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I. INTRODUCTION

Historical Perspective

Darnail Army Community Hospital (DACH) estaoiisned

'cs Same Day Surgery Center (SDSC) in 1983. It was

established for several reasons: 1) to decrease the

surgical backlog, 2) to lower costs involved with

providing surgical care, and 3) to ease the workload for

rne nursing department which was experiencing a decrease

in authorizations (Synovek, Personal interview, 6

October 1986).

Utilization of the SDSC was initially satisfactory

to ooth clinicians and administrators of the medical

treatment facility (MTF). They had anticipated that the

SDSC workload would gradually increase as the staff ana

the patient population became educated to the concept of

same day surgery. Although utilization increased in

1984 and 1985, it decreased in 1986 (Appendix B). This

decrease in utilization was attributed to personnel

murnover among key hospital leaders who supported SDS at

Darnail. This turnover included members of the

Department of Surgery, the Chief of Surgery, the Deputy

Commander for Clinical Services, and tne Hospital

Commander. Interest in Same Day Surgery waned.



Conditions Which Prompted This Study

This study was undertaKen to determine if SDS is

part of the problem or a potential solution to the

problems which preceded its implementation. The

conditions which prompted its initiation in 1983 still

exist. Did the SDSC fail to correct the three aL/erse

conditions cited above due to improper iarplementation?

If so, the Commander needs to know how the SDSC can be

modified to enhance its contribution to DACH. If not.

he needs conclusive evidence that SDS will not work at

Fort Hood so he can utilize the SDSC's assets in another

fashion. The demand for surgical care is increasing as

is the surgical backlog. Surgical care at Darnall must

be provided in the most productive manner.

Second, the number of nursing and ancillary

personnel assigned to the hospital did not increase when

more physicians were assigned. Thus, there is an

imbalance between the number of physicians and the

number of nursing and ancillary personnel.

Third. there are more surgeons assigned to Darnali

than can utilize the inpatient operating rooms

efficiently.

Fourth, the SDSC at Darnall failed to meet the

Joint Commission on the Accreditation of Hospitals

(JCAH) standards of care because a professional nurse

was not assigned to the recovery room of the SDSC. This



emphasizes the necessity of examining staffing patterns

for the SDSC recovery room.

Problem Statement

To determine the most efficient method to provide

surgical care at Darnall Army Community Hospital which

would allow maximal utilization of personnel and

facilities without decreasing the quality of care

provided.

Objectives of the Study

The objectives af the study included: i) to assess

interest in Same Day Surgery shown by Darnall's surgical

care providers; 2) to identify surgical procedures

provided at Darnall which are appropriate for a SDSC; 3)

to compare costs between traditional inpatient surgical

care and SDS; 4) to calculate the difference in nursing

workload between the traditional inpatient surgical care

and same day surgical care; and 5) to compare the system

for Same Day surgery at Darnall to those at local

civilian facilities.

Criteria

There are four criteria against which alternatives

will be measured. First, the Health Services Command

(HSC) policy guidelines for surgical care will be
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followed. Second, to maintain quality care, tne

standards of documentation, established by the Joint

Commission on the Accreditation of Hospitals will oe met

in 100% of surgical admissions. These standards include:

a) a complete pre-operative medical history and physical

exam, b) pre-operat ive lab work identical to that

required for the same procedure performed on an

inpatient basis, and c) a documented pre-anesthetic

interview. Third, productivity must be increased by

correcting the workload imbalance between the physicians

and nursing care providers. Fourth, surgical care must

oe provided in tne most cost effective manner.

Assumptions

The demand for surgery ezceeded the availability of

surqicai care. This is demonstrated by tne surgical

oackiogs (Appendix C). The demand for surgery

corresponds directly to the population supported by

Darnall Army Community Hospital.

In order to support the population effectively, the

facility must operate at one hundred percent capacity.

However, the demand will continue to exceed capability.

Limitations

The study involved only the first six months in

i986. The available CHAMPUS data was for the entire



catchment area. The Fort Hooc. catchment area inc uces

seventy-seven counties in Texas (Appendix J). It was

felt unreasonable to expect that alt oeneficiaries would

travel to Darnall for tneir surgicai care. For cnis

reason, specific computations on total cost sav:nqs to

the CHAMPUS program were not done.

The housing office at Fort Hood does'not maintain a

roster of the singie, active duty members who reside in

the barracks, the non-commissioned bachelor quarters, or

tne oacheior officer quarters. Estimates of the single

soldier population were derived from local demographic

data.

Review of Literature

Definition of Same Day Surgery

in 1986, Wetcnler (p.12i) defined a Same Day

Surgery Center as a unit which

wiii permit the patient to nave an
ooerarion in comfortaoie, safe and sterile surroundinas,
ana to go nome tne same day. Surgical, anestnesia. and
recovery room procedures identical to tnose usea for
inpatient surgery are carried out, except tnat foiiowintv
recovery the patient is sent home instead ot to a
hospital bed."

Same Day Surgery Centers are not new. Surgery nas

been performed outside the hospital for many years.

However, ambulatory surgery centers have come to be

established in the United States only in the past twenty

years (O'Donovan, 1976). Several types of ambulatory



surgery centers have developed. Tne most common inc~u,:-

hos-.tai-lased nonaedicated units, hosoitai-oasec

defined ufl s, and freestanding units (Appendix AJ. In

1971. the American Medical Association tnaorsea tne

oractice of same day surgery (Detmer. 1982).

Growth of Same Day Surgery

Amoulatory surgery is presently one of the most

rapidly growing areas of the American health care

delivery system. This growth was stimulated by tne

reaith Planning and Resources Act of i974 (PL-93-64i).

wnicn promoted ambulatory care (Detmer, i982).

The American Healtn Consultants neld two seminars.

one in November 1980 and a second in April 1981. to

:iscuss tne deve'opment and growtn of SDSC proqram

tnrougnout tne United States. According to -aza

zo. ected by the American Hospital AssoCIition. trhere

was a nationwide increase of 77% in same da'; surgery

:.e±ween 1971 and 1983. This increase is anticipated to

continue due to cost containment pressures, government

legislation affecting hospital reimbursement and cnanqes

in consumer behavior (American Hospital Association,

i984).

Changes in reimbursement requirements have also

contributed to the growth of SDS. When Medicare ana

otner third party payers paid billed cnarqes, there was
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little financial pressure to promote SDSC. Mealcare -as

specified over 100 procedures for wnich outpatient

surgery is appropriate and for which hospitais Wi11 not

oe reimbursed if provided as inpatient care (Katz,

1983). Private health insurers have also mandated tnat

certain procedures be performed on an outoatient basis

in order to be reimbursed. Financiai incentives are

offered in the form of higher payment percentages by tne

insurer if procedures are done as same day surgery.

Three major factors, other than financial, have

been identified which allowed for this growth in

ambulatory surqery. First, improved anesthetics act

quickly and wear off faster than their predecessors.

Second, improved technology allows for superior controi

of bleeding. rhird, early post operative amouiation

reduces pulmonary and vascular complications

(Scnowaiter, i977).

Advantages of Same Day Surqery

Many authors have addressed the advantages of SDS.

These advantages are presented from the perspective of

the health care facility, the nursing staff, the

patients, and quality of care.

There are several reasons for hospitals to provide

ambulatory surgery, beyond the compelling facts of

relmoursement. Some hospitals have identified

I



ambulatory surgery as a means to cope witn overcrowdinq

and high -costs of twenty-four hour nursing staff

(Schowalter, 1977). According to Kropt (1984)

ambulatory surgery reduces waiting time for surgery and

decreases the demands on the staff due to a decrease in

occupancy. The actual savings to the medical treatment

facility will be in three main areas. First, the

ability to close tne ward at night and on weekends and

so economize in the salaries of nursing staff. Second,

a reduced need for "hotel" facilities, including meals.

liqnting and power, laundry, etc., required for the use

of inpatients. Third. the shorter time spent by each

patient in the hospital permits more patients to be

treated in the facility, providing that operating

tneaters are available (Burn, 1983). Additionally,

lengtn of stay is decreased as post operative

compizcations secondary to nosocomial infections

decrease (Egdahl, 1984; and Pineauit, i985). The

primary emphasis has been on the advantages of decreased

postoperative infection, conservation of bed days, anc

the freeing of nurses and other personnel for the more

critically ill patient.

Advantages for the nursing staff are acknowledged

>y cne nurses and the facilities which employ them.

Nursing organizations have developed and improved their

teacning plans for those patients who undergo same day



surgery (Mauldin, 1983). In adcition, same day su rery

centers have provided nurses the opportunity to follow a

patient throughout his operative experience: from

admission, to the operating theater, and to the recovery

area. These same nurses have coordinated discharge

planning and provided telephonic follow-up twenty four

hours later. This provides job enrichment and

contributes to job satisfaction. An additional advantage

for the nursing staff is the fact that ambulatory

surgery allows for a Monday through Friday schedule with

no evening or night responsibility.

The pubilc is becoming aware of the advantages of

same day surgery. These advantages include -ess

interruptiop of the patient's routine, reduced anxiety

and greater comfort and convenience for both the patient

and the neai~h care providers (Browniee, 1977). In.

1982, Detmer identified savings in both time and money,

being spared the emotional stress of hospitalization,

avoidance of the forced dependence of an inpatient as

improvements for the surgical patients.

Many patients identified the pleasure of recovering

at nome, and some discussed the ability to return to

worK more quickly (Detmer, 1982). Other patients stared

that the benefits of recovering at nome included a

faster recovery, feeling better mentally, less

disruption of family routine and reduced cost (For Your



Good Health, 1986). The convenience of (ay surgery,

particulrily for mothers, has enaoied women to receive

surgical treatment that otherwise would nave been

difficult to arrange (Burn, 1983).

Quality of care is an another advantage of sdme day

surgery. Safety in same day surgery nas been well

documented by reports of individual practitioners and

from large centers. Kambouris (1986) reported to the

28th Annual Assembly of the Midwest Surgical Association

that of 13,433 patients undergoing surgery in free

standing ambulatory centers, the incidence of infection

ana nemorrhage was extremely low, only 16 patients had

to be hospitalized. Ryan (1984) reported 10 per cent

complications, mainly urinary retention, among 53

patients who underwent herniorraphy on an ambulatory

basis with three patients hospitalized for medical

reasons. In contrast, 36 percent of matched

hospitaiized patients who underwent the same operations

developed complications, 30 per cent of them oeing

urinary retention. The decrease in infection

contributes to a cost saving for the hospital and

increased safety for tne patient.

In an effort to insure high quality of care for

patients choosing the same day surqery option, the Joint

Commission on the Accreditation of Hospitals developed

specific standards for ambulatory surgery programs



(Appendix E). Administrators must diso remember tna

the pattern of patient care and design of faclilties

must reflect the needs of the patient and the

constraints of the resources available rather than tne

convenience of the staff or the hospitai.

Disadvantages of Same Day Surqery

Everyone does not view SDS as the panacea for

correccinq tne proCIems in the health care system. The

reported disadvantages of SOS include: i) an increase

in tne workload for the nursing personnel; 2) potential

for a decreased quality of care; 3) resistance to

revision if proDlems are discovered; and 4) hidden costs

and dissacisfiers for the patients.

One opposing view is that as the healthy patients

are removed from the hospital environment, demands on

the nursing staff will increase. This increased demand

would result because the average patient would be more

=evereiy ill.

Not all physicians agree witn these new

alternatives. R.D. Reinecke (1985) voiced concern tnat

substandard care would be result from same day surgical

care. Reinecke stated tnis cnange was "a return to tne

barbershop, a dangerous and unacceptable situation-

(Reinecke, Outpatient Surgery, p. 26).

Pineault (i985) addressed the need for ongoing
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evaluation t6 insure tnat caanges are made if neeced. A

specif ic concern of Pineauit was menisectomy. Presently

menisectomies are considered an appropriate procedure

for same day surgery. Menisectomy often requires heavy

splints or casting which results in longer recovery

periods. Individuals who had undergone menisectomy in

an ambulatory setting were much less satisfied than

patients who underwent the procedure in a traditional

inpatient facility.

Hidden costs of early return to home by the

patients were addressed by Berk (1986). These include

the loss of time if both adults are employed and that

most studies have not included the cost of care provided

oy relatives (Paulshoc&, 1982). Other dissatisfiers

identified'were an aosence of explanation of procedures,

Long reqiscration procedures, and discourteous staff.

