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Surgery  

Process 

Members: 

 Ronnie Rosenthal, MD, VISN 1 Chief Surgical Consultant, Chief of Surgery, 
Connecticut VA Health Care System  

 Robert Zwolak, MD, Chief of Surgery WRJ VAMC and Acting Chief of Surgery 
Manchester VA Medical Center  

 Kay Leissner, MD, VISN 1 Anesthesia Lead, Chief of Anesthesia, Boston VA 
Health Care System   

 Frederick Burgess, MD, Chief of Anesthesia/Pain Providence VA Medical Center  
 Angelo-Pete Horatagis, MD Gastroenterologist, Manchester VA Medical Center  
 Alana Santaro, OD, Optometrist, Manchester VA Medical Center  
 John Mcnemar, CRNA, Manchester VA Medical Center  
 Lisa Ryder, RN, VISN 1 Surgical Nurse Lead, WRJ and Manchester VASQIP 

Nurse 
 Denise Ormrod, RN, Nurse Manager OR/PACU Connecticut VA Health Care 

System  
 Michelle Andrejak, Nurse Manager Surgery,  Manchester VA Medical System  
 Andrea Kushman, V1 HSS for Surgery and Medicine 

The Task Force subgroup on surgery was led by Dr. Ronnie Rosenthal, the VISN 1 

Chief Surgical Consultant, and was made up of multidisciplinary subject matter experts 

in surgery, medicine, nursing and anesthesia from both the Manchester VAMC and 

other sites across VISN 1. Additionally, Dr. Michael Kozal and Dr. Ronnie Marrache, the 

VISN 1 Medicine Service Line Director and Assistant Director, were included to provide 

insight into how Surgery and Medicine can work together to better serve all the health 

needs of the Veteran population. 

In developing their recommendations, the subgroup members reviewed data on the 

current state of surgical services provided at the VAMC, as well as anticipated trends in 

the Veteran population and the surgical workload moving forward. The group completed 

site visits and listening sessions with surgical and medical (GI) providers and surgical 

nursing staff at the VAMC on September 12, 2017 and September 19, 2017. Finally, the 

group reviewed policies and procedures related to the surgical services currently in 

place at the national and VISN levels, as well as locally at the VAMC. Below, is a 

complete list of data sources used by the surgical subgroup.  
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 Manchester Non-VA Outpatient Surgery 

 Utilization by Geography 

 Manchester Surgical Specialty Appointments FY16 and 17 

 Manchester Patients Discharged from other VISN 1 Facilities FY 2016 

 Manchester Inpatient Scenarios data 

 Manchester Veterans with a VA CITC Discharge in FY16 

 Manchester Veterans with a VA Inpatient Discharge in FY16 

 VA and Non VA Manchester Surgical Procedures by ICD and CPT 

 SL Manchester Encounters FY 16 and 17 

 VISN 1 Discharges with DRG Weighted Value 

 2016 VA Enrollee Health Care Projection Model- Base Year 2015 

 NSO VASQIP report FY17 3rd Quarter 
 Operating Room stats FY15018 

 NH Inpatient Model Data 

 Facility and Operating Room costs 

The subgroup presented its preliminary analysis to the full Task Force at the face to 

face meeting on October 31, 2017. 

Current Status of Surgical Services at Manchester 

It is clear from our review that surgical services provided on site at Manchester have 

been eroded over the past 5 years and no longer meet the needs of the Veteran 

population of New Hampshire.  

The Manchester OR was closed for renovations from approximately July 2012 to July 

21, 2014. Per the Surgical Nurse Manager, they were still ramping up services when the 

flood occurred on July 19, 2017. OR 2 has been closed since October 2016 due to a 

cluster fly issue. Prior to that, it was not used for approximately 3 months in the fall of 

2015. 

The Manchester Surgical Service is currently classified as a Basic Ambulatory Surgical 

Center (See Ambulatory Surgery Complexity policy Directive 2011-037). As such they 

meet the infrastructure requirements  to do a wide variety of lower risk procedures in 

General Surgery (including Breast, Soft tissue, anorectal), Podiatry (foot), ENT, Eye, 

Facial/Plastics,  Gynecology, Orthopedics, Thoracic ,Urology and Vascular surgery. 

