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Ambulatory Surgery

.Its Impact on General Surglcal Practlce
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ANGELOS A. KAMBOURIS, M[T

MBULATORY SURGERY has emergcd as‘one of the

£\ most effective mechanisms in the on-gomg ef-

forts to reduce costs while delivering high quality

surglcal care. Performing Operations in ambulatory .

. settings is not new. It was.employed on a limited scale
- at the turn of the century,’ 'usually as out-patient sur-
{ gery in hospital based operating room facilities, and it
-became popular after the 19505 followmg develop-
ments in early ambulation and $hort hospital stay. It

was most frequently used by surgical subspecialists in -

response to the unavailability of beds for-patients in
- néed of observation after diagnostic” or therapeutic

procedures of short duration. Although initially limited

.. to hospital-based facilities, the economic and' loglstlcal
-. - advantages associated with- Ambulatory Surgery were
quickly apprecrated leading to the development and .

"subsequent proleeratwn of independent free- standmg
ambulatory surglcal facilities, the surgicenters. It is
- ‘estimated? that at. present there are 273 free-standing

,surglcenters in the United States and 560,000 surgical .

rocedures are performed yearly in such facilities. The
. impetus for this ‘development is" ‘such that over 560
surgicenters are expected by 1988.2 In addition to op-

erations performed in free-standing surglcenters. an -

unknown but large number of operatmns are currently
performed in’ hospital- -based operating . rooms on an
outpauent “ambulatory basis.

- The utilizatjon of ambulatory surgery early on was
limited to otolaryngolog]sts, plastic surgeons, gyne-
cologists, ‘and urologists.?- Over time, reports -docu-
mentmg high qualxty surglcal care with low complica-
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tions and srgml'cant cost savmgs became aVallablea"' L

and. the spectrum of services broadencd This ‘reali-.

‘zation, . coupled with technological mnovaubns (Gl
-endoscopy, arthroscopy, lascrs, mterventxon radi-

blogy), and the ever-mounting pressures for co\st con---

tainment have led to'the expansion of ambulatory sur-

gery across most surgical specialties. Breast blopSIes.»_
arteriogramg, ldpnroncoplcn, tubal ligations, lens\ Im-

plants, urologlcal procedures and hernia repairs \for

patients of all ages are some of the procedures recently r
added to the list of operations suitable for ambulatory_
.Surgery. This pressure for expansmn will continue as it; -

15 based on proof that the most effective way to rediice’ S
-health care expenses without sacrificing’ quality-is-to "

" keep patients out of hospitals, whenevér possrble “This
“ approaéh has been recently adopted by govemmental"

“and privaté health insurance carriers. It is the- back- L

bone of cost containment programs 'by prepaid groups’ -

* (HMOs); and it features prominently in the compeu-'_.- _‘

“tion for health care dollars among health service pro--

- viders. Pre-admission and pre-procedure authorization . -

and payment of higher fees for same procedures when

performed in the offic ce rather than i m the hospntal oper-

ating room has been.used by msurance carriers to - -
shift pnocedures\ to ambulatory settings and reduce
costs. The most recent expression of cost eontainment

through wider utilization of ambulatory surgery is that

of the Peer Review ‘organizations .(PRO) mandatmg- . '

that certain procedures be performed. on an ambula-

_ tory surgery basis, if the providers (surgcons and hos- -

- pital facility) are. to. bc rctmburscd at all for their- -

SCl’VlCCS ) '

The safcty of ambulatory surgery has bccn wcll doc- B
- umented in reports of individual pmctltloncrs and from .

large centers. ' NATOF? reported on 13,433 patients .