Potential for Same Day Surgery

As resource constraints have increased, discussion

of Same Day Surgery Centers has increased. J. Burn

(1983) proposed that same day surgery oecome the

standard of care for all suitable surgeries and that

every hospital provide ambulatory surgical care. The

U.S. General Accounting Office has recommended that

every hospital analyze same day surgery's potential for

cost savings (Government Accounting Office, 1985). In



1983, Blue Cross conciuded that ambulatory surgery is

the most--important tool now cvaiiaoie for curoing rising

healtn care costs.

Dr. Ward, (1983) a British physician, addressed tne

need for hospitals to develop alternatives to

traditional modes of care to conserve resources and meet

the needs of an ever growing and graying population. He

believes that money and manpower used for inpatient

surgical care could be used more productively to meet

other health care needs without compromising the quality

ot surgicai care.

Table I is a comparison of surgical procedures

accompilshed in hospital ambulatory surgery centers and

free-standing ambulatory centers whicn was released by

Nathanson in 1986.

'aoe i.

Most Commonly Performed Ambulatory Surgery Procedures

hospitals independent FASC's

D&C D& C
Diagnostic cystoscopy Cataract extraction
Myringotomy Arthroscopy
Biopsy of breast tissue Laparoscopy
Skin lesions Myringotomy
Diagnostic laparoscopy Plastic surgery
Cataract extraction Skin lesions
Reledse of carpal tunnel Tonsillectomy/

adenoidectomy

?otentiai use of ambulatory surgery has been



evaluated at several facilities. Basnin evaluatea

anesthetics administered to adult inpatients at

University Hospital in Seattle, a tertiary referral

center. He found that 422 of 1559, or twenty-seven

percent, were administered for surgical procedures

appropriate for same day surgery on patients who were

American Society of Anesthesiologists (ASA) Physical

Status I or II (Appendix A).

Siu et a! (1986) reviewed the medical records of

1132 hospitalized adults in a random trial to access

avoidable admissions. They judged 40 percent of these

admissions avoidable if ambulatory surgery was

available. Their decisions were based on a list of

suitable ambuiatory procedures developed and tested by

Restuccia and colleagues at Boston University (Siu et

al, 1986).

Pineault (1985) evaluated patient satisfaction,

clinical outcomes and cost of the episode of care. He

found that fifty-four percent of the patients felt their

stay at the hospital for same day surgery was too short.

However, half of the patients who felt that way claimed

they would repeat the experience in the SDSC.

In 1982, Detmer reported that the satisfaction

leveis of 900 surgical patients in Arizona were similar

whether patients were treated in free standing

ambulatory centers, hospital ambulatory surgery centers,



or inpatient hospitai units but were lower when patients

were treated in outpatient hospital settings.

Ambulatory surgery units, both hospita.I based and free

standing, consistently outperformed both hospital

inpatient and outpatient services in staff friendliness,

attention to patient needs, pleasantness of environment.

-and perceived quality of care.

Market analysis

Marketing has gained importance in the development

of community awareness of SDSC's as alternative for care

(Inguanzo, 1985). Special interest groups have formed

to change the perceptions of the community. These

groups have encouraged the patient and families to

participate: in medical care decision making.

Market analysis has been performed in the civilian

community to determine who is likely to use a SDSC.

Inguanzo (1985) found that households which: are

supported by two incomes; earn total incomes of $40,000

per year or more; contain two or more children under age

eighteen; are familiar with HMO's and preferred provider

agreements; and are headed by college graduates are tne

most likely to utilize SDSC's. The segment of the

population showing the least disposition toward SDS

included people living in the South; people with less

than high school level education; households with annual



incomes under si5,00O; ana people aqea 5 Ind o Lr.

Analysis of estaD±isne SDSC's nas adso Detn

accompiisned. Wnen marKet anaiysis or community reecs,

operacinq room scnedues, Ded occupancy, pnysician

interest, medical specialty needs, developing programs,

and available space was done prior to impiementation,

tne SDSC evidenced growth and success (American Healtn

Consultants, i983).

Researcn Metnodology

rne requirements established in the preceding

sections were accompiished in several steps. First, a

review of the literature was comoleted. This review

tocused on current trends ana developments in Same Day

Surgery an; included admission and discnarqe ooiic2es.

nursing c,.ncerns, and resource management. Prevous

studies completed by Baylor students (McNeil. 19..:

Jennings, Lenniville, McNeil, 1982; Koehler, i982;

Ledford, i982) and standing operating procedures tor

Darnall and Walter Reed were obtained and reviewea.

Second, interviews of key personnel were

accomplished. These interviews provided various

perspectives on the problem of under utilization of

surgical resources and aiternatives to increase anc

improve tne quantity of surgical care.

Tnird. worxioad data was obtained from cne



Resource Management Division. OCHAMPUS. and PASSA. ne

operating room register was used to aeveiop a daa Dase

for ail surgeries performed from 1 January tnruuqn 30

June i986. The data oase included: nursinq unit rN

wnicn tne patient was assigned; specific surgicai

department involved in tne care; type of procedure;

whether tne patient was an active duty soldier, a

retiree or a family member; whether the procedure was

routine or emergency; and date of procedure. When tne

data oase was developed, a field named "quantity" was

included to allow for mathematical calculations.

The researcn process examined which surgical

procedures were considered appropriate for same cay

surgery and which procedures continue to require

inpatient care postoperatively. Botn Darnall Army

community Hospital and Health Services Command nave

Doicies tnat state whicn procedures are appropriate

for same day surgery. Health Services Command's policy

for same day surgery was reviewed to determine the

difference, if any, between those policies. These

recommended procedures were then compared to tne actual

procedures completed at Darnall. The number and the

percentage of cases which were appropriate for same day

and for inpatient care were calculated witn botn of

tnese policies. initial analysis was with Darnall's

current policy for same day surgery to determine if



tnis poilcy nac oeen utilized.

A maJor'factor, mandated oy HSC in April, was ::aL

single soldiers who live in the barracks or otner

oachelor quarters are not eligible for same day care.

This required the development of estimates of the

number of soldiers affected. Specific reports were not

ava:,aDle at Fort Hood with tnese statistics. The

estimates were generated based on the percentage of

singie soldiers to total population.

The average length of stay and the average cost

for care for inpatient surgicai care were calcuLated.

The cost for same day surgery was also developed.

The effects on nursing workload were calcujated

using the Workload Management System for Nursing.

Alternations in staffing patterns were projected based

on potentia same day surgery utilization.

Visits to St. David's 'ommunity Hospital in

Austin, Hiicrest Baptist Medical Center in Waco, and

Scott & White Medical Center in Temple were done during

January i987. These visits allowed the opportunity co

evaluate alternative styles of patient flow patterns

and staffing management.

- m mmmmmmmmu a • mmmmmm I



I. Discussion

The literature review sugqested tnat a Same Day

Surgery Center has great potential for contrlruting to

productivity and efficiency in hospitals. The

contribution potential for the SDSC at Darnall was

analyzed from several perspectives to determine whether

it could correct existing problems. The first

perspective was that of cne surgical workload at

Darnail. The second was the comparison of nursinq

requirements between traltionai inpatient care and same

day surgical care. Third, the differences in cost were

determined. Fourth, key nospital personnel were

interviewed to assess interest in same day surqicai care

and to identify factors that limit SDS at DACH.

Finally, civilian same day surgery programs were

examined.

Analysis of Surgical Workload

Evaluation of the inpatient operating theaters

demonstrated that at least forty-two percent of the

surgery could have been performed as SDS. During the

period of analysis, January through June 1986, 155i

orocedures were performed in the inpatient operatinq

rooms. Of these procedures, seventy-seven percent

(1200) were scheduled, elective procedures. Emergency

procedures do not fit the criteria required for same day



surgery and were =iiminatea from tne analysis. T:5 e

i200 non-emerqency inpatient procedures were evaluatea

in three ways: i) Using Darnall's poiicy (Arptendl× F)

forty-two percent (509) were appropriate procedures for

same day surgery (Appendix G); 2) Wnen the procedures

accomplished as inpatient were compared with the HSC

procedure guidance (Appendix H) for same aay surgery.

fifty-seven percent (688) could have been completed in

a same day setting (Appendix I); 3) When HSC guidelines

for procedure and eliminarion of single soldiers in

oarracks (Appendix J) were applied, the number of

eligiole procedures was forty-eight percint (576).

Consequently, about nalf of all inpatient procedures

done at DACH durinq tne first halt of caiendar year

-986 couid ,nave beer. performed in the SDSC.

The evaiuation of the care provided in the Same Day

Surgery Center revealed that all procedures accompiisnet

there met the policy guidelines for both Darnali and

Health -:rvices Command. However, utilization was be.ow

full capacity.

Analysis of Nursing Worklo.d

In an effort to determine the effect of the same

day surgery eligible patient load on the nursing staff,

the Wor~ioad Management System for Nursing (WMSN) was

uti.ized. This analysis revealed that tne nursing

MRAM.



workload would decrease oy aoout fitty percent on the

three major surgical wards if eiigiole SDS patients were

not admitted as inDatients.

Tne WMSN requires that a prosoective analysis of

the patient's needs for the next twenty four nours De

comp.eted by a professional nurse. These nursing care

tasKs are ilsted as critical indicators and a point

value is assigned to eacn. The sum of the point valUes

determines the patient aculty category (Appendix K).

iable 2 identifies the point values for a typical same

day surgical eligible inpatient on both the admission

day and the first post operative day. These point

totdls make a pat ient a category II for each hospi tai

ady.

i D e 2.

CALCULATION OF INPATIENT NURSING CARE REQUIREMENTS

DAY OF ADMISSION FIRST POSTOPERATIVE DAY

- Vital signs QID or less 6 Post-op Vital Signs
2 Self Care 2 IntaKe & Output qonr

12 New Admission 2 Self Care
(assessment and orientation) 4 KVO

4 Preoperative teaching 2 Medications q3hr
2 Assist OOB, walk

& return x 1
4 Patient/fami-y

i9 Category II teacning

22 Category II.

Documentation of tne categories is reported to tne
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Department of Nursing and refiects current staffing

requirements. The WMSN includes a staffing table. The

number of patients in each category determine the numoer

of nursing hours required to provide care. The total

nour requirement then provides the Dasis for staftinq to

meet patient needs (Appendix L).

The patient category averages, and hence, staffing

requirements, cnange if eligible patients receive care

in a Same Day Surgery setting. A SDSC patient is a

category II. This is illustrated in Table 3.

Table 3.

CALCULATION OF SAME DAY NURSING CARE REQUIREMENTS

DAY OF SURGERY

Vital signs QID or less
2 Self Care

.2 New Admission (assessment and orientation)
4 Preoperative teaching
6 Post-op Vital Signs
4 Patient/family teaching

29 Category II

There are 4.79 surgical patients per day eligible

for same day surgery. If these patients were cared for

in a Same Day setting, the nursing care requirements

would decrease on the inpatient nursing uni-ts. Table

4 reflects the percentage of surgical care provided oy

each ward during the six month period.

I,"



Table 4.
Percent of Care Provided by Ward

3S 34.92%
3E/4E (pediatrics) 6.67%

4W 28.17%
5W 28.09%

ICU .30%

3S and 5W are dedicated to the care of surgical

patients. Their decrease in surgical patient load

would be 50 percent and 38 percent, respectively, if

thqe eligible patients received SDS instead of inpatient

care. 4W, an orthopedic ward would have a potential

decrease in patient load of 58 percent. The effect on

staffing was calculated for these three wards based on

the nursing care required for an admission and first

post-operative day. The total staff savings for

personnel wnen this change is in place is estimated to

be one professional nurse, two 91C (practical nurses),

and two 91A (corpsmen). Because the nursing

requirements for SDS patients are less than inpatient

nursing requirements, the use of Same Day Surgery would

rectify most of the physician : nurse staffing

imbalance.

Cost Comparison

The cost of inpatient surgery at Darnall during

the period of analysis was $1,094,621.69. The average



cost per bed day was $50..43. As seen in Taoie 5, tne

average length of stay (ALOS) for tnis period was 3.79

days.

TABLE 5.

SIX MONTH AVERAGE LENGTH OF STAY (ALOS)

MONTH ALOS

JAN 86 3.89
FEB 86 4.33
MAR 86 3.86
APR 86 3.7
MAY 86 3.4
JUN 86 3.56

Six Month ALOS = 3.79

The foilowinq cost comparison was calculated Dased

on the estimate developed earlier, that 576 patients

were eilgible for SDS. Darnall used approximately

2.i83 inpatient bed days for care which could nave oeen

provided in the SDSC.

