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Introduction

� History
� Current & Future of Spine ASC’s
� Aligning Stakeholders
� Types of Cases
� Anesthesia considerations
� Transition Issues



History 1960’s
Health care professionals and government officials begin calling for 
affordable, accessible outpatient surgery alternatives that can continue 
to deliver top-quality patient care.

1966-67 - Facilities dedicated to providing ambulatory surgical care 
open in conjunction with hospitals in California and Washington, DC

1968 - Wallace Reed, MD, and John Ford, MD, commit their idea for a 
freestanding ambulatory surgery facility to paper for the first time and 
develop objectives for the facility. They begin collecting endorsements 
from the governmental bodies and members of the health care 
community they need to obtain financing for the project.



History 1970’s
1970 - Reed's and Ford’s idea becomes reality on February 12 when 
Surgicenter, the nation’s first freestanding ambulatory surgery facility, 
opens for business. Five physicians perform five procedures at the 
facility that day. Four of those procedures require general anesthesia.

Early 1970s - A small number of other ASCs open throughout the 
United States.

1971 - The American Medical Association adopts a resolution 
endorsing the concept of outpatient surgery under general and local 
anesthesia for selected procedures and selected patients.



History 1970’s
1973 -The American Society of Anesthesiologists (ASA) establishes some 
of the first standards for the industry when it releases “Guidelines for 
Ambulatory Surgical Facilities,” a list of nine criteria approved by the ASA 
House of Delegates.

1975-76 - Rapid growth. A total of 42 surgery centers were in operation in 
the United States by 1975 and an additional 25 facilities opened in 1976.

1979 - The industry continues to grow with the number of ASCs reaching 
triple digits.



History 1980 & 90’s
1982 - Medicare approves payment to ASCs for approximately 200 
procedures, which are placed in one of four payment groups with payment 
rates of between $231 and $336, based upon a cost survey of 40 ASCs.

1987 - Medicare modified the ASC list to use specific CPT codes and 
expanded the list to include 1,535 procedures.

1988 - A mile marker is reached—the number of ASCs in the United States 
reaches 1,000. Using the information from a 1986 cost survey of ASCs, 
Medicare implements a new payment system for ASCs, which remains the 
basis for ASC payments today.

1995 Medicare expands the ASC list to cover more than 2,000 procedures.



History 2000+
2011 - More than 5,300 ASCs in the United States perform 
23 million surgeries annually. Medicare grants approval for 
ASCs to perform more than 3,500 procedures.

2015 - Reached 5,400 ASCs.

Today, Medicare beneficiaries can have more than 3,500 
different procedures performed in an ASC. Medicare 
beneficiaries receive approximately 30% of the care provided in 
ASCs.



Present
Currently, there are more than 9,280 active ambulatory surgery 
centers in the U.S.

States with the Greatest Number of ASCs
� California: 1,213
� Florida: 722
� Texas: 710
� Georgia: 514
� Maryland: 434
� New York: 333
� New Jersey: 323
� Ohio: 317
� Arizona: 263
� North Carolina: 253



Spine ASC Current Update
1. Over 160 ASCs in the U.S. offer minimally invasive spine 
surgery, which has seen a significant increase in the past 
decade.
2. Half of all outpatient spine surgery cases are expected to be 
performed in the ASC by 2021, up from 40 percent in 2015, 
according to data from L.E.K. Consulting.
3. Sg2 predicts 88 percent of spinal decompressions and 
laminectomies and 67 percent of cervical spinal fusions will be 
performed outpatient, in either the ASC or hospital outpatient 
department, by 2028.



Spine ASC Growth
4. The average total cost of anterior cervical discectomy for Medicare 
patients in the ASC is $7,668, compared with $10,713 for hospital 
outpatient departments. Total disc replacement in the ASC cost $11,340 
on average for Medicare patients in the ASC, compared to $15,402 in 
the HOPD.

5. SurgCenter Development is among the ASC chains performing spine 
surgery. It’s performed more than 2,200 complex spine cases in 2018, 
up from the 1,000 cases they performed in 2014. 

6. About 102 SurgCenter centers perform complex spine procedures 
with around 260 SurgCenter physicians having performed outpatient 
cervical and lumbar fusions as well as total disc replacement 
procedures.



Alignment of Stakeholers

� Outpatient spine surgery can be safer, 
cheaper and more convenient for patients 
than its hospital-based alternative, making it 
extremely popular with patients, physicians, 
and payers alike. 
� Greater surgeon control
� More discharge, recovery options
� Increased cost controls
� Enhanced patient satisfaction and safety



Greater surgeon control
� ASC requires navigating less bureaucracy than a 

hospital. 
� Spine surgeons within an ASC can more easily request 

equipment, technology and other necessary materials 
from the appropriate contact. 