~ undergoing oparations in a free-standing ambulatory
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Taneg l». Amb«{j:&;fy Surglcal PnMurr-: Henry Ford Hosplial
1982 - 1983 1984,
" Satclllc A M 3T 4070 4587
“Sawcllite B 1369 1609 1762 .
Main bosplu.l i 2053 2636 _ 2708 _
TUTAL 6728 8315 9057
surgi facmty Mosl proc):durcs were in thc

c incid.cntc of infcction' and hcmonhagc w
low and only 16 patients had to be hospital®
® reports 10 per cent complications, mainly

__.urinary relentions, among 53 patients undergoing her-

--".-_'imorrha,phy on an-ambulatory basis with three admis-

" sions formedical reasons. In contrasdt, 36 per:cent of
. 53 matched hpspitalized patients undergoing the same
..operations de clopcd complications, 30 per cent of . -

them being uni ary retentions.
The cost savihgs realized through wider utilization

’-i_-__,'f_."_of ambulalory sufgery have also: been well docu-
__‘mented. Ryan° nole

39 per cent reduction in costs for
- patients undergoing inguinal hernia repair under focal
‘anesthesia on an ambilatory surgical basis. Abdu? es-
timates that hernio hies performed. on an in-pa-

L _‘.Ucnt ‘basis under general or spma] anesthesia cost five.
- ¢ times as much as those performed under local anesthe-
<" sia -on an ambulatory surgery basis. Flanagan’ esti-
- mates that$400000000aycar
>+ of the hemias were to be performed under local anes-
thesia in dmbulatory settings. The.above estimates are’

d be saved if most

. based on costs for hospital-based opcratmg rooms, but -
_-_furthcr savings may be realized by using free-standing
"ambulatory surg:ea] facilities. The costs for such facili-

: f_g-f_'___tlw can be kept lower, because the tendency to use
'--'cxpcnsxvc ‘recovery room- facilities and to Flospltahze

-. - patients is less marked, and the overall savings can be

L " substantial., This was best expressed by Lahti*in 1981,
e ) who amnated that 25 per cent of all surglcal proce-

-‘Tm 2 Ambulato:y Sulxcry Case Load: Januarydune 1985,
e thry Fond Hospllal Maln Campu:

Spechlw .7 Jan- ‘Feb  March “Aprl May’ June

: chduu'ﬁay' ” . 5 66 . T7- T 8s

- ENT- Se T 48, 59 . 59 46 - 714 6S
“Oynecology . 49 52 42 T 9 40 S5

- Pastle - 322 25 U+ B -2 3

‘ Opbthalmology '52 ~ 47 .52 . 6 & 44
" Orthopedics . . 24 . 4 < 41 A0 37 . 0B

. Urology = " A7 14 .9 12 11, 18
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durcs In the United States yearly could be done in free-
standing ambulatory surgical centers, giving net sav-
ings to the nation of S billion dollars. This number, of
- courséyywould be higher in 1985 dollars, ‘Thercfore, the
- Incentiye to develop such facilities away from hospi-
‘tals-bajed ‘operating rooms is strong, pitching the hos-’
pltal ministrators against those directing free-stand-
bulmory surglcal facilities in order to maintain a

These recent developments in-the expanded role of
ambulatory surgery make it necessary for the surgeons
to accept it as an'important dimension of our profes-
sional activitics, and with appropriate. rcfncmcnts
and modifications, to mcorporalc it-into our working
schedules. -

At Henry Ford Hospxta] the dcvclopmcnts in th‘c
Ambulatory Surgical area parallel those in the national
scene. The Henry Ford Hospital gystem’ operates a
tcrcxary care facility of 960 beds with 22 operating
rooms, two major satellites with fully eqmppcd ambu-
latory surgical facilities,’and a number of mini-satel-
lites suitable for office _procedures. Over the past 3
years, the number of ambulatory surgical procedures
has increased by 33 pef cent (Table 1); and, in the main
hospltal ambulatory surgical procedures have varied -
from22.3- per cent to 33.5 per céntin the first S mon(hs . )
of 1985. Because of the mix of subspecialty procedures
as\well as those associated with terciary care develop-
ments, the distribution among various departments
and\serwces is fairly constant (Tables 2 and 3).

Thc expansion of Ambulatory Surgery has made it -
necessary to address specific issues and concerns, not .

