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ABSTRACT

This retrospective study andyzed the factors and variables that would impact on the
implementation of asame-day surgery (SDS) program at the 121% Generd Hospital. The 121%
Generd Hospitd serves as the primary, definitive-care medical trestment facility (MTF) for all
United States (U.S.) armed forces assigned to the Republic of Korea (ROK) and throughout
the Far Eagt Pacific. It isthe only hedth care facility in the Seoul metropolitan areathat is under
the direct command and control of U.S. personngl. Patients are referred to the 121% Genera
Hospitd from dl over the Korean peninsula A sgnificant number of these patients come from
the 11 outlying hedlth care fadilities under the 18" Medical Command, aswell as from the 2™
Infantry Division and its area of operations. In addition, patients come to the 121% General
Hospita from other countries such as Japan, Okinawa, Thailand, and China (Carden, 1998).

Cost has amajor impact on “pay patients’ treated at the 121% General Hospital
because, in accordance with guiddines established by the Office of the Assstant Secretary of
Defense (Hedth Affairs) (OASD (HA)) these patients are required to make payment in full
prior to receiving care. In addition to the concerns relating to the cost of care for pay patients,
the length of time that it takes for a patient to be categorized as “return to duty” (RTD) is of
great concern to the combat and combat support unit commanders. Thisis especialy true for
those commanders assigned to the 2™ Infantry Divison. The 2™ Infantry Divison's concern
withits RTD rate is based directly on the fact that it is the most forward-deployed divison in the
U.S Army.

The bottom line for the 121st General Hospital’s EXCOM asit relates to the scope of

the resdent’ s research project isto utilize a cost-benefit analysis (CBA) in making a



determination on the feasibility of implementing a same-day surgery program at the
hospital . Projected savings to payers were determined to be approximately $3,100,392,
caculated as such: (*Average DRG Cost x 894) — (*Average SDS Cost x 894) = $3,100,392

There were 22 cases that could be clearly identified as a same-day surgery procedure,
even if identification was made using the proverbid “20/20 hindsght”. These particular patients
were actudly admitted asinpatients, treated for surgery, then discharged dl within a 24-hour
time period. Savings to these patients as aresult of SDS hilling would have equaed
$76,304.90

It is feasible for the 121% to implement a same-day surgery program. Further research
is needed for development, implementation, and utilization of a same-day surgery a the 121%
Generd Hospitd. Recommendations are: 1) that the hospitd commander formdly inditute a
SDS program, effective at a date to be determined, with dl or a slect number of appropriate
surgeries being performed as part of the norma operating room procedures, intermixed with
non-SDS procedures, and 2) that the utilization and effectiveness of the SDS program be
asessed at the sx-month and twelve-month period, with new recommendations made to the
commanders as to whether the program should be continued, expanded, contracted, or

discontinued.
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Richard — Feasibility of Implementing Same-day Surgery
1. INTRODUCTION

This retrospective study andyzed the factors and variables that would impact on the
implementation of asame-day surgery (SDS) program at the 121% Generd Hospitd. The gods are
two-fold: 1) to meet the academic requirements for the administrative resident assigned to the 121°*
Generd Hogpitd, and 2) to make recommendations on the feasibility of establishing a SDS program at
the hospitd.

The 121¥ Genera Hospital serves asthe primary, definitive-care medical treatment facility
(MTF) for dl United States (U.S.) armed forces assigned to the Republic of Korea (ROK) and
throughout the Far East Pacific. The 121% Generd Hospitd is located in the Y ongsan district of Seoul,
Korea. Seoul isthe capitd city and activity hub of Korea and its population of 10.3 million resdents
represent approximately 23 percent of the total South Korea population. The 121% General Hospitd is
the hospital base for the 18" Medica Command (18" MEDCOM). More importantly, it is the only
hedlth care facility in the Seoul metropolitan areathat is under the direct command and control of U.S.
personnd. As such, the hospital aso treats non-military patients, such as family members, Department
of Defense (DOD) civilians, military retirees, Department of Defense Dependent School (DODDYS)
personnel, and U.S. Embassy personnel. Patients are referred to the 121% Generd Hospitd from dll
over the Korean peninsula. A sgnificant number of these patients come from the 11 outlying hedth care
fadilities under the 18" MEDCOM, aswell as from the 2™ Infantry Division and its area of operations.
In addition, patients come to the 121% General Hospital from other countries such as Japan, Okinawa,

Thailand, and China (Carden, 1998).
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CONDITIONS WHICH PROMPTED THE STUDY

The 121% Generd Hospital has a dua mission that requiresit to operate under both a Table of
Didribution and Allowances (TDA) Augmentation and a Modified Table of Organization and
Equipment (MTOE). Thisisduein large part to the fact that the 121 Genera Hospital isthe only U.S,
controlled and operated health care facility in the Seoul area. The misson statement for the 121t
Generd Hospitd is: to provide primary care, inpatient and outpatient specidty care, and ancillary
sarvices to authorized military and civilian personnd under conditions of armistice and hodlilities. The
vison statement for the 121st Generd Hospitd follows: to take care of the patient and to take care of
each other (EAMC-H Pamphlet 40-2, 1998). Although in dlight contrast to its name, the 121% General
Hospital isthe most forward-deployed fixed MTF in the world. This makes the 121% Generd Hospital
very unique when compared to other military hospitas.

One very noteworthy fact is that the 121t Generd Hospita has only one primary staff to
support its dual misson. Thus, it isimperative that the 121 General Hospital’ s key leaders place great
emphasis and effort on process improvements, facilitating maximization of potentid efficiency leves
This ensures that the hospital can provide the most cost-€effective, quality careto its beneficiarieson a
daily bas's, while continuing to maintain its combat-readiness satus. Thisisin addition to providing
support to the warfighters of the 2™ Infantry Divison. Thereislittle doubt that the 2™ Infantry
Divison's combat readiness status is most crucia, since they serve as the premier combat forces within

the Korean theater of operations for U.S. military forces.
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The 121 Generad Hospital’s normal, day-to-day, operations are smilar to a Continental United
States-based (CONUS-based) medical activity (MEDDAC). The current structure of the hospital is
configured as a 70-bed facility, enabling the assigned health care providersto do their daily armistice
mission of providing qudity inpatient and outpatient hedth care to the beneficiary population. Under
hostile conditions, however, the hospital has the cgpability to expand to facilitate an additiond 82
contingency beds (Denio, 1999). Looking at the 121% General Hospital from atactical perspective, it is
atertiary-care-level MTF whose configuration in afield environment is that of a476-bed hospitd. This
is made possible through use of the hospitd’ s deployable medica system (DEPMEDS) equipment.
Under hostile conditions, the hospital will set up in this mode so that it can provide the necessary
medica care to the warfighting elements of the Eight United States Army (EUSA), the largest
subordinate command of EUSA being the 2™ Infantry Division.

STATEMENT OF THE PROBLEM

Cost has amajor impact on “pay patients’ treated at the 121% General Hospital. Pay patients
conss of U.S. federd civilian employees, contractors, Department of State personnel, and foreign
nationas. In accordance with guidelines established by the Office of the Assistant Secretary of Defense
(Hedth Affairs) (OASD (HA)) these patients are required to make payment in full prior to receiving
care. Thisis not the case for other beneficiaries treated at thisMTF. Other beneficiaries merely receive
aretrospective charge for any subsistence provided. A cavedt to thisisthat no patient with atrue
emergency medica need isturned away due to an inability to pay prior to care being provided (as

would be expected). Also, if apatient can not pay for care on the day that the care is provided, a case-
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by-case exception can be made at the Treasurer’ s Office, located within the hospitd. Still, it is obvious
that this procedure for paying for medical care has the potentid to place financia hardships on pay
patients.

Lowering out-of-pocket costs for pay patients would be a tremendous value for them.
However, there are limited ways in which the 18" MEDCOM can lower out-of-pocket costs to its
beneficiaries. Assuch, it isincumbent upon this command to research and explore opportunities to
meet such demands. To this end, the leaders of the 18" MEDCOM and 121% Genera Hospita have
attempted to be proactive in progressing the Y ongsan areal s community awareness/information
programs, epecidly in the hedth care arena. During the quarterly townhall mestings and in other
forums, the command routindy addresses community issues related to the “iron triangle” of hedth care:
access, quality, and cost.  Although the command is very concerned with improving each of these aress,
and is seemingly making strides in the areas of access and qudity, there are extreme limitations on
meseting consumer demands for lower hedlth care costs within this environment. Thisisacriticd issue
because, athough the 121% General Hospital serves as the mgjor medical treatment facility for U.S.
citizens and military hedth care beneficiaries within the region, various DOD and Army regulations and
policies govern it when it comesto hilling those pay patients that are entitled to trestment a the hospitd.

The Office of the Assistant Secretary of Defense (Health Affairs) establishes charges for
medical care provided to pay patients at the 121% General Hospitad. In kegping with OASD (HA)
policy, al separate outpatient visits during asingle day will result in a separate charge. According to the

definition provided in the 121% General Hospital’ s Hedlth Care Sarvices Information Guide (August,
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1999), adlinic vist occurs when the patient-provider encounter involves one or more of the following:
an examination, diagnosis, treatment, eva uation, consultation, counsdling, and/or medical advice. All
services provided during apaid visit are included in the outpatient charge. Follow-up visitsor re-
appointments are chargeable, athough the health care provider requests the patient to return and the
condition/diagnosisis the same as that treated earlier. The only exceptions are the following: 1) for the
sole purpose of verifying the success of previous trestment and no additiona evauation, diagnoss
and/or treatment is provided, and 2) to remove sutures or check surgical Sites, bandages, casts, etc., if
no other trestment/medication is provided. This serves as acatays to identifying any avenues leading
to cost-reduction for pay patients.

In addition to the concerns relating to the cost of care for pay patients, the length of time that it
takes for a patient to be categorized as “return to duty” (RTD) isof great concern to the combat and
combiat support unit commanders. Thisis especialy true for those commanders assigned to the 2™
Infantry Division. The 2™ Infantry Division's concern with its RTD rate is based directly on the fact that
it is the most forward-deployed division in the U.S. Army. The 2" Infantry Divison isthe fighting
strength of EUSA and amgor component of the Combined Forces Command (CFC). The mission of
the 2 Infantry Division is smple: to defend the Korean peninsulaas an integral part of EUSA and the
CFC.

Average length of stay for patients assigned to the 2™ Infantry Division is aso a concern
because the 2™ Infantry Division has been designated as an Authorized Level of Organization 1 (ALO

1) unit. Thismeansthat it has the highest priority for equipment fielding and personnel assignments and
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replacements. Therefore, the rate at which patients assigned to the 2™ Infantry Division are returned to
their units after trestment a the 121% General Hospital is crucid. Thisis because active duty soldiers
assigned to MTOE or TDA units are counted as part of the active duty operating end-strength account
for the units. This meansthat units will not receive replacements for their soldiers assgned as patients at
the hospitd. Units recaive replacements only when their soldiers are placed in a medica-holding
detachment. In accordance with Army Regulation 600-8-6 “Personnd Accounting and Strength
Reporting” (1994), soldiers are reassgned to a medical-holding detachment when hospitalization or
inpatient treatment has exceeded, or is expected to exceed, 90 days; aso when the soldier is
hospitalized and return to duty is not expected. The 121% General Hospital does not have a medical-
holding detachment assigned to it nor under its operationa control. Clearly, this has the potentid for
reducing the 2™ Infantry Divison’s overal combat effectiveness.
The Second Infantry Division

To fulfill its misson, the 2™ Infantry Division (known as the Warrior Division) has a unique
warfighting capability not found anywhere dsein the U.S. Army or on the Korean peninsula (Foreman
& Applinario, 1999). The Divison has sx subordinate commands, which includes two maneuver
brigades, an aviation brigade, divison artillery (DIVARTY) brigade, engineer brigade, and the Divison
Support Command (DISCOM). The 2™ Infantry Division prides itsdf on being the most powerful
divisoninthe U.S. Army. Although this point is arguable, it is cleer that the 2™ Infantry DIVARTY is

the largest in the U.S. Army and contains more Multiple-Launched Rocket Systems (MLRS) than any
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other DIVARTY. The Divison has more combat power than any other divison within the codition
forces.

The Warrior Divison routindy trains with its Korean alies to make sure that they will be able to
fight as an integrated force should hostilities with North Korea erupt. The operations tempo
(OPTEMPO) is conastently high, as the divison ensures its combat readiness through combined and
joint exercises, equipment cagpability demondrations, threat awvareness training, and Division orders drills
with the Divison’s wartime Korean units.

All of these exercises and training opportunities contribute to enhance the readiness of the 2™
Infantry Divison, aswdll asdl of the other U.S. forces on the Korean peninsula. Thisiswherethe
121% Generd Hospital comesinto play again. Along with high unit OPTEMPO and intensified training,
comes a natura potential for increased training accidents and injuries. Therefore, the 121% General
Hospitd plays an enormous role in providing direct patient care, patient consults, and patient evacuation
for injured 2™ Infantry Division soldiers. As mentioned earlier, the RTD for patients assigned to the 2™
Infantry Divison is vitally important to sustaining its combat power and effectiveness.