Table 1 shows the procedures (in green) that are currently performed at Manchester 

and procedures performed in the past (in orange). 
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Table 1. Past and Current Surgical Procedures at Manchester  

 

Staffing 

 

Figure 1. Current Surgery Staffing at Manchester  
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**Optometry currently reports directly to Chief of Staff instead of Surgery. There is also 

a 1.0 FTE Urology NP that is aligned under nursing instead of Surgery. **  

Proposed Staffing to Meet Current Demand: 

 Chief of Surgery 1.0 FTE (might combine with another specialty) 

 General Surgeon 1.0FTE (fill retirement) 

 ENT Surgeon 0.4FTE (fill current vacancy) 

 Ophthalmologist 0.4FTE (new to jump-start program and also to propose 

realignment of Eye Care back under Surgery) 

 Surgical Service AO 1.0 FTE (approved but needs to be filled) 

 Anesthesiologist 1.0 FTE (new, needed to increase this service) 

 Anesthesia Tech 1.0 FTE (new, need tech support for this service) 

 GYN (female gender) 0.1 FTE, (new, preferred by many female patients) 

Equipment (Including the gaps):  

Urology: Manchester just received a large new inventory of scopes (prior to the flood in 

July 2017). 

 

ENT: Requires a complete overhaul of equipment and instruments to start a meaningful 

ENT surgical program: 

 Replacement of following current scopes is needed: 
 Larngofiberscope – 12336 
 Laryngoscope – 19345 
 Video Rhinolaryngoscope – 20722 
 Video Rhinolaryngoscope – 20723 (This has a replacement date of MAR 2, 

2022)  
 Video Rhinolaryngoscope – 25078 
 Monitor/printer 
 Depending on the scope of a new ENT’s practice and the procedures they 

have the ability to perform; Manchester would need to purchase additional 
new equipment. For example, they could do rhinoplasty, septoplasty, parotid 
tumors, thyroidectomy, etc. under ambulatory basic but would need a provider 
with those skill sets and the associated equipment. 

Podiatry: Requires basic general/vascular instruments, might need an additional C-arm. 

Ophthalmology: To re-start this program, it would require a $50,000 “Lenstar” machine 

to determine shape and power of lens needed for cataract surgery. 

Gynecology: Loop Electrosurgical Excision Procedure (LEEP) equipment needed. 

Sterile Processing Service (SPS) capacity to support surgical services (including 

the gaps):   
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SPS states that currently, surgical services are one of their smallest customers. 

Medical Surgical Technicians (MST): At capacity, no need for expansion for current 

demand. 

Reusable Medical Equipment (RME) Coordinator/Educator: Currently vacant, not yet 

approved. Necessary to ensure quality assurance measures are met with staff training, 

equipment updates released by manufacturers and reflective documentation to meet 

regulation needs. 

Heating, Ventilation, and Air Conditioning (HVAC) system: There is a current need for 

proper system to support guidelines necessary for room pressure.  

RME Storage: Currently needed. The parameters required to keep RME safely stored 

(temp/humidity, pressure, air exchanges) is impossible to achieve with the current 

building system. There is a FY18 planning stage renovation project to fix the HVAC and 

RME storage. 

There was a renovation of SPS less than 5 years ago but the HVAC and RME storage 

concerns were not considered or addressed that time. In consideration of that, it is 

recommended that more SPS expertise and input be considered for future Manchester 

plans. 

Surgical Procedures: 

Some of the community referral data around specific procedures is still being collected 

and will be inputted in the tables when available.  

At present, there are no operating room procedures performed in ENT, Eye, Plastics, 

Podiatric Surgery, Thoracic or Vascular Surgery, and relatively limited services in 

Urology. In fiscal year 2016, there were 1025 cases done in the OR’s at the Manchester 

medical center, only 423 of which were actual ambulatory basic surgical cases; the 

remainder (602) were GI endoscopy performed in the OR suite (for trends in cases 

numbers 2014-2017 please see Table  2 and Figure 1) . The types of cases done are 

displayed in Table 3. A total of 1501 ambulatory basic surgical cases, which could have 

been done at the medical center, were sent to other VA’s in the VISN such as White 

River Junction VA Medical Center (WRJ VAMC) and VA Boston Healthcare System (VA 

Boston HCS) or out to Community Care (Choice not included), because appropriate 

providers and equipment were not available at Manchester. (See Table 3)  Cataracts 

represented 5% of all ambulatory basic cases sent out to both VA and Non-VA facilities; 

28% of those cataract cases were sent to Boston VA HCS and 2% sent to WRJ VAMC. 

