low-Level Disinfection Prevents
HAls, Failed Inspections and Morale

Issues: 8 Points From EquipSystems’
Carl Runge and Chris Wilkerson

By Rachel Fields

leanliness is next to godliness in a sur-
' gical facility; patients demand it, regu-

latory bodies require it and physicians
and staff members expect it. But despite the
best efforts of hospitals across the country,
many facilities don’t understand how to prop-
erly clean patient care equipment to prevent
healthcare-associated infections. Carl Runge and
Chris Wilkerson of EquipSystems discuss why
regularly scheduled ‘deep cleans’ are necessary
for hospitals to prevent infections, patient satis-
faction issues and regulatory hurdles.

1. Responsibility for deep cleaning can
slip through the cracks. M. Runge likes to
say that hospital equipment is “used by every-
one, owned by no one and impacts everything”
He gives the example of a stretcher that moves
from the emergency department to the operat-
ing room to PACU, then back to the patient floor
and patient transfer area. The stretcher might
move five times a day on a daily basis. The move-
ment of this equipment means that no one feels
particularly attached to or responsible for it. “It’s
tough to go into a department and say, ‘Because
you use stretchers, youre responsible for every
stretcher in the hospital,” Mr. Runge says. “It
doesn’t compute.”

He says many hospital administrators assume
that deep evidenced based cleaning is covered
by the hospital’s environmental services depart-
ment — a myth, and a dangerous one. “We do
a deep evidence based cleaning of the hospital’s
patient care equipment, which is generally not
covered by the environmental services depart-
ment,” Mr. Runge says. “They’re usually focused
on other areas.” He says this can spell problems
for a facility, when every department assumes
another department is responsible for cleaning,

2. Joint Commission requires clean-
ing and low-level disinfection of equip-

ment. Mr. Runge and Mr. Wilkerson say the
importance of cleaning and low level disinfec-
tion is evident in the Joint Commission’s hospital
standards. According to the Joint Commission’s
Elements of Performance, Joint Commission-
accredited hospitals are required to perform
“intermediate and low-level disinfection and
sterilization of medical equipment, devices and
supplies.” “Hospitals need to deliver on this
and prove that it’s being done,” Mr. Runge says.
“Facilities have realized trecently that their in-
house teams are able to do the daily cleaning,
but they’re not able to effectively document the
evidenced-based cleaning and disinfection on a
regular basis and prove that it was done.”

He says when a regulatory agency, such as the
Joint Commission, pays a visit to the hospital,
they’ll check the hospital’s cleaning policies and
procedures as well as the hospital’s history of
implementation. Having a clear policy is the first
step; the second is to schedule regular low-level
disinfections and record theit occurrence in ot-
der to fulfill regulatory reporting standards.

3. You can’t disinfect a surface that
isn’t clean. Mr. Runge and Mr. Wilkerson say
EquipSystems’ service is complementary to the
in-house cleans that happen during daily clean-
ing and disinfecting because regular terminal
cleaning improves the effectiveness of low-level
disinfection. “When staff members clean an
operating room, they do a wipe-down of the
surfaces,” Mr. Runge says. “You can’t disinfect a
surface that’s not clean.”

He says there has been a lot of hype in the in-
fection control industry about UV technology
and hydrogen peroxide, which he says are both
valuable tools if you perform a cleaning prior
to utilizing the low-level disinfection these tech-
nologies provide. “Some hospital leaders think
[UV technology and hydrogen peroxide technol-

ogy] are an effective way to disinfect and clean a
room, but you can’t use that technology until the
surface is clean,” he says.

4. Many facilities lack adequate poli-
cies for facility cleaning. Mr. Runge says
while many facilities are starting to create infec-
tion control policies, a good number of hospi-
tals are still lacking, “Infection control officers
should be writing in standards that say they have
to propetly clean and disinfect all surfaces that
patients have contacted with some sort of fre-
quency,” he says. Every hospital should have a
policy on low-level disinfection of patient care
equipment — how often it occurs, who is in
charge of it, and how it is recorded.

“Some facilities are doing it on a quarterly ba-
sis, and every facility can choose how often they
want to do it, but the bottom line is that they
need to deliver it and prove it’s being done,” he
says. Mr. Runge and Mr. Wilkerson say Equip-
Systems recommends deep cleaning on a quar-
terly basis for high-use areas such as operating
rooms, emergency rooms, ICUs and dialysis sec-
tions. Other areas of the hospital that don’t see
as much traffic can perform a deep cleaning on a
semi-annual or annual basis, he says.

