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ABSTRACT 
 

 The United States is ranked first for health care expenditure and 11th for quality of care. 

Surgical care is complex, multifactorial, and medical expenses continue to increase. The necessity 

for surgery normally disconnects the patient from their primary care provider, frequently resulting 

in uncoordinated care between medical providers regarding surgical care. A fragmented healthcare 

system results in unnecessary diagnostic labs and tests, insufficient surgical care resources, and 

patients experiencing a lapse in their medical care. If adopted, the Perioperative Surgical Home 

(PSH) model has the opportunity to improve patient outcomes by increasing patient satisfaction 

rates while decreasing surgical complications and hospital stay duration. The PSH model is 

patient-centered, and directed by anesthesia providers coordinating surgical care by adequately 

optimizing patients for surgery. The five model components are: patient involvement, 

comprehensiveness, coordination of care, accessibility, and commitment to quality and safety. 

Purpose: The purpose of this project was to perform a needs assessment at a Central Phoenix 

Hospital to identify if there was a need to implement the PSH model to decrease surgical 

complications and 30-day surgical hospital readmission rates.   

Methods: This was a non-experimental needs assessment. Retrospective data collection was used 

to explore and identify if the PSH model was needed at this Phoenix hospital. A needs assessment 

tool was created guided by the Rothwell and Kazana’s needs assessment model utilizing their five 

key phases. The General Systems Theory was used to assess the complexity of an open surgical 

system to identify gaps in performance and results.  

Results: Data collected from fiscal year 2015 demonstrated a total of 7,829 surgical cases were 

performed at this hospital. The number of patients with a surgical complication was 826 (10.6%). 
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A reported 147 (1.9%) patients had a surgical hospital readmission at this facility. Data from fiscal 

year 2016 demonstrated 7,778 (10.3%) total surgical cases. The number of surgical complications 

reported was 800 (1.5%). A reported 116 patients had a hospital surgical readmission at this 

facility. 

Conclusion: The reported high health care expenditure and low quality of care received in the U.S. 

supports the need to improve our health care delivery system with models such as the PSH. There 

was not an obvious problem in performance of surgical complications and 30-day surgical hospital 

readmission rates. There were identified system gaps in data collection of surgical reporting that 

correlate with clinical practice. These findings were the starting point for a needs analysis to follow 

by focusing on development and implementation of the PSH model if adopted.  

 

 

 

 

 

 

 

 

 

 

 

 



 

 

11

INTRODUCTION 

The United States (U.S.) is ranked first for health care expenditure, an estimated $8,500 

per capita, yet it is ranked 11th for low quality of care (Desebbe, Lanz, Kain, & Cannesson, 

2016). In 2015, more than 30 million surgical procedures were performed in the U.S. (Diaz & 

Newman, 2015). Surgical care is complex, multifactorial, and expensive. The U.S. spends about 

$180 billion per year on inpatient surgical procedures in nonfederal hospitals (Kash et al., 2014). 

Surgical care expenses continue to rise; in 2000 the expected cost of surgery with hospitalization 

was about $18 thousand dollars (Kash, Yichen, Cline, Menser, & Miller, 2014).  

The decision for surgery normally disconnects patients from their primary medical 

providers, frequently resulting in uncoordinated care between medical practitioners. Common 

consequences are miscommunication of surgical care, inefficient medical care wait times, 

increased medical costs, potential surgical complications, and hospital readmission rates 

(Cannesson & Kain, 2015). Typically, patients experience a lapse in their medical care, 

unnecessary diagnostic labs and tests, and perhaps even preventable harm (Kash et al., 2014). 

According to the American Society of Anesthesiologists (ASA), perioperative care plans are 

often variable and fragmented. Oftentimes, healthcare providers become frustrated, and 

unfortunately the patient and their family experience a substandard quality of care (Vetter, 

Goeddel, Boudreaux, Hunt, Jones, & Pittet, 2013).  