Only 3 cataract cases were sent out to Non-VA in the community (0.002 % of 
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ambulatory basic sent to community, but other eye care was sent to the community). 

The top four highest volume ambulatory cases sent to other VAs were Ophthalmology, 

Urology, General Surgery and ENT. Those accounted for 82% of the 416 ambulatory 

basic cases sent to other VAs. (See Table 5) 

For example, since there are no Ophthalmology procedures completed at Manchester, 

the cataracts, oculoplastic and retina cases go out to another VA or the community. The 

Podiatrists are “medical” only so they do not perform a wide variety of forefoot 

operations typically done by surgical Podiatrists. Thus, a substantial amount of diabetic 

foot cases go out to another VA or the community. In Urology, Manchester performs 

basic cystoscopies but cannot perform many of the slightly more complex endourologic 

cases that are on the ambulatory basic list, because the facility lacks up-to-date scope 

equipment. For ENT, when Manchester had a provider, he completed only office 

evaluations. Thus, many ENT surgical procedures (including sinus surgery; more 

advanced laryngoscopies; lip, mouth and tongue surgeries; larger ear surgeries, etc.) all 

went to another VA or the community. Due to lack of plastics, any complex hand 

procedures that could not be done by the general orthopedic surgeon were sent out with 

all the other plastics surgery cases. Due to lack of a vascular surgeon, all varicose vein 

procedures are sent out. GYN only performed 1-2 procedures a year in the OR so 

everything else was sent out. 

All surgical procedures beyond the basic ambulatory designation are either referred to 

Boston or WRJ, or sent on to the community. (See Table 4)  There were 69 ambulatory 

advanced and 372 inpatient cases (127 standards, 187 intermediate, 44 complex) in FY 

2016.  Of the 44 complex cases, 75% were cardiac surgery and 67% of those were 

done at VA Boston. (See Table 6)    

Quality control of surgical cases done in VA hospitals is achieved through the VA 

Surgical Quality Improvement Program (VASQIP). All eligible cases are reviewed by a 

trained reviewer to assess risk factors and identify formally defined outcomes.  These 

data are collected nationally and reported back to sites quarterly in the National Surgery 

Office (NSO) report for quality improvement purposes. Only cases done on site are 

captured by the program. The number of assessed cases FY2013-2017 is shown in 

Figure 2. 
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Table 2. OR Caseload Trend Over Time  

 

Figure 1. OR Caseload Over Time  
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Table 3. Manchester Ambulatory cases by CPT completed at Manchester FY2016 

per FY16 Operative Complexity standards. 

 

 

 

 

 

 

  

Table 4. Manchester Inpatient and Ambulatory Cases sent to other VAs and/or to 

Non-VA Care. 
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Table 5. Top 4 Highest Volume of Ambulatory Basic Cases Sent to Other VAs 

(WRJ and Boston), FY16 

  

Top 4 Highest Volume of 
Ambulatory Basic Cases 
Sent to Other VAs (WRJ 
and Boston) in FY16 

Ophthalmology 125 

Urology 114 

Gen Surgery 59 

ENT 44 

Total 342 

 

Table 6. Complex Surgical Cases Sent to Boston and Non-VA  
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Figure 2. VASQIP Assessed Cases Over Time  

 

Outpatient clinics: Surgery outpatient clinics in general surgery, otolaryngology (ENT), 

gynecology, optometry, orthopedics, pain, podiatry and urology are conducted on site. 

The clinic encounter and unique data for FY13-17 is shown in Table 7 and 8 and 

demonstrates an overall increasing trend. 

Table 7. 5 Year Trend -  Manchester Surgical Clinic Encounters  
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Table 8. 5 Year Trend – Manchester Surgical Clinic Uniques  

 

 

Academic Affiliations: The VAMC supports academic affiliations in the following 

disciplines: optometry resident and student, and Certified Registered Nurse Anesthetist 

(CRNA). Currently, Optometry has three resident slots (two permanent and one for this 

academic year only) with New England College of Optometry in Boston. While there is 

an existing academic affiliation agreement with Northeastern University CRNA program, 

it is not currently utilized. 