The total costs for this six month period in the

SDSC were $206,045.87. The ALOS for a SDS patient is

one day. With a case load of 296 for this period, the

average cost per day was $696.10.

With the elimination of 2.79 bed days for these

576 patients, the cost savings for these procedures can

be seen in Table 6. Table 6 also exhibits the loss of

Medical Care Composite Units (MCCU) which would result

from the transition to SDS. Supply dollars are

allocated based on the accumulation of MCCU's. Each
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MCCU is worth S18.83. 'en MCCU's are awarded fo eocr

inpatient admission or SDS admission. One MCCU

accumulates for each suosequent hosplra- day. Tne Lost

MCCU's from fully utilizing the SDSC are 1,607.04.

Table 6.

Cost Comparlson

A. Bed Days

Eigible patients* x savings in bed days = Saved bed days

576 x 3.79 = 2,183.04

Saved bed days x cost per bed day = Cost saved

2,183.04 x $501.43 $1,094,641.75

Eiigible patients* x SDS average cost per day = SDS cost

576 x S696.10 = $400,953.60

Inpatient cost - SDS cost - Total cost savings

S1,094,641.75 - $400,953.60 = $693,688.15

B. Medical Care Composite Unit Loss

576* x 2.79** = 1,607.04 bed days =

1,607.04 MCCU's lost

1,607.04 x $18.83 = $30,260.56 lost in supply dollars

* 576 patients are eligible to receive care in SDS.
* ALOS for period is 3.79 when care is provided as
inpatient. ALOS for SDSC is one day.

The cost comparison shows that even with a loss of

supply dollars, the SDSC is more economical than
i



Interest in a Same Day Surgery Center

The assessment of interest in SDS was accomplisned

through interviews with the anesthesia nursing stafr,

tne ooerating room nursing staff, the Chief of the

Operating Room, the physician director of the SDSC, and

cne Chief Nurse of the hospital.

The mission statement for tne SDS'C requireu a nurse

anescnetist to provide the nursing care and supervision

in tne recovery room. Therefore the number of general

anestnetics was limited because of the dual role of the

nurse anesthetists. The nursing anesthesia section did

not have its full strength of authorizations and

accomplishment of both missions was difficult. Tne

anestnesia staff nurses felt this was a severely

iimitlng flctor in the provision of care in tne SDSC.

The anestnetists felt that if they were not responsiole

for tne post anesthesia care, their staff could support

tne SDSC functioning at its maximum capacity.

The operating room nurses and tecnnicians teit

that there was riot adequate space to allow the families

to be with the patients after their discharge from trie

recovery room. It was not unusual for families to

stand by the patients bed in the hallwal in the SDSC.

This lack of space caused a lack of privacy and an

unacceptable level of noise in the recovery area. This

was another limiting factor in the utilization of the



SDSC.

The Chief of the Operating Room was not ameniole

to "late starts". A "late start" allows the physician

to schedule a procedure in a SDSC to start nis surgical

day. When the surgery is completed in the SDSC, the

surgeon then moves to the operating room estabisned

for the inpatient procedures. With a "late start", tne

operating room would continue operation into the

evening shift. The mission, and therefore the staffing

of thne operating room section, does not allow for

evening shift personnei. This inflexibility addea to

the difficulties of increasing utilization of tne SDSC.

The physician director of the SDSC stated tnat

physician resistance to utilization was in two areas.

First. the documentation requirements were identical

for SDS and inpatient surgical care. The time

constraints were not. The policy established oy tne

Deputy Commander for Clinical Services required tnat

the medical record of the SDSC patient be completed

within twenty-four hours; when the care was providea on

an inpatient basis, the documentation did not require

completion until 72 hours after discharge. The second

area of resistance was tne geographic separation of the

SDSC from the inpatient operating area. The SDSC is

located adjacent to the Surgical Clinic on the ground

floor. The inpatient operating room is on tne second



floor (Appendix M). Tnis geograonic separation was fe:

to cause a waste of onyslcian time in traveling from

one area to another to write discharge notes or to see

the patients.

The Chief Nurse had originally not been in favor

of utilizing a professional nurse overhire to provide

post anesthesia recovery care as that care had oeen

tasked to the anesthesia department in the mission

statement. However, as the anesthesia department

decreased in staff from 13 to 7, she felt the mission

could not be accomplished without the addition of a

professional nurse. This also Drought the SDSC into

compliance with JCAH criteria for accreditation, i.e.

tnat a ,rofessionai nurse must be in the recovery area

at all times.

Comparison of Civilian Facilities

Comparison of the three civilian facilities

visited allowed for the selection of advantages from

each of these systems. The importance of patient

privacy and convenience of a "private" area for

recovery was emphasized by the staff of all three

facilities. It was also best if these areas had toilet

facilities close at hand. Although the patients

must amoulate prior to discharge, they are definitely

not capaole of walks down the hall or around the



-4

corner. The private rooms also allowed for patients to

feel as though they were special and provided the

family memoers who accompany tne patient a p.,.. e to oe

away from tne other patients and families. The

patients also were being taught to accept more

responsibility for their heaith care.

The nursing staff in all of these faciiities enjoy

the process of taking a patient through their entire

day, from admission to discharge. The staffs feel

comfortable with the education provided to these

indivLduals and believe it contributes to the overall

success of the programs.

The facility administrators are also happy withn

tnese programs as it costs the hospitai significantly

less to care for these patients in a same day setting

tnan in the traditional manner of surgical care.

Alternatives

Four alternatives were identified. These were

evaluated against the following criteria: i)

Productivity is increased by correcting the worKload

imbalance between the physicians and non-physician

health care providers; 2) The HSC policy guidelines for

SDS procedures would be followed; 3) JCAH standards for

documentation would be met in 100% of surgical records;

and, 4) The care would be provided in a more cost



effective manner. Taole 7 is a comparison of these

four alternatives.

The first alternative is to do notning and

maintaln the status quo. This falls to meet tnree of

four criteria. Because the imbalance of nursinq staft

to physicians is not corrected if the status quo is

maintained, productivity of the SDSC continues to

decrease. During the period of analysis, the JCAH

requirements for records were met. As identified in

the discussion, provision of care in a same day surgery

setting is less expensive than that same care provided

in an inpatient setting. Finally, maintenance of the

present system continues to ignore the policy

guidelines of Health Services Command. The positive

benefits are that there is no need to overcome

resistance to SDS, nor is there change for the staff to

cope with.

A second alternative was to close tne Same Day

Surgery Center. This alternative does not meet the

established criteria. The closing of the SDSC wi. not

correct the imbalance of nursing staff to physicians.

It would decrease the workload on both groups, but it

would concurrently decrease productivity. The

elimination of sixty surgical procedures per month

would compound the existing problems of inadequate

operating time for the surgical care providers and



would furthe decrease tae provision of needed ca:.- :o

DACH constituents. The cost of orovidinq care woui:i

increase as all care wouid be provided on an inpatient

oasis. Again, this alternative daiIs to foliow tne HSC

guidelines.

The tnird alternative is to provide ail care

requiring general anesthesia on an inpatient oasis anc:

a> surqcai care requiring iocal anesthesia as SDS.

Tnis cnoice does not meet the criteria. This

a-ternative, instead of correcting the imbalance

oetween nursing staff and the physician staff,

increases the demanas on the inpatient care providers.

Tne location of some of the surgical care would change,

but productivity would not be increased. Costs woula

not decrease as more patients would receive their care

in the more expensive inpatient area. Again, this

alternative falls to follow the HSC guidelines for the

provision of selected surgical care as same day surgery.

The fourth alternative was to provide all surqical

care at Darnall according to the HSC policy. This

meets all of the criteria. This alternative shifts

about fifty percent of care presently provided on an

inpatient basis to a same day surgery basis. It

increases productivity by providing surgical time

witnout the concurrent increased demand on the wara

nursing staff. It provides care in the most cost



effective manner. The cost to the facility is its5

when the patient is provided same day ratner tnan

inpatient care.

Table 7.

Comparison of Alternatives

ALTERNATIVES: i 2 3 4

CRITERIA:

Increase productivity
by correcting imbalance
among providers NO NO NO YES

Follow HSC
guidelines NO NO NO YES

Meet JCAH
standards YES YES YES YES

Increase cost
efficiency NO NO y/N YES



III-. CONCLUSION AND RECOMMENDATIONS

Conciusion

The most efficient method of providing surglcai

care at Darnall Army Community Hospital wnicn allowed

for maximal utilization of personnel and facilities

witnout a decrease in the qual~ty of care provided

would oe to implement alternative four to provide ali

surgical care according to HSC policy. Providing

surgical care for all eligible patients on a Same Day

basis would make the hospital a more productive and

cost efficient facility.

Acceptance of this alternative would substantially

improve the adverse conditions cited in the

introduction. Productivity would be greatly improved

as the phys-'cian to nursing personnel imbalance would

De corrected. with this correction, the surgical

DacKiog would De reduced. In addition, the hospital

would achieve substantial cost savings.

Recommendations

This researcher recommends that Darnall Army

Community Hospital implement the fourth alternative.

Certainly such a large change in policy requires a

major system change and will cause a period of turmoil

for the organization. However, it is in long term best

interest for the patients that Darnall serves. Maximal



provision of Same Day Surgery willi allow the nospi:da

to provide more care to its patient population through

good management of scarce resources, i.e. facilities,

personnel and monies.

The Commander must set a policy that requires all

patients who meet the criteria for same day surgery to

have their surgery done as outpatients. Only the Chief

of Surgery grants exceptions to tnis poiicy. This

snifts about fifty percent of surgical care provided oy

Darnail from traditional inpatient care to the Same Day

Surgery mode.

This shift prevents the SDSC from being the site

of al! same day surgery. A two room operating theater

is not adequate for this number of surgeries. T.e SDSC

operating rooms could be used for all procedures which

require local anesthesia or intravenous sedation. Tne

SDSC recovery area can support these patients without

difficulty. The numbers of patients ana families

invo.ved in same day surgery under this alternative

will also prevent the SDSC from being the focus for

admission and discharge. Space will not allow for it.

The main operating theater will be necessary to

provide this volume of care. The main recovery area,

adjacent to the operating theater, would be the site of

initial recovery from general anesthesia.

The transition to same day surgery will have a



profound effect on tne surgical wards. There are

presently three wards cedicated to surgical patients.

The decrease in worKload for these areas wouid aliow

for the combination of workcenters. The comnination of

3S and 5W would be the best choice. The decrease in

workload will not be as large on 4W, the orthopedic

ward, because this area supports the highest number of

active duty soldiers. 4W patients are often excluded

trom same day surgery as tney are singie and reside in

,4overnment quarters.

The decrease of inpatient workload and combination

of units results in availability of nursing staff to

support a same day surgery patient area outside of the

current SDSC. It facilitates continuity of care by

naving the same staff complete the pre-operative

counseling, admit the patient, be available for patient

and family education, assist the family with discharge.

and complete telephcnic follow-up twenty four hours

post operatively. The personnel requirements remain

.ess tnan for a ward which must be open twenty four

nours a day, seven days a week.

In utilization of former wara space for the SDSC,

patient satisfaction should be enhanced. The rooms on

tne ward have toilet facilities. Private or

seaiprivate rooms also provide the space necessary to

aliow families to stay with the patients before and



after tne pr6cedure.

The concern of providing surgicai t1me o:- tne

increasing number of surgeons is addressed Dy this

change in policy. Physician concern over the

geographic separation of the surgical care areas snou-u

be decreased through tne provision of all general

anestnetics in one area. This change provides the

surgeon with easier access to the recovering patient.

Ddrnall has an opportunity to stay ahead of Qt..er

military care facilities and continue to be the trend

setter for tne MEDDAC's. It is an excellent faciity

witn innovative and hard working military and civil.an

Dersonnel. By maximizing utilization of resources and

antic:pating tne impact of DRG based reimbursement,

Darnail can maintain its philosophy of excellence.

I
I
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Appendix A

Definitions

American Society of Anesthesiologists (ASA) Category i--
Patients who are in good neaitn and nave no systemic
disease.

American Society of Anestnesiologists (ASA) Category 2--

Patients in moderately good health with well controlteC
systemic disease.

Free standing ambuiatory center (FASC)--is pnysicaiiy

sepdrate from other neaith care facijities.

Hospital based, Defined unit--is the most common, it is

a dedicated unit within the hospital structure.