5. Regular deep cleaning encourages
staff to keep equipment clean on a
daily basis. Scheduling regular deep cleaning
can also affect employee satisfaction and disci-
pline, as it pertains to keeping the facility clean.
Mr. Runge and Mr. Wilkerson compare it to the
detail cleaning of your car “If I have your car
detailed, you’re willing to put in a little more ef-
fort to keep it up between visits,” he says. “If
something looks really clean, people are willing
to wipe it down a little bit more.” He says this
motivation will lead to a more thorough cleaning
process on a regular basis — in the same five
minutes they would spend to wipe down the
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surface, the employee will really work to remove
infection because they have a standard in mind
for how it should look.

He says regular deep cleaning also affects em-
ployee satisfaction, which in turn affects work
cthic. “We’ve done customer satisfaction sut-
veys, and we’ve found that people are just more
willing to work in a place that they know has
been catred for,” he says. He says the day after
EquipSystems’ cleaning, employees often come
in and remark that the equipment looks new.
“It’s tough to measure, but there’s definitely an
effect there,” he says.

6. Clean facilities boost patient satis-
faction — and therefore profits. Cleanli-
ness is key to high patient satisfaction scores,
which increasingly inform whether patients
choose a facility for their procedures. In the era
of consumer information, patients are less reli-
ant on their physicians to choose a hospital for
them — instead, they’ll go online, do their own
research, and compare patient satisfaction rates

among hospitals. This means that patient satis-
faction has a significant effect on facility profits;
happy patients mean more volume, and more
volume means more money. Mr. Runge says
cleanliness has such a drastic effect on satisfac-
tion because most patients cannot judge every
detail of their care with a professional eye.

“A simplified version of how people evaluate
quality of care is: Was the staff nice to your Was
the food good? Was the place clean?” he says.
“Beyond that, it’s very difficult for the typical
patient to say, ‘T got the best hip replacement

25

T’ve ever seen.” He says if a patient sees that a
wheelchair has been covered up with a sheet to
hide the dirt, that’s a bad sign. A disordered hos-
pital looks more prone to infection and disease,

and patients will remember if they felt unsafe.

7. There is no “magic bullet solution”
for infection control. Mr. Runge wants to
emphasize that there is no “magic bullet solu-
tion” for cleaning a healthcare facility. Instead, it
takes collaboration from different providers and

Executive Brief

processes to get the best outcome. “There are
so many different parties involved in taking care
of the patient that it has to be a very integrated
approach,” he says. “I see claims made by com-
panies, that they’ll save you certain amounts of
money. You have to understand that there’s a lot
of training involved, and we advertise more of a
piece of the puzzle than a solution.”

8. HAls can be financially crippling for
a facility. Mr. Runge recalls a particularly af-
fecting infection control advertisement he saw
in a magazine. The page was almost completely
black, with a stage light illuminating a bed table.
The page said, “Don’t let this piece of equip-
ment be the most expensive decision you ever
made.” He says healthcare-associated infections
can be crippling to a facility’s finances, particu-
larly after regulatory changes covering reim-
bursement for HATs. ll

Contact Rachel Fields at rfields@beckershealtheare.com

Quality Outcomes Reporting Expected
to Cause ‘Major Changes’ in ASC

Marketplace

By Rachel Fields

surgery centers is expected to cause “major changes in the ASC

The introduction of mandatory quality reporting for ambulatory

marketplace,” according to a Healthl eaders Media report.

Starting Oct. 1, 2012, a new CMS rule created through healthcare reform
will require Medicare-eligible ASCs to submit reports on five quality mea-
sures or face a 2 percent payment reduction. The initial five quality metrics
are the number of 1) patient burns; 2) patient falls; 3) surgeries that are
wrong site, wrong side, wrong patient, wrong procedure, or wrong implant;
4) surgeries requiring a hospital transfer or admission; and 5) the number
of patients who did not receive an IV antibiotic within one or two hours
before incision.

A year after the implementation date, the list will include facility volume
for some gastrointestinal, eye, nervous system, musculoskeletal, skin and
genito-urinary codes. The year after that, the list expands further to include
the percentage of healthcare personnel who receive influenza vaccinations.

“I believe the pay-for-reporting quality metrics will be good for our indus-
try because it will raise the bar for all ASCs,” said David Covert, CEO of
Phoenix-based Banner Surgery Centers, which is part of Banner Health
and has 10 surgery centers in Arizona, Colorado and Nevada. l

Contact Rachel Fields at rfields@beckershealtheare.com.
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5 Essential Aspects of Fluid Waste
Management in a Surgical Facility

By Rachel Fields

task — and yet many surgical facilities botch the process, endan-

gering employees through potential exposure to infection. Ac-
cording to Teresa Clouse, RN, CNOR, clinical consultant for Bemis Health
Care, the process is relatively simple.

Disposing of fluid waste in a surgical facility seems like an obvious

First, the employee must always wear personnel protective equipment dut-
ing the disposal process, no matter the method used. She says the facil-
ity should ideally use a fluid waste management system that protects the
employee through a number of safeguards. With a management system,
the employee generally takes the canister of fluid to a closed system that
engages the equipment to prevent exposure to the staff member. The can-
ister is then emptied, and the employee can rinse it, remove it and place it
in regular trash. The fluid is then discarded through the sewer system, in
keeping with EPA recommendations.