In today’s healthcare environment, patients with higher acuities and multiple complex 

conditions are presenting for surgery. Oftentimes these patients are discharged too quickly and 

have insufficient resources and/or limited support to manage their medical care at home 

(McMurray, Johnson, Wallis, Patterson, & Griffiths, 2007). The impact of the need for 
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postoperative care received after hospital discharge has led to the measurement of hospital-

specific readmission rates (Lavizzo-Mourey, 2013).  

Anesthesia providers are uniquely trained to care for patients across the entire age 

spectrum with a variety of co-existing diseases. Anesthesia providers understand the surgical 

phases of care and systems management needed to assist with surgical transitions of care (Vetter 

et al., 2013). Anesthesia providers have a distinct opportunity to improve patient care outcomes 

and satisfaction rates; while decreasing surgical complications, initial hospital duration, and 

prevent surgical hospital readmissions by use of the Perioperative Surgical Home (PSH) model 

(Kain et al., 2014).  

 

FIGURE 1. Components of the PSH Model 
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The PSH model is based on multidisciplinary involvement including: patient-centered 

care, coordinating surgical care, care directed by anesthesia providers, utilization of evidence-

based practice research, and adequately optimizing patients for surgery (ASA, 2014). The PSH 

model focuses on system processes and patient outcomes using five principles: patient-centered, 

comprehensiveness, coordination of care, accessibility, committed to quality and safety (see 

Figure 1) (Desebbe, Lanz, Kain, & Cannesson, 2016). The PSH model delivers individualized, 

evidence-based care to the patient in the pre-, intra-, and postoperative phases to decrease system 

variability and improve patient outcomes (Desebbe, Lanz, Kain, & Cannesson, 2016). 

The Institute for Healthcare Improvement (IHI) supports implementation of the PSH 

model to improve overall health, patient care satisfaction and quality, while reducing health care 

costs (Desebbe, Lanz, Kain, & Cannesson, 2016). Adopting the PSH model would incorporate 

patient involvement throughout their surgical process beginning when surgery is indicated until 

30 days postoperatively (Mariano, Walters, Kim, & Kain, 2015). The need for standardized and 

coordinated care offered by the PSH model during the surgical process may be a feasible 

solution to decreasing surgical costs while enhancing an overall surgical experience. The benefit 

associated with evidence-based practice guidelines and protocols will allow the anesthesia 

provider to grasp a broader view of the patient and minimize human error (Desebbe, Lanz, Kain, 

& Cannesson, 2016).  

The PSH model is gaining recognition as more institutions implement this patient-

centered model. Anesthesia providers’ perspectives regarding the PSH continue to evolve from 

the profession’s history of leadership and management of patient driven care and safety. 

Anesthesia providers are the key advocates to engage in the surgical process; they tend to be 
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“system-thinkers” evidenced by past improvements of patient safety initiatives (Kain et al., 

2014). Anesthesia providers coordinating surgical care across the life spectrum can ultimately 

lead to improved patient care outcomes, decreased surgical complications and surgical 

readmission rates, and an overall reduction in medical expenses (Raphael et al., 2015).  

Background Knowledge 

 

The ASA and the Institute of Medicine (IOM) support and encourage the use of the PSH 

model (Kash et al., 2014). Adopting the PSH model happens when community, local, state, 

regional, and national efforts work together. A contributing factor to implement this model is 

government incentives from the Centers for Medicare and Medicaid Services (CMS). Hospital 

readmission rates following surgery are a target component for quality improvement and hospital 

core measures (Gani, Lucas, Kim, Schneider, & Pawlik, 2015).  The Hospitals Readmission 

Reduction Program (HRRP) is an initiative by CMS to decrease hospital payments with 

excessive readmission rates (CMS.gov, 2016). CMS has estimated about 17 billion dollars spent 

yearly on unplanned 30-day hospital readmissions, signifying one in five Medicare beneficiaries 

are being readmitted to the hospital (Swain & Kharrazi, 2015).  According to Gani et al. (2015), 

the hospital readmission occurrence rate is one in ten surgical patients. In 2012, the readmission 

hospital core measures reported were acute myocardial infarction (AMI), heart failure (HF), and 

pneumonia (PNA) (CMS.gov, 2016). In 2015, CMS expanded on these hospital core measures 

by adding readmissions of the following surgical procedures: elective primary total hip 

arthroplasty (THA), total knee arthroplasty (TKA), and coronary artery bypass graft (CABG) 

surgery (CMS.gov, 2016).  
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Identified significant risk factors contributing to a hospital readmission are related to 

postoperative complications: a blood transfusion, pulmonary complication, sepsis/shock, urinary 

tract infections, and vascular complications (Kassin, Owen, Perez, Leeds, Cox, Schnier, Sadiraj, 

