
Surgical procedures performed in

Ambulatory Surgical Centers (ASCs) or

physician offices now outnumber those

taking place in hospital operating rooms.

Patients benefit from ASCs because
there are no overnight stays, fewer
complications, quicker recovery and
lower out-of-pocket costs. And third-
party payers support the move to ASCs
as a cost-cutting measure.
However, there are risks with the ASC

setting that can outweigh the benefits.
Consider the following:

Patient-Related Issues
Patient Selection: As physicians evaluate
whether to use an ASC, they need to
verify that the patient is a good risk for
an outpatient facility. Is the patient in
generally good health or does she or he
have comorbidities or other medical issues
that would make a surgical procedure a
higher-than-usual risk? It is extremely
important to conduct a pre-operative
assessment to identify possible problems
and develop procedures whereby:
• The surgeon will promptly hear 

about key clinical information that
could adversely impact the patient’s
surgical risk. 

• Critical test results are promptly

communicated to the appropriate
physician for intervention, including
cancelling the scheduled procedure, if
necessary.

The American Society of
Anesthesiology (ASA) Physical Status
Classification System is an assessment
tool that can help with pre-operative
screening.
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Some states base their

regulations for ASCs on the ASA system.
For example, they may limit surgery in an
outpatient setting to only patients who are
classified in the top three ASA physical
status classes. In addition, ASC
regulations may address the timing of
the pre-procedure assessment (e.g., it
must take place within x days of the
procedure). 

An ASC may not always be the best
surgical venue for a patient. [See Box on
Page 4: High-Risk Factors for Patients
Undergoing Outpatient Surgery.] A
comprehensive pre-operative patient
assessment will not only help identify risks
based on a patient’s medical condition
and history, but it will also help identify
patient postoperative requirements. 

Patient Expectations and Education:

Many patients perceive that surgical

procedures performed in outpatient
facilities are lower risk than those
performed in hospitals. If the patient
minimizes the seriousness of the surgery
because it is being performed in an
outpatient setting, any adverse event or
poor outcome may be considered more
unacceptable to the patient and/or family.
This is why pre-operative patient education
is extremely important, including:
• Informing the patient how to prepare

for the procedure, including what to
bring and not bring on the day of
surgery. 

• Providing information pertaining to
the estimated length of the procedure
and recovery time. 

• Conveying the seriousness of the
surgical procedure and the risks
associated with anesthesia. 

• Communicating the possible risks
and complications of the procedure,
as well as the need to follow post-
operative instructions. 

Patient Transportation: It is important
that patients understand that they will
need a driver on the day of the procedure.
To avoid last-minute cancellations, make
sure all patients understand they will not
be permitted to drive following the
procedure, due to sedation.
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Physician- and 
Staff-Related Issues
Physician/Staff Credentialing: All
healthcare professionals must be
appropriately trained, certified, licensed
and experienced in the procedures they
will perform. In addition, they must agree
to follow applicable state credentialing
guidelines and requirements. 
The ASC application for privileges

should solicit licensure, professional
liability insurance, past disciplinary
actions by other healthcare facilities,
federal or state agencies, professional
organizations, or third-party payers. This
application must be specific for the
procedures performed by each provider
(or the types of anesthesia delivered by
the anesthesiologist). 
The facility’s credentialing body has a

responsibility to re-credential its
professional staff at regular intervals. It
must also conduct ongoing performance
reviews of individual physician
competence and surgical outcomes.

Informed Consent: The informed
consent process is no different than it
would be in a hospital setting. The same
state regulations and required component
of the informed consent discussion will
apply—the patient’s diagnosis, the
proposed procedure or treatment and
what it is intended to accomplish, the
risks and benefits of the procedure,
including possible complications,
alternatives to the recommended
procedure, as well as the consequences
of refusing the recommended treatment. 
During the consent discussion:

• Address any other situations that
would apply to the specific procedure
or patient. (Some states also require a
separate, distinct consent for the
administration of anesthesia.) 

• Provide the patient with the
opportunity to ask questions prior to

the procedure and the administration
of any sedation. 

• Document the informed consent
process and the use of any educational
aids (e.g., brochures and anatomical
models) in the patient’s record.

Documentation: The patient’s pre-
procedure assessment, the informed
consent process and signed consent
form(s), operative notes, and discharge
and follow-up instructions and
prescriptions, must all be carefully and
completely documented in the medical
record. If a case results in litigation, an
accurate, complete medical record may
prove invaluable to your defense.

“Time-Out” and Universal Protocol for

Preventing Wrong Site/Wrong Side

Surgery: The use of a “time-out” process
to ensure that surgery is going to take
place on the proper site is successfully
used in hospitals—and mandated by the
Joint Commission. As a result, make sure
to implement the same process in an ASC
setting. It’s also beneficial to document
that a “time-out” was taken and everyone
agreed on the procedure, patient and
operative site before the initial incision.

