
Cost-reduction efforts are often
aimed at reducing inpatient
length of stay (LOS). Cardiac

surgeons, for example, are frequently
encouraged to pursue certain strate-
gies—such as fast-track protocols,
same-day admission, and early extu-
bation—that reduce LOS for patients
undergoing coronary artery bypass
graft (CABG) surgery.

A new study using data on CABG
patients at the Boston Medical Center
shows that such strategies may not
reduce total health care costs by as
much as expected. The reason: CABG
patients who are discharged early after
meeting fast-track protocol criteria are
often sent to rehabilitation facilities or
other extended care centers, where
stays may be longer than necessary.

Cost Shifting, Not Saving
Published in the Journal of Thoracic
and Cardiovascular Surgery, in May,
the study compared the LOS, dis-
charge location, and readmission
rates of CABG patients treated in
1990, before fast-track protocols were
implemented, and those treated in
1998, after fast tracking had been
widely adopted. The researchers
found that while LOS fell significant-
ly, almost half of the 1998 patients
were discharged to extended care
facilities, where lengths of stay were
10 days on average.

Managed care has prompted physi-

cians to send patients home earlier,
says Harold Lazar, MD, a cardiovascu-
lar surgeon at Boston Medical Center
and the lead author of the study.
“There is no question that hospitals
pressure physicians to reduce LOS,”
he adds. “To do so, physicians use var-
ious creative strategies to enable them
to discharge patients earlier without
shortchanging patient care. If
patients cannot go home, we dis-
charge them to other facilities to keep
hospital LOS down. As a result, early
discharge strategies result in some
cost shifting from the hospital setting
to a rehabilitation setting.”

During the 1990s, Lazar and his
colleagues at the center had noted
that while LOS for CABG had
decreased with the implementation
of fast tracking, more patients were
being discharged to rehabilitation
facilities. “We were interested in
determining whether LOS in an era
of fast tracking was correlated with
more discharges to extended care
facilities,” Lazar says. “If so, the cost
savings touted as the result of early
discharge would be reduced or per-
haps even negated.”

The study was based on a retro-
spective chart review of 786 CABG
patients treated at the center in two
different years. Among the patients
studied, 407 underwent surgery in
1990, before fast-track protocols were
implemented. This group was com-
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pared with 379 patients who under-
went CABG surgery in 1998, after
fast-track protocols were widely
adopted.

“In 1990, patients were sent home
when they were ready to go home,”
Lazar explains. “By 1998, fast track-
ing was in full swing. Physicians were
encouraged to discharge patients by
the fifth postoperative day, based on
early extubation protocols and dis-
charge criteria, such as a stable heart
rate, independent ambulation, and
adequate nutrition.”

Relative Costs
The researchers found that from
1990 to 1998, LOS fell from 9.2 days
to 5.4 days. In 1990, 97% of the dis-
charged CABG patients went home,
and 3% were sent to extended care
facilities. In contrast, just over half of

the 1998 discharged CABG patients
went home, and the rest—43%—
were discharged to extended care
facilities. The average LOS at these
facilities was 10.6 days. What’s more,
5% of the 1998 patients required
readmission, compared with 0.5% of
the patients in 1990.

“LOS was significantly lower in
1998, despite the fact that the
patient base had become older and
sicker,” Lazar says. “Unquestionably,
this lower LOS was achieved through
the use of other health care services.”

The analysis revealed that the sur-
geons who had the shortest LOS
exhibited the largest number of dis-
charges to extended care facilities.
“Many hospitals track individual sur-
geons’ LOS, implying that lower
lengths of stay are better,” Lazar
notes. “But these surgeons are simply

using other health care services.
They are not necessarily saving that
much money by prompting hospital
discharge. Savings through early dis-
charge are offset by the increased use
of extended care facilities and home
health services and the need for hos-
pital readmission.”

The real question is whether
extended care facilities use more or
less resources than acute care facili-
ties. “In many instances, the charge
per day at a rehabilitation facility is
lower, but the total charge of the stay
is substantial,” Lazar explains.
“Rehabilitation facilities offer and
bill for numerous services, such as
medical and cardiology consulta-
tions, physical and nutrition thera-
pies, social workers, psychiatrists, and
rehabilitation specialists. In addition,
some patients whose care is not

actively managed may languish in
rehabilitation facilities longer than
necessary. LOS in extended care
facilities may be double that for acute
care facilities. If we are truly going to
achieve cost savings, the same fast-
tracking concept adopted by hospi-
tals should be adopted by rehabilita-
tion facilities.” Furthermore, the cost
of an acute care inpatient day
becomes much lower over the course
of the patient’s stay. 