Here she discusses several important aspects of fluid waste management
in a surgical facility, including its impact on accreditation, finances and em-
ployee satisfaction.

1. Fluid waste management is essential to limit exposure to
infection. Fluid waste management limits employees’ exposure to infec-
tious fluid waste, Ms. Clouse says. She says many facilities in the United
States are still disposing of fluid waste by dumping it down a hopper or a
sink — a process that exposes the employee to dangerous infectious mate-
rial that could splash back from the sink. She says the process of dumping
fluid waste down a sink is also bad for the environment. “We want to keep
this stuff out of landfills and put it where it’s supposed to go, which is in
the sewer system,” she says.

She says a fluid waste management system, which protects the employee
from infection and then discards the fluid waste into the proper location, is
essential for employee safety and satisfaction as well as accreditation.

2. Accrediting bodies are looking more closely at fluid waste
management. Unlike federal definitions under RCRA, the Joint Com-
mission considers infectious fluid materials hazardous, and has developed
a number of criteria for surgical facilities dealing with fluid waste. The use,
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handling and disposal of hazardous materials and waste must follow appli-
cable local, state and federal regulations under Joint Commission standards,
and hospitals must develop written plans that state exactly how they handle
fluid waste. OSHA notes that waste should be placed in containers that are
closable; made to contain all contents and prevent leakage of fluids during
handling, storage, transport, or shipping; properly labeled; and closed prior
to removal to prevent spilling.

“The Joint Commission is definitely looking at fluid waste management
more closely, as well as the AAAHC,” Ms. Clouse says. She says ac-
cording to Joint Commission guidelines, hospitals and other surgical
facilities must create a written plan that follows state guidelines as to
how to identify, evaluate and inventory hazardous materials and used
or generated waste. Failing to follow regulatory guidelines can have se-
vere financial consequences for surgical facilities, as a failed survey may
necessitate hiring a consultant, revamping programs and re-training
employees.

3. Training for fluid waste management programs is limited.
Ms. Clouse says training for a fluid waste management system is relatively
simple and requires little time on the part of the organization. The train-
ing should require a few hours of in-service for employees and should
simply cover how to use the new system, who should be in charge and
why the change is being made. She says generally, surgical facilities delay
implementation because of the time and effort required to get employees
accustomed to the new processes.

“Nurses don’t like change — and I know, because I've been one for a long
time,” she says. “Especially with OR procedures, they get stuck in their
ways. But once they see that it is for their protection, is environmentally
safe and is good for the environment, then it’s simple and we usually don’t
have any resistance.”

4. All employees should be trained — regardless of seniority
or time spent using the equipment. Ms. Clouse recommends train-
ing all employees on a new fluid waste management system, especially in
an ambulatory surgery center. “When I do the in-services, I generally teach
everybody in the facility, especially in facilities where everybody does every
job,” she says. “It improves efficiency when everyone knows how to use a
system, from the director all the way down.”

5. Several options are available on the market. Bemis is not the
only manufacturer of fluid waste management systems, and Ms. Clouse
recommends trialing a few systems to determine which works best for your
facility. Staff may have preferences about ease of setup, disposal and re-
processing, as well as noise level, cost of product and allocation of space
in the facility.

Different companies have different methods for handling fluid waste;
for example, some products create a dam on the floor to hold back
and quietly suction waste fluid, while others are placed inside a suction
canister to transform fluid into a solid mass for disposal. The options
should fit with your facility’s particular fluid needs, which will frequent-
ly be driven by the amount of fluid produced due to procedure type and
physician technique. H

Contact Rachel Fields at rfields@beckershealtheare.com.
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10 Changes to Quality Reporting

Programs

By Jaimie Oh

cies and rates for inpatient stays in acute-care hospitals under the
Inpatient Prospective Payment System and hospitals paid under the
Long-Term Care Hospitals Prospective Payment System in fiscal year 2013.

CMS issued a rule recently that will update Medicare payment poli-

In addition to payment updates for inpatient services to Medicare benefi-
ciaries, the rule includes several important changes to federal quality re-
porting programs:

Hospital inpatient quality reporting program

* The final rule reduces the number of measures in the inpatient quality
reporting program from 72 to 59 for the FY 2015 payment determination
and 60 for the FY 2016 payment determination.

* CMS is reducing the annual random validation sample from 800 hospitals
to 400 hospitals. CMS is also reducing the targeted sample to up to 200
hospitals by using specific targeting criteria.

New quality reporting programs

* CMS has created new quality reporting programs for two types of hospi-
tals that are exempt from payment under the IPPS — inpatient psychiat-
ric facilities and cancer hospitals.