Discharge Procedures/Instructions:

The ASC patient is usually discharged
within hours of the procedure. This
makes the discharge process and its

documentation especially important
from a risk management and patient
safety perspective.
Ideally, the following discharge

instructions should be reviewed and
provided in writing to the patient and
the accompanying family member:
• Pain medication information and
possible side effects.

• Schedule for resuming the patient’s
regular medications.

• Diet information, if applicable.
• Expected signs and symptoms, as well
as those that need to be reported
immediately or require prompt
medical attention.

• Emergency contact information for
the surgeon or ASC.

• Information regarding follow-up
appointments with the surgeon or the
patient’s primary care physician.

• Return to work information.

Next-Day Patient Call-Back: It is
prudent for the ASC to have a procedure
to contact the patient within the first 24
hours after discharge to inquire about
post-op symptoms, such as fever,
increased pain, bleeding, etc. 
These calls are typically received very

positively by patients, and they present
an opportunity to catch an adverse event
or post-op complication before they
become serious or life-threatening.
Therefore, it’s important to document
the details of this follow-up call in the
patient’s record, including the person
who made the call and the date and time
of the call. NOTE: If the patient cannot
be reached, establish a procedure to
verify that the patient is not at risk.

Transfer Arrangements: It is critical and
usually mandated by state laws or ASC
accrediting bodies, that every ASC have a
written agreement with a nearby acute care
facility for the prompt transfer of patients
experiencing intra- or post-operative

Continued from Page 1
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complications. Make sure to educate
ASC staff about emergency transfer
procedures for patients who require
acute medical or surgical intervention.

Environment of Care Issues
Patient and Staff Safety: The facility
design and function should be in keeping
with the Americans with Disabilities Act,
OSHA, HIPAA and the patients’ right to
privacy, and provisions that address the
need for assistance with language
interpretation for hearing- or visually-
impaired patients. If the ASC has
diagnostic imaging on site, the facility
must have appropriate radiation safety
measures in place. 

Infection Control: Comprehensive
infection control policies and procedures
are just as important in an ASC as they
are in a hospital. Base your plan on
nationally recognized infection control
guidelines and address specifications for
sterilization, cleaning and disinfecting
equipment, hand hygiene, injection

practices, sharps handling and disposal,
and proper handling and removal of
medical waste.
In addition, consider designating a

qualified professional to oversee and
direct the infection control plan. It’s also
a good practice to monitor and track
postoperative infections for problem
areas and for quality improvement
opportunities.

Equipment Availability and

Maintenance: As with any healthcare
setting, all equipment should be
regularly maintained by staff to ensure
operability and staff and patient safety. It
is also essential to document routine
maintenance as it’s completed. 

Security of Patient Belongings: An often
overlooked area of potential liability in an
outpatient setting is the need to provide
a secure location for patient belongings
during the procedure. Though it is
advisable to tell patients not to bring
valuables on the day of surgery, they likely

will still present with personal items,
such as hearing aids, glasses or contacts,
dentures, cell phones, purses, and wallets.
To avoid potential liability, it is a good

idea to have lockers or other safe storage
available. It is also helpful to have a
checklist or other system to record any
patient items stored by staff. 

Emergency Preparedness: An ASC
should be appropriately equipped and
trained to handle patient emergencies
that may arise during a patient’s stay.
This can be accomplished by:
• Having on-site personnel trained in
basic life support and advanced
cardiac life support. 

• Establishing procedures for acute
patient emergencies requiring prompt
transfer to an inpatient facility. 

• Establishing emergency protocols and
procedures that meet state and
accrediting body mandates for patient
emergencies and for other emergencies,
such as those resulting from fire- or
weather-related disasters. 

Continued on Page 4

What Can We Learn?
Surgical procedures in an ASC have

the same risks of complication as those
performed in an inpatient setting.
However, the unique characteristics of
an ASC can exacerbate these risks. Once
a risk factor is identified, the following
strategic measures may eliminate or
minimize your risks:
• Identify your Gaps. A gap analysis, also
known as a needs analysis, is a good
way to identify potential risks and
areas for improvement. A gap analysis
is a strategic tool that looks at what
steps need to be implemented to move
to an improved performance level. It
can be helpful to review the steps and
processes used for risk-prone areas and
compare them with regulations and

guidelines. Once the gaps are
identified, the practice can develop a
plan to improve those practices.

• Be Prepared. Expect the unexpected—
complications can occur at any stage of
the patient’s ASC surgical experience.
Make sure your clinical staff is
experienced and trained in managing
acute medical emergencies and
complications. The goal is to obtain a
prompt team response that minimizes
individual patient morbidity and
mortality while maximizing quality of
care and patient safety for all.

