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Introduction and trends

With higher healthcare costs compared to other similarly 
developed countries, US regulations are increasingly 
shifting away from fee-for-service based reimbursement and 
more towards bundled reimbursements for episodic care. 
This effectively transfers costs to providers and hospitals. 
As these regulations take effect, hospitals and providers 
are seeking out more efficient means of providing care. 
An example of this phenomenon in surgical care is the 
emergence of ambulatory surgery, which forgoes the costs 
of postoperative inpatient hospitalization. Between 1982 
and 2008, over 4,700 new ambulatory surgery centers (ASC) 
were opened in the United States (1), delivering surgical 
care at stand-alone centers without planned postoperative 
inpatient admission. This trend continues to grow with the 
ASC market in the US expected to exceed $92 billion dollar 
by 2024 (2).

In spine surgery specifically, there has been a significant 
increase in both hospital-based and ASC-based outpatient 
surgery over the last decade (3). Lumbar laminotomies, 
previously performed in the inpatient setting in 81% of 
cases, is now performed in an outpatient hospital setting 
in 68% of cases, and in an ASC in 10% of cases. Similarly, 
posterior cervical laminotomies were previous performed 
in the inpatient setting in 76% of cases in 2003, are now 
performed in outpatient-based hospital settings in 50% of 
cases and in ASCs in 23% of cases as of 2014. A survey of 
57 US-based spine surgeons performed in 2012 found that 
84% were performing ambulatory spine surgery, either in a 
hospital-based setting or at an ASC (4). 

With ASCs potentially providing a more efficient means 
of providing surgical care, there has also been an increasing 
trend towards surgeon leadership in and ownership of 
ASCs. A recent survey of academic spine surgeons found 

that 49% currently had investments in free standing surgery 
centers (4). This is only expected to increase—between 
2017 and 2024 the surgeon-owned segment of the ASC 
market is expected to grow at an annual compound growth 
rate of 4.9% (2). This is in contrast to surgeon ownership 
and management of hospitals or hospital organizations, 
which may be understandably more complex and removed 
from surgical practice. While physician ownership of both 
hospitals and ASCs have increased since the Affordable 
Care Act (ACA) (5), the operations of an ASC may better 
utilize the expertise of surgeons, including the current 
necessities and inefficiencies for surgical care and know how 
to optimize both patient care and cost savings. The current 
editorial discusses several aspects of this new trend towards 
increased spine surgeon ownership of ASCs, including 
ownership models, costs, safety, and conflicts of interest.

Ownership models

Surgeon ownership of ASC can be classified into two 
different models: independent surgeon ownership and joint 
surgeon-hospital ventures. Independent surgeon ownership 
of ASCs offer several advantages as a practice model (6). 
First, independent ownership of the ASC gives the surgeon 
access to reimbursed facility fees in addition to professional 
fees for surgery. This accounts for a significant increase 
in the total reimbursement to a surgeon for an individual 
procedure. However, aside from just financial benefit, 
ASC ownership also allows for increased control over the 
operations and staff of the center. This includes surgical 
scheduling and selection of focused operating room staff, 
both of which may improve the efficiency of a surgical 
practice. 

There are also drawbacks to independent surgeon-
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ownership of an ASC that must be considered (1). To begin, 
achieving primary stake in an ASC enterprise requires 
significant capital investment on the part of the surgeon. 
This may need to be financed using debt and ultimately 
expose the individual surgeon to a significant amount of 
personal financial risk. In addition, the regulatory process 
of having a new ASC licensed to do business and perform 
surgical procedures may be difficult for an individual 
surgeon to navigate. Independent surgeons and even 
small surgeon groups are advised to seek out specialized 
legal counsel with specific expertise in the local and 
federal regulation of ASCs. In addition, open dialog with 
regulators can often provide insight into potential issues 
with approval or licensing. Finally, it can be difficult for an 
independent surgeon to develop patient referral networks 
and to negotiate insurance contracts. Due to competition 
from larger hospital systems and large physician groups, 
independent ASCs are disadvantaged without the same 
negotiating power with insurance companies or affiliated 
networks of primary care physicians who can refer surgical 
patients.

