when performed up to 30 days prior to surgery or waived by the doctor and/or anesthesiologist/CRNA. X-rays and EKG’s done elsewhere may be accepted.

VII – Drugs

Drugs shall meet the standards of the U.S. Pharmacopeia and the Medical Center.

VIII – Discharge

A. The surgeon must write a discharge note. Patients shall be discharged on written order of the attending surgeon.

B. Discharge from the facility is based on the patient’s ability to leave the facility safely, having met discharge criteria and must be accompanied by a responsible adult if patient received any sedation medication. The patient will not be allowed to drive his/her own vehicle if given any sedation.

C. Under no circumstances shall any patient be discharged from the facility until reached a minimum PAR score.

D. All patients will be given written post-operative instructions.

E. Transfer of the patient to inpatient status – Prior to discharge from the facility, if post-operative complications or response require further care, the patient’s surgeon shall be notified. The surgeon should come in and evaluate the patient for discharge from the surgery facility to inpatient status at the local hospital.

IX – Medical Records Requirements

A. A medical record will be used throughout the patient’s stay. This record is designed for use by the clerical and medical staff and meets all applicable professional, administrative, and legal requirements.

B. The attending physician shall be responsible for the completion of the medical record for each patient.

C. The patient’s medical record must contain an operative summary with a complete description of the operative procedure, and complications, prognosis, infection classification and the surgeon’s signature.

D. All orders for treatment shall be in writing. An order shall be considered top be in writing if dictated to a registered nurse and signed by the attending surgeon. Orders dictated over the phone shall be signed by the registered nurse to who dictated, with the name of the physician who shall sign such order.

E. Incomplete medical records will be handled according to policy concerning delinquent records.

F. All medical records, including x-rays, are considered to be property of the surgery center. Policy regarding duplication of the medical record or request for the original will be followed as started in the existing policy. In the case of re-admission of a patient, all previous records shall be made available for the use of the attending physician. This shall apply whether he/she is attending by the same or another physician.

X – Criteria for Scheduling Procedures

The following guidelines will be followed for all cases scheduled for surgery:

A. Only procedures approved by the surgery center committee can be performed in the facility.

B. All procedures not listed must be approved in advance by the Medical Director.
C. Only procedures with expected minimal bleeding and minor physiological trauma during and/or after the procedure will be performed on an ambulatory basis.

XI – Scheduling

A. All treatment provided at the facility should be an elective pre-scheduled basis. Patients should preferable be scheduled at least one week in advance, except under unusual circumstances.

B. Patients for surgical procedures will be admitted no later than one hour before the scheduled operation.

C. Surgery day will begin at 8:00 a.m.

D. Procedures requiring anesthesia (other than local only) should be completed by 4:00 p.m. whenever possible.

E. Pre-operative orders can be given in and other the following manners:

1. Verbally via telephone to a registered nurse in the facility.

2. In writing, duly signed by the attending surgeon. Written orders may be given to the patient for delivery during the pre-operative visit or may be mailed to the facility.

F. Cancellation of scheduled procedures should occur no later than 72 hours prior to the designated surgical visit.

XII – Patient Criteria for Scheduling

A. Patients who are candidates for IV sedation outpatient surgery should be in good health, ASA Class I or with mild systemic disease, which is under good control and does not require special management.

B. Patients not acceptable for admission to the surgical facility include patients with infections, which require isolation and/or additional professional help and patients with systemic disease with an anesthesia rating of ASA Class III or higher. ASA Class II patients should be reviewed on a case-by-case basis.

C. The patient and/or legal guardian signing the consent for surgery must agree with the concept of surgery/anesthesia and must exhibit the ability to use judgment and follow instruction.

D. The patient’s physical and emotional environment must be conductive to a successful outcome.

E. All patients for anesthesia will be scheduled for pre-operative visit at least 48 hours and up to 21 days prior to surgery. Under certain circumstances, pre-operative visits can be done 24 hours prior to the surgery or the same day of surgery. These surgeries cannot be scheduled prior to 10:00 a.m. The patient must arrive at the facility 2 hours prior to the scheduled time.

F. Cases requiring an anesthesiologist/CRNA that are not able to be scheduled 48 hours prior to the case must be cleared with the anesthesia department. Local cases that are not able to be scheduled 48 hours prior to the case must be cleared with the OR Supervisor or her designee.

G. Patients receiving local anesthesia must be at least 2 years of age.

XIV – Internal Risk Management Program


The facility’s internal risk managements will follow the program guidelines under the directions/supervision of the risk management program.

XV – Infection Control Program


The facility’s infection control program will follow the program guidelines under the directions/supervision of the infection control program.