In its attempt to project and meet its customer’s need, the 121% General Hospital currently
provides an array of clinicad and ancillary servicesto its cusomers (Table 1). Still, inlight of the
concerns mentioned above, the executive committee (EXCOM) for the 121% Genera Hospital (with
support from the 18" MEDCOM'’ s key leaders) has chosen to take alook at the cost-benefits and

feaghility of providing yet another service for its beneficiary population: asame-day surgery program.
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The hospitd has afairly new commander and deputy commander for clinica services (DCCS)
and both are ttling into their roles. Asthey work to better define their roles and responghilities to the
hospitd’ s beneficiaries, saff, and the community at large, the hospital commander and DCCS are
identifying specific areas for improvements. They are looking, especidly, in the area of patient care and
patient satisfaction with dl eements of the aforementioned iron triangle of hedth care. The hospita
commander and DCCS, aong with the other EXCOM members (who provide invauable historica
knowledge of the customer needs and patient care issues) are actively seeking ways to better project
and respond to identified needs. The EXCOM is specificaly looking at opportunities to reduce costs
and average length of stay for patients. Reducing the average length of stay for patients may aso prove
to be invaluable to the hospitd’ s daily operations, since the hospital has dowly begun to embark upon
its Sx-year renewal project. The bottom line for the 121st Genera Hospitd’s EXCOM asit relates to
the scope of the resident’ s research project isto utilize a cost-benefit analysis (CBA) in meking a

determination on the feasibility of implementing a same-day surgery program at the hospital .

Table1. ServicesProvided at the 121" General Hospital

Primary Care Services I npatient Units
Ambulance and Emergency Medicd Services Inpatient Psychiatry
Ambulatory Care Clinic Intensve Care Unit
Internal Medicine Clinic Multi Care Unit
Pediatric Clinic Post Anesthesia Care Unit
Well Baby Clinic Women and Infant Care Unit
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Specialty Clinics—Behavioral Medicine

Specialty Clinic - Medical

Alcohol and Treatment Center Dermatology Clinic
Exceptiond Family Member Program Immunization Clinic
Mental Hedlth Clinic Neurology Clinic

Specialty Clinics— Support

Specialty Clinics- Surgical

Chaplain Services Eye, Ear, Nose, Throat Clinic
Laboratory Services Obgtetrics and Gynecology Clinic
Nutrition Clinic Ophthamology Clinic
Occupationa Therapy Clinic Optometry Clinic
Pharmacy Services Ord and Maxillofacia Surgery Clinic
Physicd Thergpy Clinic Orthopedic Clinic
Pre-Admisson Unit Surgery Clinic
Radiology Services
LITERATURE REVIEW
Health Care Trends

In today’ s health care environment, adminigtrators and clinicians are faced with aclear dilemma:
how to improve access and control costs, while maintaining quaity of care. These three dements of the
dilemma (access, cog, and quality) are very much interwoven, and as such, make up what is known as
the “iron triangle” Each eement of theiron triangle poses a greet chdlenge to dl interested parties,
which includes hedlth care consumers, providers, payers, administrators, and others.

According to Sultz and Y oung (1997), limited access to hedlth care continues to confound
health care decison-makers, who work to find solutions to the problem of more than 40 million

uninsured or underinsured Americans. This is while the decision-makers continue to work a solving the
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hedlth care system’ s problem that reates to the variations in the quaity and appropriateness of much of
the medicd carethat is provided to patients. Sultz and Y oung State that the uncertainty that pervades
current clinical practice isfar greater than most people redlize. They go on to say that problemsin the
quality and agppropriateness of agreat many diagnostic and therapeutic procedures impact heavily on
cods. Thisisan astonishing view, since & the same time, Sultz and Y oung State that the Single most
important impetus for health care reform throughout recent history has been rising costs. According to
them, overd| hedlth care costs have risen from 5.3 percent of the U.S. gross domestic product (GDP) in
1960 to 13.8 percent in 1993 and over 14 percent in 1996. Sultz and Y oung point out the fact that
unless there are Sgnificant congraints on rising hedlth care cogts, economigts are predicting growth to 18
percent of the U.S. GDP by the next century.
Ambulatory Surgery/Same-Day Surgery

Although numerous processes have been implemented to dedl with the elements of theiron
triangle, one attempt at solving the problem of hedlth care “cost™ has been the integration of ambulatory
care facilities and same-day surgery programsinto the traditiond health care syssiem. Ambulatory
surgery/same-day surgery is defined within this paper as scheduled surgica procedures provided to
patients who do not remain in the hospital overnight. The researcher uses the term ambulatory surgery
and same-day surgery interchangesbly within this paper. Also, it should be noted that athough surgery
not requiring an overnight hospital stay is often performed in private physician’s offices, hospita
emergency departments, and free-standing, independent emergency centers, this paper addresses

implementation of an organized same-day surgery program. An organized same-day surgery program,

10
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in this case, refersto a program that is managed and governed for the primary purpose of providing
same-day surgery.

According to Sultz and Y oung (1997), ambulatory or outpatient surgery now accounts for over
haf of dl surgeriesin U.S. community hospitals. Sultz and Y oung clam that in the decade of 1982-
1992, outpatient surgeriesin U.S. community hospitals increased over 200 percent, while inpatient
procedures declined by more than 32 percent.

The rise in ambulatory surgery over the past decade and a haf has, understandably, given riseto
increased research in this areg, asinterested parties try to discern the value, or at least potential vaue, of
ambulatory surgery. Asthe military hedth care system is not immune to rising costs, the Department of
Defense has initiated and analyzed studies and reports related to health care cost-reduction. These
studies and reports include those performed by graduates of the U.S. Army-Baylor University Graduate
Program in Hedlth Care Adminigtration. Studies such as the ones conducted by Pollock (1987),
Williams (1988), Lyford (1989), and Culver (1995) address the issue of military hedlth care cost-
reduction through implementation and utilization of same-day surgery programs. Therefore, portions of
the researcher’ s methodology for this GMP closdy pardle the methodology used in some or dl of these
reports.

Blelch (1983a) dates that studies have shown that the use of ambulatory hedth care facilities
and same-day surgery programs to treat patients on an outpatient basis have, indeed, helped to
ggnificantly reduce hedlth care costs. These savings are, generdly, redized for both the payers and the

facilities providing the care. Although normdly third-party payers are tagged with footing the mgority of

11
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hedlth care codts, in many cases the patients are the primary payers. Thisisusudly found in the cases
where the patients have little to no hedlth care insurance coverage.

The studies that show that the use of ambulatory surgery does result in cost savings for the
payer are very important to health care and managed care organizations. Thisis crucid information for
managed care organizations because their mere survival depends on their ability to manage hedlth care
costs and access to hedlth care, while at the same time ensuring that quality hedlth care is provided to
their enrolled members. Traditiona hospital organizations and physician practices must dso be
concerned with the success of ambulatory care centers and same-day surgery programs because
competition for patients in this current cost-conscious hedlth care environment dictates that they look for
ways to maintain a market share that facilitates their viability.

The noticeable increase in ambulatory surgeries being conducted by hedlth care providers and
the reported cogt-savings to payers and medicd facilities warrant investigation as to how such savings
are made possible and what are the pros and cons of doing same-day surgery. The obvious reason that
same-day surgery is possibleis that the technologica advances in medicine have increased exponentialy
over the past 30 years. Medicdl intervention, diagnostic moddities, and pharmaceuticals have increased
enormoudy. Public awareness of the medica capabilities of today’ s hedlth care industry has dso
increased to asgnificant point. This has dlowed individuasto live longer, recover more rapidly from
surgery, and become more participative in their individua trestment plans when it comes to choosing

surgery, especidly in the area of eective surgery (Sultz and Y oung, 1997).

12
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A magor technologicd advancement in medicine is with the use of anesthesa. Improvementsin
anesthesiology have helped physicians (and other gppropriate providers) enjoy rapidly expanding
interest and respongibility in intensive care, prolonged respiratory support, pain control, operating room
adminigtration, and innovative developments such as ambulatory care programs. Ultra-short-acting
anesthetic agents and modified techniques in conduction anesthesia have revolutionized the practice of
ambulatory surgery, sending the practice to ever-increasing heights. Clearly, the age of managed care
owes agreat ded to the field of anesthesiology, as it continues to pave the way to more and more |ow-
cost outpatient surgeries.

Same-day surgery is arguably the fastest growing trend in the hedlth care industry today (Blelch,
19833). Same-day surgery not only helps to save payers and facilities dollars, but it also helpsto save
paientstime—and if timeismoney...

Although it can be shown that there are cost-savings to be redized usng same-day surgery
programs and facilities, it only stands to reason that any program in the medica arenawould have &
least some potential drawbacks, and same-day surgery programs are no exception to thisrule. One of
the drawbacks, seemingly, contradicts the intent of same-day surgery in that it offersan increase in
negative behaviors during the scope of medical practice. A smple explanation of this Statement is that
an increase in the number of inpatients can be seen for some hospitals that have established a same-day
surgery program. Thismay be due to the fact that there is no moratorium on medica schools turning out
physicians. Thislack of restraint also applies to schools that promote the training of “physician

dternatives’ (i.e., other hedlth care providers such as physician assstants, nurse practitioners, etc. —

13



Richard — Feasibility of Implementing Same-day Surgery

who aso tend to be licensed and privileged to provide hedth care). One aibi must be given, in noting
that there has been a recent focus on the need for primary care physicians, seemingly brought on by the
growth of managed care organizations, rather than a continuation with the promotion of specidist
training for newly conferred physcians. Still, medical schools and the like steadfastly push out hedlth
care providers & an darming rate. Thisis alarming because sudies, like the one conducted by the Ohio
Board of Regents (Blelch, 1983a), show that with a surplus of physicians and other hedlth care
providers, there also tend to be an increased number of hospital admissions, tests, and surgeries. This
problem is further magnified in the areas where the population has reached a plateaul.

The link between same-day surgery and increased patient admissionsis built when patients that
are prime candidates for an ambulatory surgery suddenly find themsalves being placed into an inpatient
dtatus (or at least targeted as such) after they have consented to an ambulatory procedure. Thisis not
to say that physicians and other providers conspire to trick patients into a hospita stay that may not be
necessary or in the best interest of the patient. However, thisisto point up the fact that some hedlth
care providers more readily diminish their patients autonomy when it comes to elective procedures by
virtue of asymmetry of information. Although informed consent/informed decision is one of the primary
principles that build the foundation of biomedicd ethics, thisis an areathat offers much room for

intentional or unintentional abuse of power by the health care provider (Beauchamp & Childress 1994).

The arigng conflict hereis that the whole cost-reduction component of same-day surgery is

predicated upon shortening the patient’ s length of stay in the hospitdl. Thisis the main reason that many
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in the hedlth care field predict that same-day surgery programs and freestanding ambulatory surgery
facilitieswill continue to thrive, even as the managed care environment reaches a standstill. The mgority
of third-party payers view same-day surgery as a chegper dternative to inpatient stays. Y et other key
facts that bolster the outlook for ambulatory surgery are that the inpatient environment is getting so
heavily regulated and quite congtrained by reimbursement rules.

Although an unexpected increase in length of stay can be seen for many patients who have
consented to same-day surgery, the greater drawback to same-day surgery ismost probably in the area
of anincreased potentia for complications associated with post-opertive care and trestment (Blelch,
1983b).

According to Blelch (1983b), Herbert E. Natof, MD, Medica Director, Northwest Surgicare
Ltd. states that any surgical procedure or anesthetic could pose a potential for complications whether
the patient isin ahospita setting or an ambulatory setting. However, Natof suggests that snce
procedures performed in the ambulatory setting tend to be smpler, the ambulatory setting perhaps offer
an environment safer from complications. Thisis contrary to the perception of same-day surgery being
anaogous to the drive-thru services of fast food restaurants. As evidence, Natof cites alower infection
rate and areduction in errors in patient identification and drug dispensing (Blelch, 1983b). Natof went
on to say that, nevertheless, same-day surgery complications still occur. He states that same-day
surgery complications occur most often after the patient has been discharged. He cautions that because

patients are not monitored then, clear and concise post-operative ingructions are vitaly important.
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Natof explains that complications may be attributed to surgery, anesthesia, pre-existing disesse, or a
combination of factors.