• Learn from mistakes. When an
adverse outcome does occur, use it as a
learning experience. Establish a team,
with members from all levels of care

providers, with the charge of finding
out exactly where the system failed.
This is called a root cause analysis.
Then, implement any corrective
actions or system redesigns necessary,
so the adverse event will be less likely
to occur in the future. 

• Use checklists, forms and other

practical tools. Studies have shown
2

that the use of practical tools, such as
patient screening forms and checklists,
improve compliance with established
surgical standards of care and decrease
patient complications. Examples
include the WHO “Safe Surgery Saves
Lives” surgical safety checklist and the
AAOS’ pre- and post-operative
assessment checklists.
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Resources
Accreditation Association for Ambulatory
Health Care
www.aaahc.org
• 2011 Accreditation Guidebook for Office-
Based Surgery (New). This guidebook is
intended for organizations with no more than
four physicians and no more than two
operating/procedure rooms. The guidebook,
supporting documents and worksheets are all
available online.

• 2011 Accreditation Handbook Including
Medicare Requirements for Ambulatory
Surgery Centers (ASCs)

Ambulatory Surgery Facilities: A
Comprehensive Review of Medication Error
Reports in Pennsylvania
http://patientsafetyauthority.org/ADVISORIES/
AdvisoryLibrary/2011/sep8(3)/Pages/85.aspx

Patient Screening and Assessment in
Ambulatory Surgical Facilities 
www.patientsafetyauthority.org/ADVISORIES/
AdvisoryLibrary/2009/mar6(1)/Pages/03.aspx
• Health history sample form—may be sent to
the primary care physician or the referring
physician to complete. It may also be
reviewed by the anesthesia and nursing staff
before the day of surgery.
www.patientsafetyauthority.org/Educational
Tools/PatientSafetyTools/asf/Pages/history.aspx

• Nursing pre-operative screening sample
form—may be used for nursing pre-
admission before the day of surgery. This
form may be used for telephone or in-person
screening and can be modified to meet the
facility’s policies and procedures.
www.patientsafetyauthority.org/Educational
Tools/PatientSafetyTools/asf/Pages/preop_
screening.aspx

Anesthesia for Ambulatory Surgery (patient
education brochure), American Society of 
Anesthesiologists’ Anesthesia & You Patient
Series, 2009
https://ecommerce.asahq.org/p-146-anesthesia-
for-ambulatory-surgery.aspx

Pennsylvania Department of Health, Facility
Licensure and Certification 
Tips to Patients Considering Outpatient Surgery
www.dsf.health.state.pa.us/health/site/default.asp

American Association for Nurse Anesthetists
www.aana.org

Centers for Medicare and Medicaid Services
Ambulatory Surgery Center, Condition of
Coverage, Infection Control Surveyor’s
Worksheet
www.cms.gov/manuals/downloads/som107_
exhibit_351.pdf

World Health Organization’s “Safe Surgery
Saves Lives” Campaign Surgical Safety
Checklist.
www.who.int/patientsafety/safesurgery/en/

Surgical Care and Outcomes Assessment
Program Surgical Checklist Initiative, a
program of the Foundation for Health Care
Quality Foundation for Health Care Quality 
www.scoap.org/checklist

Ambulatory Surgery Checklist
www.scoap.org/downloads/SCOAP-Surgical-
Checklist-DRAFT-3-1.pdf

• Educating staff on emergency
procedures and their individual
responsibilities in various types of
emergencies. 

• Holding regular disaster drills to
improve efficiency and promote
prompt action during emergencies.

1. American Society of Anesthesiologists
(ASA). ASA physical status classification
system. Available online at:
http://www.asahq.org/clinical/physicalstatu
s.htm.

2. Haynes, AB, Weiser, TG et al. (2009)
Surgical Safety Checklist to Reduce
Morbidity and Mortality in a Global
Population. N Engl J Med 2009; 360:491-
499, January 29, 2009.
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High-Risk Factors for Patients
Undergoing Outpatient Surgery

A 2007 study found that patients
with a higher number of
comorbidities are at increased risk of
admission to an inpatient facility
after outpatient surgery. Specifically,
the researchers determined that a
patient with four or more of the
following risk factors be considered
at high risk of an adverse outcome
after ambulatory surgery: 
• Patient age greater than 85 years
• Peripheral vascular disease
• Operating room time greater than

one hour
• Malignancy
• Positive HIV status
• Heart disease
• A requirement for general

anesthesia

Source: Fleisher LA Pasternak LR, Lyles A. 
A novel index of elevated risk for hospital
admission or death immediately following
outpatient surgery. Arch Surg. 2007;142:
263-268