. only from the patient's perspecuve but also from the -
* point of view of physicians, adnhmstrators nursmg.v.

support staﬂ's. and outreach programs, in order to

assure safe. care and minimize risks. Although such-:

-issues may be easy to control in a highly individualized -

prachcc semng, in semngs wnh a large number of phy- S

sge e -

* large numbers. of pnocedures, it is. necessary to set -

policies and.to adhere to protocols, to dcvelop clearly
defined mechanisms fér successful pcrformancc. and
'to provide appropriate feedback for correction and ad-
justments, A policy setting. .group with appropriate rep-
resentation of users, under the coordination of medical
and administrative leadership responds’best to this

task. Such a group addresses muluspccmlty issues and .

concerns, dcvclops mcchamsms to dcxil with specific
problcms reviews cxpcncncés on an on-gomg basis,

. and makes recommendations with long-range implica-

tions. Through an cstablished system of periodic feed-” )

‘~back, it assures all users of #s faimcss and objectivity

and evokes coopcration and support. Ambulatory Sur- .,
gery is still cvolving; however, certaln issucs have .

“cmerged that are of significance to all involved:
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- 1. Patient Selection and Evaluation

. In’ selecting patients for ambulatory surgery, the
physxc:an must assess medical as well as socioeco-
nomic aspects affecting outcome. Co-existing medical

© illness, length of operation, antmpated morbidity, and
L 'potenual for complications are some of the medical

'-aspects in the assessment process. Equally. lmportant :
but frequently difficult to assess, are socio-economic
factors and their significance. Age, ‘home setting, fam- "
Aly. support -geographic distance, aécess to follow -up, -

and’ anncrpated compliance ‘with- mstructrdns are im-
portant selection factors for ambulatory surgery pro-
cedures. A -system, therefore, 'that assures careful

‘preoperaul/e physmal laboratory, and home care as-

. sessment leads-to a better selection and minimizes -
. unanticipated complrcatlons A methanism for written"
L postoperauve instructions and a follow-up’ mformatlon

" process by.the physician‘or a mgmber of the nursing
- .staff enhances the dafety of ambulatory - ‘surgery and
- reinforces’ complianice.’ Through this’ coordinated ap-

., - proach, adjustments or change of course become pos- - -
~sible- vnth minfral dtsruptron thus mmlmlzmg nsks

_and assunng safety

.. well known tb-all surgeons. In instdnces where ambu- °
. :latory surgery. is part of a hospital- based facdnty. fhost .
. of the administrative concerns are similar to those af-
. fecting in-patient sulgical care. The main differenceis -

2 Admuustrauve Aspecls

-

The compleJuty of adrmmstratrve reSponslbxhtles is

"the allocauon of space and personnel for pretréatmeht

~assessmernt, processmg of documents, holding and re-
coveryarea.s ahd reporting statistical and incident de- .
tailing informauon In frec-standmg ambulatory surgi- -
" cal centers, on the other hand,-the administrasive

concerns involve appropriate accreditation, quality as-

surance issucs as thcy apply to physicians, nursing find .

‘support staff ahd the facility itself, and fiscal integrity.

. Same “of - these concdms are’ cffectively -addressed

through' established micchanisms for credéntialing of,

. B .
g . . o N

phy;u:mns and nonphysrcnans through patient evalua~

tion protocols. including clinical and- laboratory re-

quirements, and by devclopmg mechanisms to monitor
morbidity, utilization,. costs, and other performance.