& Sweeney, 2012). The goal of identifying high-risk readmission patients is to intervene early by 

preventing surgical complications, decreasing variability during the surgical continuum, and 

achieving improved outcomes (Morgan, Khan, & Amin, 2013). An investigation of the literature 

provided an understanding of these concerns and identified the patients’ needs for resources and 

support services to prevent future unplanned hospital readmissions. 

Understanding hospital readmission predictors is one element to enhance surgical care 

and further decrease financial burdens. Surgical services represent more than half of a hospital’s 

annual costs (ASA, 2014). According to Swain and Kharrazi (2015), about 55% of all-cause 

hospital readmissions contributed to substandard care. According to DiBrito and Makary (2014), 

pre-hospital and pre-surgical high-risk assessments are available and can be predictive of 

surgical complications or unplanned hospital readmissions. The PSH model is a recognized 

opportunity to create new resources, increase patient safety, fundamentally improve quality of 

surgical care, and manage costs (Vetter et al., 2013). For example, performing unnecessary 

diagnostic interventions on a patient who is healthy has little to no value in detecting co-existing 

diseases that would alter the patient’s anesthetic plan of care (Dexter & Wachtel, 2014).  

These standardized and coordinated surgical care models are motivated by these existing 

deficiencies and weaknesses in the current surgical process (ASA, 2014). According to  

Kain et al. (2014), traditional surgical care fluctuations can occur at any point in time from the 

indication of surgery and throughout the postoperative period. Examples of variabilities in 
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medical care include: differing preoperative evaluations, inconsistent diagnostic and laboratory 

testing, medical treatment plans, hospital admission the day prior to surgery, provider variances 

of anesthetic plans, surgeon management during the postoperative period, varying postoperative 

education, and inconsistent follow-up plans (Kain et al., 2014). A belief for these inconsistencies 

is that the current surgical system incorporates limited use of evidence-based guidelines for most 

types of surgery (ASA, 2014).  

Conceptually, the PSH model was created to improve the quality of medical care while 

reducing variability in perioperative care, decreasing surgical complications, and hospital 

readmissions (Kain, Vakharia, Garson, Engwall, Schwarzkopf, Gupta, & Cannesson, 2014). The 

PSH model allows smooth transitions through the three surgical phases: the preoperative, 

intraoperative, and postoperative periods that comprise the surgical continuum (Vetter et al., 

2013). Transformations within the PSH model include: payments from procedures to value, 

providers working independently to collaborating for a global risk, and from treating disease 

processes to managing co-morbidities (Desebbe, Lanz, Kain, & Cannesson, 2016). 

Adopting the PSH model would create a new infrastructure for resources, personnel, and 

policies for the patient, anesthesia providers, and the hospital system (Mariano et al., 2015). The 

PSH model emphasizes a proactive approach by pre-habilitating the patient prior to surgery, 

intraoperative patient optimization, decreasing postoperative complications, and providing 

smooth transitions to reduce surgical complications and prevent hospital readmissions (Kash et 

al., 2014).  The PSH model is an opportunity to expand the integral role of the anesthesia 

provider to guide safe and efficient patient care.  
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Local Problem 

 

 A hospital readmission rate is an important core measure monitored for quality 

improvement by CMS (Gani et al., 2015). Hospital readmissions are sentinel events that often 

represent gaps in the quality of care received (Lavizzo-Mourey, 2013). The PSH model has 

potential solutions to examine patient predictors, take a logical approach to identify high-risk 

patients and prevent or avoid foreseen surgical complications. According to the ASA (2014) 

surgical related errors are second to medication errors, which are the most frequent cause of 

error-related deaths. There are multiple research studies being performed both locally and 

nationally to identify and prevent unplanned hospital readmissions. Unplanned surgical 

complications are often unexpected or difficult to prevent and may still require a hospital 

readmission. Many of these surgical complications may be the result of a fragmented healthcare 

system that discharges patients without appropriate resources. Many patients are unable to follow 

postoperative instructions they didn’t understand or unable to follow up with necessary medical 

care (Lavizzo-Mourey, 2013). 