Hospital based, Non-dedicated unit--The patient never
occupies a hospital bed in a defined unit; rather, tne
surgery is done under general anesthesia and the patient
is discharged directly from the recovery room when his
or her condition warrants it.

inpatient surgery--The traditional process of admitznq
a patient to the hospital for a stay of at least one
night and performing surgery during that
nospitaliza con.

Levei I Surgical Care--Minor ambulatory surgery
(formerly outpatient surgery). This includes operations
performea on nonnospitalized patients with immediate
discnarge of tne patients.

Level 2 Surgical Care--Major ambulatory surgery
[formerly ambulatory surgery). This includes operations
performed on nonhospitailzed patients, under any type of
anestnesia, in wnicn a period of postoperative care
and/or observation is used.

Level 3 Surgical Care--Inpatient surgery. This includes
operations performed on hospitalized patients.

One day surgery--The process by which the patient is
damitted in tne morning of the operation and discnarged
that afternoon.

Same day surgery--procedures that are more complex than
office procedures done under local anesthesia, but are

less complex than major procedures that require
prolonged postoperative monitoring and hospital care in
order to guarantee the patient a safe recovery and
desirable outcome.
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APPENDIX B
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APPENDIX C

Identification of Surgical Backlog by the Department of Surgery

HSXI-HOS-SU 4 February 1986
SUBJECT: Minutes of Department of Surgery Meeting

used for comparison and no significant mortality was noted. Problem is resol-
ved as individual practitioner has retired from military service.

b. Data input:

(1) All surgical services.

(2) Surgical backlog.

(3) Staffing.

(4) Operating Room utilization.

(5) Same Day Surgery Center utilization.

(6) increased administrative requirements.

(7) Incidents.

(8) Potential compensable event.

(9) Positive occurrence screening - None reported this month.

(10) Audits.

(11) Referrals from other comittees and departments.

c. New problems:

(1) SU 860201 -

(a) Personnel shortages.

(b) Increased workload per health care provider causes increased
stress and demand which can lead to errors in judgment and longer waiting times
for appointments and surgery,

(c) Will compare workload reported to staffing.

(d) Chief of Surgery and Administrative Officer will evaluate
TRIPAS and UCA reports.

(e) Followup monthly.

(2) SU 860202 -

(a) Backlog of appointments in surgery.

(b) Longer waiting periods and increased complaints.

(c) Monitor appointment backlogs.

7
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HSXI-HOS-SU 4 February 1986
SUBJECT: Minutes of Department of Surgery Meeting

(d) Chief of Surgery.

(e) Monthly followup.

(3) SU 860203 -

(a) Backlog of elective surgery.

(b) Delay in patient obtaining surgery. Increased cost to the
patient and inconvenience if performed on CHAMPUS. Patients may be incon-
venienced by referral to other military MTF.

(c) Will monitor backlogs on monthly basis.

(d) Chief of Surgery.

(e) Review monthly.

(4) SU 860204 -

(a) Increased administrative requirements.

(b) Decreased availability of staff to provide health care to
all eligible health.care beneficiaries.

(c) Document increased hours to complete administrative functions.

(d) All service chiefs and Chief of Surgery.

(e) Monitor monthly.

8. The next meeting will be held at 1500 hours 4 March 1986.

9. The meeting adjourned at 1610.

Endl A. MYER, /1(7 ~
C onel, Medicl g ps
Chief, Departmen of Surgery

Nancy M. Gann
Recorder

8



49

HSXI-HOS-SU 4 March 1986

SUBJECT: Minutes of Department of Surgery Meeting

(3) 860201 - Personnel Shortages.

Still consistent with what was initially reported. The only signi-

ficant change is going to be in Optometry upcoming with CPT Felton going to the
CAS3 Course. We are working that problem at this time to see if we can get some
help from the divisions. We think we are going to be able to continue the
optometry service without any interruptions, just a little bit of inconvenience.

(4) 860202 - Backlog of Appointments in Surgery.

There are still no significant changes in the backlogs. COL Mayer
said that he needs to have a report from each service the third Monday of each
month before Quality Assurance meeting that Thursday and will get a DF out to
the chiefs as to what he will need.

(5) 860203 - Backlog of Elective Surgery.

No significant changes. It is continued as an ongoing problem
and will be monitored on a monthly basis. This will also be reported as above
to COL Mayer.

(6) 860204 - Increased Administrative Requirements.

There has been no relief. This is an ongoing problem. CPT Green
is trying to give so= relief, but there is no anticipation of significant
change in the administrative duties required of each individual. CPT Green

is scheduled for PCS 31 Mar 86 and no replacement has been found.

b. Data input:

(1) All surgical services.

(2) Surgical backlog.

(3) Staffing.

(4) Operating Room utilization.

(5) Sm Day Surgery Center utilization.

(6) Increased administrative requirements.

(7) Incidents.

(8) Potential comeunsable event.

(9) Positive occurrence screening.

(10) Audits.

(11) Referrals from other coiittees and departments.
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HSXI-HOS-SU I April 1986
SUBJECT: Minutes of Department of Surgery Meeting

information could be disseminated plus permission would have to be granted by

HSC before any services could be cut.

(4) 860202 - Backlog of Appointments in Surgery.

ENT Clinic Visits: ENT - 13 AD, 35 RFU, 600 New/Dep.
Audiology - 59 AD, 40 Dep.
Speech Pathology - 20 (all).

Ophthalmology Clinic Visits - 497 (all patients; not including
appointments already in computer).

Orthopedic Service Clinic Visits: 6 to 8 months return; 2 to 3

months for AD/New.

General Surgery Service Clinic Visits: 205 Dep/Ret; no AD waiting.

GU Service Clinic Visits - 6 weeks (to to 8 months for people
awaiting vasectomies in clinic). CPT Waxman said the service now has a resident
and has reapportioned some of the surgery time to take care of the backlog in
vasectomies.

OB-GYN Department Clinic Visits - COL Mayer asked MAJ Smith to
submit his clinic's backlog to be included in the minutes.- 11 months; 7 months - Pap

smear-
(5) 860203 - Backlog of Elective Surgery.

ENT: 101 cases (4 months).

Ophthalmology: 9 patients.

Orthopedic: 6 weeks.

General Surgery: 5 weeks.

GU: 8 patients.

03-GYN Department: 2 weeks.

(6) 860204 - Increased Administrative Requiremnts.

Administrative requirements are increasing. The Department of
Surgery is totally without an Administrative Officer, as CPT Kelly Green has
become an MI officer and is no longer with the hospital. COL Mayer said he
was considering bringing SFC Babic from the Orthopedic Clinic in as NCOIC of
the department. COL Mayer congratulated everyone on keeping their charts up.

I +
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HSXI-ROS-SU 6 May 1986

SUBJECT: Minutes of Department of Surgery Meeting

(4) SU 860202 - Backlog of Appointments in Surgery.

(a) The backlog of appointments in surgery continues to grow.
COL Mayer anticipates this to be a continuing problem on through the sumer well
into the fall, and thinks this may never be corrected at the present rate.

(b) Waiting Times for Clinic Appointments:

General Surgery - 5 months.

Urology - 0.

Gynecology - 12 months.

Obstetrics - 0.

Orthopedic - 8 to 12 months.

Podiatry - 1 month.

Ophthalmology - 12 months.

Optometry -. 0.

ENT - 12 months.

Audiology - 2 months.

(5) SU 860203 - Backlog of Elective Surgery.

(a) The backlogs of elective surgery is in the saw status as the
backlog of appointments in surgery. The department is trying to get some con-
tracts out to help alleviate noe of the problems. KAJ Smith is working on a
contract for his 03-TE care. COL Mayer is working on a contract for Podiatry
and a contract for the Brace Shop. Contracts are being looked at but nobody
has approved them yet.

(b) Wating Times for Elective Surgery.

Ge meral Surgery - 2 to 3 mouths.

Urology - 2 to 3 wontts.

Gynecology -

Orthopedic - 2 to 3 months.

Podiatry - 1 month.

Ophthalmology - 2 weeks.

ENT - 2 to 3 months.

6
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HSXI-HOS-SU 3 June 1986
SUBJECT: Minutes of Department of Surgery Meeting

(3) SU 860201 - Personnel Shortages.

(a) Personnel shortages will continue. Notification has been
received that there will be only 4 Orthopedic surgeons instead of 5 assigned.
There will be 5 General Surgeons, 10 obstetricians, 2 otorhinolaryngologists,
2 urologists (3 for a short time), 3 oral surgeons, 2 anesthesiologists, 8 nurse
anesthetists, 2 ophthalmologists in late August or early September, and 2 podia-
trists will be here by July. MAJ Allen will be on board by the end of the month
in Optometry. LTC Stevens said a physical therapist would be coming in January
1987 and 1 in February. A student had been promised, but it would probably be
the summer of 1987 before Physical Therapy would be back up to strength.
LTC Hills, Chief of Occupational Therapy, will be leaving in early October and
his replacement will be here in late September.

(b) The shortage of 91 Deltas will continue and although that is
a nursing problem, it plays an important role in the number of operating room
nurses available. LTC Sims mentioned that in the new TDA, the operating room
nurses are below the authorization but in the old TDA, they are right at strength.
The new TDA is effective 1 October. COL Mayer stated that MILPERCEN now controls
the assignments and that if COL Courcy did not get the supplement from FORSCON,
ward nurses may be a problem. There will be a shortage of officer and enlisted
personnel during the months of June, July, and the first half of August.

(4) SU 860202 - Backlog of Appointments in Surgery.

(a) The backlog of surgical appointments continues. COL Mayer
invited the chiefs to pick up a printout sheet of the backlogs from SFC Babic
or CPT Birdsall.

(b) Waiting Times for Clinic Appointments:

General Surgery - 6 months.

Urology - 5 weeks.

Gynecology.- 12 to 13 months.

Obstetrics - 0.

Orthopedic - 12+ montha.

Podiatry - 1 month.

Ophthalmology - 12+ months.

Optometry - eeks.

ET- 9 months.

Audiology - RAs - 14; AUDs -49.

Speech Therapy - 11 evaluations booked.

4
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HSXI-HOS-SU 3 June 1986
SUBJECT: Minutes of Department of Surgery Meeting

(5) SU 860203 - Backlog of Elective Surgery.

(a) The backlogs of elective surgery continues.

(b) Waiting Times for Elective Surgery:

General Surgery - 6 weeks.

Urology - 5 weeks.

Gynecology - Less than 2 weeks.

Orthopedic - 2 to 3 months.

Podiatry - 5 weeks.

Ophthalmology - 0.

ENT.- 2 to 3 months.

(6) SU 860204 - Increased Administrative Requirements.

There is no change in administrative requirements. COL Mayer
reported that in ;he past mnth, be had visited two civilian hospitals and their
administrative requirements hed also increased. MICARZ has new stipulations
and if they are not mt. *mICAz will not pay the patient's bill.

(7) SU 860301 - Utilization of Sa Day Surgery Center.

The problem of underutilization still exists. Better utilization
should occur in August or September after physician replacme nts come in.

(8) SU 860302 - Shortage of TDT Funds for Physicians and for Continuing
Medical Education for Everybody.

lPdl Is stIll in a holding pattern and is going to become
extrmly critical. The department is operating with a deficit. Three hundred
thirty one milIon dollars will be withdrawn from the Departmt of the Army on
the 16th of Jume waleae there is legislation to alleviate that from the Gram-
Rudman bill. RUC's cut is approximately fifty one million and they will let us

knov what our share will be.

(9) SU 860401 - Survty of Practitioners Complying With Attending Notes
on Charts.

The survey has been completed and will be re-audited in six months
(2 December 1986).

(10) SU 860501 - Nissan Study on Nissen Fundoplication.