* CMS finalized an initial set of five quality measures and program require-
ments for reporting in FY 2013 by cancer hospitals and an initial set of
six “process of care” measures for reporting in FY 2013 for inpatient
psychiatric facilities.

Hospital value-based purchasing program
* The IPPS final rule also establishes several operational policies for FY
2013, including when hospitals will receive total performance scores. In

addition, a 1 percent reduction to base-operating diagnosis-related group
amounts will be applied for FY 2013 discharges.

* Value-based incentive payments will be made beginning in January 2013
with respect to discharges occurring in FY 2013.

* CMS also finalized several policies for the FY 2015 hospital value-based
purchasing program, including new measures and finalized performance
standards.

CMS has also finalized several requirements for the ASC quality reporting
program under the calendar year 2012 Outpatient Prospective Payment
System/ASC final rule:

ASC quality reporting program

* CMS finalized new administrative, data completeness and extraordinary
circumstance waivers or extension request requirements, as well as a re-
consideration process, for the ASC quality reporting program.

* ASCs that fail to report quality data or to comply with these requirements
will incur a 2 percentage point reduction in their payment update, start-
ing in CY 2014. Data collection for CY 2014 payment determination will
begin Oct. 1, 2012.

Hospital-acquired conditions list

* CMS added “Surgical Site Infection Following Cardiac Implantable Elec-
tronic Device” and “latrogenic Pneumothorax with Venous Catheteriza-
tion” to the HAC payment provision for FY 2013. ll

Contact Jaimie Oh at joh@beckershealtheare.com.

Harvard Researchers: Global Payments
Improve Healthcare Quality

By Jaimie Oh

esearch results out of Harvard Medi-

Rcal School suggest that global payments

could lower healthcare spending while
improving healthcare quality.

Researchers from Harvard Medical School’s De-
partment of Health Care Policy analyzed two
years of claims data from Blue Cross Blue Shield
of Massachusetts’s Alternative Quality Contract,
a global budget program in which 11 healthcare
providers were given a budget for episodes of
care. This model is in statk contrast to the tradi-
tional fee-for-service model.

The researchers found AQC providers spent 3.3
percent less than fee-for-service groups in the
second year. Similarly, AQC providers saw in-
creased cost savings over time, from 6.3 percent
in the first year to 9.9 percent in the second year.
The researchers also found quality improve-
ments in chronic care management, adult pre-
ventive care and pediatric care within the AQC
program grew in the second year.

“Moving away from fee-for-service models is
high on the agenda of those looking to estab-
lish a fiscally sustainable, efficient healthcare

system,” said Michael Chernew, professor of
healthcare policy at Harvard Medical School
and senior author on the study. “It is likely that
this type of new payment model will grow rap-
idly in coming years in the nation as a whole,
and particularly in Massachusetts. By analyzing
this program, we’re studying the future before
it gets here.”

Contact Jaimie Ob at joh(@beckershealtheare.com.
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10 Common Roadblocks to Achieving
Surgery Center Accreditation

By Taryn Tawoda

onna Tiberi, RN, a standards interpreta-

tion staff member with the Healthcare

Facilities Accreditation Program, dis-
cusses 10 common roadblocks observed during
the surveying process of achieving ambulatory
surgery center accreditation.

1. Credentialing and privileging. The edu-
cational background and training of all physicians
must be verified before granting privileges, says
Ms. Tiberi. The surgery center also should not as-
sume that hospital privileges qualify the physician
to perform procedures in the ambulatory setting,
“Sometimes people forget about this,” she says.
“For example, organizations will grant privileges
for GI services, but the ASC must clearly delineate
the specific privileges approved for the GI practi-
tioner to perform in the ASC setting, You can’t take
a hospital list of approved privileges and approve
the same privileges for the ASC setting.”

2. Primary source verification. The ASC’s
leadership must conduct a primary source verifi-
cation of the physician’s background through the
American Medical Association, American Board
of Medical Specialties, American Osteopathic As-
sociation, Educational Commission for Foreign
Medical Graduates or Federation of State Medi-
cal Boards, says Ms Tiberi. The American Acad-
emy of Physician Assistants and National Com-
mission on Certification of Physician Assistants
can be consulted for physician assistants.

3. Obtain professional references. An
ambulatory surgery center should request at
minimum at least three professional references
confirming the physician’s experience, qualifica-
tions, character and judgment, says Ms. Tiberi.
The references should attest that the physician
worked at a particular hospital, completed a resi-
dency and performed specific procedures. “This
is usually done in the form of a letter and veri-
fies that the physician is trained, qualified, and
competent,” says Ms. Tiberi.