The burden of hospital readmissions falls unequally on Medicare/Medicaid beneficiaries 

and is linked to specific health care systems (Lavizzo-Mourey, 2013). One-third of hospitals in 

the U.S. are operating in negative budget margins (AANA, 2017). In 2012, CMS began reducing 

Medicare payments for Inpatient Prospective Payment System (IPPS) with excess readmissions 

for condition-specific rates (HSAG, 2016). According to Jiang and Wier (2010), Medicaid 

patients have a 1.6 times higher chance of having an unplanned hospital readmission than a 

privately insured patient. Patients who have five or more identified comorbidities are also 

associated with a higher readmission risk (Jiang & Wier, 2010).  
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The Healthcare Cost Utilization Project (HCUP) is a statistical data report in 2007, on all-

cause readmissions (Jiang & Wier, 2010). The HCUP data reports all hospital readmission rates 

on patients from 21-64 years of age, carrying either Medicare fee-for-service (FFS), Medicaid 

enrollees, and private insurance (Jiang & Wier, 2010). In 2007, the HCUP reported on 10 states, 

Arizona being one of them (Jiang & Wier, 2010). The HCUP will soon begin reporting on 

surgical specific hospital readmissions as more surgical procedures are added to the hospital core 

measures. In 2007, this data did not reflect surgical hospital readmissions.  

The Dartmouth Atlas Project partnered with the Robert Wood Johnson Foundation’s 

Care about your care initiative (Lavizzo-Mourey, 2013). This project is dedicated to improving 

healthcare transitions after patients are discharged from the hospital. On a national level, the U.S. 

health care system suffers from a vicious cycle labeled as the revolving door syndrome (Lavizzo-

Mourey, 2013). In 2010, the national data for surgical readmissions ranged from 7.6% - 18.3% 

(Lavizzo-Mourey, 2013). Medicare data has shown that this national issue is the result of many 

local problems (Lavizzo-Mourey, 2013). In 2010, without the use of standardized care such as a 

PSH model, the 30-day surgical hospital readmission rates decreased from 12.7% to 12.4% 

(Lavizzo-Mourey, 2013). Nationally, there is a postoperative initiative to fast track and utilize 

enhanced recovery after surgery (ERAS) protocols to promote early recovery and discharge after 

surgery (Kash et al., 2014). 

As of 2016, Arizona’s 30-day all-cause hospital readmission rates were 16.2% while the 

national average was 18.5% (HSAG, 2015). In fiscal year 2015, 30-day hospital readmissions 

from a coronary artery bypass graft was 12.5% (HSAG, 2015).  The 30-day hospital readmission 

rates from a total hip arthroplasty and/or total knee arthroplasty was 4.0% (HSAG, 2015). 
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According to the Health Services Advisory Group (HSAG) Medicare Fee-for-Service (FFS) 

2015-2016, the Central Valley Region hospital readmission rates were 16.0% (HSAG, 2016). In 

2010, the national average for surgical 30-day hospital readmissions was 12.4% (Lavizzo-

Mourey, 2013). This Phoenix facility was one of the 21 hospitals that compose the Central 

Valley Region in Phoenix, AZ (HSAG, 2016). This hospital was one of 36 hospitals evaluated 

for hospital readmission rates in Phoenix, Arizona (HSAG, 2015).  

As a future advanced practice nurse in anesthesia the PSH model promotes a start to 

standardized and coordinated surgical care to prevent or decrease surgical complications and 30-

day surgical hospital readmissions (Vetter et al., 2013). Improving overall health of chronically 

ill patients requires attention not just during the surgical continuum but within the health care 

system (Lavizzo-Mourey, 2013). Strong evidence has been linked between general health system 

factors and readmission rates. Surgical complications and 30-day surgical readmissions are only 

two components being analyzed for general improvements in our health care system (Lavizzo-

Mourey, 2013). 