-mmm mm m m mm w m m m --
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Darnall Army Community Hospital Catchment Area

2-2. FORT HOOD HEALTH SERVICE AREA.

a. Area Responsibility:

US Army Medical Department Activity (W2M5AA), Fort Hood, TX 76544
US Army Dental Activity (W214SDC), Fort Hood, TX 76544

b. Geographical Area: TEXAS counties of Anderson, Andrews, Angelina, Archer, Armistrong,
Bailey, Baylor, Bell, Borden. Bosque, Bowie, Brazos, 8risco, Brown, Burleson, Burnet, Callanan,
Camp, Carson, Cass, Castro, Cherokee, Childress, Clay, Cochron, Coleman, Collin, Collinqsworth.
Coke, Comanche, Concho, Cooke, Coryeil, Cottle, Crane, Crockett, Crosby, Dal las, Dallas, Oawson,
Deaf Smith, Delta, Denton. Dickens, Donley. Eastland, Ector, Ellis, Erath, Falls, Fannin, Fisher,
Floyd, Foard, Franklin, Freestone, Gaines, Garza, Glasscock, Gray, Grayson, Gregg, Grimes, Hale,
Hall, Hamilton, Hansford, Hardeman, Hardin, Harrison, Hartley, Haskill, Hemphill, Henderson,
Hill, Hockley, Hood, Howard, Houston, Hunt, Hutchinson, Irion, Jack, Jasper, Johnson, Jones,
Kaufman, Kent, Kimble, King, Knox, Lamar, Lamb, Lamipasas. Leon, Limestone, Lipscomb, Llano,
Lubbock, Lynn, Madison, Marion, Martin, Mason, McCullough, McLennon, Menard, Midland, Milam,
Mills, Mitchell, Montague, Montgomery, Moore, Morris, Motley, Nacogdoches, N~avarro, Newton,
Nolan, Ochiltree, Dldham, Palo Pinto, Panola, Parker, Parmer, Polk, Potter, Rains, Randall,
Reagan, Red River, Roberts, Robertson, Rockwall, Runnels, Rusk, Sabine, San Augustine, San
Jacinto, San Saba, Schleicher, Scurry, Shackelford, Shelby, Sherman, Smith, Somervell, Stephens,
Sterling, Stonewall, Sutton, Swisher, Tarrant, Taylor, Terry, Throckmartin, Titus, Tom Green,
Trinity, Tyler, Upshur, Upton, Van Zandt, Walker, Washington, Wheeler, Wichita, Wilbarger,
4illiamson, Wise, Wood, Yoakum, Young.
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APPENDIX E

JCAH STANDARDS

Hospital-Sponsored
Ambulatory Care
Services (HO)

Staadard Circle One

HO.1 Hospital-sponsored ambulatory care services, whether provided through a for-
mally organized department/service of the hospital, or through other organ-
ized departments/services of the hospital, or through a combination thereof.
are provided safely and effectively and in a manner designed to assure the
quality of care, and are evaluated for compliance with all pertinent require-
ments of this and other chapters of this Manual.* 1 2 3 4 5 NA

Required Characterists

HO.1.1 Ambulatory care services provided by or under the sponsorship of the hospital
are properly directed and appropriately integrated with other departments/
services of the hospital. 1 2 3 4 5 NA

HO.1.2 Staffing is commensurate with the anticipated needs of patients and the scope
of services offered.* 1 2 3 4 5 NA

H0.1.3 The relationship of all ambulatory care services provided under the sponsor-
ship of the hospital is specified in the hospital's overall organizational plan. 1 2 3 4 5 NA

HO.1.4 The objectives and scope of ambulatory care services, including any criteria
used to determine eligibility for hospital-sponsored ambulatory care services.
are defined in writing. 1 2 3 4 5 NA

HO.1.S Hospital-sponsored ambulatory care meets the same standards of quality that
apply to inpatient care provided by the hospital.* 1 2 3 4 5 NA

*The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors, see -Using the Manual" page ix.
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HO.1.6 Proced',-res. '.-._2.ng ,perai~e procedures. that require the use O)f spec'il Circle One
equipment. person.rnel. f.tlities. and or services ,eg. procedures associated
with radiology, pathology and medical laboratory serices. ,nd the operating
suitei are performed only when appropriate resources are available.* 1- 2 3 4 5 N-\

HO.1.7 When an% amhulatory care services are provided under the aegis of the hospi-
ta! through bources outside the hospital by individuals who are not hospital
employees, the sources*

HO. 1.7.1 are approved, as appropriate, by the medical staff through its desig-
nated mechanism and by the administration: I 2 3 4 5 NA

HO.1.7.2 provide designated services on a specified basis: 1 2 3 4 5 NA

HO.1.7.3 meet pertinent safety requirements: 1 2 3 4 S NA

HO. 1.7.4 abide by the pertinent rules and regulations of the hospital and the
medical staff: 1 2 3 4 _ NA

HO.1.7.5 document the quality control measures to be implemented: and 1 2 3 4 5 NA

HO.1.7.6 meet the applicable requirements of this chapter and related chap-
ters of this Vanual. - 1 2 3 4 5 NA

HO.1.8 Although many acceptable methods exist for administering hospital-sponsored
ambulatory care services, responsibility for the direction of ambulatory care
services provided under the sponsorship of the hospital is vested in one or
more individuals whose qualifications, authority, and duties are defined and
approved by the chief executive officer.* 1 2 3 4 5 NA

HO.1.8.1 When all ambulatory care services are subsumed under one organ-
ized department/service. there is one director. 1 2 3 4 3 NA

HO. 1.8.2 The directorls) has the authority and responsibility for carrying out
established policies and for providing overall direction in the continuing provi-
sion of ambulatory care services.* 1 2 3 4 5 NA

HO. 1.8.3 The directortsl takes all reasonable steps to assure that the quality.
safety. and appropriateness of ambulatory care services are monitored and
evaluated and that appropriate actions based on findings are taken.* 1 2 3 4 5 NA

HO.1.8.4 The relationship of the directors) of the ambulatory care services
to the medical staff and to the administration is defined. 1 2 3 4 5 NA

HO.1.9 Responsibility for medical direction of the ambulatory care services provided
is defined in writing and is vested in o,,! or more physician members of the
medical staff.* 1 2 3 4 5 N A

HO. 1.9.1 Alternatively, responsibifity may be assigned to a medical staff com-
mittee, the chairman of which provides medical direction under the commit-
tee's guidance. 1 2 3 4 5 NA

HO. 1.9.2 A physician who is responsible for the general direction or supervi-
sion of the medical aspects of the ambulatory care services may also serve as
the overall director. 1 2 3 4 5 NA

*The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors, see "Using the Manual." page ix.
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HO.1.9.3 Vhen administrative direction is not the responsibility of a quaili- Circle One
fied physician. direction is provided by another qualified individual who is
responsible to the chief executive officer or his or her designee. I 2 3 4 \ -

HO.1.10 The method of providing medical staff coverage for ambulatory care services

is defined in writing.' I 2 3 4 5 NA

HO. 1.10.1 Acceptable methods of providing medical staff coverage include

HO.1.10.1.1 the use of house staff under adequate medical staff supervision: I 2 3 4 5 N-

HO.1.10.1.2 the use of contract individuals and groups who. unless other-
wise provided by law. are members of the medical staff: or I. 2 3 4 5 N -

-O.1.10.1.3 the assumption of such coverage by appropriate medical staff
members through a designated mechanism. 1 2 3 4 5 NA

HO.1.10.2 Routine clinical specialty consultation is available as required. 1 2 3 4 5 N-A

HO.1.10.3 Requirements for medical staff membership and the delineation
of clinical privileges are specified in Standards MS. I and MS.4 of the **Medical
Staff" chapter of this Manual.*

HO.1.11 Registered nurses who are qualified by relevant education and experience and
by current competence supervise the provision of ambulatory nursing care.' 1 2 3 4 ; N'-

HO.1.11.1 Sufficient nursing services personnel are available to provide the
nursing care required.* 1 2 3 4 ; NA

N0.1.12 The duties and responsibilities of other staff disciplines and their relationship
to physicians and nurses are defined in writing and are provided in accordance9 with the applicable requirements of Standard MS. I of the -Medical Staff" chapter
and Standard GB.1 of the "Governing Body" chapter of this Manual.* 1 2 3 4 5 NA

Stadard

H0.2 Personnel are prepared for their responsibilities in the provision of ambulatory
care through appropriate education and training programs. 1 2 3 4 5 NA

Required Characteristics

NO.2.1 Individuals who provide ambulatory patient care participate on a regular basis
in relevant educational programs or activities. 1 2 3 4 5 NA

-O.2.1.1 Such programs or activities include in-service programs for regis-
tered nurses, licensed practical nurses, and vocational nurses. 1 2 3 4 5 NA

H0.2.1.2 The hospital administration encourages personnel who provide
ambulatory care services to participate in relevant ambulatory care education
programs outside the hospital. 1 2 3 4 5 NA

-O.2.1.3 Ambulatory care services personnel are eligible to participate in
education programs to the same extent as other hospital personnel. 1 2 3 4 5 NA

" The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors. see 'Using the Manual." page ix.
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HO.2.1.4 The extent of participation in education and training programs is Circle One
realistically related to the size of the staff and to the scope and complexity of
the ambulatory care services provided. 1 2 3 4 5 NA

HO.2.1.5 Education programs for ambulatory care services personnel are
based, at least in part. on findings from the monitoring and evaluation of the
ambulatory care services provided and include safe-y and infection control
requirements described elsewhere in this Manual. 1 2 3 4 5 NA

HO.2.1.6 Cardiopulmonary resuscitation training is conducted as often as nec-
essary for all appropriate professional personnel who work in the ambulatory
care setting. 1 2 3 4 5 NA

HO.2.1.7 The extent of participation in education and training programs is
documented. 1 2 3 4 5 NA

Stadard

HO.3 The provision of ambulatory care services is guided by written policies and
procedures.* 1 2 3 4 5 NA

Requwed Chaiactrkts

HO.3.1 There are written policies and procedures that specify the scope and conduct
of patient care to be provided in hospital-sponsored ambulatory care settings.* 1 2 3 "4 5 NA

NO.3.2 The policies and procedures are approved, as appropriate. by the medical staff
through its designated mechanism, the nursing staff, the hospital administra-
tion. and other pertinent departments/services. 12 3 4 5 NA

HO.3.3 The policies and procedures are reviewed at least annually, revised as neces-

sary, dated, and enforced. 1 2 3 4 5 NA

HO.3.4 The policies and procedures relate to at least the following:*
HO.3.4.1 The paient appointment system. 1 2 3 4 5 NA

HO.3.4.2 The mechanism used to inform a patient of the practitioner(s)
responsible for the patient's care. 1 2 3 4 5 NA
HO.3.4.3 The ambulatory care patient medical record. 1 2 3 4 5 NA

HO.3.4.3.1 This policy/procedure includes reference to the confidential-
ity of patient information and to the safeguarding of records, the release of
information to authorized individuals, and any required consent for treat-
ment. 12 3 4 5 NA
HO.3.4.3.2 Refer also to the requirements contained in the "Medical Record
Services" chapter of this Manual.

HO.3.4.4 The sope of treanent allowed in specific patient care areas. indud-
ing general and specific elective procedures that may not be performed by
medical staff members in the provision of ambulatory care services. 1 2 3 4 5 NA

I

*The asterisked items are key factoirs in the accreditation decision procem. For an explanation

of the use of the key factors, e "Using the Manual," page ix.
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Circle One
HO.3.4.4.1 The limits of the use of anesthetic agents and the surgical pro-
cedures that may be performed in such areas are also defined.* 1 2 3 4 5 NA

HO.3.4.4.2 These limits are approved, as appropriate, by the medical staff
through its designated mechanism and by the administration. 1 2 3 4 5 N A

HO.3.4.5 Who, other than physicians. may perform specified procedures.
under what circumstances, and under what degree of supervision.* 1 2 3 4 5 NA

HO.3.4.6 The mechanism for the provision of care to an unemancipated minor
not accompanied by a parent or a guardian. 1 2 3 4 5 NA

HO.3.4.7 The location, storage, and procurement of medications, supplies.
and equipment.* 1 2 3 4 5 NA

HO.3.4.8 The dispensing of medication in accordance with legal requirements
and requirements of the "Pharmaceutical Services" chapter of this Manual. 1 2 3 4 5 NA

HO.3.4.9 Responsibility for maintaining the integrity of the emergency drug
supply. 1 2 3 4 5 NA

HO.3.4. 10 Infection control measures.* 1 2 3 4 5 NA

HO.3.4.11 Pertinent safety practices.* 1 2 3 4 5 NA

HO.3.4.12 Any required reporting of communicable diseases to the appropri-
ateauthony. 1 2 3 4 5 NA

HO.3.4.13 The role of the ambulatory care department/service in the hospi-
tal's internal and external disaster plans. 1 2 3 4 5 NA

HO.3.4.14 The use of standing orders, as appropriate. I 2 3 4 5 NA

SHO.3.4. 15 The handling and safekeeping of patients' valuables, as in the case
of a patient undergoing anesthesia for surgery. 1 2 3 4 5 NA

HO.3.5 When surgical services are provided in an ambulatory care setting, the policies
and procedures are consistent with those applicable to inpatient surgery, anes-
thesia. and postoperative recovery. 1 2 3 4 5 NA