� Choosing staff, placing instrumentation orders and 
other key areas of daily clinical operations that would 
remain outside a surgeon’s control in a hospital setting. 

� Allows surgeons to drive the procurement process, 
ASCs afford spine surgeons the autonomy necessary to 
offer highly effective and efficient care.



More discharge, recovery options
� patients enjoy timely discharge and a variety of options for 

their recovery period, depending on state regulations and 
subject to physician preference. 
� return home 
� 23 Hour stay if allowed and equipped
� transferred with a family member or friend to a nearby hotel that is 

staffed with medical professionals. 
� transferred to a skilled nurse facility (SNF) to recover in a safe, 

monitored environment. 

Patients are responding positively to this array of options 
regarding their discharge and recovery period, and can benefit 
from having a voice in their overall treatment plan



Increased cost controls
� healthcare industry continues to shift toward a value-based care and 

reimbursement models, spine surgeons are using this opportunity to 
work with hospitals and utilize a bundled payment strategy. 

� Spine surgeons are collaborating with hospital partners to develop 
“Spine Centers of Excellence” to utilize the bundled payment model 
that is already in use for hip and knee replacements. 

� If spine surgeons are going to be stakeholders in cost containment it 
is better if they are aligned in bottom line profits.  The best way to 
accomplish this is with ownership.

� In order for the strategy to be effective for spine procedures, 
physicians must deliver the data to demonstrate not only the clinical 
effectiveness of performing these surgeries in an ASC setting, but 
also the operational efficiencies and cost savings involved.



Enhanced patient satisfaction and safety

� Patients are increasingly seeing the benefits of receiving care in an 
outpatient setting. 

� According to U.S. Centers for Disease Control and Prevention data, 
patients are twice as likely to develop a surgical site infection (SSI) 
when operated on at a hospital versus an ASC facility. 

� Patients also enjoy significant cost savings in an ASC setting. The 
Surgery Center Network reports that the cost of a procedure at an 
ASC is typically 45-60 percent less than at a hospital, though that 
number can soar as high as 90 percent. 

� Patient surveys also report an average satisfaction rate of 92 
percent in an ASC setting, versus 70 percent at a hospital.



Types of Cases
� Spinal Injections

� ESI, SNRB, Facet injections, SI Joint, Piriformis, ETC
� RFTC – Cervical and Lumbar
� Spinal Cord Stimulator
� Endoscopy
� Lumbar Laminectomy or Laminotomy
� Posterior Cervical Foraminotomy/Discectomy
� Anterior Cervical Discectomy and Fusion (ACDF)
� Lumbar Fusion

� TLIF
� LLIF – Stand alone or 360
� ALIF (Yes, ALIF!) – Stand alone or 360



Case Selection

� Must have a methodical screening 
process to select patients with 
significant redundancies (surgical team, 
scheduling, admitting staff, anesthesia)

� Technique and surgeon skills are 
important.  



Anesthesia

� Anesthesia advances allow increasing 
numbers of complex surgeries to be done 
outpatient and 23 hour stay

� Intraoperative deaths have decreased from 
1/1,500  FIFTY years ago to 1/200,000 
today

� Short acting Anesthetics
� Selective use of regional and local blocks



TLIP Block

� ThoracoLumbar Interfascial Plane (TLIP) 
block involves injection of local anesthetics 
between multifidus and longissimus 
muscles at the 3rd lumbar vertebral level 
assuming that it can block the dorsal rami of 
thoracolumbar nerves.

� USES: Lumbar Laminectomy, Spinal Cord 
Stimulators, and MIS TLIF



TLIP Block



TAP Block
� Transverse Abdominis Plane (TAP) block is a 

peripheral nerve block designed to 
anesthetize the nerves supplying the anterior 
abdominal wall (T6 to L1). 

� First described in 2001 by Rafi as a 
traditional blind landmark technique using the 
lumbar triangle of Petit.   

� USES:  ALIF in outpatient/23 hour stay







Transition Hospital to ASC

� “Practice” outpatient surgery in the 
hospital setting

� Staff has to be trained and have 
appropriate evaluations and messaging

� Patients and family need to be 
counseled regarding expectations 

� Develop Policies and Procedures for 
handling post op issues



Conclusions
� The majority of spine surgeries are moving to an 

outpatient and 23 hour stay that can potentially be 
done in an ASCs

� Spine ASCs are in an exponential growth phase
� Stakeholders (Patient/Physician/Payors) are in 

alignment in this migration which will accelerate the 
process



Conclusions
� Transition issues regarding patient selection and 

education, surgery techniques, anesthesia and 
policies and procedures to assure safety need to be 
implemented in the transition

“The ONE Constant in LIFE is Change”

Let’s EMBRACE it!!!



Thank You!