Purpose 

The purpose of this project was to perform a needs assessment at a Central Phoenix 

Hospital to identify if there was a need to implement the PSH model to decrease surgical 

complications and 30-day surgical hospital readmission rates. The PSH model’s triple aim is to 

reduce healthcare costs, improve surgical outcomes and the delivery process of health care (Kash 

et al., 2014). The first step was to identify the hospitals current surgical process and outcomes of 

the hospital by using three surgical indicators. The PSH model has the capacity to improve 

patient safety and surgical outcomes at this hospital. A logical understanding of high-risk 
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readmission predictors is vital to delivering safe and efficient surgical care. The goal of this 

needs assessment was to identify discrepancies between the present surgical system and the 

potential of a new surgical system by adopting the PSH model. This needs assessment obtained 

data for the following surgical quality indicators: number of surgeries, surgical complications, 

and 30-day surgical hospital readmissions.  

The aim of this assessment was to inform the anesthesia department if there was a need to 

implement the PSH model at this hospital to enhance their surgical system. Adoption of the PSH 

model is an attempt to provide safer care to higher acuity patients with multiple co-morbidities, 

decrease preventable complications and surgical readmissions (Desebbe, Lanz, Kain, & 

Cannesson, 2016). Surgical care is a primary factor contributing to the total health care 

expenditure (Desebbe, Lanz, Kain, & Cannesson, 2016). The anesthesia department can evaluate 

the feasibility of the PSH adoption and financial aspects after a needs analysis is performed.  

Stakeholders 

 Stakeholders play a crucial role in implementing a new standardized and coordinated 

patient care model to enhance the surgical process. Stakeholder buy-in to enhance this hospital’s 

system outcomes varies with the different stakeholders (Morgan, Khan, & Amin, 2013). The key 

stakeholders for this project are: the surgical patients, chief nurse anesthetist, chief 

anesthesiologist, the hospital’s Institutional Review Board (IRB) and academic affairs, facility 

department leaders, surgical department staff, and the healthcare institution. Potential 

stakeholders identified for adoption of the PSH model include but are not limited to: anesthesia 

providers, nurses, ancillary surgical staff, laboratory and diagnostic team members, information 

technology (IT) personnel, and the quality improvement department.  
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The stakeholders are key people who can identify and contribute to their own surgical 

system, leading to a local impact and ultimately a national decrease in surgical complications and 

hospital readmissions (Morgan, Khan, & Amin, 2013). Anesthesia providers at this hospital have 

a motivating interest to reduce surgical complications and hospital readmission rates to decrease 

surgical expenses. Our goals as trained anesthesia providers are to optimize the patient’s health 

prior to surgery and to decrease or prevent risks of surgical complications, while continuing to 

improve patient satisfaction and outcomes. 

Study Question  

In adult surgical patients at a Phoenix hospital was there a need to implement the Perioperative 

Surgical Home Model to decrease surgical complications and 30-day surgical hospital 

readmission rates? 

FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

It is important to understand how a system works, in order to implement and maintain 

sustainable change (Cordon, 2013). First, a decision for change within this system needed to be 

evaluated. The theoretical framework chosen to guide this systems based DNP project was the 

General Systems Theory and the Rothwell and Kazanas Needs Assessment model to explore a 

need for change. The General Systems Framework originated in 1968 by Ludwig von 

Bertalanffy to provide a comprehensive view of complex organizations (Begley, 1999). A system 

is known as interdependent groups working together to form a unified whole (Cordon, 2013). 

The General Systems Theory (GST) is applicable to this project because of its ability to identify 

a gap within the complex current surgical system (Christenbery, 2011). The GST is known to 
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investigate intricate principles of complex entities and networks to explain a process (Begley, 

1999). This theory was deemed best to identify gaps within this surgical system and to explore 

the need of a PSH model adoption.  