4. Patient emergency situations prepa-
ration. ASCs must have the appropriate staff,
equipment and medications to respond to a pa-
tient emergency situation. A surgery center may
sometimes assume that they stock appropriate
supplies and medications, but that is not always
the case, says Ms. Tiberi. “Some of the ASCs be-
lieve they’re prepared for emergency situations,
but actually they don’t have the necessary pediat-
ric equipment, such as EG intubation, blood pres-
sure cuff sizes, pediatric unit dose medication, or
nurses who are competent to respond to a patient
emergency, such as advanced cardiac life support
(ACLS) certification or pediatric advanced life
support (PALS),” she says. “ASCs need to ensure

they are prepared to stabilize their patients until
the ASC can transfer the patient to the closest
hospital or hospital of agreement.”

Although ASCs may carry the necessary emer-
gency equipment, they may not stock the re-
quired dosages of crucial medications, such as
the mandatory Dantrolene to treat malignant
hypothermia. “Some organizations don’t carry
the medication because it’s expensive,” says Ms.
Tiberi. “The ASC must have all 36 vials available
to address that emergency situation.”

5. Hand hygiene guidelines. Infection
control training and education for the ASC is
vital, Ms. Tiberi says. “The ASC must follow
current hand hygiene practice guidelines such as
the CDC or WHO guidelines. During survey, the
surveyors will be observing staff hand hygiene
and protocols and may interview the staff,” she
says. Staff must be educated on hand hygiene
guidelines and follow them consistently.

6. ASC equipment sterilization and dis-
infecting. The ASC should clean and sterilize
all equipment in accordance with CDC HICPAC
guidelines. If the ASC contracts with an outside
vendor to perform sterilization for their equip-
ment, it must ensure that its contract agreement
follows CDC HICPAC sterilization guidelines,
says Ms. Tiberi.

Staff members assigned to disinfect and or steril-
ize equipment in the ASC must always follow the
manufacturer’s requirements for maintenance and
care. Rapid or “flash” sterilization of equipment
is not prohibited, but should not be performed
on a routine basis in place of a full sterilization,
says Ms. Tiberi. The ASC must maintain a writ-
ten or electronic log of all sterilized equipment
so that the center can track infection rates and or
notify any affected patients if a sterilization mal-
function is discovered, she says.

7. Wrong site surgery. The ASC is required
to conduct a standardized “time out” process
before every surgical procedure to ensure that
the right patient, right procedure, right equip-
ment, right medications, right surgical marking
and the right physician are present. The surgical
site is to be marked by the surgeon with a stan-
dardized surgical marking,

A “time out” checklist is required to be used to
ensure that all of the time out steps are consis-
tently followed, says Ms. Tiberi. “Sometimes the
time out process is being performed, but staff fail
to document it, or elements of the time out are
missing,” she says. “When a surveyor is on site,
they will review charts to verify that time-out was

documented.” Ms. Tiberi adds that the verifica-
tion process should begin from the time a patient
is scheduled for a procedure through to the time
of surgery. “You always want to ensure that you
have the right patient,” she says. “You need to fol-
low consistent policies, and procedures.”

8. Patient education process. Patients and
their families need to understand what is expected
and required of them before the patient arrives
for their surgery all the way through to the pa-
tients discharge, says Ms. Tiberi. “Sometimes a
patient is not given a full explanation of their dis-
charge instructions, or information is missing and
staff must ensure that the patient understands the
instructions which can be accomplished through
return demonstration or repeat instructions.”

The ASCs must gather and document the complete
list of all medications as in prescription, over-the-
counter or herbal medications that the patient is
currently taking, “This must be documented in the
medical record before administering anesthesia or
prescribing new drugs,” she says. “Sometimes pa-
tients don’t know or remember what medications
they’re using. In that case, a family member can
provide this information or the patient can bring in
their medication bottles with them. Regardless, you
must make a good faith effort to collect medication
list information.”

9. Medication log: all medications taken
in and out of the facility. The surgery center
should maintain a log for all controlled medica-
tion brought into the facility. “These medications
are considered controlled substances,” says Ms.
Tiberi. “Staff are required to ensure that they sign
all controlled medications in and out. ASCs must
follow state and federal law and regulations for
all controlled medications. Usually facilities main-
tain a medication log to monitor use and admin-
istration. Staff must verify controlled medications
levels — usually these controlled substances are
counted before the start of cases and at the end
of the day by two staff members, and all wasted
controlled medications have a witnessed signa-
ture.” Only those employees designated, licensed
and authorized by their state law and facility poli-
cy may access medication, she says.