Additiondly, putting the potentia for unforeseen complications aside, there are individuals who
question the vdidity of reports of cost-savings resulting for ambulatory surgery. Shirmer & Raitner
(1998) acknowledge that the literature supporting same-day surgery programs and/or attesting to the
savings produced where such programs are established continues to grow. However, they counter that
carefully done studies about the relative cost-effectiveness from a societal perspective of providing
specific sarvices in an ambulatory setting are not generdly available.  Therefore, they argue thet the
requirement of cost-effectivenessislargely undemonstrated and may be in doubt for some services.
Shirmer & Rattner suggest that it could be that, despite the absence of such research, ambulatory
surgery is done on an ambulatory basis when it is cost-effective because market forces compd it.
Military Medicine

In its numerous ams to reduce the nationd deficit, Congress has repeatedly |ooked a ways to
possibly reduce the budget for the Department of Defense. Consequently, the Department of Defense's
efforts to reduce costs has led to its |eaders making keen observation of the military health care system,
asit has one of the greatest pulls on the defense budget. A 1995 Government and Accounting Office
(GAO) report highlights the fact thet the Military Hedlth Services Systlem (MHSS) is one of the nation’s
largest hedlth care systems (Baine, 199538). The MHSS offers health benefits to about 8.3 million
people and costs over $15 hillion annualy (Baine, 1995a). Thisreport on defense hedth care issues

mentions that post-cold war contingency planning scenarios, efforts to reduce the overdl size of the
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nation’s military forces, federd budget reduction initiatives, and base closures and redignments have
heightened scrutiny of the MHSS. The harsh scrutiny relates to the size and makeup of DOD’ s hedlth
care system, how it operates, whom it serves, and whether its missons can be satisfactorily carried out
in amore cogt-effective way.

Obvioudy, congressiona and military leaders are looking to implement cost-saving programs
within the MHSS where it is feasible to do so. One of the primary cost-reduction measures has been
the implementation of TRICARE, which is the military’ s managed care program. This program has,
arguably, received as much negative feedback as postive responses from military hedth care
beneficiaries. Thismakesit that much more crucid that military leeders scrutinize the pros and cons of
implementing programs that impact on the services provided and morde of their cusomers. Clearly, for
the military health care system, the patients are the primary customers, with other stakeholders being the
hedlth care providers and supporting staff, bill payers and suppliers (not dl-inclusive).

Inits continuing cogt-reduction efforts, the military has reviewed and anayzed a plethora of
dudies that are centered on health care cost-reduction in the military. A consderable number of these
Sudies were conducted in an attempt at determining the feasibility of implementing a same-day surgery
program a a specific military hospitd. The findingsin many of these udies have resulted in many
military hospitas and other military M TFs incorporating processes that reduce codts to various
interested parties, which include the patients, hedlth care organization, and third party payers. Findings

of some of these sudies that are potentialy useful are described in the following paragraphs.
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In her study to determine the feasibility of implementing same-day surgery a Brook Army
Medica Center (BAMC), located at Fort Sam Houston, TX, Lyford (1989) established seven
objectives. These objectives were asfollows: 1) Identify and develop alist of appropriate same-day
surgical procedures that can be performed at BAMC, 2) Conduct an andlysisto determine if
implementing same-day surgery will be beneficid in reducing Champus cogts, 3) Determine the financid
implications of same-day surgery and its impact upon the present system of funding, 4) Determine the
financid implications of same-day surgery under the forthcoming DOD Diagnostic Related Group
(DRG)-based resource dlocation system, 5) Determine a same-day surgery demand forecast using
previous workload data, 6) Determine the same-day surgery facility mode which is most conducive to
BAMC's current operating environment, and 7) Recommend alocation for the physica layout of the
same-day surgery aress a both Main Hospita and Beach Pavilion to include their corresponding
internd designs.

Lyford's study reveded some sgnificant findings that may be of interest to anyone considering
edtablishing an ambulatory surgery program at amilitary hospitd. In her study, Lyford addresses the
resultsin amanner that correlates to her seven research objectives. However, the one finding of
Lyford's study that may offer the grestest value for those interested in ambulatory surgery in amilitary
Setting provides answersto Lyford's objective #6.

Again, objective #6 was to deter mine the same-day surgery facility model [that] is most
conducive to BAMC' s current operating environment. Lyford found that due to the severe financid

congtraints imposed upon BAMC, the only logical facility mode for same-day surgery & BAMC isan
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integrated hospital-based unit. The program could be established quickly without requiring large capital
expenditures for new congtruction or remodeling. Lyford determined that only afew additiona
resources (including staff) would be required, since the existing patient preparation areas, operating
rooms, post-operative recovery areas/post-anesthesia care units (PACU), and visitor waiting areas
were being used. Lyford reasoned that, moreover, BAMC would incur aminima financid risk snce
only asmall expenditure would be required. If the same-day surgery program failed, the usage of the
associated assets could easily be converted to usage in another area.

Shirmer & Rattner (1998) describe three basic modd s for ambulatory surgery facilities: 1)
Hospita-based unit; 2) Hospitd satdllite unit; and 3) Freestanding unit. The hospita-based unit is
basicaly administered and run by the hospita, often by converting operating room and surrounding
facilities previoudy used for inpatient surgery to an outpatient function. Intermsof physica plant, the
ambulatory surgery unit is often indistinguisheble from the inpatient facility. In thismode, scheduling and
adminigration are intermixed with inpatient surgery, and usudly, the operating room manager is
orientated towards the inpatient facility. As such, scheduling conflicts and emergencies creeted by the
inpatient unit often adversdy affect the efficiency of the outpatient unit, hence negating one of the
potentia advantages of ambulatory surgery.

The hospital satellite unit issSmilar to the first mode described (being attached to the hospitd),
but the actud facility is separate from the inpatient operating room facilities. This arrangement offers
access to more sophisticated equipment and techniques by users and patients of the same-day surgery

unit, because such equipment can be used in conjunction with the hospital. The drawback hereis that
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this arrangement often requires patient transportation to a Ste outside the ambulatory unit, however,
which can be more time consuming, expensive, and inconvenient for the patient. Other disadvantages to
this modd that Shirmer & Rattner (1998) point out include the fact that there is a potentid for the
adminigtration to continue to function with a*hospita” mentaity, basing decisons on the traditiona
inpatient operating room mode rather than the more efficient outpatient-type modd. They aso caution
that parking may be aproblem if the unit is attached to the hospital and hospital parking is a a premium.

Shirmer & Rattner suggest that hospital involvement is usudly not helpful for the last modd, a
freestanding ambulatory surgery center. They go further, suggesting that the hospital adminigtration often
is counterproductive to the orientation of the ambulatory center.

In her research, Lyford only looked at the first two models described above. Thisis because
the military hedlth care system does not operate freestanding ambulatory clinics. Lyford found that the
separated facility modd, which involves having operating and recovery rooms dedicated exclusively to
same-day surgery, did not appear to be feasible for BAMC. The medica center would need additional
operating rooms and a large amount of additional space for pre- and post-operative requirements,
recovery, and visitor waiting aress.

Another military report that one may find useful is Culver's 1995 study on ambulatory surgery
utilization at Madigan Army Medicd Center (MAMC). This study may be useful to researchers
because it highlights the utilization of ambulatory surgery within the military hedth care sygem. Asone
of the seven Army medical centers, it iswidely known and understood that MAMC has a much higher

patient flow than Army MEDDACS. However, before Culver’'s study, there had been no eva uation of
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the utilization of MAMC' s ambulatory capability. Hence, Culver wanted to assessthe levd of efficiency
in use of same-day surgery at MAMC. Culver found that MAMC was performing approximeately

9,300 surgeries annually and of those about 3,000 were performed on an ambulatory bass. The
sgnificance of this study isthat Culver concluded that there gppeared to be an ingppropriate use of
inpatient resources, basing this on the fact that the ambulatory surgery program was not being utilized to

its maximum potentid.
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PURPOSE
The objectivesfor this GMP were:

To ascertain the feasibility of implementing a same-day surgery ( SDS) program at the 121% General
Hospital

Determine the necessary requirements to implement a SDS program
Project cost-savings for pay patients should a SDS clinic be established at the hospital

Identify whether or not there is a gatisticaly significant difference between the average length of stay
for inpatients assigned to the 2™ Infantry Division and dl other inpatients trested at the hospital

Project expected reduction in the return to duty rate for patients and the impact on the patients
units due to implementation of a SDS program at the 121% Genera Hospital

Identify any potentia adverse impact that a SDS program would have on the hospitd’ s current
operations

Clearly ddlineate the pros and cons of implementing a SDS program into the 121% General
Hogpitd’ s environment of care (highlighting peculiarities of the Korean peninsula)

The factors and variables used in this study include the following: (8) costs associated with pay
patients and a same-day surgery center and equipment; (b) number and types of surgeries performed;

(¢) length of stay for patients; and (d) the Korean environment of care.
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2. METHODS AND PROCEDURES
This section discusses the research methodology that was used in this study. 1t also addresses
the procedures for data collection and andysis. This section also addresses the data qudity and study
limitations.

DATA COLLECTION

a) Schedule/Staffing: The researcher forwarded the Graduate Management Project
Proposa (GMPP) to the U.S. Army-Baylor Univeraty Graduate Program in Hedlth Care
Administration on January 10", While awaiting approva of the GMPP, information was collected
throughout the remaining weeks of January, 2000 at the 18" MEDCOM. Data collected at the 18"
MEDCOM was incorporated into the cost-benefit analysis and interpretation of the results took place
concurrently with gatistica output (using SPSS) for a portion of the overdl andysis.

b) Study desgn: Thisinvestigation utilized a non-experimentd research design
using pre-recorded data to make descriptive analyses on a number of variables collected on inpatients
at the 121% Genera Hospital over a 12-month period. Some statistical inferences were made on a
sample population of the subjects, mainly to discern any differences in two categories of patients within
this sample population.  The non-experimental design has been suggested for this type of descriptive
study, as the objective of a descriptive study correlates to the researcher’ sintent for this project —to
learn the who, what, when, where, and how of the topic of same-day surgery at the 121% Generd
Hospital (Cooper & Schindler, 1998).

c) Subjects: The subjects of this research consst of the 3,189 patients who were seen as
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inpatients at the 121% General Hospital during Fiscal Year 99. However, the main focus of this research
relates to two subgroups of this population: those patients who are categorized as “pay patients” and
those patients who are active duty soldiers assigned to the 2™ Infantry Divison. The researcher
specificaly targeted these two categories of patients because the primary factors andlyzed in this study
(cost and average length of stay) have their greatest impact on patients faling within these categories.
d) Data Daardating to patient vists and trestment/procedures were pulled from
the Composite Hedlth Care System (CHCS) at the 18" MEDCOM. Cost data for patient care was
collected through the 121% General Hospita Treasurer’s Office. The remaining data collected for this
study was pulled from severad sources. Cogt data pertaining to staffing was collected through the 121%
Genera Hospital Personnel Division. Specific equipment costs was gathered through both the 18"
MEDCOM Deputy Chief of Staff, Logistics (DCSLOG) office and the 121% Generd Hospitd’s
Logigtics Division, as gppropriate.
e) Vdidity and Rdiability of the Study. The patient data collected for this sudy was
cdosdy screened to increase its validity and accuracy, since it has been acknowledged by the 121%
Generd Hogpitd’s Chief of the Patient Administration Department (PAD) that there are sometimes
erroneous inputs to the CHCS database (Thompson, 1999). Along with the 121% General Hospital
Medical Records Branch Chief, the researcher ingpected a sample of the patients' recordsto vaidate
some of the demographic data contained in CHCS for these patients. Severa records were found to
contain errors (Felder, 1999). Although the number of records that contained errors may have proven

to be inggnificant, in order to ensure maximum validity of patient data, the researcher eected to forego
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collecting demographic information. Attempts to weed out records that contained demographic errors
prove futile (see Limitations of the Study). This problem, related to erroneous demographics contained
in the CHCS, is not unigue to the 121% General Hospital’ s database. In a1995 GAO report, it was
reveded that anadyses conducted as part of a DOD study of the Military Hedlth Services System
(MHSS) cited many problems with the MHSS information systems (Baine, 1995a). Specificdly, it was
found that the MHSS information system could not be relied upon to produce geographicaly or
demographic specific andyses. Thisincluded the CHCS. Based on thisinformation, the researcher
limited the collection of data from CHCS to ensure the validity of the data utilized in this Sudy.
Therefore, the specific information extracted from the database to support this study should proveto be
ressonably valid.

All patient data should be accurate, since al patients were treated at the 121% General Hospital
and the data came directly from the hospitd’s PAD office, where the patient data is inputted into the
CHCS. Anyone with CHCS capability and access to the 121% Genera Hospital’s CHCS database
should be able to retrieve the exact data (in the same format) as the researcher obtained.

DATA ANALYSS

The researcher analyzed data pertaining to the costs associated with care provided to pay
patients at the 121% Genera Hospital. The researcher aso anayzed indirect costs, opportunity costs,
and time and structural requirements for implementing a same-day surgery program at the 121% General

Hospitd.
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All cost datawas gpplied to the overdl cost-benefit andysis (CBA) of this study. According to
Getzen (1997), economicsis about exchange between people and the trade-offs that they make.
Getzen dtates that cost-benefit andysis replicates on paper the balancing of pros and cons, of
advantages and disadvantages, that occursimplicitly in the marketplace. Getzen dso states that costs
and benefits are not intringc or absolute vaues, but relative. 1n kegping with this definition of costs and
benefits, the researcher did a CBA to determine the feagibility of implementing a SDS program &t the
121% General Hospital. Although the researcher had anticipated incorporating a make-buy anaysis of
al components that make up the physica requirements for a same-day surgery program, this did not
seem appropriate, given the overal environment for the 121% General Hospital. The make-up of the
physica requirements includes medica staff, nurang services, administrative gaff, physca plant
(locetion), equipment and supplies. The researcher weighed the pros and cons of implementing a same-
day surgery program at the hospital, then assessed the feasibility of implementing such a program at the
hospital should the command eect to do so.