Current Stakeholder Feedback 

Overall feedback from VA New Hampshire Vision 2025 Task Force Focus Group report 

on p.4: 

“Veterans and Staff groups had differing opinions of what services should be provided 

at the Manchester VA in the future that was not available at the present. These ranged 

from care paid for by the VA in the community to the addition of outpatient surgery to a 

full community hospital-like center. All however did agree that Veterans want to receive 

care in a timely fashion at the closest location possible.” 

Veteran feedback included: 

 There was some suggestion that for specialty services used less frequently, the use 

of specialty care obtained in local health care settings was appropriate. For this to 

work smoothly there needs to be an improvement of the CHOICE program. There 

are many full-service hospitals nearby that could be used if they could solve the 

payment issue”. 
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 Additional specialty services should include orthopedics, same day surgery, 

urology, and vascular. Veterans find it difficult getting services beyond primary 

care at the CBOC. The distance, and in some cases getting transportation to other 

facilities for treatment, make it very difficult. There were also differing opinions 

about whether inpatient care should be offered at Manchester. “Specialty care 

like cardiac care for inputs should be regionalized. We do not need duplication of 

services, we can go to Catholic Medical Center (CMC) for expert care, i.e. Heart 

surgery, but we should be able to have the appropriate tests done at the VA and with 

the appropriate qualified staff.” However, all agreed that the coordination of care was 

important if the Veterans were going to return to Manchester for outpatient follow up. 

Manchester Staff feedback included: 

 Staffing Concerns. There were concerns about the number of providers, “We are 

only a one deep provider site.” Providing additional staff would improve access.  

 

 Additional services that should be added to the Manchester VA include 

inpatient services, specialty services, and same day surgical procedures with 

a strong case management program to follow patients through care delivery. 

“If we are going to send our patients all the way to Manchester, we should be able to 

provide services like Podiatry, Cardiac Care, Surgery,…….., ENT, Orthopedics and 

same day surgical procedures (cystoscopies, prostate biopsies, pulmonary 

procedures).  

 
Boston and WRJ staff feedback included: 
 

 In response to the suggestion for a small inpatient facility, concerns were raised 

about the quality of care that could be delivered with small volume, which has been 

projected.  

 In addition, the development of inpatient programs such as surgery would require 
thoughtful consideration of the infrastructure of capability and capacity of staff to 
handle the processes required. The handling of surgical equipment would require an 
upgrade in SPC systems in addition to structural changes within the organization.  
 

 Of note, ¼ of the inpatients at WRJ come from the Manchester catchment area. To 
add inpatient beds at Manchester would compromise WRJ demand. “A full-service 
hospital at Manchester would not be sustainable.” Manchester is a rich environment 
for leveraging partners. 
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Congressional staff feedback included: 
 

 Congressional staff reported hearing Veterans most frequently name the 
following additional services for the Manchester VA: expansion to……, 
ambulatory surgery, orthopedic care, expansion of alternative medicine 
(chiropractic and acupuncture), follow up care after an admission and Pain 
Management. 
 

 Congressional staff stated that Veterans reported to them that they “don’t want to 
get on a bus to Boston to have follow-up care after discharge from Boston.  

 
 Congressional staff members report “less support for surgical procedures being 

offered at Manchester VA …(on site).” “Surgery would be dependent on whether 
there was sufficient volume of services offered.” 
 

 Congressional staff reported concerns about the family needs in terms of location 
of services. “The provision of services should be local so that family can visit.” 

 
 
Feedback from New Hampshire patients living in White River Junction’s catchment area 
(Littleton and Keene, NH) included: 
 
 Veterans reported they did not get any services at the Manchester VA. They 

received care at the Littleton or Keene NH CBOC, at the White River Junction 
VA or in the private sector via CHOICE. In their own CBOC, they would like 
additional services such as Urgent Care availability, Podiatry and Chiropractic 
Care.  
 

 Veterans stated they paid out-of-pocket for podiatry nail cutting, chiropractic care, 
and ambulance bills that they felt should be made available to them at their CBOC. 