- aspects. Through such mechanisms, compliance with
accreditation requirements is assured and the integrity
.of the Surglccnter is preserved ' '

3, Educanonal Con cerns

-Although cxpanslon of ambulatory surgery under
appropnate safeguards is fiscally sound, it removes
25-50 per cent of all surgical cases from the traditional”

educational settings for-future surgeons, nurses, medi- -

: Taste 3. Ambulatory Surgery Case l,o‘édx: Jahyary-May, 1985, Ilmir,v Ford Hosplial
. - K e :

N . Suyellite A Satcliic B
‘o " Speciatty: Jan*  Feb  March Apdl © May Jan Peb March,  Apdl’ « May
'General surgery 2 26 Y I 19 pa] 26 i) 19 18 17
- OBGYN 124 108 123 . 126 125 49" 3 54 33 49
. ENT . 125 131 147 196 140 v/ .38 29 27 2%
© Plastic 20 15 - 13 18 21 44 40 - 37 40 37
Ophthalmology 92 8. 76 9% - 108" 4 14 17 ya) .22
i+ Orthopedics .2 vl 26 30 28 . 8. s .4 15 19
Urology 30 30 31 sl 4 14 -7 6 13 ¢ 8
TQTAL - 43 - 4n 433 536 487 192 177 166 176

-

cal students -and other members of the allied health :

profession: ‘The cqmplexity of i mpatrentmtx likewise, .

incredses. It is’ theregorea(ecessary to devise new edu-
‘cational approaches in order to incorporate ambula-

_-tory . surgery concepts in surgical training programs
~‘Expertise in'[6cal or regional anesthesia, operating in -

settmgs with limited: assnstance and consultative | re-
sources, the lmportance ‘of speed without. sacrifi cmg

-,quahty. and fiscal concems in the preoperatwe assess- .

ment process.are only some of the challengw of this
w dimension: Logs of opportunity for treatment as- -
sessment, postope tive. m—hospttal observauon and”

' _olitcomes are other-concerns equally 1mportant ‘Nev-
“ertheless, the growth of ambulatory surgery will con- - -
- tinue and the educational: aspects will have to be

appropnately addressed. ‘Assigning residents and stu-

dents to ambnlatory surgical settmgs«‘nnder appropn- o

ate superwsxon isanew potenual source of clinical and

_ perauyc experience. aind a new opportunity to’ en-
“hance'the positive medical, social, and ﬁnancml role of

the ambulatory surg]calcare A

4, chal Rl:ks

Surgeons and health carc ﬁacxlttrw are oonstantly
“operating under the fear of litigation.- Ambulatory sut- -
gery scttings arc suqh that unarltlclpatcd morbidity wtll
add to the already cxorbltant lcgal nsks In nctnospcc




tive analysis, all mishaps occurring at home could be
viewed as subject to prevention if only the care had
been hospital-based or the patient had been hospital-
. lzed rather than discharged after completion of treat-
ment, A step-wise mechanism to assure appropriate
pretreatment screening, optimal surgical anesthetic
and nursing care, testing and documentation of recov-
- ery before discharge, a system for written and ade-
quately explained postdischmgc instructions, and a
follow-up system the day after surgery usually by tele-
.phone communication” are some of the steps taken in
that regard. Such mechanisms are the joint responsi-

bility of physicians, nursing, and administrative per- -
sonnel. The mcchmusm is usually developed by the

' mulu-dxsc:phnary policy setting group, but its imple-

mentation lies with the administrative structure of the
facihty

. -~There must be many more facets of the ambulatory
* surgery issue that I have not been able to identify. The

surgical practice patterns of the members of the Mid- -

: wcst Surgical . Association vary, both by reason of
and professional interests and by reason of
aphy. and type of practice. Those practicing -in

‘care institutions. All of ‘us, however, deal with this
. most reccnt expansion of an already existing dimen-
“sion of our profession. In s0 domg. we must accept thc

[
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mmunities and in groups may be affected dif-
from those in academic centers and terciary -

. July 1988 ) Vol. 82__

fncl that, under appropriatc settings, ambulmory sur-
gery applics to 30-50 per cent of all surgical case
loads, it is cconomically desirable, it is safc, It carries - -
minimal risks when appropriately employed, and it
provides flexibility of action both for the patients and
for the surgeons. In that regard, ambulatory surgery
will be playing an ever-ificreasing role in our profcs-
sional pmctjccs in thc immodlatc future.
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