The alternative ownership model to an independent 
physician-owned ASC is a joint physician-hospital 
venture. This type of organization defrays many of the 
weakness of having an independent ASC (6). Namely, 
by entering into a joint venture with a larger hospital 
organization, the ASC now shares some of the financial 
risk of the ASC, protecting the individual surgeon. A 
joint venture ASC also has access to the more extensive 
referral networks and insurance contracts of the hospital. 
The increased negotiating power and market share of 
the associated hospital organization is also advantageous 
when renegotiating contracts with insurance companies, 
medical suppliers, and service contractors. Hospitals 
also have access to legal counsel, education and training 
departments, and regulatory compliance teams, which 
would otherwise be costly or administratively cumbersome 
for the independent ASC. 

However, these benefits come at the cost of diluted 
ownership and revenue from the ASC. If the surgeon owner 
is not the managing partner of the joint venture, they also 
give up ability to control staffing, scheduling, and capital 
investment decisions. It is also important to consider that 
the hospital system may preferentially contribute less 
profitable referrals to the ASC. This maximizes profitability 
at the inpatient hospital, which is ultimately the primary 
focus of the hospital system, but comes at a expense to the 
independent surgeon owners. While there are benefits 

and weaknesses to each ownership model any surgeon 
entering into one of these business arrangements should 
fully understand the terms and implications. Personal legal 
counsel that is specialized in healthcare organizations is 
often recommended, at least during the initial phase of 
starting at ASC. 

Lower reimbursement and lower costs

The lower costs of outpatient surgical care are the primary 
driver of the rapid emergence of ASCs nationwide. As 
a means to control rising healthcare costs, public and 
private reimbursement of spine surgery procedures has 
decreased over the last decade, with reimbursement for 
anterior cervical discectomy and fusion (ACDF) surgery 
dropping nearly 33% between 2007 and 2014 (7). Medicare 
reimbursement for surgical procedures performed in 
the hospital setting has historically been higher than 
reimbursement for the same procedures in the outpatient 
setting. For example, average 90-day reimbursement for 
all tests and procedures associated with an ACDF in 2007 
was $51,080 for inpatient cases and $43,664 for outpatient 
cases. However, this difference has narrowed over time with 
greater decreases in reimbursement seen in the inpatient 
setting. In 2014, 90-day reimbursement for ACDF surgery 
was $33,980 in the inpatient setting and $30,146 in the 
outpatient setting. In 2018, the Medicare reimbursement 
for an isolated ACDF procedure alone is $8,783 in an 
outpatient hospital setting versus $5,870 in an ASC 
according to one report (8). 

Numerous studies have demonstrated lower costs associated 
with outpatient surgical care. In one study an almost $8,000 
cost differential was noted between inpatient and outpatient 
ACDF surgery over 90-day postoperatively (7). However, this 
study also noted that patients receiving outpatient surgery were 
on average younger and healthier. Another study similarly 
noted a large difference in 90-day costs after outpatient versus 
inpatient ACDF at $33,000 versus $74,000 (9). However, high 
medical comorbidities and readmission rates were again 
noted in inpatients. 

A large study out of France demonstrated almost 50% 
reduction in initial costs with outpatient lumbar discectomy 
compared to inpatient surgery (10). Finally a large study of 
almost 150,000 patient undergoing lumbar discectomy in  
4 US states found greater than 50% reduction in charges 
for outpatient surgery versus inpatient surgery ($11,339 
versus $24,273), but also younger age, lower comorbidity, 
and fewer readmissions (11). 
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However, any analysis of healthcare cost must carefully 
define the methods of cost accounting, ensuring that both 
inpatient and outpatient costs are included over similar time 
periods. Interestingly, one study of lumbar interspinous 
process spacer device placement found similar total 
costs between spine surgery performed in the inpatient 
and outpatient setting, with higher hospitalization costs 
with inpatient surgery being defrayed by higher costs 
for outpatient services after ambulatory surgery (12). 
Therefore, further understanding of ongoing outpatient 
costs after surgery is necessary. 