 
 Most upper New Hampshire veterans considered the drive time to a full 

service hospital as critical and would not use a facility in lower New 
Hampshire due to traffic issues and travel distance. They received their inpatient 
care at either private facilities or from the White River Junction VA. 

 

 

Projected Workload for Surgery at Manchester 

Below are workload projections for the North Market, which includes New Hampshire 

and Vermont for the Inpatient and Ambulatory Surgery data set. The data was 

generated in July 2015, and the 5, 10, 15, and 20 year marks refer to 2020, 2025, 2030, 

and 2035, respectively. In 2025, the projected inpatient workload (BDOC and Beds) is 

projected to decrease by 43% in the north market. Whereas ambulatory surgical 
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specialties are projected to grow 26% in the North Market and remain stable in the 

ensuing 10 years.  

Figure 4. North Market Data Sets: Acute Inpatient Surgery

 

Figure 5. North Market Data Sets: Ambulatory Medical and Surgical
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Projected Space Needs for Surgery at Manchester 

The projected space needs for surgical services will depend on the future range of 

services offered at the medical center. For example, an ambulatory basic OR requires 

no inpatient bed space, no ICU space, etc.  

For the current designation (ambulatory basic) to accommodate bringing all outpatient 

service into the structure: 

- Clinic space required must support the 20,460 unique patients that are seen for 

42, 258 outpatient encounters annually, with enough rooms to accommodate <30 

day access in each of the surgical specialty clinics.  This space should increase 

over the next 20 years to accommodate a projected 26% increase outpatient 

demand. This is a complex analysis beyond our groups’ level of expertise. 

There should be 3-4 operating rooms to support the full range of 2000-2500 

ambulatory basic cases annually.   

Options 

Option 1a: Build an ASC on site and set up community partnerships.               

VA surgeons using Non-VA space 

The Surgery Subgroup submits the option of building an on-site Multispecialty 

Advanced Ambulatory Surgery Center (ASC) with inpatient care provided via community 

partnerships to increase functionality and meet VA-wide standards of care. 

Rationale: The vast majority (87.5%) of the surgical procedure workload at Manchester 

is currently outpatient. Less than one third of the outpatient workload that could be 

accommodated on site is actually done on site.  Projections show that outpatient 

workload is going to continue to increase by as much as 26%.  Creating an advanced 

complexity outpatient facility would allow for accommodation of all the present and 

projected outpatient workload, and would allow specialties like Urology and Orthopedics 

to do more advanced procedures, which likely are under-represented in the current 

data. Feedback from Manchester providers in our listening sessions indicated that there 

is demand for more advanced outpatient surgery, which they have the skills and desire 

to perform. 

Inpatient services would be provided by VA surgeons in community facilities.  This 

would allow VA surgeons to operate at the top of their license and would provide clinical 

continuity for the patients close to home.  
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Table 9. Pros and Cons for Option 1a 

PROS CONS 

1. Would increase Veteran satisfaction by 
providing coverage for the vast majority 
of surgical care required, on site at 
Manchester, closer to home than at 
another VA, and within a VA 
designated facility.   

2. Would improve the tracking of the 
quality of care and provide for better 
patient safety by allowing all outpatient 
cases to be captured by the VA 
Surgical Quality Improvement Program 
(VASQIP). 

3. The provision of inpatient care in non-
VA designed space would exempt the 
facility from multiple onerous and 
expensive NSO infrastructure 
requirements that are not required in 
community settings. 

4. For the inpatient surgical cases, this 
partnership with community facilities 
would allow patients to receive care 
closer to home with easier access for 
visitation for families. 

5. Would allow VA surgeons to provide 
more complex outpatient surgery at the 
VA and inpatient surgery at the 
community partner which would help 
them maintain their skills and career 
satisfaction. This would greatly 
facilitate recruitment and retention of 
highly skilled providers. 

6. Would be in line with the trend in the 
private sector to provide more surgical 
care on an outpatient basis in ASC’s. 

7. Increased surgical specialist presence 
in the outpatient clinics during business 
hours would provide better consultation 
services for Manchester’s on-site 
urgent care center. 

1. Inpatient surgical cases that go to the 
community partner will not get counted 
in VASQIP, which makes tracking 
quality and safety more difficult. 