AsaCBA, generdly, encompasses a cost-effectiveness analysis (CEA), Shirmer & Rattner
(1998) cautions that it isimportant to define the perspective from which cost-effectivenessis measured,
that is, to define for whom the messure is cost-effective. Thisis important because cost-effectiveness
can be measured from anumber of perspectives, which include that of the individua, a private insurance
company, or the government. The critical issue hereisthat cost-effectiveness for one group of
beneficiaries may not be cogt-effectiveness for another group. An example of thisisthat, if costs and

benefits are measured from the pergpective of an insurance company or government health care
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program, important costs such as patient and family member time off from work and physician travel
time are, generdly, ignored. Thus, as Shirmer & Rattner point out, it is quite possible that what is more
cost-effective from one party’ s perspective (e.g., the insurance company) may be less cost-effective
from another party’s (e.g., the patient).

Shirmer & Rattner (1998) recommend that when deciding on performing a CBA versus a CEA,
one should be cognizant of the fact that the cost-benefit approach is preferred by economists but is not
commonly used in hedth care. They dtate that, in practice, cost-effectiveness and cost utility andyses
are the most common tools used in the hedlth carefidd. Still, performing any of these andyses, or using
any of these terms with precison, requires greet pecificity. For this sudy, the CBA was made from the
perspective of the DOD hedlth care beneficiaries, particularly the two groupsisolated in this study (pay
patients and 2™ Infantry Division patients treated a the 121% General Hospital).

To complement the analysis of the cost data, this study surveyed al records processed for
inpatients treated at the 121% General Hospital during Fiscd Year 99. Thisisafinite population, N =
3,189. Using the program, Statistical Package for the Socia Sciences (SPSS), Verson 7.5, the
researcher conducted hypothesis testing through descriptive statistics, frequencies, comparison of
means, and linear regresson analyss. The independent variable for the linear regressonisthe
beneficiary category for each patient, with the dependent variables being the number of dispositions,
occupied bed days, and average length of stay for the patients.

The researcher queried the 121% General Hospital’s CHCS database to gather patient data for

Fiscd Year 99. The researcher andyzed the CHCS data pertaining to the following:
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Total number of patients seen at the 121% General Hospital

Number of patients seen at each clinic within the hospitdl

All diagnostic rdated groups (DRGS) used by the 121°' General Hospital for coding patient care

vigts (with Relative Weighted Product (RWP) for each)

Total number of dispostions per DRG

Occupied bed days per DRG

Average length of stay for patients, by DRGs

Total number of DRGs that are appropriate for same-day surgery

These factors were used to build a descriptive picture as to the same-day surgery procedures
being conducted at the 121% Generd Hospital. They were also used to ascertain any Satistically
significant difference in the average length of stay for 2™ Infantry Division soldierstreated as inpatients a
the 121 Genera Hospital and &l other inpatients during the study period. The researcher proposed
that agaidicdly sgnificant difference between the groups would add credibility to any argument that a
same-day surgery program is needed at the 121% General Hospital. The researcher fdt that failure to
find agatigticaly sgnificant difference would help to diminish support for the implementation of asame-
day surgery program. All findingsin this areawere considered in the overdl cogt-benefit analysis for
this Sudy.
A sample, n = 894, was used for hypothesistesting. This sample represents those patients who

were seen as inpatients at the 121% General Hospital for a surgery/procedure that quaifies as

appropriate for same-day surgery, according to the list established by Blue Cross and Blue Shield of
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Greater New York (Burns, 1984). Blue Cross/Blue Shield developed thislist primarily to distinguish
between procedures appropriate for aminor clinic or an office and procedures that are more
appropriately performed under an ambulatory surgery program. Thislist had the specific adminigtrative
purpose of setting adequate medica charges, but it dso served a somewhat unexpected additional
purpose by stimulating hospital medica staffs to broaden their thinking as to the appropriate uses of
ambulatory surgery. For example, surgeons who complain that a particular procedure should not be on
the list because it requires two days of post-opertive hospitaization may be informed that a half-dozen
prestigious hospitals in the region routinedly perform the procedure on an outpatient basis. This fact often
can simulate a change in physician practice (Burns, 1984).

Hypothesis testing was used to examine the independent variable, beneficiary category, asa
function of three dependent variables: number of digpositions, occupied bed days, and average length of
day. It wasintended that any identification of differencesin the average length of stay for same-day
surgery patients assigned to the 2™ Infantry Division and al other patients would be made under this
hypothesistesting. The null hypothesis (H,) states. no datistically sgnificant difference exists between
the average length of stay for same-day surgery patients assigned to the 2™ Infantry Divison and dl
other same-day surgery patients. Conversdly, the dternate hypothesis (H,) Sates thereisa datisticaly
sgnificant difference between these two groups of patients when it comesto the average length of stay

at the 121% General Hospitdl.
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LIMITATIONS OF THE STUDY

One of the mgor limitations the researcher has found while conducting this sudy relatesto
obtaining historica knowledge of the hospitd’ s previoudy operated same-day surgery program. The
researcher identified that the hospital had operated a same-day surgery program as recently asfive
years ago (Nash-Teachey, 1999). However, the researcher could find no one who could provide any
information as to the reasons the program was initidly established or how well the program operated or
the reasons the program was discontinued here a the 121% General Hospital. The lack of availability of
such pertinent information isin spite of the fact thet there are severd individuas who have been
employed here a the 121% Genera Hospital for five or more years. The researcher fdt many of these
individuas would have some type of direct, or at least indirect, connection to any same-day surgery
program operated a the hospital. However, the researcher has yet to find anyone assigned to the
hospita that can provide an adequate history of the previoudy operated same-day surgery program.

Another limitation to this study is the researcher’ s reliance on others to extract data from the
CHCS database. The researcher desired to extract demographic data for the patients under study, but
eventualy dected to narrow the scope of research, due to the difficulty involved in obtaining data
exactly as requested from those administrators with access to the database. The demographic data that
was pulled up was questionable, so the researcher decided to conduct the study without using the
narrowly defined demographic data. However, it should be fully understood that the primary scope of
research was not dtered as aresult of this decison, since the core data needed to complete the study

was made available to the researcher.
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3. RESULTS

The tables, figures, and information from the data collected and analyzed highlight many of the
expected findings from this research. On the other hand, there are saverd findings that are contrary to
what the researcher expected to find. These findings are dso highlighted in this section. Aninitid
(cursory) survey of the data made certain expectations seemingly obvious and reasonable to the
researcher.
Expected Findings

Some of the mgor findings that the researcher expected include the following:

Adequate research would show that it is feasible for the 121% Genera Hospital to offer same-day
surgery to patients under a cost-effective program. Thismay or may not include dl
surgeries/procedures that are generadly considered appropriate for SDS.

= A same-day surgery program would offer substantiad cost-savingsto pay patients.

» Thereisadaidicdly sgnificant difference between the average length of stay for active duty
patients assigned to the 2™ Infantry Division and al other patients treated as inpatients at the 121%
Genera Hospital. This expectation was based largely on the fact that the 2™ Infantry Division units
are located anywhere from 10-35 miles north of Seoul.

= The Korean environment of care can reasonably support a same-day surgery program established

at the 121% Genera Hospital.
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Utility of Results

The results of this study will help the 121% General Hospital’ s leaders make decisions on which
services should be provided to its beneficiary population. The hospitd dready offers awide array of
servicesto dleviate the potentia burden that many of its beneficiaries might face should they seek hedth
care outside of thisfacility. Still, this study provides the pros and cons of offering yet another service to
patients — a same-day surgery program. This study shows many cost-savings and overal benefits to
operating a same-day surgery program at the 121% General Hospital, while at the same time showing
some of the potential downsides to establishing such a program.

Within this paper, the researcher has made clear recommendations to the 121% Genera
Hospitd EXCOM regarding implementation of a same-day surgery program at the hospitd. If
appropriate, the researcher will make recommendations to the United States Army Medicd Command
(USAMEDCOM) that would facilitate requirements that MTFs similar to the 121% Genera Hospital
(based on specific criteria) establish same-day surgery programs. Thiswould help to increase both the
cost-savings for beneficiary pay patients and RTD rates for active-duty service members Army-wide.
Such arecommendation would be made after a follow-on study to assess the utilization of the same-day
surgery program established at the 121% Generd Hospitdl.

Findings

There were 3,189 inpatients treated at the 121st General Hospital during Fiscal Year 99.

Beneficiaries classfied as pay patients represented 3% of the tota sample (n = 97), patients who are

active duty soldiers assigned to the 2™ Infantry Division reflected 25% (n = 786), while dl other
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inpatients made up the remaining 72% (n = 2306). Thisisthe tota sample that the study is based upon

(Figure 1).

Figure 1. Inpatient Digtribution at the 121" General Hospital (FY 99)
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121°" General Hospital (FlISCAL YEAR 99)

The core of this research relates to the cost-savings and RTD rates that can possibly be
achieved based upon the 121% General Hospital’ s ability to provide same-day surgery for appropriate
candidates. Thisisin contrast to the hospita’ s current practice, whereby al surgery candidates are
admitted into the hospita as inpatients, regardless of the anticipated length of stay and/or potentia for

medical complications (Thompson, 1999). Reviewing the data extracted from the hospital’s CHCS
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database and applying the guiddines established by Blue Cross and Blue Shidld of Greater New Y ork
(Burns, 1984), the researcher identified 42 of the 294 DRGs (14%) that the 1215t General Hospital
treated its patients under as being “appropriate” for same-day surgery (Table 2).

Further andysis of the datafor DRGs revealed that of the 42 DRGs fdling under the same-day
surgery category of procedures, 31 (74%) of these encapsulated the same-day surgery procedures
soldiers assigned to the 2™ Infantry Division were treated under. The number of dispositions per
category of patientsis graphicaly depicted in Figure 2. As previoudy sated, thisis of great sgnificance
because the 2™ Infantry Divison serves as the fighting force of the EUSA and as an integra part of the
CFC.

Again, no patients were scheduled for any type of surgery that would be performed on the
same-day that the patient would aso be scheduled for discharge. Still, the researcher found that there
were 22 cases that could be clearly identified as a same-day surgery procedure, even if identification
was made using the proverbid “20/20 hindsight.” These particular patients were actualy admitted as
inpatients, trested for surgery, then discharged al within a 24-hour time period. All of these cases
pertain to pay patients. This leads the researcher to believe that better reporting, tracking, and data
extrgpolation would show that there was a sgnificantly higher number of patients who underwent
surgery at the 121% Genera Hospital and were rdleased within 24 hours. The pay patients mentioned
here would have surely appreciated the cost-savings, had the surgery been billed as an ambulatory care
procedure (Table 3). However, the hospita’ s treasurer (using the DOD hedlth care billing rates), not

the patients, nor the attending hedlth care provider, determines the appropriate billing to the payer. For
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more details on calculation of costs to pay patients, please see the attached appendix (121% General

Hogpital Hedlth Care Services Information Guide (Excerpt)).
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Table?2. List of Diagnostic Related Groupsthat Corréate to Blue Cross and Blue Shield of

Greater New York List of Ambulatory Procedures

Code Diagnostic Related Group
006 | Carpd Tunnd Release
008 | Peripherd and Cranial Nerve and Other Nervous System procedures
034 | Other disorders of Nervous System with complicating conditions
035 | Other disorders of Nervous System without complicating conditions
047 | Other disorders of the Eye, age > 17, without complicating conditions
048 | Other disorders of the Eye, age 0-17
056 | Rhinoplasty
059 | Tongllectomy and/or Adenoidectomy only, age> 17
060 | Tongllectomy and/or Adenoidectomy only, age 0-17
063 | Other Ear, Nose, Mouth, and Throat operating room procedures
077 | Other Respiratory System, operating room procedures without complicating conditions
119 | Ven Litigation and Stripping
153 | Minor Smal and Large Bowe procedures, without complicating conditions
160 | Herniaprocedures, except Inguina and Femorad, age > 17, without complicating conditions
162 | Inguina and Femora Hernia procedures, age > 17, without complicating conditions
163 | Herniaprocedures, age 0-17
225 | Foot procedures
227 | Soft Tissue procedures, without complicating conditions
229 | Hand or Wrist procedures, except magjor joint procedures
230 | Locd Excison and Removd of Internd Fixation Devices of Hip and Femur
231 | Locd Excison and Remova of Internd Fixation Devices, except Hip and Femur
232 | Arthroscopy
234 | Other Musculoskeletd System and Connective Tissue operating room procedures
Fracture, Sprain, Strain, and Didocation of Forearm, Hand, and Foot, age > 17, without
251 - .
complicating conditions
253 Fracture, Sprain, Strain, and Didocation of Upper Arm, Lower Leg, except foot,
age > 17, with complicating conditions
o5 Fracture, Sprain, Strain, and Didocation of Upper Arm, Lower Leg, except foot,
age > 17, without complicating conditions
262 | Breast Biopsy and Locd Excison, for non-malignancy
266 | Skin graft and/or debrid except skin ulcer/cdlulitis, without complicating conditions
269 | Other skin, subcutaneous tissue and breast procedures, with complicating conditions
270 | Other skin, subcutaneous tissue and breast procedures, without complicating conditions
343 | Circumcision, age 0-17
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360 | Vagina, Cervix, and Vulva procedures

361 | Laparoscopy and Incisiond Tubd Interrupt

362 | Endoscopic Tubd Interrupt

363 | Dilation and Curettage, Conization, and Radio-Implant, for maignancy
364 | Dilation and Curettage, Conization, except for malignancy

380 | Abortion without Dilation and Curettage

381 | Abortion with Dilation and Curettage, Apiration Curettage or Hysterotomy
441 | Hand procedures for Injuries

493 | Laparoscopic Cholecystectomy with common duct exploration

494 | Laparoscopic Cholecystectomy without common duct exploration
503 | Knee procedures, without principa diagnoss of infection

Note: The numbers highlighted in the left-hand column represents DRGs that are gppropriate for same-
day surgery, but no 2™ Infantry Division soldiers were treated under these DRGs.