0.3.6 When surgical services are provided in an ambulatory care setting, in addition
to the policies and procedures stated in HO.3.4.1 through HO.3.4.15, the poli-
cies and procedures address the following:*

HO.3.6.1 The types of elective operative procedures that may be performed
and the locations where they may be performed. 1 2 3 4 5 NA

HO.3.6.2 The msope of anesthesia services that may be provided and the loca-
tions where such anesthesia services may be administered. 1 2 3 4 5 NA

10.3.6.3 Preoperative and postoperative transportation. 1 2 3 4 5 NA

HO.3.8.4 An estabUhed method of intervention when the designated preop-
erative patient workup and preparation are incomplete. 1 2 3 4 5 NA

HO.3.6.4.1 Surgery is performed only after an appropriate history, physi-
cal examination, and any required laboratory and x-ray examinations have
been completed and the preoperative diagnouis has been recorded. 1 2 3 4 5 NA

0 The amerked items w key factors in the accreditation decision process. For an explanation
of the use of the key factors. see 'Unng the Manual' page ix.
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Circle One
HO.3.6.5 Postoperative care. including patient care guidelines for post-
anesthesia recovery and the role of family members in assisting in patient care.* 1 2 3 4 ; NA

HO.3.6.5.1 Any patient who has received other than local anesthesia is
examined before discharge and is accompanied home by a designated person. 1 2 3 4 ; N-A

HO.3.6.5. 1.1 The examination is performed by a physician or. when appro-
priate. by a qualified oral surgeon. I 2 3 4 ; NA

HO.3.6.5.2 Written instructions for follow-up care are given to the patient
or family member responsible for the patient and include directions for obtain-
ing an appropriate physician or qualified oral surgeon for postoperative
problems. I 2 3 4 ; NA

HO.3.6.5.3 Whenever feasible. a family member is available to pediatric
patients during the preoperative and postoperative periods. 1 2 3 4 5 NA

Standard

HO.4 Facilities used for the provision of ambulatory care services are designed and
equipped to assure the safe and effective care of patients.* 1 2 3 4 ; NA

Required Characteristics

HO.4.1 Ambulatory care areas are readily accessible to patients. including handicapped
individuals. 2 3 4 5 NA

HO.4. 1.1 Wheelchairs and other ambulation aids. as appropriate. are readily
available to the entrance and do not obstruct entry. 1 2 3 4 5 N A

HO.4.2 A convenient waiting area. telephone, drinking fountain, and lavatory are avail-
able to patients seeking ambulatory care and to individuals accompanying them. 1 2 3 4 5 NA

HO.4.3 The design of ambulatory care service areas facilitates the visual and auditory
privacy of patients without compromising patient care. 1 2 3 4 5 NA

HO.4.4 The location of the patient registration areas in relation to waiting areas assures
that patient privacy and confidentiality of information are maintained. 1 2 3 4 5 NA

HO.4.5 Radiology services and pathology and medical laboratory services are avail-
able as requir.*1 2 3 4 5 NA

HO.4.6 When indicated, special examination rooms. such as rooms for gynecological.
ophthalmologic. orthopedic, or pediatric patients. are provided. 1 2 3 4 5 NA

HO.4.7 When general anesthesia is administered in ambulatory care areas, the anes-
thesia area meets applicable requirements of the "Anesthesia Services" chap-
ter of this Manual.* 1 2 3 4 5 NA

'The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors. see "Using the Manual." page ix.
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HO.4.7.1 When a fla -±'bl- ane :htu, agent is used in the perfrmance of Circle One
ambulatorv suraetr. or %h.n anes!tti--.. agents iother than local, are adminis-
tered in a building that houses patients overnight. the anesthesia and operat:ng
area meets the same requirements for e!ectrica! safety as stated in Standard
PL.L. Required Characteristics PL.11.6 through PL.11.8.3. Qf the **Plant. Tech-
nology. and Safety Management" chapter of this Manual.0 1 2 3 4 , NA

HO.4.7.2 When only nonflammable anesthetic agents are administered in a
building that does not house patients overnight i eg. in a separate satellite surgi-
cal facility). or when the anesthesia and operating area meets Naticnal Fire
Protection Association (NFPAI requirements for a mixed occupancy, the anes-
thesia and operating area meets at least the requirements cited in Chapter .1.
*Inhalation Anesthetics in Ambulatory Care Facilities.: in NFPA 99. Standard
for Health Care Facilities. 1984.* 1 2 3 4 5 NA

HO.4.7.3 Any room designated for the performance of ambulatory surgery
under other than local anesthesia is so located that it does not directly connect
with a corridor used for general through traffic. 1 2 3 4 5 NA

HO.4.7.3.1 There is a means of communication for securing assistance in
an emergency. 1 2 3 4 5 N A

HO.4.8 Equipment and supplies are suitable for the sizes of patients treated. 1 2 3 4 ; NA

HO.4.9 Specified equipment is checked on a scheduled basis in accordance with the
hospitars preventive maintenance program and the requirements of the Plant.
Technology, and Safety Management" chapter of this Manual.* 1 2 3 4 5 NA

HO.4.10 Emergency drug carts and emergency drug storage areas are checked at least
daily when ambulatory care services are provided and after each use to assure
that all items are immediately available in usable condition. 1 2 3 4 5 NA

1-1O.4.10.1 This requirement may be met by a system designed to assure the
continued integrity of the contents between periods of use.

HO.4.10.2 Uniformity in the arrangement of supplies is recommended.

HO.4.11 Refrigerated storage for biologicals and all other supplies requiring such stor-
age is provided. 1 2 3 4 5 NA

HO.5 A medical record is maintained for every patient who receives ambulatory
care services.* 1 2 3 4 5 NA

Reqvired Chraftris

HO.5.1 Prior pertinent medical record information is available to the attending practi-
tioner and other authorized individuals.* 1 2 3 4 5 NA

HO.5.2 The following information is documented in each patient's medical record
and. at the time of each ambulatory care visit, any required updating of such
information is accomplished and any pertinent new information is entered:" 1 2 3 4 5 NA

*The aserisked items are key factors in the accreditation decision process. For an explanation
of the use of the key facors. see **Using the Manual:' page ix.
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Circle One

HO.5.2.1 Patient identification: 1 2 3 4 NA

HO.5.2.2 Relevant history of the illness or injury. and physical findings:' 1 2 3 4 5 NA

HO.5.2.3 Diagnostic and therapeutic orders:* 1 2 3 4 5 NA

HO.5.2.4 Clinical observations, including the results of treatment:* 1 2 3 4 ; NA

HO.5.2.5 Reports of procedures. tests. and results:' 1 2 3 4 5 NA

HO.5.2.6 Diagnostic impression: 1 2 3 4 5 NA

HO.5.2.7 Patient disposition and any pertinent instructions given to the patient
and/or family for follow-up care: 1 2 3 4 5 NA

HO.5.2.8 Immunization record: 1 2 3 4 5 NA

HO.5.2.9 Any allergy history: 1 2 3 4 5 NA

HO.5.2.10 Growth charts for pediatric patients: and 1 2 3 4 5 NA

HO.5.2.11 Referral information to and from outside agencies. 1 2 3 4 5 NA

HO.5.3 A summary list of significant past surgical procedures, past and current diag-
noses or problems. and currently and recently used medications is legibly
recorded in the same location in each patient record.' 1 2 3 4 5 NA

HO.5.4 An accurate and complete description of the techniques and findings of every
operative procedure performed is dictated or written immediately following
surgery and is authenticated by the individual who performed the procedure.' 1 2 3 4 5 NA

HO.5.5 Refer to the -Medical Record Services" chapter of this Manual for other require-
ments related to the ambulatory care patient medical record.'

Stmdrd

HO.6 Appropriate quality control mechanisms are established.* 1 2 3 4 5 NA

Requred Cblaracmbdes

HO.6.1 At lea.,t the following quality control mechanisms are established:

HO.6.1.1 The coordination of a scheduling and staffing plan that facilitates
accessibility and continuity of care and minimizes patient waiting time. 1 2 3 4 3 NA

HO.6.1.2 A system for follow-up on broken appointments, when indicated, as
well as an evaluation of the effectiveness of the system. 1 2 3 4 5 NA

HO.6.1.3 A timely review. interpretation, and reporting, as appropriate, of
diagnostic radiographic studies, laboratory tests, and electrocardiograms, to
be available to the practitioner requesting such services in the provision of
ambulatory care.* 2 3 4 5 NA

HO.6.1.3.1 Reports on a patient scheduled for surgery are made available
to the practitioner responsible for the patient before surgery is performed.* 1 2 3 4 5 NA

'The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors. see -Using the Manual.: page ix.
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NO.6.1.3.2 A mechanism is established for notifying and recalling patients Circle One
who require repeat or additional studies or for whom further consultation is
appropriate. 1 2 3 4 _5 NA

HO.6.1.4 A means of assuring that ambulatory surgical patients treated in the
facility under other than local anesthesia receive the same preoperative and
postoperative evaluations as patients undergoing the same surgical procedures
on an inpatient basis. 1 2 3 4 5 NA

HO.61.5 A systematic review and evaluation of surgical patients who require
hospitalization following ambulatory surgery.* 1 2 3 4 5 NA

HO.6.1.6 The examination of surgical specimens by a pathologist.* 1 2 3 4 5 NA

1O.6.1.6.1 Refer to related requirements contained in the -Pathology and
Medical Laboratory Services" chapter of this Manual.*

HO.6.1.7 When authorized and appropriate, the provision, to the private prac-
titioner or medical facility responsible for follow-up care, of a copy of the
record or summary of ambulatory care services. 1 2 3 4 5 NA

HO.6.1.8 The maintenance and evaluation of patient drug profiles, whenever
possible. 12 3 4 5 NA

HO.6.1.9 Inclusion, in the medical staffs review functions, of drug usage eval-
uation of ambulatory care patients who receive medications.* 1 2 3 4 5 NA

HO.6.1.10 Inclusion, in the medical staffs review functions, of blood usage
review of ambulatory.care patients who receive blood transfusions.' 1 2 3 4 5 NA

HO.6.1.11 When the facility provides radiation therapy for ambulatory care
patients. compliance with the requirements of the "Radiation Oncology Ser-
vices" chapter of this Manual. 1 2 3 4 5 NA

HO.6.1.12 A means of communicating in the language of the predominant
population groups served. 1 2 3 4 5 NA

Standard

HO.7 As part of the hospital's quality assurance program, the quality and appropri-
ateness of patient care provided by the ambulatory care department/service
are monitored and evaluated, and identified problems are resolved.* 1 2 3 4 5 NA

b fred Cl,,rhma a

HO.7.1 The ambulatory cate department/service has a planned and systematic pro-
cess for the monitoring and evaluation of the quality and appropriateness of
patient care and for resolving identified problems* 1 2 3 4 5 NA

HO.71.1 The phydcian director of the ambulatory care department/service
is responsible for ss ring tha the process is implemented.* 1 2 3 4 5 NA

HO.7.2 The quality and apprpriateness of patient care are monitored and evaluated
in all major clinical functions of the ambulatory care department/service.' 1 2 3 4 5 NA

*The asterisked item are key twooon in the accreditation decimon proce. For an explanation
of the use of the key factors, see 'Using the Manual." pW ix.
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HO.7.2.1 Such monitoring and evaluation are accomplished through the fol- Circle One
lowing means:

HO.7.2.1.1 Routine collection in the ambulatory care department/ service.
or through the hospital's quality assurance program. of information about
important aspects of ambulatory care: and 1 2 3 4 5 NA
HO.7.2.1.2 Periodic assessment by the ambulatory care department/service
of the collected information in order to identify important problems in patient
care and opportunities to improve care.* .1 2 3 4 5 NA

HO.7.2.1.2.1 In HO.7.2.1.1 and HO.7.2.1.2. the ambulatory care department.
service agrees on objective criteria that reflect current knowlege and clini-
cal experience." 1 2 3 4 5 NA

HO.7.2.1.2.1.1 These criteria are used by the ambulatory care department/
service or by the hospital's quality assurance program in the monitoring
and evaluation of patient care.* 1 2 3 4 5 NA

HO.7.3 When important problems in patient care or opportunities to improve care are

identified.