Other studies have shown that
efforts to reduce LOS through early
discharge may have only a limited
financial payoff. In the Journal of the
American College of Surgeons, in
August 2000, researchers at the
University of Michigan Health
System reported that reducing a
patient’s LOS by one full day reduced
the total cost of care by less than 3%.

“Surgeons are encouraged to focus
on decreasing LOS, and believe that
they save the hospital thousands of
dollars if they discharge a patient a
day early,” says Paul Taheri, MD,
MBA, a general surgeon and co-
author of the Michigan study. “But
the belief that early discharge gener-
ates a high level of cost savings does
not make sense intuitively.
Diagnostics and interventions—the
most costly aspects of care—occur in
the early days of a hospital stay. If one
day at the end of the stay is lopped
off, how much can really be saved?”

Taheri’s analysis revealed that the
incremental resource costs incurred
on the last day of stay were about
$420 on average, or about 2.4% of
the $17,734 mean total cost of care
for the 12,365 patients. Mean LOS
for the group was 10.5 days.

Furthermore, last-day costs were
relatively low regardless of whether
patients had minor or major surgery.
For patients who had not undergone
major operations (less than $1,000
incurred in surgical costs), the last-
day cost was about $432, or 3.4% of
the average total cost of care of
$12,631. Patients undergoing major
surgery (meaning more than $2,000
in surgical costs) incurred a mean
cost of about $396 on their last inpa-
tient day, which was about 1.5% of
the $26,547 average total cost. “Early
discharge to lower care modalities is
often simply shifting costs from
inside to outside the hospital, rather
than reducing costs for the system as
a whole,” Taheri observes.

Improving Care
Given such costs, it is often more
cost effective to keep a CABG
patient in the hospital for an extra
day or two than to transfer the
patient to an extended care facility,
Lazar says. “Patients undergoing
CABG surgery typically feel better by
day five or six,” he explains. “If on
day five a patient still can’t get out of
bed or walk very well, the surgeon

(Continued from page 1)

“Savings from early discharge are offset by
increased use of extended care facilities and
home health services, and hospital readmission.”

—Harold Lazar, MD, Boston Medical Center
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may choose to send that patient to a
rehabilitation facility. However, if
the patient is stable, a higher quality
and lower cost option may be to keep
the patient in the hospital for an
additional 24 to 48 hours, at which
point he or she can return home.
Extending the hospital stay briefly
will avoid rehabilitation that the
patient may not really need, and may
avert the need for readmission later.
And two extra days in the hospital
may cost much less than a week in an
extended care facility.”

Other studies have shown that
early discharge guidelines do yield
cost savings, says James Schibanoff,
MD, editor-in-chief of M&R Care
Guidelines, published by Milliman
USA, consultants in Seattle. “The
concept of earlier discharge includes
not only eliminating unnecessary
days at the beginning and end of hos-
pitalization, but also improving the
processes of care so that fewer com-
plications occur,” he explains. “For
example, early extubation and tactics
to prevent atrial fibrillation can
decrease the complication rate for
CABG patients. Several studies have
shown that it is possible to decrease
acute care LOS safely without substi-
tuting a prolonged stay in an extend-
ed care facility. The length of stay in
an extended care facility should sub-
stitute for the number of days the
patient would have remained in the
acute care facility.”

To accomplish this result, patients
in extended care facilities need to be
monitored closely so that they are
managed for discharge as aggressively
as they would be in acute care facili-
ties. “Furthermore, the proper infra-
structure must be in place so that
patients receive high-quality care at

each care level,” Schibanoff adds.
“Early discharge can work optimally
only if extended care facilities are
also working optimally and are inte-
grated with the acute care facility.”

Implications for Cardiologists
The Boston study highlights the fal-
lacy that CABG patients must be
recovering faster since they are dis-
charged sooner, Lazar says. “Shorter
lengths of inpatient stay mask the
important quality implication that
these patients still require a certain
period of postoperative care and
monitoring,” he adds. “Even if they
don’t have to stay in the hospital,
they need to be in a monitored envi-
ronment where they can get addi-
tional care if needed.”