Figure 2. Same-day Surgery Dispositionsfor Patients Treated at the 121st General Hospital

(FY 99
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Table 3. Same-day Surgery Billingsfor Fiscal Year 99

Dae  Satus Pdients *SDS DRG Waeaght *DRG Cost
Cost
Oct DOD Civ 1 $691 160 0.8226 $4,618.08
Dec DOD Civ 1 $691 229 0.8076 $4,533.87
Jan DOD Civ 1 $1,657 160 0.9835 $6,300.79
Jan  DOD Civ 1 $1,657 276 0.4612 $3,146.64
Feb DOD Civ 1 $1,657 262 0.6494 $4,430.68
Mar DOD Civ 1 $1,657 364 0.6480 $4,421.13
Mar DOD Civ 1 $1,657 262 0.6494 $4,430.68
Mar DOD Civ 1 $1,657 40 0.9388 $6,405.18
Apr DOD Civ 1 $1,657 187 0.6031 $4,114.79
Apr  DOD Civ 1 $1,657 40 0.9388 $6,405.18
Apr DOD Civ 1 $1,657 225 1.0488 $7,155.68
Apr  DOD Civ 1 $1,657 158 0.7181 $4,899.40
May DOD Civ 1 $1,657 285 0.5317 $3,627.65
Jun  DOD Civ 1 $1,657 8 0.6359 $4,338.57
Jun  DOD Civ 1 $1,657 361 1.0168 $6,937.35
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Ju  DOD Civ 1 $1,657 262 0.6494 $4,430.68
Ju  DOD Civ 1 $1,657 262 0.6494 $4,430.68
Ju  DOD Civ 1 $1,657 262 0.6494 $4,430.68
Aug DOD Civ 1 $1,657 360 0.8798 $6,002.84
Sep DOD Civ 1 $1,657 259 0.9487 $6,472.72
DODCiv 20 $31,208 $101,533.27
Jun  Contractor 1 $1,765 187 0.6031 $4,363.08
Jn  Retiree 1 $1,765 267 0.7114 $5,146.56
22 $34,738 © suroeoer |
**Savings to patients as a result of SDSbilling: ($111,042.91 - $34,738) =

*SDS and DRG Costs were calculated and provided by 121% General Hospital Treasurer’s Office
(Shinn, 1999)

** See following page for caculations of medical retes.

Calculation of Medical Ratesfor Fiscal Year 99

Charges for services rendered to pay patients over the study period were calculated in
accordance with guidelines published in Section 1095 of title 10, United States Code. 1n keeping with
this, the Fiscal Year 99 inpatient billing rates were based on the cost per DRG, which is the inpatient full
reimbursement rate per hospita discharge, weighted to reflect the intengity of the principa diagnoss,
secondary diagnosis, procedures, patient age, etc. involved. The average cost per Relative Weighted
Product (RWP) for large urban, other urban/rural and overseas facilitiesis published annualy as an
inpatient adjusted standardized amount (ASA). The ASA was gpplied to the RWP for each inpatient

case, determined from the DRG weights, outlier thresholds, and payment rules published annudly for
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hospita reimbursement rates under the Civilian Health and Medicd Program of the Uniformed Services
(CHAMPUS) pursuant to 32 CFR 199.14(a) (1). Thisincluded adjustments for length of stay (LOS)
outliers. The published ASAswere adjusted for areawage differences and indirect medica education
for the discharging hospital.
Other Relevant Findings

A quick review of Table 4 revedsthat there doesn't appear to be much difference in the
average length of stay for patients who are assigned to the 2™ Infantry Division and those patients who
are not assgned to the Divison, dthough the review is purely descriptive in nature. To check this, the
researcher conducted a linear regression analysis (p<.05). The results of thisanalysis indicate thet there
isno datisticaly sgnificant difference between these categories of patients.

Table4. Number of Dispositions, Occupied Bed Days, and L ength of Stay by DRG (FY 99)

DRG Number of Dispositions  Occupied Bed Days Average Length of Stay
2nd INF DIV All Others 2nd INF DIV All Others  2nd INF DIV All Others
6 3 5 3 5 1.0 1.0
8 6 11 5 22
35 2 3 4 0
47 2 2 4 2
56 6 15 6 24
59 7 18 24 34
63 5 11 22 14
119 5 8 5 10
160 8 14 10 15
162 52 59 60 65 :
225 31 48 78 119 2.5 2.5
227 14 24 43 70
229 17 40 12 62
231 18 38 27 65

232 19 21 17 37
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234 5 12 7 17

251 2 1 3 1

254 3 10 9 25

262 19 47 10 65

266 2 1 8 1

269 1 0 7 0 7.0

270 10 13 11 16 11

360 6 25 3 29 0.5

361 1 10 1 16 1.0

362 6 6 3 9 0.5

364 1 20 1 27 1.0

380 2 4 4 6

381 7 24 3 30 04

441 2 9 4 52 2.0

494 2 10 6 39 3.0

503 43 49 87 126 2.0
307 587 487 1003 1.9

N/A

1.7
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During an interview with the 2™ Infantry Division Surgeon, the researcher was informed that the
Chief Administrator for the 2™ Infantry Divison Hedlth Care Clinic had calculated the cost of having a
2" Infantry Division soldier as an inpatient at the 121% General Hospital as $235 per day. Additionally,
the Divison Surgeon cited this cost during a recent briefing to visting GAO representatives. However,
the researcher was unable to contact the Chief Administrator to ascertain the technique used to make
this calculation of cost. Using this dollar amount to calculate the excess cost of care for the 2™ Infantry
Divison patients under study, the researcher found that the Divison incurred an excess cost of
$42,300.* This excess cost does not include the routine cost of care for soldiers treated at the hospitd.
This cost was calculated as such:
* (Occupied Bed Days) — (Number of Dispositions) x (Cost of Care) = $42,300 (see Table 4)
(487) — (307) x ($235) = $42,300

The researcher sought to identify al potentid cost-savings, but found many of the attempts to
determine costs to be “ best-guess estimates.” Therefore, the researcher relied heavily on established
costs and charges for medica care to develop cost-saving projections. In order to calculate
approximate cost-savings to any payer(s), to include the patient, government, insurance companies, €tc,
the researcher used the costs data provided by the 121% General Hospital Treasurer’s Office.
Projected savings to payers were determined to be approximately $3,100,392, calculated as such:
(*Average DRG Cost x 894) — (*Average SDS Cost x 894) = $3,100,392

($111,043 x 894) — ($34,738 x 894) = ($4,512,018 - $1,411,626) = $3,100,392 (*see Table 3)
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Findings relevant to the actud location and/or congtruction of an ambulatory surgery suite
indlude the following: 1) The 121% General Hospital Renewal Project dready calls for the construction
of asame-day surgery suite as part of this $36 million project; 2) For dl intents and purposes, plans for
the renewa/renovation are locked into place and cannot be changed; 3) The hospital will trangition from
a 70-bed facility to a 88-bed facility; and 4) Parking spaces located immediately around the hospital
areawill be reduced by approximately 120 spaces, as the renewal will increase the Sze of the hospital
by approximately 20,000 square feet.

The bulletized list below adds more relevant findings thet affect a same-day surgery program:

The 121% Generd Hospital does not have a central appointments system

The hospitd currently operates a four-person sdf-care room, but plansto eiminate this servicein
the near future.

The 121% Generd Hospita has four operating rooms and eight post-anesthesia care unit (PACU)
beds.

The 18" MEDCOM has established affiliations with more than 25 Korean Medica Facilities.

Many of these facilities have sate-of-the art medica equipment and provide excellent care to
patients referred to their fadilities from the 121% Generd Hospital.
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4. DISCUSSION

General Discussion

Baine (1995a) states that one of the mogt crucid tasks facing the Congress and DOD asthey
plan for the future of the MHSS is to agree on the size and structure of the medical force needed to
meet wartime requirements. According to Baine, this decison will drive the combination of military
physician specidties, the number of hospitas and clinics, and the training and experience that medical
personnel need to achieve the gppropriate level of readiness. Baine states that subsequent decisions
must aso be made on the cogt-effectiveness of maintaining amilitary medica capacity larger than that
needed for readiness purposes to help meet the hedlth care demands of non-active-duty beneficiaries.

Asit pertainsto dl military MTFs, wartime medica readinessis the primary misson. However,
caring for families and retirees makes up the bulk of services that these MTFs provide. Not
surprisingly, non-active-duty beneficiaries comprise dmaost 80 percent of the 8.3 million people eigible
for military hedth care. Additiondly, it is anticipated that the number of digible beneficiaries will decline
only dightly through the year 2000, even as active-duty forces are reduced because the number of
retiree families will increase. A mgor fact bearing on this problem is that active-duty members must
receive nearly dl of their hedth care in military facilities, but other beneficiaries have choices. Some use
other federd programs, such as Medicare, Department of Veterans Affairs (DVA) hospitds, or civilian
providers funded by DOD; others obtain care through insurance provided by their employer. However,

because of these choices, and other factors such as difficulties accessing military facilities, about 25
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percent of non-active-duty beneficiaries do not rely on the MHSS; that is, they receive medica care
form other sources (Baine, 1995b).

In the past decade, DOD has experienced many of the same chalenges confronting the nation’s
civilian hedlth care services. So in response to these chalenges, DOD initiated, with congressiona
authority, a series of demondtration programs around the country designed to explore various means by
which it could more cogt-€effectively manage the care it provides and funds (Baine, 1995b). Some
of these programs include purchasing of services from community providers when they can provide the
care & alower cogt, establishing pre-admission certification procedures for admissons and days of care
gmilar to those used by private hedth insurers, and implementing ambulatory surgery programs where
feasble.

One government organization, the Veteran's Adminigtration (VA), found that establishing pre-
admission certification procedures for admissions and days of care Smilar to those used by private
hedlth insurers could save hundreds of millions of dollars by reducing non-acute admissions and day's of
carein VA hospitals. VA hospitals too often serve patients whose care could be more efficiently
provided in dternative settings, such as an outpatient clinic or nursing home.  According to Baine
(1995h), a 1993 report showed that at 24 VA hospitals studied, 47 percent of admissions and 45
percent of days of care in acute medical wards were non-acute; 64 percent of admissons and 34
percent of days of carein surgical wards were non-acute. Reasons cited for non-acute admissions and
days of care included non-availability of outpatient care, conservative physician practices, delaysin

discharge planning, and socid factors.
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Impact of SDS on the 121% General Hospital

Although the researcher undertook the study of two particular groupsin this project, pay
patients and patients who are active duty soldiers assigned to the 2™ Infantry Division, this study is
intended to benefit al individuals who are authorized to receive care a the 121% General Hospital. It
should be noted that, where practical, this study is aso intended to help others that receive hedth care
a MTFs get the most cogt-effective, quality care possible. The findings of this study fully support the
notion that it is feasible for the 121% General Hospital to offer asame-day surgery program for its
beneficiaries. There are asignificant number of surgeries that are being performed at the hospital with
an ALOS equal to or lessthan 24 hours. In addition, of al surgeries performed during the study period,
28 percent of these are generally considered appropriate for same-day surgery. The cost-savingsto
pay patients would be significant and the RTD rate for the 2™ Infantry Division patients (SDS patients)
would improve by 60 percent.

While this study shows that it is feasible to operate a same-day surgery program at the 121%
Generd Hospitd, there are saveral areas that should be looked at more closdly. These areas are the
impending Joint Commission on Accreditation of Hedlthcare Organizations (JCAHO) survey of the
hospital, the hospital’s renewal project, the fairly recent restructuring of the commands (18" MEDCOM
and 121% Generd Hospital), and the Korean environment of care.