HO.7,3.1 actions are taken;' and 1 2 3 4 5 NA

HO.7.3.2 the effectiveness of the actions taken is evaluated.* 1 2 3 4 5 NA

HO.7.4 The findings from and conclusions of monitoring. evaluation, and problem-
solving activities are-documented and, as appropriate, are reported.' 1 2 3 4 5 NA

HO.7.5 Tie actions taken to resolve problems and improve patient care, and informa-
tion about the impact of the actions taken, are documented and, as appropri-
ate. are reported.* 12 3 4 5 NA

N0.7.6 As part of the ainual reappraisal of the hospital's quality assurance program,
the effectiveness of the monitoring, evaluation, and problem-solving activities
in the ambulatory care department/service is evaluated.' 1 2 3 4 5 NA

HO.7.7 When an outside source(s) provides ambulatory care services, or when there is
no designated ambulatory care department/service, the quality and appropri-
ateness of patient care provided are monitored and evaluated, and identified
problems are resolved.' 1 2 3 4 5 NA

HO.7.7.1 The medical staff is responsible for assuring that a planned and sys-
tematic process for such monitoring, evaluation, and problem-solving activi-
ties is implemented.* 1 2 3 4 5 NA

'The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors, see -Using the Manual: page ix.

Note: For other requirements related to the provision of ambulatory cam services, refer to the
Ioilowing chapters of this Manuael: Anestedia Services" "Diagnostic Radiology Services" 'Dietetic
Services," "Infection Control" Medical Reord Services: "Medical Sta'." "Nursing Services," "Pstho-
ogy and Medical Laboratory Services." "Pharmaceutical Services." -Plant. Technology. and Safety
Maagmet." -Q urty n." "sRadiation Oncology Services "Rehabilitation Service" "Rui-
ratory Care Services. and -Social Work Services"

74 Accreditat: .- Manual for Hospitals. 1987
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Darnall Same Day Surgery Policy

The 1983 accreditation manual for hospitals lists the types of elective operative
procedures that may be performed and the locations in which they may be carried
out.

General

SDSC surgery requires strict adherence to guidelines to guarantee maximum utilization
of time and personnel and safety for the patient. Briefly, procedures of short
duration requiring no post-operative hospitalization will be performed on patients
whose physical condition warrants outpatient care. The patient's well being
extending beyond his/her discharge from the area must be protected
and to assure this, the selection criteria guidelines, preoperative preparation and
admission and discharge procedures must be followed diligently. It shall be the
responsibility of the medical director of the SDSC, or his designee, to screen each
patient prior to the procedure to insure that the above guidelines are followed and
it will remain his responsibility to cancel non acceptable cases.

1. Below is a list of surgical procedures considered acceptable for SDSC. This list
is not complete. Exclusion of a procedure from this list does not necessarily
exclude it from being performed in the SDSC. Appropriate procedures may be added to
this list by each surgical specialty after having been approved by the medical
director of the SDSC and the chief of the requesting surgical service.

Otolaryngology

1. Myringotomy (with or without insertion of PE Tubes)
2. Removal of PE tubes
3. Septorhinoplasties
4. Nasal polypectomies
5. Maxillary antrostomies and antral windows
6. Closed reduction and fixation of nasal fractures
7. Small scar revisions of head and neck
8. Diagnostic and therapeutic endoscopies
9. Closed teduction of zygomatic arch (towel clip technique)

10. Frenotomy
11. Excision aural polyp
12. Biopsy of tongue

Plastic

I. Augmentation mammoplasty
2. Rhinoplasty
3. Minor Scar revisions
4. Suture removal on children
5. Minor procedures on children
6. Otoplasty
7. Cheiloplasty
8. Dermabrasion
9. Blepharoplasty

82
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Oral Surgery

1. Complicated exodontia (adult and pediatric)
2. Surgical removal of adontogenic and nonodontogenic lesions
3. Closed reduction of facial fractures

Orthopedic

1. Closed reduction of simple fractures
2. Percutaneous pin fixation of fracture
3. Carpal tunnel release
4. Extensor tendon release
5. Tenosynovectomy, finger
6. Muscle biopsies
7. Shoulder, hip and knee manipulation
8. Cast change
9. Pin and wire removal

10. Removal foreign body in muscle, simple
11. Bunionectomy
12. Synovial biopsy
13. Diagnostic arthroscopy
14. Pasciotomy, palmar for DePuytrere's contracture
15. Ganglion excision
16. Tenotomy
17. Excision Morton's neuroma
18. Arthroscopic meniscectomy
19. Digital neurorrhaphy

Genitourinazy

1. Circumcision
2. Orchiopexy
3. Vasectomy

Thoracic

1. Rigid bronchoscopy
2. Rigid esophagoscopy
3. Esophageal dilation (primarily in children)
4. Removal of scernal wires or other appliances in ASA Class I and II
5. Debridement of chest wall sites not requiring hospitalization

Obstetrics and Gynecology Neurosurgery

1. Elective sterilization 1. Carpal tunnel release
2. Diagnostic minilapatotomies 2. Skull biopsies
3. D&C 3. Excision Morton's neurona
4. EUA 4. Ulnar nerve transposition
5. Removal of IUD
6. Diagnostic lapatoscopies
7. Biopsy of porineun
8. Hymenectomy
9. Vaginal dilatation
10. Hysteroscopy

Ophthalmology

1. Strabismas surgery
2. EUA



70

3. Lacrimal duct probing
4. Cyclocryothe:apy
5. Retinal cryopexy
6. Photocoagulation
7. Minor lid procedures
8. Blepharoplasty
9. Chalazion removal
10. PtosIs procedures
11. Pterygium removal
12. Cataract removal

General Surgery

1. Hernia repair (adult and pediatrics)
2. Excisional biopsies
3. Gastroscopy (pediatric)
4. Superficial and integumentary lesions
5. Sigmoidoscopy (pediatric)
6. Orchiopexy
7. Frenulectomy
8. Anal and rectal biopsies
9. Node biopsies

10. Examination under anesthesia
11. Breast biopsy (2 stage procedure)
12. Breast biopsy (needle localization)
13. Rectal polypectomy
14. Excision sebaceous cyst
15. Dtainage of simple hematoms
16. Esophagoscopy
17. Gastroscopy
18. Fistulotomy, subcutaneous
19. Fistulectomy
20. RemorrhoLdectomy, simple ligature
21. Aspirational biopsies
22. Pilonidal cyst



71

2. Surgical Procedures Not Considered Suitable for the Same Day Surgery Center

A. Patients who have known infections should not be operated on in the Same Day

Surgery Center. However,if an infection is found during surgery, the patient requires

an isolated recovery area.

B. Patients requiring emergency surgery are not likely to meet the criteria for

patient selection. Adding a patient for emergency surgery will disrupt the

organization of the elective schedule possibly forcing cancellation of scheduled

outpatient procedures. An exception to policy may be granted for certain "emergency

cases" provided that the case meets our selection crituria; the patient has been NPO

and operating space is available. An example of a case which fits into this category

would be a closed reduction of fracture.

C. Any surgical procedure which requires major intervention in the abdomen or

thorax will not be considered.

D. Any procedure requiring more than a 4-hout stay in the recovery room.
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APPENDIX G

Inpatient OR Procedures that Met Darnall SOS Criteria

Otolarygology
1. Myringotomy 7

(with or without insertion of PE Tubes)
3. Septorhinoplasties 7
5. Maxillary antrosotomies and

antral windows 5

Oral Surgery
1. Complicated exodontia 7

Orthoped ic
1. Closed reduction of simple fractures 2
3. Carpal tunnel release 17
9. Pin and wire removal 12
11. Bunionectomy 27
13. Diagnostic arthroscopy 65
15. Ganglion excision 7
17. Excision Morton's neuroma 1

Genitour inary
1. Circumcision 17
2. Orchiopexy 6.

Obstetrics and Gynecology
1. Elective sterilization 20
3. D&C 25
6. Diagnostic laparoscopies 64

Ophthalmogy
1. Strabismus surgery 34
2. EUA 1
3. Lacrimal duct probing 6
7. Minor lid procedures I
8. Blepharoplasty 2
12. Cataract removal 32

General Surgery
1. Hernia repair (adult and pediatric) 108
2. Excislonal biopsies 9
13. Rectal polypectomy 2
15. Drainage of simple hematoma 1
20. Hemorrhoidectomy, simple ligature 14
22. Pilonidal cyst 10

TOTAL = 509
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Health Services Command SameDaySugery Policy
DEPARTMENT OF THE ARMT HQDA Ltr 40-86-6

OPPrICZ OP tN9 ACJUrAWT ENEIRAL.

WA5MtdTON. DC 2 10.100

DASc-PSZ(m)(2 Dec 86) 31 December 19S6

Expires 31 December 1988

SUBJECT: Same Day Surgery

SEE DISTRIBUTION

1. Reference.

a. Department of Defense Instruction 6025.8 (Same Day Surgery).

b. ICD-9-M (International Classification of Diseases, 9th Revision
Clinical Modification, Volume 3).

c. AR 40-3 (Medical. Dental, and Veterinary Care).

d. AR 40-66 (Medical Record and Quality Assurance Administration).

2. This letter directs the implementation of same day surgery programs in
Army medical treatment facilities (ATFs)(Reference la above). Army policy is
to encourage maximum use of same day surgery in AMTFs where it is cost
effective to do so.

3. Commanders of A:Ts with appropriate facilities and resources will
establish same day surgery programs consistent with the guidelines contained
herein. Joint Comm.ission on Accreditation of Hospitals (JCAH) standards and
requirements will be incorporated into local plans. The attached list of
suggested procedures will be used to assist in the selection of procedures
which may be appropriate for inclusion in local programs. This list may be
modified as dictated by local circumstances and clinical judgment. Program
documentation must address as a minimum the areas listed below:

a. Patient selection criteria: The criterip for Class I and Class II
patients as defined by the American Society of Anesthesiology will be used.
Patients considered to be good candidates for same day surgery are those who--

(1) Are in general good health or have a systemic condition under
good control.

(2) Have no organic psychiatric problems.

(3) Require the operation for a localized and not a systemic
disturbance.
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(4) Require surgical care tha: is more appropriately rendered on an
inpatient rather than an outpatient basis in the surgical l4inic.

(5) Will receive post-operative care in a recovery room and normally
will be discharged from the hospital the same day.

(6) Have a responsible adult available at quarters to assist with
unplanned medical followup care for 2 to 3 days following same day discharge.

b. Credentialina and quality assurance: Health providers conducting same
day surgery will be credentialed in accordance with existing requirements.
Since the clinical success of a same day surgery program depends on
experienced Judgment to select patients least likely to have delayed
post-operative complications, and precise operative technique to prevent such
complications, specific attention will be directed during the credentialing
process to these elements of provider competence. Ongoing reviews of quality
care will incorporate the medical records of those undergoing same day
surgery, in order to give particular attention to events that say only be
documented in the outpatient record.

c. Preoperative testinz/operatina and recovery room protocols, staffing.
and organization: Local programs will formally address preoperative testing
procedures. Specific protocols for same day surgery will be developed where
they are not currently a part of existing operating and recovery room
protocols. Staffing and organization requirements as needed will be
coordinated and accomplished through appropriate command channels before
initiation of same day surgery procedures.

d. Admission and admission procedures: The admission of same day surgery
p-ienots will be supplemented to provide for special requirements for same day
surgery patients.

e. Medical records documentation, codina. and formats: Medical records
documentation in same day surgery cases will be governed by the provisions of
chapter 7, AR 40-66. The timely and proper completion of the documentation of
same day surgery procedures like other hospital cases cannot be over
emphasized. The coding of same day surgery procedures will be consistent with
ICD-9-CM.

4. This letter becomes effective upon receipt. The provisions contained
herein will be incorporated into the next revision to AR 40-3. Inspectors
general will make same day surgery programs and this letter a topic of
interest during annual inspections or staff assistance visits. Comments and
recommendations for changes should be directed to HQDA(SCPS-CP), 5111 Laesburg
Pike, Falls Church, VA 22041-3258.

2
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DASG-PSZ
SUBJECT: Same Day Surgery

BY THE ORDER OF THE SECRETARY OF THE ARMY:

7 Ra r General. USA

Suggested Procedures for The Adjucant General
Sam Day Surgery.