2. There may be challenges documenting 
care provided at the community partner 
site into the VA medical record. This 
may require dual documentation and 
complicate care coordination. 

3. Credentialing providers at multiple 
community facilities may be 
challenging. 

4. Community partners may not have 
capacity to meet VA space needs or 
may not want to enter into an 
agreement. 

5. Contracting cost and coordination are 
difficult to quantify. 

6. Advanced ambulatory designation 
would require a robust transportation 
system to effectively manage 
urgent/emergency/intra-op/post-op 
needs. 
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Option 1b: Build an ASC on site and set up community partnership.           

VA staff using VA leased space. 

The Surgery Subgroup submits the option of building an on-site Multispecialty 

Advanced Ambulatory Surgery Center (ASC) with inpatient care provided via community 

partnership) to increase functionality and meet VA-wide standards of care. 

The rationale for this option is identical to the Option 1a in that this approach would 

accommodate current and projected demand for advanced outpatient surgery.  The 

difference between this option and Option 1a is that inpatient services would be 

provided by VA surgeons, nurses and other personnel in leased space within 

community facilities.  This would allow the VA staff to participate in all aspects of the 

inpatient care and would facilitate data collection and record keeping.  
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Table 10. Pros and Cons for Option 1b 

PROS CONS 
1. According to the data above, this 

option would increase veteran 
satisfaction by providing coverage for 
the vast majority of surgical care 
required, on site close to home within a 
VA designated facility.   

2. Would increase veteran satisfaction by 
having VA personnel providing all 
levels of care at the community partner; 
thereby helping veterans to identify 
their care as “VA surgical services”. 

3. Under this option, both the Manchester 
surgical care and the inpatient care at 
the community provider location would 
be captured by the VA Surgical Quality 
Improvement Program (VASQIP), 
thereby enhancing tracking of care 
quality and patient safety outcomes. 

4. For the inpatient surgical cases, this 
partnership with community facilities 
would allow patients to receive surgical 
care closer to home with easier access 
for visitation for families 

5. Would allow VA surgeons to provide 
more advanced outpatient surgery at 
the VA and inpatient surgery at the 
community partner which would help 
them maintain their skills and career 
satisfaction. This would greatly 
facilitate recruitment and retention of 
highly skilled providers. 

6. Would be in line with the trend in the 
private sector to provide more surgical 
care on an outpatient basis in ASC’s. 

7. Would offer better consultation services 
for an on-site urgent care center due to 
presence of surgical specialists. 

 

1. There could be a significant cost to 
ensure the required infrastructure was 
in place at the community provider 
setting to meet NSO directives for each 
level of surgical care provided (Basic, 
intermediate or advanced) .  Some of 
the services such as ICU care could be 
provided by contract off the VA 
designated ward and will not therefore 
be subject to this directive. 

2. There would be logistical issues getting 
the IT infrastructure in place in the 
leased space to allow access the VA 
medical record. 

3. Under this option, VA would contract 
with the community provider to provide 
various support services (ICU, 
Radiology, laboratory, etc.), which will 
require considerable electronic medical 
record and procedural coordination.4) 
Credentialing providers at multiple 
community partner institutions may be 
challenging. 

4. Community partners may not have 
space capacity to meet all the VA 
needs or may not want to enter into an 
agreement. 

5. Contracting costs and implementation 
are difficult to anticipate 

6. Advanced ambulatory designation 
would require a robust transportation 
system to effectively manage 
urgent/emergency/intra-op/post-op 
needs. 
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Option 2: Build a small full service hospital (Intermediate Complexity) on 

the Manchester Campus. 

The Surgery Subgroup submits the option of building a full service hospital 

(Intermediate Complexity) on the Manchester Campus. There would be strategic 

alliances with local hospitals and VISN 1 (Boston, WRJ) for complex surgery. 

Rationale:  While both current and predicted workload numbers do NOT support the 

need for inpatient surgery beds, the Medicine service line believes that inpatient medical 

beds maybe indicated. If this is the case, inpatient beds should be supported by a 

functional surgical service.  A combination of standard and intermediate complexity 

cases would meet the current surgical needs. Standard complexity designation alone 

would not justify maintaining a 24/7 inpatient OR presence, with an average of only 2.4 

cases per week requiring admission.  Even with adding the intermediate cases, the 

number of required inpatient admissions (6) would be very small and may not justify 

maintaining a 24/7 inpatient OR and ICU presence. 