System theories help us better understand how humans interact with each other, the 

surgical environment, and the existing system details (Cordon, 2013). The GST can be applied to 

any system regardless of its properties or elements (Cordon, 2013). A surgical system is 

considered complex, because it relies on other micro-systems to form a functional unit (Cordon, 

2013). This Phoenix hospital is an example of an open system, adopting the PSH model will 

assimilate information and form a dynamic interaction with the environment to improve the 

surgical process (Begley, 1999). The preoperative, intraoperative, and postoperative surgical 

phases are examples of interdependent groups in an organizational structure and environment 

(Florida State University, 2010). Each of the interdependent surgical phases is inter-related to 

one another within the surgical continuum (Cordon, 2013). According to Cordon 2013, a system 

is a “regularly interacting or interdependent groups working to form a unified whole”. Leaders in 

anesthesia are system thinkers, which prepare them to facilitate sustainable change by adopting 

the PSH model within their organization (Cordon, 2013).  

The Rothwell and Kazanas Needs Assessment for Planning Model was selected to 

operationalize this needs assessment. Most relevant to this project is Rothwell and Kazana’s five 

key phases: 1) determine the purpose of a needs assessment, 2) identify a population, 3) select 

methods and prepare assessment tools, 4) determine data analysis, and 5) assess feasibility of 

needs assessment plan (Rothwell & Kazanas, 1992). The first phase determined if there was a 

need to implement the PSH model to decrease surgical complications and 30-day surgical 
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hospital readmission rates. Second, the population identified consisted of adult patients 18 years 

of age or older requiring surgery. Third, the methods included data collection quantifying three 

clinical indicators; a needs assessment tool was created for this step (see Appendix B). Fourth, a 

data analysis evaluating the occurrence count and percentage of the three surgical indicators was 

conducted. Fifth, feasibility for the PSH was determined after evaluating the current hospital 

system by identifying the surgical indicators. 

This model was most relevant for this needs assessment in order to obtain information 

regarding the current surgical system, quantify surgical complications and hospital readmissions, 

to identify substandard areas of patient care and barriers that can be addressed (Rothwell & 

Kazanas, 1992). First, the surgical process was evaluated to determine if the PSH model would 

be a beneficial option to decrease variability in surgical care (Swain & Kharrazi, 2015). Overall, 

by determining the need for a PSH model, anesthesia providers will utilize evidence-based 

practice to advance the current system and enhance the patient’s experience (Vetter et al., 2013). 

The Rothwell and Kazanas model was used to identify the surgical case volume, surgical 

complications, and 30-day surgical hospital readmissions. This needs assessment provided 

results needed to recognize if the PSH model has the potential to improve this surgical process 

and overall provide a benefit to this Phoenix hospital’s population and organization as a whole. 

This needs assessment aimed to answer the following questions: 1) Is there a process or 

performance issue? 2) Did it involve the population within an organization where improvement 

was needed? (Florida State University, 2010). The reason for this needs assessment was to 

identify substandard care, improve patient and system outcomes and potential adoption of the 

PSH model (Stevens & Gillam, 1998).  
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Concepts 

A needs assessment only identifies problems in the performance of a system and gaps in 

results (Florida State University, 2010). A needs assessment was the first step to isolate system 

issues at this hospital before a needs analysis can be performed to determine if implementing the 

PSH model was feasible. A patient’s surgical experience varies due to many contributing factors 

within a healthcare system. Quality of care is one of the contributing factors in the PSH model, 

the definition of quality contains six elements: effectiveness, efficiency, accessibility, 

acceptability/patient-centered, equity, and safety (Desebbe, Lanz, Kain, & Cannesson, 2016).  