Currently, DOD requires dl its hospitals to be accredited by JCAHO. Also, DOD officids

report that military hospitas regularly score well above the nationa average in accreditation reviews
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(Baing, 1995a). Although the 121% General Hospitd is considered a“fidd” hospitd, it is not excluded
from this JCAHO accreditation requirement. As such, the hospita is currently preparing for aJCAHO
survey to be conducted in April 2001. Thiswill be only the second survey for the hospitd, and it will be
the first survey for the 18" MEDCOM's Integrated Heelth Care Organization. This survey will include
the 121% General Hospital, aswell as the smaller hedlth care fadilities that falls under the command and
control of the 18" MEDCOM. Just to note, the hospital previously scored a 96 on the JCAHO survey.
Arguably, thereis an inherent pressure that the hospita’ s current key leaders fed to ensure that the
hospital at least passes the survey in the year 2001. The fact that those studying DOD have noted
variationsin the quaity of care around the country exacerbates the pressure to pass the impending
JCAHO survey. Baine (19958) found that the most recent DOD survey of beneficiaries for that period
showed overdl high levels of stisfaction with the qudity of carein military facilities, but beneficiaries
gave higher ratingsto civilian care.

As mentioned earlier, the 121% Genera Hospita is undergoing an $86 million renewa project.
A dgnificant point hereisthat the hospitd is being renovated in place. This 6-year project will have an
enormous impact on many areas of the hospital and its support organizations. The project has dready
begun to affect the parking around the hospital area. Parking has become extremely limited since part
of the grounds surrounding the hospital has been dug up. Thisis part of the duct-bank construction
necessary to support the new structure. The renewa project currently includes plans for a same-day
surgery suite to be built within the hospital. Denio (1999) dtatesthat there islittle-to-no-room to make

changesto the plans. Thus, the physica location for a same-day surgery program should actually come
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to fruition. However, anyone reasonably knowsthat if solid plans, which specify the conduct of
operations for use of the designated suite, are not developed, this area could quickly start serving as
some other function. The unintended function that the suite would most-probably serve is as an office
gpace. Denio aso informed the researcher that nearly dl of the clinica areasthat are being added as
part of the upgrade to the facility could be quite easily converted to adminidtrative offices. Thisisin
keeping with provisons incorporated into the drafting designs for the new facility.

Asit pertainsto doing same-day surgery in Koreg, the discussions between the researcher and the
Chief of Surgery and Chief of Orthopedic Surgery confirmed many of the researcher’ s expectations.
Both surgeons agreed that the hospital could feasibly do same-day surgery without redlizing an increase
in post-operation complications for patients. The primary concern that both surgeons had isthe living
arrangements for the same-day surgery candidates. The Korean environment is unique to military
personnel in that most of the soldiers, sailors, and airmen live in government barracks/quarters as
bachelors or geographica bachelors. This group, as same-day surgery patients, would amost certainly
be left without much assistance should they need home hedlth care. Additiondly, the Korean hedlth
care system does not provide home hedth care services. Thisisavery sdient point asit reaesto
providing same-day surgery options for patients at the 121% General Hospital. On the other hand,
nearly al pay patients living in Korea are command sponsored, with their family aso living in Korea
Maybe these same-day surgery candidates are no more at risk for complications than are patients who
livein the U.S. and undergo same-day surgeries. In addition, many of the soldiers that have an ALOS

of one-to-two days for surgeriesthat are generally considered appropriate for same-day surgery and
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aso living donein the barracks. These soldiers are not returning to the hospita due to complications
associated with being released too soon (Thompson, 1999).
There are many pros and cons to health care facilities doing same-day surgery. As Pollock
(1987) report, some of the advantages of doing same-day surgery include:
increased potentia for reimbursement by third-party payers
areduction in costs associated with twenty-four hour nuraing staff
reduced waiting times for surgeries
decreased demands on the staff, due to a decrease in occupancy
reduction in “hotd” facilities cogs required for inpatients, where this includes medls, ectricity,
laundry service, etc.
the shorter time spent by each same-day surgery patient in the hospita alows more patients to be
treeted in the facility, providing that operating theaters are available
the hospital’ s average length of stay for patientsis decreased as post-operative complications
secondary to nosocomid infections decrease
ability to free up nuraing and other staff personne so that they can be shifted to support more
criticdly ill patients
patient satisfaction with recovering a home
less interruption of the patient’s norma routine

reduced anxiety to the patient relating to having surgery
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reduced incidental costs for patients (i.e., cost of child care when surgery is performed under an

inpatient status)

Some of the disadvantages of same-day surgery that Pollock report include:

increased workload for saff, especidly nuraing staff

potentia for a decrease in quadity of care

resstance to revison if problems are discovered

hidden costs and dissatisfiers for the patients

These possible advantages and disadvantages of same-day surgery are not dl-inclusive, but they

can dl addressed/argued in the plethora of literature that surrounds the concept of same-day surgery.
However, when it comes to offering same-day surgery at afacility, one of the biggest drawbacks relates
to providing lists of operations that the facility routindy perform on a same-day surgery basis and those
that are generdly done under an inpatient status. Insurance companies, government agencies, potential
surgery candidates and others often request lists of operations that are suitable for same-day surgery.
However, clinicians tend to caution againgt this practice because dl-to-often these lists quickly become
inclusive and exclusve. Whereas avast number of surgeries are gppropriate for same-day surgery
centers, many of the surgeries that might be found on same-day surgery lists are better suited to be
performed in adoctor’ s office. Still, many surgeriesthat are excluded from same-day surgery listsare
perfectly gppropriate for inpatient scheduling under certain circumstances. Basicdly, there are too many
variablesinvolved to permit adrict and smplified list of dl procedures that should be performed in an

ambulaory seiting.
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Also, it should not be forgotten that, athough same-day surgery saves patients time and money,
patientsincur a greater responsibility for their recuperation. This respongbility begins prior to surgery
and continues throughout the recovery period. Dianna Davis, nurse manager for the post-anesthesia
care unit at the University of Washington Medica Center’s Surgery Center, says that although patients
are waking up faster from surgery as aresult of today’ s faster acting anesthetic agents, it isalso
important that patients not underestimate the recovery period. Davis cautions that any time you receive
anesthetics, there are risksinvolved. Anesthetics may leave you groggy for at least 24 hours after
surgery, and you will not be functioning a full effectiveness during thet time (Davis, 1995).

Davis states that as she works to educate her patients on their responsbilities for same-day
surgery, she emphasizes the point that *just because you go home just afew hours after surgery doesn't
mean you' re reedy to resume your normd activities” Davis advocates that patients think about what
they would be doing if they had stayed in the hospitd following surgery. Davis contention is that post-
same-day surgery patients should not be cooking dinner, out shopping, or any other activity thet is non-
conducive to facilitating recovery. These patients should be in bed, resting, with people taking care of
them. Davis offers numeroustips for ensuring a smooth same-day surgery. Although pre- and post-
operative preparation will vary, depending on the procedure, there are some things that everyone should
do to prepare for same-day surgery. Davis recommends the following:

Recruit someone to stay at least the first 24 hours after surgery with you, since the anesthetic will

make you groggy, and you' Il need someone to make sure that you get ample liquids and

51



Richard — Feasibility of Implementing Same-day Surgery
nourishment, take your medication on schedule, and help you get to the bathroom. Y our caregiver
will be able to notice any post-operative problems that you might missin your groggy state.
Do a safety check around your house. Make sure that you have a clear path from your bed to the
bathroom. Use anight-light or leave alight on to help you find your way at night.
Stock the pantry. Although it’s best to stay away from greasy or spicy foods, generdly, you can eat
whatever you can tolerate as long asit’'s not restricted. Y ou should get plenty of juices, asfluids are
necessary to flush the anesthetic from your body.
If you have children, find someone who can care for them while you recuperate.
Sinceit’s recommended that you keep the surgery Ste above the leve of your heart to reduce
swelling, round up enough pillows to help with eevation.

Davis aso suggest thet if you' re unable to walk around unassisted after surgery, you should
practice using crutches beforehand because it’s easier to learn to handle crutches when you aren't
groggy and don't have an intravenous line in one of your hands. Davis warns that well-meaning family
and friends can do more harm than good, especidly if their constant cals and visits keep you from
getting the rest you need to recover.

Burns (1984) dtates that there are essentially three phrases to consider when operating a same-
day surgery program: pre-facility, facility, and post-facility. Pre-facility phaseis generdly consdered the
most critical step in ensuring a safely operated program. The key hereisto focus on an accurate,
preoperative, pre-anesthesia evauation by the responsible surgeon or the surgeon’s designated

representative in collaboration and coordination with the anesthesiologi<t. 1t is crucia that the surgeon
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makes a thorough assessment as to whether or not both the patient and the procedure are right for
ambulatory surgery. If one or the other is not appropriate for same-day surgery, then the physician must
seek an dternative solution to providing the necessary care. There are many factors to consider, asthey
might affect the recovery of the patient after surgery. These factors include the patient’ s age; the

patient’ s resdentia status; the driving distance (or distance from the surgery setting to the patient’s
home); and the patient’ s physiological and psychologica state. The physiologicd state of the patient is,
perhaps, the most important factor, with the potentia impact of the anesthetic agent on the patient
driving this nation.

The surgeon is responsible for obtaining an accurate pre-anesthesia history and physica
examination of the patient, as well asinformation related to the chief complaint. Surgeons not qualified
or unwilling to complete this pre-anesthesia eva uation should make aternative arrangements in concert
with the respongible anesthesiologist. As anesthesia use has increased, so has the willingness of
anesthesologigs to participate in the preoperative evduations. At a minimum, the anesthesiologist
should have the privilege of reviewing dl forms, |aboratory data, and permits well in advance to the
procedure so that patients with possible complexities can be identified and appropriate steps taken on
their bendf. The surgeon should fully explain to the patients what is expected of them and what they will

experience preceding, during, and after the surgery.
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5. CONCLUSION AND RECOMMENDATIONS

Conclusion

In conclusion, this GMP objectively showsthat it is feasible for the 121% to implement a same-
day surgery program. However, this GMP merely sets the groundwork for further research into the
deve opment, implementation, and utilization of a same-day surgery at the 121% Generd Hospitdl.
Review of this GMP should invoke concurrence with the adminigirative resdent’ s recommendations
listed below. However, regardiess of the ultimate outcome, this study should prove invauable to the
121% Genera Hospital’ s leaders. It offers yet another means to show the hospita’ s beneficiaries, Saff,
and the community at large just how the key leaders are continuoudy eva uating and working towards
process improvements to meet the needs of their customers.

*The hospital commander can make one of five choices regarding implementation of a same-
day surgery program:

1) Maintain status quo at the hospital, and do no SDS procedures, dl surgicad patients would continue
to be admitted asinpatients, regardless of procedure to be performed

2) Inditute aforma SDS program, effective immediately, with al gppropriate surgeries being
performed as part of the norma operating room procedures, intermixed with non-SDS procedures

3) Inditute a SDS program, effective immediately, with a select number of gppropriate surgeries being
performed as part of the normal operating room procedures, intermixed with non-SDS procedures

4) Inditute a SDS program, effective a a date to be determined, with al or a select number of
gppropriate surgeries being performed as part of the norma operating room procedures, intermixed
with non-SDS procedures

5) Inditute a SDS program effective a a date to be determined, with al or a select number of
gppropriate surgeries being performed in the stand done SDS suite incorporated into the plans for
the ongoing renewd project
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* Contracting out dl SDSto the local Korean hedlth care facilities was considered as a possible option
by the researcher. However, this option was dismissed, asit conflicts with the intent of the SDS suite
scheduled to be constructed as part of the hospital’s renewal project.

Recommendations

The researcher makes the following recommendations pertaining to this GMP:

1) That the hospitd commander formdly indtitute a SDS program, effective a a date to be determined,
with al or a select number of appropriate surgeries being performed as part of the normal operating
room procedures, intermixed with non-SDS procedures

2) That the utilization and effectiveness of the SDS program be assessed at the Sx-month and twelve-
month period, with new recommendations made to the commanders as to whether the program
should be continued, expanded, contracted, or discontinued

Given the atmosphere that currently surrounds the hospitd, the researcher suggests that the most
gppropriate time to implement the same-day surgery program would be approximately the last part of

May 2001 or the beginning of June 2001. Thistime-period is deemed most appropriate because it will

alow the hospitd to focusits efforts on one of its grestest challengesin progress, preparing to meet the

JCAHO requirements for accreditation in April 2001. Replacements for many of the 18" MEDCOM’s

key leaders will begin to arrive in the latter part or May or early June. Mogt of the current leaders will

be ending atwo-year tour by summer 2001. The new leaders will have an opportunity to help the
organization grow and prepare for the renewed facility, presumably with new or enhanced services.
Offering a same-day surgery program would help to ensure that dollars that have been

appropriated for the renewa project, which includes a same-day surgery suite, are spent as intended by

the government. A process action team (PAT) should be established to determine exactly which
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procedures should be covered under the same-day surgery program. Thiswould help to ensure that the
program is established based on the capabilities of the hospital’ s providers, while minimizing the effects

of personditiesin the decison to offer same-day surgery.
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KEY TERMS

Accreditation: Acknowledgment by an officia, independent review agency (e.g., JCAHO; NCQA)
that the indtitution or individual meets some predetermined standard of practice; required for third-party
rembursement, training of professonds, etc.