As the population ages, the total
costs of CABG must include postop-
erative monitoring, Lazar continues.
“We can’t blame physicians for this
need, nor should we penalize them
for choosing to keep postoperative
patients in the acute care setting,” he
says. “Some facilities lean heavily on
physicians to discharge CABG
patients as soon as possible, while
third-party payers may refuse to con-
tract with physician groups that do
not discharge their patients by a cer-
tain day. Hospitals and third-party
payers should recognize that older
CABG patients require more time to
recuperate, either two extra days in
the hospital or seven to 10 days in a
rehabilitation facility.”

Furthermore, at some point, reduc-
ing LOS has a negative effect on qual-
ity. This fact is underscored by the
significantly greater readmission rate
among the 1998 patients. “Patients in
1998 were 10 times more likely to be
readmitted after discharge than those

treated in 1990,” Lazar says.
A CABG patient could develop an

arrhythmia or a wound problem a few
days after surgery that might be fatal
if the patient is not in the hospital to
receive immediate treatment. “For
many patients, it’s hard to argue that
care is better outside the hospital,”
Taheri observes. “If a patient needs
an extra day or two for wound evalu-
ation, for example, he or she is better
off in the hospital, because that’s
where the doctors are.”

Fast-Track Safety
Physicians have long been skeptical
about quality of care under early dis-
charge guidelines, Lazar says.
However, he is quick to point out that
a number of patients studied were dis-
charged home and not readmitted.
Therefore, early discharge guidelines
clearly have some value. “Low-risk
patients do not have to spend a full
week in the hospital,” he says. “The
danger comes when we try to apply
fast-track protocols to high-risk
patients. In general, physicians must
use clinical judgment when making
discharge decisions, even when guid-
ed by protocols for discharge. Still,
early discharge guidelines have to be
fairly conservative and stringent in
order to maintain care quality.”

Schibanoff believes physicians are
in the best position to lead improve-
ments in care processes that can
decrease complication rates. “In
many cases, complications are not an
act of God, but are the result of a sys-
tem of care that can potentially be
improved,” he says.
—Reported and written by Deborah J.
Neveleff, in North Potomac, Md. More infor-
mation on cardiology strategies is available on
our Web site (see page 16).
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“Early discharge can work optimally only if extended care facilities
are integrated with the acute care facility.”

—James Schibanoff, MD, Milliman USA
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G
iven the merger activity in

health care and the focus on

productivity and efficiency, it

may be natural for many physicians to

assume that when it comes to group

size bigger is better. Certainly larger

groups offer advantages to physicians,

such as an ability to share overhead

and the possibility of building substan-

tial market share. One cardiology

practice manager believes, however,

that simply being large may not drive

success as many experts profess.

In fact, the optimal group size may

be five or six physicians, says the

practice manager, Paul Weigel, who

has worked in medical practice man-

agement for 28 years. Through his

many years of group practice manage-

ment experience, Weigel has noted

that the right size is a significant fac-

tor in a group’s success.

Administrative Efficiencies

“A five-physician group is easily

manageable,” Weigel reports. “A

group of this size retains a certain

degree of collegiality and is control-

lable from a management standpoint.

For example, a small practice can

house its patient charts directly

behind the receptionist.”

Once a practice grows to 10 physi-

cians, however, the administrative

requirements become much more sig-

nificant. Such a practice must have a

separate room to hold all the charts,

for example, and it must have staff

members dedicated to maintaining

and filing charts, Weigel says.

Currently, Weigel serves as the

practice manager for Citrus

Cardiology Consultants, in

Inverness, Fla., a single-specialty

group of six cardiologists. He also

has worked in a multispecialty care

setting, in which he provided

administrative services to a wide

variety of specialists and primary

care doctors. Before moving to

Inverness, he worked for eight years

as executive director of a 16-physi-

cian cardiology group in

Wilmington, Del.

Leveraging Technology

Over the past 10 years, there has

been a misconception that bigger is

better. “The belief in economies of

scale has arisen because traditional-

ly, a medical group has to be a cer-

tain size to justify the technological

tools that are necessary to practice

medicine,” Weigel says.

But if relatively small groups take

advantage of recent advances in

technology, they can practice more

efficiently today than groups of sim-

ilar size have practiced in the past.

“It is now possible for a five-physi-

cian group to buy a very sophisticat-

ed computer system that five years

ago was available only to groups of

at least 30 physicians,” Weigel
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