10. Waived tests. Facilities performing waived
testing — such as blood sugar levels, urine dip-
stick or urine pregnancy tests — must have
an up-to-date clinical laboratory improvement
amendments certificate (CLIA certificate), says
Ms. Tiberi. All staff members performing waived
testing must be competent and trained to per-
form the facility list of waived tests, she says. ll
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4 Tactics to Prepare for an HFAP
Accreditation Survey

By Jaimie Oh

The nature of ASCs could make efforts to achieve accreditation
more challenging, As smaller healthcare delivery systems with
more intimate staffing/governing structutres, leaders and employ-
ces often serve in multiple positions, juggling numerous responsibilities
in addition to patient care. Alexa Simkow, director of surgical services at
Botsford Hospital in Farmington Hills, Mich., and accreditation surveyor
for Healthcare Facilities Accreditation Program, discusses four tactics to

help ASCs achieve accreditation.

1. Gain and maintain a comprehensive understanding of ac-
creditation standards. Ms. Simkow says noncompliance to HFAP
standards can most frequently be attributed to failure to read the standards
or document action steps to meet the standards. These failures increase the
chance of citations during inspections.

“The HFAP standards are incredibly clear and concise. They tell you ex-
actly what you need to do to meet the standard, so it becomes obvious
whether or not a facility has even read the standards,” she says.

Ms. Simkow says the facilities that really meet and exceed this standard
are those that go the extra step to create a manual for accreditation, with
supporting documentation outlining action steps for each standard. “It’s
an excellent way for facilities to show surveyors how they are meeting each
and every single standard.”

2. Ensure staff members are competent with standards. A
keen understanding of HFAP standards requires staff members to develop
a deep understanding of why the standards are there in the first place. Ms.
Simkow says an immediate red flag during her inspections is when staff
members cannot explain why certain processes or policies are in place, such
as donning of personal protective equipment or terminal cleaning,

“There is so much to understand [regarding infection control] that ASCs
must make it a priority to go one step deeper during staff education,” Ms.
Simkow says. “The facilities that pass the inspection with flying colors have
staff that can tell you, without question, why each infection prevention
process is in place.”

3. Make quality improvement a standard agenda item dur-
ing meetings. According to HFAP standards, every quality-related ef-
fort, such as quality improvement projects, must be well-documented and
taken to the governing body. Ms. Simkow says although ASCs generally
do a great job maintaining quality, collecting data and implementing action
plans, this detail may be easily overlooked.

“A lot of times, surgery center staff simply forget to get approval from the
governing body [on matters related to quality improvement],” she says. “I
think this happens because a lot of times, the physicians are already part
of the governing body. When the surgeons are engaged as clinicians and
discussing quality during the day, those issues are not always taken back to
the governing body.”

Ms. Simkow says ASCs can prevent this by making quality issues a standard
agenda item during governing body meetings.

4. Consider the physical layout of the surgery center. Maintain-
ing high-quality infection prevention and control also requires attention
to the physical layout of the surgery center. Consideration of the physical
plant should be applied to everything, such as sterilization, disinfection,
patient privacy or medication storage.

“For instance, there should be sufficient physical space in reprocessing areas
to separate clean instruments from dirty instruments or clean linens from
soiled linens,” Ms. Simkow says. “Another spacing issue ASCs must consider
is accessibility, including whether hand hygiene products are close by.”

Ultimately, a culture of patient safety will play the biggest role in achieving
compliance with accreditation standards. “A physician surveyor and I re-
cently conducted a survey of an ASC. By the end of it, neither of us could
find any deficiencies, and it was because the staff didn’t just simply follow
the standards — they truly believed their process and procedures were the
right thing to do.” ll
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GAO: More Data Needed on Injection
Safety in Ambulatory Care Settings

By Jaimie Oh

ata on outbreaks related to unsafe in-
D jection practices in ambulatory cate set-
tings are limited and may underestimate
the full extent of such outbreaks, according to a

report by the US. Government Accountability
Office.

Data collected by the CDC reveals 18 outbreaks
of viral hepatitis associated with unsafe injec-
tion practices in ambulatory settings from 2001
through 2011. CDC officials and others believe
this number does not represent the full scope of

outbreaks for a number of reasons, such as in-
fections often being difficult to detect and trace
to specific healthcare facilities. The CDC and
other officials are also not fully aware of the true
costs associated with these types of outbreaks.

In addition, CMS’ surveyors have stopped docu-
menting the extent to which ASCs are following
safe injection practices after fiscal year 2011, in
part because of concerns that collecting these
data is a burden to surveyors.

Although HHS has taken some steps to im-
prove safe injection practices, additional tat-
geted outreach is needed for healthcare settings
not overseen by CMS. GAO recommends that
HHS resume collecting data on unsafe injection
practices, use those data for continued monitor-
ing of ASCs and strengthen the targeting efforts
of the One and Only Campaign for healthcare
settings not overseen by CMS. HHS agreed with
GAO’s recommendations. ll
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5 Tips on How to Improve Patient Safety
With the Help of Technology

By Michael Wong, Founder, Physician-Patient Alliance for Health & Safety

ore than 10 years ago, the Institute
of Medicine in its landmark report,
“To Err is Human,” pointed out that

at least 44,000 people, and perhaps as many as
98,000 people, die in hospitals each year as a re-
sult of medical errors that could have been pre-
vented. IOM therefore called for the building of
a safer healthcare delivery system.