Ambulatory facility: Any fadility in which you have surgery as an outpatient is an ambulatory facility.

Ambulatory surgery/Same-day surgery: Surgery performed whereby the patient arrives and leaves
the facility where the surgery is performed on the same day of the operation; same-day surgery is
operationally defined within this paper as scheduled surgical procedures provided to patients who do
not remain in the hospita overnight.

Anesthesia: Generd or locdized insenshility, induced by drugs or other intervention and used in
surgery or other painful procedures.

Civilian Health and Medical Program of the Uniformed Services (CHAMPUS): Currently
known as TRICARE Standard — One of the Department of Defense Hedlth Program’ s three benefit
options. No active enrollment is required. Active duty members are not eigible for thisoption. If
family members receive care in the civilian sector without authorization from a provider at the military
treatment facility, their careis covered under TRICARE Standard. 1t offers the larger choice of
providers, however, it dso incursthe highest costs. Each fiscd year, an annua deductible must be
fulfilled before the government begins cost sharing 80% of the active duty family member’s covered
care. The sponsor’s pay grade determines the amount of the deductible. After the deductibleis
fulfilled, the patient pays 20% of the remaining alowable charge as a co-payment. Again, the cost is
higher, but the choice of providersis gredter.

Composite Health Care System (CHCYS): A computer data base containing privileged medica and
persond data on a soldier undergoing medica review.

Confidenceinterval: The range of vaues that a population parameter could teke a agiven leve of
sgnificance.

Continental United States (CONUS): Refersto the 48 mainland states of the U.SA.; dl dates of
the U.SA., except Alaskaand Hawaii.

Continuous Quality Improvement: A quality management gpproach that builds upon traditiona
quality assurance methods by emphasizing organizationd and systems “processes’; A philosophy that
implies that a process and its services/outcomes are never optimized.
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Cost: A monetary measure of the amount of resources used for some purpose.

Cost-benefit analysis (CBA): A st of techniques for asssting in the making of decisons, which
trandates al relevant concerns into market (dollar). According to Shirmer & Rattner (1998), when
performing a CBA, individuas are asked questions such as, “Relative to the trestment extending your
life 1 year, how much more would you be willing to pay for an insurance policy that covers a treatment
that extends your life 2 years but causes blindness?” The results of thisanalyss are expressed as a“ net
benefit.”

Cost-effectiveness analysis (CEA): Comparison of the cogts of different ways of achieving an
objective. Itissmilar to CBA, except that CEA does not require benefits to be expressed in dollar
terms.

Cost Utility Analysis. Cog utility andysis attempts to refine the measurement of the benefits of a
trestment by messuring the relative value to the individua of life under different circumstances by asking
guestions such as “ Given a choice between afull year of life with blindness and some number of months
with full functioning, how many months of full functioning would leave you indifferent between the
choices?’

Credentials: Documented evidence of licensure, education, training, experience, or other
qudifications.

Criterion-related validity: Thisreflects the success of measures used for prediction or estimation.

Cronbach’sa: If theitems are sandardized (have a sandard deviation of 1), the religbility coefficient
is based on the average corrdation of itemswithin atest. If theitems are not tandardized, it is based
on the average covariance among items. Negative vauesfor apha(a) occur when the average
interitemn corrdaion is negetive, which violates the rdiability modd.

Dependent variable: A variable that is caused or influenced by another.

Diagnostic Related Groups (DRGs): Classfication scheme that categorizes patients who are
medically related with respect to diagnoses, presence of asurgical procedure, age, sex, and presence or
absence of significant comorbidities or complications and who are satisticaly smilar in their length of
gtay; form of prospective reimbursement system used by HCFA for Medicare recipients, aswell as
some states and private hedlth plans for contracting purposes since October 1, 1983.

Factor: One of the dements contributing to a particular result or situation.

Fiscal Year: Any yearly period established for accounting purposes; traditionaly, this period
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has been from 1 October of a given year through 30 September of the following yesr.
General anesthesia: An anesthesiathat will dlow you to deep through the entire operation.

Independent variable: A variable that presumably exerts an influence on or explains variaionsin the
dependent variable.

I nformed consent/Informed decision: Consent sufficient to meet the requirements of law, where
medical careis provided.

Inpatient: A patient who is admitted to amedicd facility with the intent of Staying at least for one
overnight period.

Iron triangle: A term used in the hedlth care arenato show the relationships between the ahility to
access hedlth care, the quality of hedlth care provided, and the cost of hedlth care; thisterm is generaly
used to show the dilemma associated with trying to meet the consumers demand for improvementsin
esch area (usudly Smultaneoudy).

Linear regression: A datistica procedure used to estimate the linear dependence of one or more
independent variables on a dependent variable.

Make-buy analysis. A financid anayssto ascertain whether it is more cost-effective to make a
product (or offer a service) in-house or purchase the product/service from avendor.

Medical Treatment Facility (MTF): Refersto the military medicd hedth care community and its
regent military medica activities and communities.

Null hypothesis. The hypothesisto be tested. It is a statement that no difference exists between the
parameter and the statistic being compared to it.

Opportunity cost: The highest-vaued, next-best dternative that must be sacrificed to attain something
or to satisfy awant.

Organized ambulatory/same-day surgery program: An ambulatory/same-day surgery program that
is managed and governed for the primary purpose of providing same-day surgery.

Outsde the Continental United States (OCONUS): Duty assignments based outsde the forty-
eight mainland states of the U.S.
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Pay patients. The category of patients authorized medica care at an MTF, but are required to pay for
the care provided. Pay patients pertaining to the 121% Generd Hospita include al federa employees
(non-military), United States Embassy personnel, invited contractors, and technical representetives.
Charges for services rendered to pay patients are caculated in accordance with guiddines published in
Section 1095 of title 10, United States Code (see Appendix for determination of chargesto be paid).

Physician alternative: Other hedlth care providers such as physcian assistants, nurse practitioners,
optometrists, etc.; these providers adso tend to be licensed and privileged to provide hedth care.

Plastic surgery: Cosmetic surgery - generdly, eective, microscopic procedures which tends to be
lengthy.

Population: A well-defined collection of persons, objects or events.

Privileges. The process whereby a specific scope and content of patient care services (that is, clinical
privileges) are authorized for a hedlth care practitioner by a hedlth care organization based on evduation
of the individud’s credentids and performance.

Process Action Team (PAT): A group of subject matter experts or educated personnel who pool
resource materias together to achieve certain gods, normdly to establish or improve upon a process.

Psychometrics. Divination of facts concerning an object or its measurement.

P-Value: The gatigtica sgnificance leve is the conditiond probability that arelationship as strong as
the one observed in the data would be present if the null hypothess were true,

Quality: Diginguishing characterigtics that determine the vaue, rank, or degree of excellence or
expectation.

Redliability: Precison, efficiency, measuring the varidble right. Measuring if the hypothesis can be
tested under smilar circumstances with the same ingrument time and time again.

Return to duty (RTD): A personnel accountability status used to tracked/report a soldier who has
been treated a an MTF (whether or not medicd intervention was needed), then cleared to return to
higher unit (oftentimes with limitations annotated by a physica dbilities profile).

Same-day surgery: See Ambulatory Surgery/Same-day Surgery ( #3 above).

Sample: A subset of apopulation.
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Statistical Package for the Social Sciences (SPSS) 7.5: Statistical software package used in
computing complex satistical equations, Verson 7.5.

Tableof Disgribution and Allowances (TDA): Resource alocations normaly applied to fixed
fadilities (non-deployable military organizetions).

Tableof Organization and Equipment (TO&E): Resource alocations normaly applied to
deployable military organizations.

Total Quality Management (TQM): Management system fogtering continuoudy improving
performance a every leve of every function by focusing on maximization of customer satisfaction.

Twenty-twenty (20/20) hindsight: Perfect recognition of the nature or requirements of aSituation,
event, etc., after its occurrence.

Typel Error: Rgecting the Null Hypothesiswhen it istrue.

Typell Error: Accepting the Null Hypothesswhen it isfase.

Validity: Accuracy, effectiveness, measuring the right variable.

Variable A characterigtic of interest — one that can be expressed as a number —which is possessed

by each item under gudy. The vaue of this characteridtic is likely to change or vary from oneitem in the
data st to the next.
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Who is a Pay Patient?

Pay patients consst of US Federd Civilian Employees, Contractors, Department of State Personndl,
and foreign nationds.  Eligibility for treatment in amilitary medica Treatment fecility (MTF) does not
imply that the patient receives medical care free of charge or is not charged for the care that is received.

What do | do on the day of my appointment?

On the day of your gppointment report to the Business Office window 20 minutes before your
scheduled gppointment time. The Business Office staff must process and collect payment prior to your
being seen inthe dlinic. They will provide you with DA Form 3154, MSA Invoice and Receipt, an
Attending Physician’'s Statement, and aletter for your insurance company which explains the limitations
the MTF hasin regards to providing an itemized bill. Y our paperwork is now complete. If thevistis
deemed non-chargeable, the Business Office gtaff will ssamp and initid the documentation in your
Outpatient Health Record. The Business Office Staff will pull your Outpatient Health Record and you
can attend your appointment.

If you report sraight to the clinic, they will not seeyou. Y ou must have a Business Office stamp or the

DA Form 3154, MSA Invoice and Receipt and your outpatient Health Record in order to be seen.
The only time thisiswaived is for Emergencies.

What happenswhen | present to the Emer gency Room after hour s?

If it is after hours, you report straight to the emergency room. Asyou are Sgning in (in-processing) at
the front desk, you will be asked to go to the Admissions & Dispositions desk to complete the
necessary hilling paperwork. They will have you complete a pay agreement form. The bill for this vist
will be mailed to you on the following businessday. If you are an urgent or emergent patient, the clerk
will be paged and obtain the necessary information in the Emergency Room. If you have questions fed
free to contact the Business Office at 737-3685 or commercia 7917-3685.

Follow-up vists and referrds from the Emergency Room are two different categories for billing. Follow-

up isreturning to the Emergency Room for the same problem on the same day and is not chargeable. If
arepeat visit ison a different day or to a different specialty then it is chargeable.
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How do | obtain reimbursement from my insur ance company?

The patient is respongble for filing adam for rembursement from their individud private medica
insurance. The Business Office has provided the DA Form 3154, MSA Invoice and Receipt, an
Attending Physician’s Statement, and the aletter for your insurance company which explains the
limitations the MTF hasin regards to providing an itemized bill. Formsfor filing these daims must be
obtained from the insurance company. We do not have them nor do we have access to obtain them.
Forms are unique for each individua company. If the insurance company requires a copy of the medica
documentation, the patient needs to stop by the Business Office and fill out aDA Form 5006-R,
Authorization for Disclosure of Information. This form gives the hospita authorization to copy
confidentid medical information. A spouse can nat fill out ardease form for any family member over
the age of 18.

How do | get an appointment?

121 Generd Hospita operates a decentraized patient gppointment system. That is, each clinic makes
its own gppointments. Routine medica care appointments can be scheduled by calling the Acute Care
Clinic, 737-8205/8491. The Acute Care Clinic provides comprehensve primary medica care. Adult
and adolescent acute medica conditions including women’s wellness exams will be seen on an
gppointment basis. Other specidties within the hospita operate on areferral bass by appointment only.

Patients must have a consultation sheet SF 513 in order to be seen in those clinics. Other specidties
indude:

Who establishesthe billing rates?

The Assigtant Secretary of Defense memorandum, dated 29 March 1995, directed that apay patient
would be charged for each outpatient visit.

Section 1078 of Title 10 U.S.C. prescribes the establishment of fair charges for medical and dental care
provided to family members under Title 10 U.S.C. 1076. These charges are to be applied equdly to all
classes of family members. Inpatient charges are per diem or Diagnosis Related Group (DRG) based
rates depending on the patient category. Outpatient charges are per visit rates according to the type of
services or procedures provided.

The Under Secretary of Defense (Compitroller) establishes rates annualy and distributes them on 1
October of that year. Any guestions concerning the policy or cost should be directed to:
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Office of the Secretary of Defense
Hedth Affairs

Skyline Five, Suite 810

5111 L eesburg Pike

Fdls Church, Virginia 22041-3206

What isa Chargeable Visit?

The gpplication of chargesis subject to guidance issued by the Office of the Assistant Secretary of
Defense (OASD-HA). This guidance alows certain operating requirements unique to DOD MTFs.
Locd judgement will apply in determining whether achargeis proper. DOD MTFs may provide hedth
care services to some categories of non-entitled patients (for example, DOD civilians overseas) on a
reimbursable basis. Reimbursement must be calculated to represent the full cost of the services
provided. If areimbursement rate has not been established for a particular service, the MSA office
cannot bill for that service.

All separate outpatient vists during a single day will result in a separate charge for eech vist. (E.g. If a
patient was diagnosed at Troop Medical Clinic X and was referred to 121 General Hospital, both
chargesareto be hilled.) Failing to charge each visit received during the same day means that the
facility will not recover the full cost of servicesrendered. The only exception to thisruleiswhen a
patient visits the same clinic multiple timesin the same day. In this case, they are charged for
one visit at the rate for that clinic.