Quality and safety of spine surgery at ASCs

While proponents of spine surgery at ASCs primarily cite 
lower costs for care as the main advantage, opponents 
of ASCs argue that the quality and safety of surgery may 
be compromised in this setting. Spine surgery remains a 
technically demanding and invasive surgical procedure, 
that carries significant risk for medical or neurological 
complications even when performed safely. Recently, a 
number of studies have been performed demonstrating the 
overall safety of certain spine procedures in the outpatient 
setting with low complications and good efficacy. One 
retrospective study of 299 3- and 4-level ACDF surgeries 
found a low readmission rate of 1% in the outpatient  
setting (13). Another study of hospital- versus ASC-based 
ACDF found greater postoperative narcotic usage after 
hospital-based procedures (14). Finally a study of over 
500 patient undergoing cervical disc arthroplasty either at 
ASC or in a hospital inpatient or outpatient setting faster 
operative time, lower blood loss, and fewer postoperative 
complications were noted with ASC cases. In addition, no 
ASC cases required postoperative admission (15). 

While several studies show similarly low complications 
and readmission after outpatient spine surgery, the quality of 
these studies has been called into question. One systematic 
review of 39 studies of spine surgery in the ASC-setting 
which found only lower quality, level 3 or 4, evidence 
supporting safety and efficacy (16). In addition, another 
systemic review of 6 studies of cervical spine surgery in the 
outpatient setting found that assessment of postoperative 
complications was inconsistent and at times inadequate 
during the outpatient period, and many studies had very 
evident conflicts of interest related to ASC ownership (17).  
In conclusion,  further higher qual i ty,  control led 
investigation is warranted prior to the implementation of 
any major shifts in care models.

Concerns for physician conflicts of interest

There remain concerns that physician-ownership of ASCs 
may become a source for conflicts of interest; with financial 
gains potentially influencing the clinical decision-making 
of surgeons. Some evidence for this has been shown in 
existing literature. Market-based research has demonstrated 
increased rates of complex spine surgery with increased in 
physician-owned hospitals, as compared to states without 
physician ownership (18). Another study also found that 
patients evaluated by a physician owner of an ASC had a 
higher adjusted likelihood of undergoing elective carpal 
tunnel or rotator cuff surgery versus those seen by non-
owners (19). Non-spine surgeon case volume has also been 
shown to increase amongst owners versus non-owners after 
opening of a new ASC (20). Finally, ASC owners are more 
likely to refer privately insured patients to their ASC and 
Medicaid patients to an inpatient hospital (21). However, 
this evidence largely comes from the healthcare policy and 
economics literature and is based on non-spine practices. 

Spine surgery does inherently have high surgical 
risks involved, which require exhaustion of preoperative 
conservative measures before surgical treatment. In three 
parallel studies by one academic spine surgery group, 
limited deviation from previous clinical practices was 
demonstrated after introduction of a new physician owned 
specialty hospital and ASC. The preoperative treatment 
algorithm prior to ACDF surgery was found to be no 
different between patients who underwent surgery at 
the physician owned hospital versus the tertiary hospital, 
including a similar duration of symptoms and trial of 
nonoperative measures including physical therapy (22). 
In a 1:2  case-control study of patients treated at the 
physician-owned or tertiary hospital, the patients at the 
physician-owned hospital actually had longer duration of 
symptoms and were more likely to attempt nonoperative 
measures (23). Finally, over a 2-year period the academic 
spine surgery practice purchased stake in 3 ASCs and one 
specialty hospital. Over this period there was actually 
a minimal decrease (not statistically significant) in the 
number of cases performed per surgeon per month (24). 
Clearly the presence and impact of conflicts of interest 
must be assessed on a case-by-case basis. As some practices 
may feel more financial pressure to increase volume 
than others, safeguards against biased practice can be 
beneficial, such as standardized treatment algorithms, 
public reporting of conflicts, and patient counseling on 
nonsurgical options.
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Outlook and future direction

It is very likely that we will continue to see increased usage 
of surgeon-owned ASCs in the future. While the growth of 
ASCs will largely be dependent on US healthcare policies, 
the continued decreases in reimbursements for surgery in 
2019 and beyond will continue to pressure providers to 
find more cost efficient means to deliver surgical care (25). 
While there has already been significant investigation on 
the safety, efficacy, and cost effectiveness of spine surgery 
at ASCs, the quality of these studies is limited. As this 
practice model continues to grow, further higher-quality 
research is warranted. Given the complexities and rapidly 
changing nature of the reimbursement and utilization 
related to ASCs, independent physician ownership ASCs 
remains a risky, but potentially profitable business model for 
physicians. Joint surgeon-hospital ventures offer mitigation 
of these risks, but the specifics of the arrangement with 
regard to reimbursement, ownership, and management 
can dramatically affect the worthwhileness of such an 
arrangement.
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