In 2009, 10 years after the original IOM report,
Consumers Union, the non-profit publisher of
Consumer Reports, concluded in its report “To
Err is Human - To Delay is Deadly”: “Despite
a decade of work, we have no reliable evidence
that we are better off today. More than 100,000
patients still needlessly die every year in U.S hos-
pitals and healthcare settings.”

Implementing change to decrease adverse events
and to increase patient safety can be difficult for
hospitals and healthcare facilities to implement.
But, improvements are possible. Here are five
tips to get you started.

1. Focus on what is right for the patient.
This leads to better patient care and outcomes
and, often, lower costs.

For example, at Riley Hospital for Children in
Indiana, Courtney Rowan, MD, a pediatric criti-
cal care fellow, and her colleagues looked at how
to decrease the number of blood gas measure-
ments required from patients. Their study found
that, after continuously monitoring with cap-
nography all mechanically ventilated patients in
pediatric ICU, they were able to save almost $1
million over a six-month period.

As Dr. Rowan explains, “Every time we draw
blood to measure blood gases, we risk putting
an infection in the central line. They can be ex-
pensive to treat, and add time to the patient’s
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Dr. Rowan adds, “The money you save is a nice
bonus, but we use capnography mainly because
it’s the right thing to do for patients.”

2. Don’t be mired in the way things
“have always been done.” Let technol-
ogy help you in caring for patients. For
example, Anne Miller, RN, an assistant profes-
sor at the Center for Research and Innovation in
Systems Safety at Vanderbilt University Medical
Center in Nashville, Tenn., and her colleagues
looked at continuous patient monitoring in acute
post-surgical units.

Ms. Miller observes, “One of the things we be-
came very aware of was that, in most post-surgi-
cal units, monitoring hasn’t really changed since
the 1970-1980’s. A nurse still typically checks on
a patient 15 to 30 minutes immediately post-op,
and then again about two to four hours after
and then eight hours throughout the day. This
involves checking the patient’s heart rate, blood
pressure, temperature and respiratory rate. At
the same time, our patients have changed: They
are older on average, have more complex co-
morbidities and undergo more complex pro-
cedures that previously. The problem is that
changes in patients’ conditions are invisible to
nurses still using last century methods and mea-
sures. Without oximetry, you can’t easily ‘see’
patients with sleep apnea. Without capnography,
you may not be alerted to a patient beginning to
experience respiratory depression.”

The use of technologies, such as oximetry and
capnography, allows patients to be more accu-
rately monitored.

3. Realize that any new technology or
technique may have unintended changes
to daily routine, but remember that this is
better than having an adverse event. Ms.
Miller describes some unintended consequences
related to implementing new technology. “Im-
plementing new technology inevitably changes
the way people work (after all, that’s what it’s
intended to do) but can introduce new and un-
anticipated problems. For example, in general
surgical units, one RN may have four to six pa-
tients all with different needs. One of the con-
sequences of continuous monitoring is frequent
alarms. Attending to one alarm means that an
RN has to stop attending to one patient in order
to attend to another. This causes disruptions and
discontinuities in care. In this case while solving
one problem the monitor has introduced a raft
of other problems. So we need to think about
this before the technology is implemented.”

However, as Tammy Haslar, RN, an oncology
advanced practice nurse at St Francis Hospital in
Indianapolis, says, caregivers need to make the
necessary adjustments and keep in mind the ad-
justment is preferable to an adverse event.

A few years ago, St Francis was in the process
of replacing its IV pumps with “smart” IV PCA
pumps. Research into best practice literature and
guidelines led them to purchase “smart” pumps
with integrated capnography, explained Ms. Haslar.

“Although monitoring all patients using PCA
can be seen as ‘extra-work,” our facility decided
that we could not make the ethical decision of
saying which patients should or should not be
monitored, and our facility made the decision
that all patients with PCA would be monitored
with capnography,” she said.

4. Ensure changes help caregivers bet-
ter manage their own daily work days.
At St. Francis, the hospital sought to make the
implementation of “smart” pumps into nurses’
workflow as seamless as possible.

Ms. Haslar explains further the PCA monitor-
ing initiative. “Capnography monitoring for PCA
is a nursing intervention and does not require a
physician order. We have an educational brochure
which is dispensed with each PCA initiation along
with the PCA unit and capnography monitor and
nasal sampling cannula to provide education for
the patient and the families about PCA safety and
capnography monitoring,” she says.

5. Get closer to the patient. Doing so pro-
vides answers and this affects the practice habits
of healthcare professionals.