Follow-up visits on subsequent days are chargeable unless the sole purpose of having the patient return
isto verify the success of the previous trestment and no additiona trestment is provided. Thefollowing
services are not chargesble:

Check-in at sick cdll to make an appointment for a visit on a subsequent day.

Prescription refills and/or renewas when consultation or evauation by a hedlthcare provider is not
required. (New prescriptions of controlled drugs obtained without the patient seeing a doctor are
consdered refills)

Consultations and advice given a the same time as the resullts of vaccinations and tests such as the
PPD, Mammogram, or Pap. (A follow-up consult with anew provider is chargeablei.e.
Gynecology, Internal Medicine, or Genera Surgery, €tc)

Telephone discussions

Weight checks

Blood pressure checks requested by the physician as follow-up treatment

Follow-up visits for the sole purpose of checking bandages, dressings, sutures, and casts
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Remova of sutures or casts

Vigon testsfor driver’slicenses

Verification of physica profile series

Family member school children’ s vidts to public hedth nurses who are located at the school and
who are employees of the medical facility

Physicd examinations provided to progpective family members (pre-adoptive only) of Uniformed
Searvices beneficiaries

Physica examinations required for enlisment or induction into the Service or gpplication to one of
the Service academies. (must provide documentetion)

Collection of specimens for blood and/or dcohol tests performed at the request of military police
Petients admitted as inpatient when the admissons result from an outpatient visit on the same day

When aDOD MTF refersfedera civilian employees and their family membersto a Korean medica
facility for test, trestment, or admission, the patient/sponsor should pay the Korean medical facility
directly.

Dental Care

When dental careis available, each procedure, is normdly a chargegble visit. Denta charges are
caculated by the Diagnostic DOD weight multiplied by the fisca year DOD per dentd rate.

If apatient vigts both a medica clinic and adentd clinic on the same day, both clinics vistisa
chargeable vigt.

| mmunizations

Unless superseded by DOD Ingtructions or guidance from higher headquarters, federa civilian
employees and their family members engaged in foreign duty under military sponsorship would receive
immunizations required for entry by the foreign country in which they are working.

Country specific immunizetions are adminigered a military inddlations without charge upon
presentation of officid order or authorization.

School teachers, child care workers, and children attending DOD sponsored schools and day care

centers or amilar facilities on military ingdlations, as a condition of their employment or atendance at
these facilities, are administered agppropriate vaccines agang influenza, meades, mumps, rubella,

71



Richard — Feasibility of Implementing Same-day Surgery

tetanus, diphtheria, and polio, unless they are dready immune based on documented receipt of vaccine
series or physician-diagnosed illness.

At Army ingdlations having Medicd Treatment Facilities that provide occupationa hedth services
authorized by AR 40-5, these immunizations are provided without charge to DA civilian employees.
They are paid from appropriated, or non-appropriated funds for those authorized to receive the services
liged. (Note: The cost will be paid by the receiving agency and handled as an automatic reimbursement
by the MTF providing the service).

A per case or per shot rate is established for immunizations when given in conjunction with a chargegble
outpatient visit no extra charge will be made for each shot or dose.

Services provided under the Occupationa Hedth Service Program for U.S. employees will be
supported without charge to the individua employee. (However, the receiving agency (other DA
civilians) will be responsible for transferring funds to cover the cost of the immunization.

Worker's compensation patients will be supported without charge to the worker. The patient must
present documentation.

Petients admitted and discharged on the same day by an inpatient medica facility will not be charged the
outpatient rate. Rather, they will be charged the appropriate daily inpatient rate.

Confidentid medicd care and advice provided adolescent family members of Federa civilian
employess, a authorized teen clinics and youth health centers, will not be chargesble.

Public hedth measures will not be charged when the area military commander, upon recommendation of
ther principd medicad daff officer, determines that such measures are required in the interest of the
hedth of the area. Public health measures include services that are recognized and accepted by hedth
authorities as preventing the soread of communicable, environmental, and industria diseeses, and
reducing the common risk to agiven disease. Included are:

- Immunizations prescribed by hedth authorities

- Interview, examinaions, and follow-up of close contact with tuberculoss, venered diseese,
meningococca meningitis, viral hepdtitis, and other communicable diseases.

- Detection and trestment of drug, acohol, and other substance abuse.

Biologica tests associated with epidemiologica surveys. Influenza and other vaccinaions, therapeutic
or desengtization (dlergy) injections and PPD tests for tuberculosis are considered immunizations.
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For pay patients, the applicable outpatient rate or the immunization rate will be charged for
examinations or immunizations furnished other than in connection with inpatient or public health
care.

Prescriptions

Prescriptions may be written according to the limitations of the chart below. Exceptionsto these
limitations will be consdered on an individud basis. Prescribing to the maximum quantities should be
reserved for those patients who are being well managed on rdaively safe medications.

Category M aximum M aximum Refillswill be
Quantity per Rx Refills per Rx Honored for:

Acute Medication 30 days 5 1 year

Chronic Medications 90 days 310 11 depending on 1year

Rx up to 1 year

Schedule |1 Narcotic 14 days 0 0

Schedulell non- 30 days 0 0

nar cotic

Ritalin, Dexedrine, & 90 days 0 0

Cylert

Schedulelll-V 30 days 0 0

Schedulel11-V 90 days 0 0

seizure medications

Antituberculosis 35 days 0 0

medications (Adult)

Antituberculosis 90 days 0 0

M edications

(children)

Over the Counter 2 units 5 1year

M edications

Ambulance Charges

73




Richard — Feasibility of Implementing Same-day Surgery

Ambulance charges are basad on full hours and 15-minute increments of service. Providers should
ca culate the charges based on the number of hours (or fraction thereof) that the ambulance is logged
out on apatient run. Fraction of hours should be rounded up to the next 15 minute increment (i.e., 31
minutes becomes 45 minutes).

Aeromedical Evacuation

When a government employee is classified as a patient requiring Aeromedica evacuation by medica
authority and authorized government transportation entitlements according to the Joint Travel
Regulation, Volume 2 Aeromedica evacuation may be provided from overseas to CONUS hospital or
between medicd facilities overseas, or in CONUS. Reimbursement shal be made by the employee's
agency to the Air Mobility Command for al Aeromedica evacuation services provided.
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FY 2000 Billing Rates

Outpatient Rates

The outpatient vigt rates are caculated per vist usng columns 4 and 5. Column 4, “Interagency &
Other Federa Agency Sponsored Patients’ is used if you are a DOD employee. Column 5 is “ Other”
isused if you are a contractor. The amount is per vigt for whichever specidty you have visted. The
rate is not based upon the diagnosis of your vist ingead it is based upon the MEPRS code
corresponding to the service which you have visted. This rate is dl-incusive (includes dl laboratory,
radiology, or prescriptions given at the time of the visit).

MEPRS | Clinical Service I nternational Interagency & Other
Code Other (Full/Third Party)
Military Federal Agency
Sponsored
Education Patients
& Training
(IMET) Rate
Medical Care
BAA Internd Medicine 104.00 194.00 204.00
BAB Allergy 53.00 99.00 105.00
BAC Cardiology 87.00 163.00 172.00
BAE Digbetic 61.00 114.00 121.00
BAF Endocrinology 102.00 190.00 201.00
(Metabolism)
BAG Gastroenterology 146.00 272.00 287.00
BAH Hematology 179.00 334.00 352.00
BAI Hypertension 106.00 198.00 208.00
BAJ Nephrology 208.00 387.00 409.00
BAK Nuerology 121.00 225.00 238.00
BAL Outpatient Nutrition 42.00 79.00 83.00
BAM Oncology 134.00 250.00 264.00
BAN Pulmonary Disease 153.00 285.00 301.00
BAO Rheumatology 101.00 188.00 199.00
BAP Dermatology 78.00 146.00 154.00
BAQ Infectious Disease 178.00 332.00 350.00
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BAR Physca Medicine 83.00 155.00 163.00
BAS Rediation Therapy 128.00 238.00 251.00
BAT Bone Marrow Transplant 115.00 214.00 226.00
BAU Gendtic 367.00 683.00 721.00
Surgical Care
BBA Generd Surgery 148.00 276.00 291.00
BBB Cardiovascular & 320.00 595.00 628.00
Thoracic
BBC Nuerosurgery 173.00 323.00 341.00
BBD Ophthamology 90.00 168.00 177.00
BBE Organ Transplant 399.00 742.00 783.00
BBF Otolaryngology 106.00 197.00 207.00
BBG Pagtic Surgery 131.00 244.00 258.00
BBH Proctology 84.00 157.00 165.00
BBI Urology 112.00 209.00 221.00
BBJ Pediatric Surgery 167.00 311.00 328.00
BBK Peripheral Vascular 78.00 146.00 154.00
Surgery
BBL Pain Management 97.00 180.00 190.00
Obgtetrical & Gynecological Care
BCA Family Planning 57.00 106.00 112.00
BCB Gynecology 89.00 165.00 175.00
BCC Obstetrics 74.00 138.00 146.00
BCD Breast Cancer Clinic 184.00 342.00 361.00
Pediatric Care
BDA Pediatric 62.00 115.00 121.00
BDB Adolescent 65.00 122.00 129.00
BDC Well Baby 42.00 79.00 83.00
Orthopedic Care
BEA Orthopedic 93.00 174.00 183.00
BEB Cast 59.00 110.00 117.00
BEC Hand Surgery 69.00 129.00 136.00
BEE Orthotic Laboratory 67.00 125.00 132.00
BEF Podiatry 56.00 105.00 111.00
BEZ Chiropractic 25.00 47.00 50.00
Psychiatric and/or Mental Health Care
BFA Psychiatry 124.00 230.00 243.00
BFB Psychology 93.00 174.00 184.00
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BFC Child Guidance 57.00 105.00 111.00
BFD Mentd Hedth 104.00 194.00 204.00
BFE Socid Work 102.00 190.00 200.00
BFF Substance Abuse 99.00 184.00 195.00
Family Practice/Primary Care
BGA Family Practice 74.00 138.00 146.00
BHA Primary Care 77.00 143.00 151.00
BHB Medica Examination 80.00 148.00 156.00
BHC Optometry 50.00 93.00 98.00
BHD Audiology 35.00 65.00 69.00
BHE Speech Pathology 101.00 188.00 199.00
BHF Community Hedth 66.00 123.00 130.00
BHG Occupationd Hedlth 73.00 136.00 143.00
BHH TRICARE Outpatient 56.00 104.00 109.00
BHI Immediate Care 107.00 200.00 211.00
Emergency Care
BIA | Emergency Care | 126.00 | 234.00 247.00
Flight Medical Care
BJA | Hight Medidne | 88.00 | 164.00 173.00
Underseas Medical Care
BKA | Underseas Medicine | 43.00 | 79.00 84.00
Rehabilitative Services
BLA Physicd Therapy 41.00 77.00 81.00
BLB Occupationa Therapy 61.00 114.00 120.00
Ambulatory Procedure Vist (APV)
BB Surgicd Care 937.00 1,740.00 1,836.00
BD Pediatric Care 233.00 430.00 454.00
BE Orthopaedic Care 1,179.00 2,192.00 2,313.00
All other B Clinics not 430.00 797.00 841.00
included above (BA, BC, BF, BG, BH, BI, BJ, BK, and BL)
Other Rates& Charges
FBI Immunizations 16.00 30.00 32.00
DGC Hyperbaric Chamber 153.00 285.00 301.00
FEA Ambulance 62.00 116.00 122.00
Air Evac Services-Ambulatory 195.00 364.00 384.00
Air Evac Services L itter 567.00 1,056.00 1,114.00
Observation Services-hour 17.00 31.00 32.00
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I npatient Rates

Inpatient rates are based on the cost per Diagnosis Related Groups (DRG), which is the inpatient full
reimbursement rate per hospital discharge weighted to reflect the intendity of the principa diagnoss,
secondary diagnoses, procedure, patient age, etc involved. The DOD cost to be charged is factored by
multiplying the Per Inpatient Day or DRG RWP by the Direct Care Inpatient Reimbursement Rate.

Per Inpatient Day Internationd Military Interagency & Other Other
Education & Training Federd Agency (Full/Third
(IMET) Sponsored Patients Party)

Burn Center 3,080.00 5,529.00 5,840.00

Surgical Care Sves 1,411.00 2,533.00 2,675.00

(Cogmetic Surgery)

All other Inpatient Rates are based on Diagnosis Related Groups (DRGS) Rdlative Weighted

Sarvices Product (RWP)

FY 00 Direct Care |npatient Reimbursement Rates

Large Urban 2,921.00 5,498.00 5,775.00

Other Urban/Rurd 3,236.00 6,532.00 6,883.00

Overseas 3,606.00 8,520.00 8,941.00

NOTE: Some Republic of Korea (ROK) Army Personnd are digible to receive care in U.S. military
hedth care facilities in Korea; however, the terms of the memorandum of agreement will outline the
appropriate charges and billing procedures.
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