• Facility would provide intermediate surgery and medical services in a small 
inpatient (25-30 bed) footprint.  

• Critical care services must be available and in compliance with NSO directives 
for intermediate care.  

• Strategic alliances with local hospitals and VISN 1 (Boston) would still be 
necessary for complex surgery. 

• Full service emergency services should be present in this model. Linkages with 
the community for complex emergency surgical procedures would be required. 
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Table 11. Pros and Cons for Option 2 

 

 

PROS CONS 

1. NH would no longer be the only state 
without a full service inpatient VA 
hospital. 

2. The majority of the surgical services 
would be provided within the VA, 
keeping quality and safety issues 
within the VASQIP system. 

3. Patients would receive care locally at 
the VA by all VA providers, simplifying 
contracting and other logistics for 
services other than surgery such as 
radiology and medical consultations. 

4. Less interruption in patient care and 
more continuity across services, such 
as medicine and psychiatry. 

 

 

1. The current surgical workload does not 

support an inpatient surgical service, 

without other extenuating factors, such as 

the questionable need for inpatient 

medicine beds. 

2. By the time this inpatient facility is 

completed, the currently projected 

workload would not be sufficient to justify 

any inpatient facility. 

3. The cost to support the infrastructure for 

intermediate surgery is enormous and 

would likely far exceed what the cost would 

be to provide this care in the community. 

4. Care for complex surgery will still need to 

be provided in the community or other VA 

hospitals. 

5. Recruitment in this area for specialty 

surgeons has been difficult and is unclear 

that the financial and human resources are 

available to meet the staffing needs. 

6. The required resources from other services 

(Medicine, Radiology, Pathology, etc.) are 

enormous and also subject to recruitment 

issues, as we have seen at other 

intermediate sites across the country. 

7. There is a lack of academic affiliations and 

residencies needed to support this 

infrastructure. 

8. Investing such huge amount of resources 

for such a small amount of surgical 

demand will jeopardize our ability to 

provide medical care in general throughout 

the VISN. 

9. Without improved transportation system, 

the northern tier of NH will able not be,  or 

willing, to take advantage of this inpatient 

facility. 
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Recommendations 

The Task Force subgroup for Surgery strongly recommends Option 1a: and Advanced 

designation Ambulatory Surgical Center with full service surgical specialty clinic 

space. 

 

The vast majority (87.5%) of the surgical procedure workload at Manchester is currently 

outpatient. Less than one third of the outpatient workload that could be accommodated 

on site is actually done on site.  Projections show that outpatient workload is going to 

continue to increase by as much as 26%.  Creating an advanced complexity outpatient 

facility would allow for accommodation of all the presents and projected outpatient 

workload, and would allow specialties like Urology and Orthopedics to do more advance 

procedures, which likely are under-represented in the current data. Feedback from 

Manchester providers in our listening sessions  indicate that there is demand for more 

advanced outpatient surgery, which they have the skills and desire to perform 

Inpatient services would be provided by VA surgeons in community facilities.  This 

would allow the VA surgeons to operate at the top of her or his license and would 

provide clinical continuity for the patients close to home.  

The other options described, present either huge logistical issues or enormous financial 

commitments which are not justified by the current or projected workload numbers. The 

1a option address the majority of the surgical needs within the VA structure and 

respects the veterans desires to have care close to home while still being fiscally 

responsible.
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Appendix 

A. Facility Infrastructure requirements to perform Standard, Intermediate, or 

Complex Surgical Procedures (VHA Directive 2010-018) 

Direct 2010-018 

Facility Infra Req to Perf std-inter-complex surg procedures.pdf
 

B. Facility infrastructure requirements to perform Invasive Procedures in 
an Ambulatory Surgery Center (VHA Directive 2011-037) 
 

Direct 2011-037 

Facility infra req to perform invasive proced in amb surg center.pdf
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



P a g e  | 24 

DRAFT  

DRAFT 

 

C. Larger Image - Table 1. Past and Current Surgical Procedures at Manchester 
 
 

 
 

 