DISTRIBUTION:
HQDA (DAAR-ZA)
HQDA (DACS-ZA)
HQDA (DAPE-ZA)
HQDA (DAPE-ZA)
HQDA (DASG-ZA)
NGB-ZA
COMMANDER IN CHIEF

US ARMY, EUROPE AND SEVENTH ARMY
COMMANDERS
US ARMY FORCES COMMAND
US ARMY HEALTH SERVICES COMALND
US ARMY TRAINING AND DOCTRINE COMMAND
EIGHTH US ALR.Y
US ARMY, JAPAN
US ARMY WESTERN COLMAI''D

SUPERINTENDENT
US MILITARY ACADE.Y

CF:
SEVENTH MEDICAL CO.MAND
EIGHTEENTH MEDICAL COmm.l-:D

3
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APPENDIX I

Inpatient OR Procedures that Met HSC SDS Criteria

ICD-9-CM CODE NUMBER
1. OPERATIONS ON THE NERVOUS SYSTEM (01-05)

04.6 17

2. OPERATIONS ON THE ENDOCRINE SYSTEM (06-07)
0

3. OPERATIiNS ON THE EYE (08-16)
08.20 1
08.52 2
09.49 7
13.51 32
15.3 33
15 .11 1

4. OPERATIONS ON THE EAR (18-20)
20.01 7

5. OPERATIONS ON THE NOSE, MOUTH AND PHARYNX (21-29)
21.31 2
21.71 1
21.8 7
21.99 1
22.2 5
22.71 1
23.10 10
24.91 3
27.24 2
28.3 14

6. OPERATIONS ON THE RESPIRATORY SYSTEM (30-34)
30.09 8

7. OPERATIONS ON THE CARDIOVASCULAR SYSTUO (35-39)
38.59 1

8. QPERATIONS ON THE HEMIC AND LYMPHATIC SYSTEM (40-41)
40.11 9
40.29 2

9. OPERATIONS ON THE DIGESTIVE SYSTEM (42-54)
48.35 2
49.12 1
49.46 14
49.51 4
53.00 90
53.4 11
53.49 5
54.21 64
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9. OPERATIONS ON THE DIGESTIVE SYSTEM (42-54)
48.35 2
49.12 1
49.46 14
49.51 4
53.00 90
53.4 11
53.49 5
54.21 64
54.99 1

10. OPERATIONS ON THE URINARY SYSTEM (55-f9)
56.3 7
56.31 1
57.32 13
57.33 9
58.6 1

11. OPERATIONS ON THE MALE GENITAL SYSTEM (60-64)
60.12 1
61.3 3
62.11 2
62.3 6
63.1 1
64.0 17

12. OPERATIONS ON THE FEMALE GENITAL SYSTEM (65-71)
66.2 21
67.2 25
69.09 25
70.79 1
71.71 2
71.72 1
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14. OPERATIONS ON THE MUSCULO-SKELETAL SYSTEM (76-84)
77.3 5
77.5 2
77.59 28
77.8 5
78.6 12
79.0 1
79.02 2
79.3 2
80.20 65
80.9 2
80.1 1
80.70 1
80.80 3
81.20 1
81.1 1
81.96 5
82.3 7
82.1 1
82.2 6
82.7 2
83.1 1
82.8 2
8-.9 3
84.11 1

15. OPERATiONS ON THE INTEGUMENTARY SYSTEM (85-86)
88.09 4
86.3 11
86.8 6
86.21 13

'C
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APPENDIX J

Single Soldier Estimates

According to Mr. John Sweitzer, (Real Property

Office, Fort Hood, Texas) there are 38,387 active duty

soldiers assigned to Fort Hood. Forty nine percent of

tnese soldiers are single.

There are 7,553 single soldiers residing in post

housing. This means that 5773 of 38,378, or nineteen

percent are not eligible for same day surqery.

Active duty surgical care compromised forty seven

oercent of the total surgical care at Darnall during the

period January-June 1986. The estimated number ot

ineligible soldiers is therefore 112 of 688.



APPENDIX K



98

APPENDIX K

WMSN Wo rksheets and-Stiffiri Guiles,

1 611" CRITICAL INDICATORS et

v-mVITAL SIGNS (MANUAL M. 1110 AI-A3 M2 1 ...
1 VYI NOL eM a. 2

dl yjILU. Mw O N 1 w m 2A

23 Pamifl W OWNa swil. ft 4W? eH ik o'e RO

21Tilt ten dft Or gAM
S a.. nemiwnl. 9880406%os I" a W~

1 21 iaum No sam segb

rWI "* -r a-- 1- -23

- I 26

1 4) A~inm e tCr Iff"ab1p i Samo Gowe-" 28 7--------------

...... ACTtVITIUM OP OAILY LIVIN A7.AIS ::Z
IItamwnsau eariiLifU Veo 40

I2) SoIIfqviivie um famuit or ivi >9 41ad

ASNMIA M *A 42

~~~> 'nm- I~ enpI* amefti 43 m- e
-Talt"sM amv se. 2 OsS seae U6SOW am 5w m4

IS tamWrM" ftee a2 uon" t I. lum 4

......... ......

Cl- ..ui ....n ... ..... ......

I va sa Uw a a

boo adt rs_

IYThIRAWY A,1" . .!! il- !............. .... ...

SI Cswoa..s 12 of meve IN a, amesg gNoie, edf)3

o 1 mov sdgwee"e *dn of N a

*j~ ... , a~uum uuu'. um.Mwe47



*CRITCAL INDICATORS 9

I ?N EAT'.ENSIPROCEWU9USMEOICATIONS A174M3
~ ..... ~ tE .g(3..........a..-.

.3 ISiar V Of Gf PW# r aK@7 70

v2 0a1 oes or eneenmor wn gaoaeatom 71 -- -- -- - - -- 71

?I siovel grossing 4w vull 4". Fearnw faeleo .W09"w) 72 72
2) i S&Aorsoar or Qullsof lo.w 0Ca4 73 7

2 UMaelben 63h, - 40 IVII M 12 thi tasetune IV$ 711
2a --bfer --lu --ri -. -

I2 Ain @03I mwt'a IIIe-nae 1 73 73

-1 otereeiaki mnims >ai 1 nwm mutmC 30 mmutAae I2 - ---

22 laobas..n 160mn *f ep a 3) 31ICanes, >' 20 mnvin ems4C I Piaui Teal A26-AN1 tfiff =M: .. .- .....

............... .iai .......n d f a
41 'Tum foemse OF lffa w tMuWi u tohua to

41 Accommnmv smmue a wr > 20 indAwm gol
44 Denor aommm 'Oewq> 32 mnwimsan -C I how

50.601i lo6essouga " out an@ hm .. . ....... ... .... .... ..... ..... .. ..... ......- .............

12 Naw &8Oftab~ am now amP wnio 101 101S

&I Tragwe ita, a 1is2s102
I RRMATORY Th9RAPY a:- .......*. ...........

2) Ineem 6 of"" w a~ W ar 0 edt'11

2) Ivv3 or vome bow afera2 1

el 99g e -I.." of "u u*l 1

at__C!"" ____________________________or__a___ 11? 1

0) Smpo sll, xi 121

,a, a~. vowaS sm 122

.ECING II 611010t4AaL SUPPORT ifto ...smaa ............

2) Gese" 10061*

liftg.. u'uwseo of.. 3as ama 4 in..) ........

l.:::.EM~flOU. .U~ .. .UU .S .... .....a ...... .. ........ . . . . .

somor opopa1' bmfe. deaf. I~" owl

iag ~gfi Ind"nq Ida9fallu

___2_ Tl IV~J empaa ......................... .....

12231 V 61 ~ ___

32.52~~"Il el ,g V ___



.6 NURSING CARE HOUR REQUIREMENTS
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= -III Iv V v___

1 2 S ii1 I I _ _ 15
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i 'S 32 al 136

4 6 20 , 108 _ __

_ _25 S 89 133 _ _"

6 10 29 64 107 161 _ ' _

*~ 1 34 75 1..j.***..8..***8

8 13 39 86 142 215 363

9 14 96 160 747

10 16 49 107 178 269 434

ii is 54 118 196 296 499

12 19 59 128 214 •323 SIT

13 21 64 139 231 350 590

14 22 69 15 249 377 6_m

15 24 74 161 267 404 681

16 78 17 am~3
17 27 83 1147 303 457
18 .79 88 al4 3M-
19 30 93. 203 338 ____

20 32 98l 'XAq-R n
21 34 103 22S 374 565 953

22 35 108 235 392 S92 999

23 37 113 246 409 619 104A
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2S 0"Q 123 268 44S 673 1135

42 127 278 463 699 1180

27 43 132 289 481 726 1226

28 45 137 30 498 753 1271

29 46 142 310 516 780 1317

30 48 147 321 34 807 1.
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%NURSING CARE HOUR REQUIREMENTS

CATEGORY

PATIENTS I

31 so 152
32 51 137

33 33 162
34 S4 167

33 56 172

36 58 176

37 59 181
38 61 186

39 62 191

40 64 196

41 66 201

42 67 206 _ "_"

43 69 211

70 216
4S 727 221

46 74 225
47 75 230

48 77 235

49 78 240

50 80 245

S1 82 250

S2 83 2ss

53 85 260
S4 ,:-. 26s
55 88 270

S6 90 274

57 91 279

.58__ 93 284

59 94 289

60 96 294

C-2
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NURSING CARE HOUR REQUIREMENTS

CATEGORY
PAT - I [,, _ IV V ___V,
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63 101 309
64 102 314
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_ 114 348

72 115 353______ _____ _____ _ ____

73 117 358
74 U8 363

75 120 368
76 122 372

77 123 377
79 125S 392
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so 128 392
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82 131 402

83 133 407

84 134 412 _____ _____ _____

85 136 417___________ _ _ _ _ _

-

86 138 421

87 139 426

88 141 431 ..... ..... .

89 142 436 .
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APPENDIX T

Nursing Workload Analysis

Daily Averages of Categories I-IV

Month Ward i II i IV

JAN 3S 4 19 12 1
4E 0 0 9 3
4W 2 16 9 0
5W 1 7 11 0

FEB 3S 1 11 7 0
4E 0 0 9 3
4W 2 17 7 0
5w 1 8 13 0

MAR 3S 1 8 12 2
4E 0 1 9 3
4W 3 16 9 0
SW 1 9 9 0

APR 3S 1 8 17 1
4E 0 0 9 2
4W 3 14 7 1
5W. 5 9 5 0

MAY 3S 1 10 8 0

4E 0 1 8 3
4W 2 11 7 0

5W 4 9 4 0

JUN 3S 3 8 6 0
4E 0 0 6 3
4W 5 9 6 0
5W 5 8 3 0

6 MONTH AVERAGE
3S 1.83 10.67 10.33 .67
4W 2.8 13.83 7.5 .16
sw 2.83 8.33 7.5 0
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Patient Categor es

6 MONTH AVERAGE 3S 1.83 10.67 10.33 .67

NURSING CARE HR REQUIREMENT A 3 54 118 18=193

REVISED AVERAGE 3S 1.83 6.67 10.33 .67

NURSING CARE HR REQUIREMENT B 3 34 118 18=173

STAFFING REQUIREMENTS A=25 RN 91C 91A
DAYS 4 3 4
EVENINGS 4 2 3
NIGHTS 2 1 2

STAFFING REC\IREMENTS 8=22
DAYS 4 3 3
EVENINGS 3 2 3
NIGHTS 2 1 1

SAVINGS: 1 PROFESSIONAL NURSE
2 91A

i,



109

PAT IENT CATEGORIES

I !1 III IV

6 MONTH AVERAGE 4W 2.8 13.83 7.5 .16

NURSING CARE HR REQUIREMENT A 5 69 86 18=178

REVISED AVERAGE 4W 2.8 9.93 7.5 .16

NURSING CARE HR REQUIREMENT B 5 49 86 18=158

STAFFING REQUIREMENTS A=23 RN 91C 91A
DAYS 4 3 3

EVENINGS 3 2 3
NIGHTS 2 1 2

STAFFING REQUIREMENTS B=20
DAYS 4 2 3
EVENINGS 3 2 2
NIGHTS 2 1 1

SAVINGS: 1 91C
2 91A
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PATIENT CATEGORIES

I I 1 1 IV

6 MONTH AVERAGE 5W 2.83 8.33 7.5 0

NURSING CARE HR REQUIREMENT A 5 44 86 0=135

REVISED AVERAGE 5W 2.83 6.33 7.5 0

NURSING CARE HR REQUIREMENT B 5 34 86 0=125

STAFFING REQUIREMENTS A=17 RN 91C 91A

DAYS 3 2 3

EVENINGS 2 2 2
NIGHTS 1 1 1

STAFFING REQUIREMENTS B=16

DAYS 3 2 3
EVENINGS 2 1 2
NIGHTS 1 1 1

SAVINGS: 1 91C

TOTAL STAFF SAVINGS: 1 PROFESSIONAL NURSE

2 91 C's
4 91 A's
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