“In my opinion, the solutions lie closer to the
bedside. For example, real-time monitoring has
benefits beyond simple patient monitoring, For
the nurses in our study, the major revelation was
that their patients had changed and that they
needed to be doing things differently. Continu-
ous electronic monitoring gave them feedback
about the effectiveness of their actions on these
patients,” says Ms. Miller. “We need to better un-
derstand nurses work — what do nurses do, how
do they work, and what pressures lead them to
act in certain ways; what problems in their work
should the technology solve for nurses (and pa-
tients); what are nurses’ priorities and how do
they make trade-offs when priorities compete.”

These are just five tips, and there are undoubted-
ly many more. However, as Dr. Rowan reminds
us, it all starts with what is best for the patient. l



Sign up for the Free Becker’s Clinical Quality & Infection Control E-Weekly at www.beckersasc.com/clinicalquality.

5 Mistakes to Avoid During
Medicare Accreditation

By Taryn Tawoda

avid C. Watts, MD, the vice president of education for the Ameri-
can Association for Accreditation of Ambulatory Surgery Facili-
ties (AAAASF), discusses five mistakes to avoid when pursuing

Medicare accreditation in an ambulatory surgery center.

“The process requires incredible vigilance to make sure that everything gets
done, but once you have it and you do it, you will have an incredibly safe
facility,” says Dr. Watts, who also serves as a plastic surgeon at Plastic &
Cosmetic Surgery Institute in Vineland, N.J.

Here are some of the mistakes he sees in the Medicare accreditation process:

1. Not complying with federal and state standards. In addition
to the federal standards for Medicare accreditation, each of the nine des-
ignated regions in the country can interpret the standards differently, says
Dr. Watts. “The state can send in Medicare inspectors in addition to your
deeming authority on the federal level, and how they interpret the stan-
dards may be different,” he says. It is therefore important to research the
state-specific standards for accreditation prior to the inspection.

For example, the standards for the amount of dantrolene that must be
stocked in an ambulatory surgery center differ at the state and federal lev-
els. According to federal standards, the surgery center can have 12 vials in
stock but must be able to obtain an additional 24 vials at a location within
five minutes of the center, such as at a local hospital. However, according
to the standards for region two, which encompasses part of the east coast,
a surgery center is required to have all 36 vials stocked in its facility. In this
case, the center must comply with whichever standard calls for the higher
amount of stocked vials, says Dr. Watts.

“The majority of Medicare facilities don’t know this [difference between
federal and state standards] exists unless they have some sort of interaction
with the state,” he says. “But that’s important because if you don’t know
about this ahead of time, there’s no way you’re going to pass a validation
survey performed by State agency surveyors.”

2. Unclear documentation for infection control. Infection con-
trol meetings address quality infection control topics such as sterilization
techniques, hand washing, postoperative infections, protocols for needle
sticks and cleaning processes. All clinical staff members must be in at-
tendance and the meeting minutes should be documented, says Dr. Watts.
“The meeting minutes have to chronicle exactly what was said and gone
over. If there are any problems, you should document what the plan of
action is and how you plan to correct it,” he says.

3. No formal training in infection control. At least one nurse in
the surgery center must have formal training in infection control, such as
through a self-paced course offered by the Association of Perioperative
Registered Nurses, says Dr. Watts. Without this training, surgery centers are
in danger of not passing the inspection.

4. Lack of quality assurance program structure. One of the
most common mistakes Dr. Watts has seen as an inspector is the lack of
an adequate quality assurance program in surgical facilities. ““You want to
look at how you’re logging in and tracking narcotics, handling disciplinary
problems, the advanced directives looked at by patients, the bill of rights
looked at by patients — this has to happen on a daily basis for every case,”
he says. “You want to make sure that documents like pathology reports and
x-rays are being signed off on by the physician doing the case. All of this
has to be checked.”

5. No leader to spot
small mistakes. To ensure
that small mistakes do not get
ovetlooked at the center, it can
be helpful to assign one staff
member — typically the su-
pervising nurse — to the role
of coordinating the Medicare

accreditation process, says Dr.

Watts. “It’s an involved pro-

cess, and you want to make

sure that everything gets checked,” he says. “You need someone to monitor
outdated medication and make sure that staff credentials are all up to speed
because they’re constantly coming up at different times.”

Creating a checklist to keep track of various deadlines, including credential-
ing dates and six-month biomedical equipment inspection requirements,
can also be helpful, says Dr. Watts. It is also important to stay vigilant about
administrative processes, such as keeping staff members’ advanced cardiac
life support cards (ACLS) and licenses on file, because a surgery center that
lags in meeting these requirements may not achieve Medicare accreditation.

“In the day-to-day process of running a surgery center and taking care of
patients, these requirements can get overlooked — but that is what will fail
you,” says Dr. Watts. “I’ve failed centers because their paperwork wasn’t up
to speed and because these deficiencies started adding up.” W
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