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Ambulatory surgery centres: a potential solution
to a chronic problem
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— SUMMARY

Long wait times for elective surgery in Canada have been a persistent problem
for many years and the recent pandemic has made the situation substantially
worse. Current evidence suggests that ambulatory surgery centres are more
cost-effective and efficient in the delivery of ambulatory surgical services than
larger institutions. We explore the merits of a network of publicly funded
ambulatory surgery centres.

for elective surgery for many years, and the recent pandemic has

made the situation substantially worse. The Canadian Institute for
Health Information has estimated that almost 600 000 fewer surgeries
were performed in the first 22 months of the pandemic compared with
2019 (excluding Quebec).! We explore the merits of using publicly funded
ambulatory surgery centres (ASCs) to improve surgical capacity and dis-
cuss some of the policy challenges that will arise.

Although ASCs are increasingly being used in the United States to
provide ambulatory interventions, these procedures tend to occur in
large, full-service hospitals in Canada. The benefits attributed to these
stand-alone centres over hospital-based outpatient procedure departments
(HOPDs) are numerous but must be viewed with some skepticism, given
that patients undergoing surgery in ASCs tend to be healthier than those
undergoing surgery in HOPDs. Nonetheless, ASCs have been shown to
be a safe place for patients to have their surgery, as confirmed by numer-
ous scientific publications, including one from the largest publicly funded
ASC in Canada.’ They have also been shown to be a cheaper method of
delivering ambulatory surgical care. In 2010, Saskatchewan Health
experimented with a privately operated ASC model of delivery to reduce
wait times and found that the cost of performing 34 different procedures
in these private clinics was, on average, 26% less expensive than the cost
of these procedures in hospitals.?

As ASCs are not required to deal with urgent and emergent cases,
scheduling of patients is more reliable as patients do not get bumped.
Reliable scheduling also allows surgical teams to specialize in certain pro-
cedures, leading to greater efficiency and lower costs.*

Given that patients prefer to recover from surgery at home, in a famil-
iar environment,’ keeping patients out of hospital after surgery is prefer-
able and is consistent with the Home First philosophy of care that is cur-
rently promoted in many Canadian hospitals. Not only will this save
money, the chance of nosocomial infection and postoperative delirium
will be minimized

Going forward, a growing number of procedures will likely be performed
with the expectation of same-day discharge, facilitated by home monitoring
and expanded virtual care. Several studies have already confirmed the feas-
ibility and safety of same-day discharge for patients undergoing procedures

H ealth care systems in Canada have been plagued by long wait times
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that were previously felt to require hospital admission.
For example, a recent Canadian study showed that seg-
mental bowel resection can be performed as an out-
patient procedure by adhering to conservative criteria of
patient selection, by using a protocol of enhanced recov-
ery after surgery and by supplying patients with a smart-
phone application to facilitate discussion with a phys-
ician during the postoperative period.® Similar studies
support the use of same-day discharge for other com-
monly performed procedures including bariatric sur-
gery,” adrenalectomy,® nephrectomy® and joint replace-
ment surgery.” Ambulatory surgery centres are ideal
environments for the management of these cases but
should have the capacity to provide overnight care. This
will allow more patients who require monitoring, such
as those with sleep apnea, or those who simply require
observation, to have surgery performed in these centres.

The creation of such a network of ASCs is not with-
out challenges, including human resource planning,
tunding models and the potential for these centres to
increase inequity with respect to access to care. With
the expansion of surgical services, more training posi-
tions for nurses, surgeons, anesthesiologists and allied
health professionals will need to be created to supply
the required workforce. Although this process will take
time and require additional funding, governments can
quickly start to fill the gap in human resources by facili-
tating the immigration, certification and licensing of
foreign-trained health care workers.

By insisting that ASCs become part of a publicly
funded hospital system, several benefits can be achieved.
Administrators can minimize the impact of hospital staff
leaving for employment in these centres by restricting
their movement until their positions are filled. Use of
ASCs will ensure that doctors who plan to work in these
centres maintain on-call responsibilities at their home
hospital. Having ASCs associated with a hospital will also
allow for resource sharing and provide patients of ASCs a
place to go should they require admission to hospital.

The case mix and funding models used to support
these ASCs will be at the discretion of their respective
provincial and territorial governments. An activity-
based funding model, currently used to encourage the
performance of some procedures, may be a useful tool
to incentivize the productivity of ASCs. To ensure
value for the taxpayer, 1 or more quality measures
could be tied to this funding.!” In terms of physician
compensation, the fee-for-service (FFS) model is prob-
ably the best method to use to ensure maximum pro-
ductivity as FFS physicians and surgeons, whose case
mix is primarily outpatient, will likely benefit the most
financially from the creation of ASCs. Those with a pri-
marily inpatient practice may also benefit if they are able
to access additional surgical beds to perform catch-up
inpatient surgeries. Physicians paid through other models
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who are interested in working in an ASC may want to
reconsider their method of remuneration or be given
incentives to encourage productivity.

With ASCs becoming part of a hospital system, an
institutional surgical waitlist can be created for common
procedures to ensure that wait times for surgical patients
are equitable. As ASCs are more likely to be created in
urban centres than rural centres, where they are likely to
be of most benefit, health departments must ensure
equity of access for surgical procedures in rural centres.
They must also be willing to cover the costs for home
services, including physiotherapy and occupational ther-
apy, for patients who do not have private medical insur-
ance to ensure equitable postoperative care.

As the currently delivery model of surgical care in
Canada has led to unacceptable wait times, the creation
of a network of ASCs deserves serious consideration. A
substantial investment by our governments will be
required, and several policy challenges will need to be
addressed, including human resource management, the
development of effective funding models and ensuring
equitable access to care.
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