The preoperative period begins when the patient checks in to the surgical registration 

desk and continues until the patient is being escorted to the operating room suite. During the  

preoperative phase, the anesthesia provider will perform the preoperative evaluation by obtaining 

past medical information, diagnostic tests, and develop an anesthetic plan. During this period, 

surgery can be delayed due to a number of reasons if the provider feels that it is unsafe to 

undergo anesthesia. The ASA physical status classification is directly proportional to an 

increased chance of a hospital readmission (Kassin et al., 2012). A higher ASA status correlates 

with an increased risk of morbidity and mortality under anesthesia. Optimizing the patient’s 

health prior to surgery may include: coordinating care, consulting with other medical specialists, 

managing the current disease processes depending on the individual’s co-existing diseases 

(Mariano et al., 2015). For example, managing diabetes mellitus would include obtaining a 

preoperative blood sugar, treatment protocols per hospital guidelines, ordering intraoperative or 

postoperative blood sugar tests to maintain safe glucose control, and ordering normal saline as 

the best maintenance intravenous fluid for this disease pathophysiology (Mariano et al., 2015). 
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The intraoperative phase begins when the patient enters the surgical suite and continues 

until the patient exits the operating room. The intraoperative phase includes: the surgical 

procedure, preparation for induction, maintenance, and emerging the patient’s anesthetic levels; 

prevention of postoperative nausea and vomiting, managing blood loss, maintenance of fluid 

intake, urine output, thermoregulation, oxygenation, and ventilation. The intraoperative phase 

ends as the patient exits the operating room via stretcher or hospital bed. 

The postoperative period begins when the patient arrives to the recovery room and ends 

on the 30th post-operative day regardless of discharge location. It is important to remember that 

post hospital care has a significant impact on healthcare expenditure and accounts up to 40% of 

the total surgical costs (Desebbe, Lanz, Kain, & Cannesson, 2016).  

A surgical complication is an expected or unexpected event that occurs during the 

surgical period requiring additional medical interventions not associated with the initial surgery. 

Surgical complications can occur at any time during the surgical continuum. Surgical 

complications can include but are not limited to: surgical site infections, an intravenous or 

intraarterial line infection, atelectasis, wound dehiscence, stroke, heart attack, a pulmonary 

complication requiring postoperative ventilation, nerve damage, paralysis, and hemorrhage. 

Postoperative complications include: surgical infections, venous thromboembolism, and 

pneumonia are some key outcomes in the PSH model (Cannesson & Kain, 2015). According to 

Gani et al. 2015 surgical patients who were readmitted to the hospital after surgery experienced 

surgical complications.  

A surgical hospital readmission is an unplanned return to the hospital that may include a 

new progressing condition, an exacerbation of a known medical condition, premature hospital 
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discharge, adverse drug events, and complications resulting from surgical care (Swain & 

Kharrazi, 2015). Factors that may contribute to preventable hospital readmissions are taken 

seriously because hospitals endure a hefty financial penalty from CMS for these readmissions 

(Gani, Lucas, Kim, Schneider, & Pawlik, 2015). The general need for improvements in our 

health care system are needed after strong association was found between health care system 

factors and readmission rates (Lavizzo-Mourey, 2013). According to Gani et al. (2015), there 

was a noticeable difference in 30-day hospital readmissions across different surgical specialties. 

The additional hospital readmission has shown that patient acuity levels increase after their 

initial discharge, which leads to more diagnostic tests increasing health care costs (Lavizzo-

Mourey, 2013).  

Patient optimization for surgery means that an anesthesia provider will assess allergies, 

last oral intake, medical history, surgical history, daily medications, and other medical treatments 

within the preoperative evaluation. Based on the patient’s co-existing diseases and information 

gathered, the anesthesia provider will formulate an anesthetic plan for surgery and postoperative 

care. During the intraoperative phase, the anesthesia provider is continuously looking to prevent 

foreseen complications and correct physiologic concerns that may occur. There are limited 

evidence-based postoperative discharge guidelines and protocols for many surgical procedures 

(ASA, 2014). However, enhanced recoveries after surgery (ERAS) initiatives are being utilized 

in postoperative phases to decrease surgical complications and surgical costs (Kash et al., 2014). 

The PSH model has gained more awareness and has been implemented in several 

academic settings however, there is not one ideal model (Mariano, Walters, Kim, & Kain, 2015). 

The first step in adopting the PSH model is to begin with a needs assessment at each institution 
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to evaluate the current surgical process. This model’s practice incorporates individual patient 

management with smooth transitions throughout the surgical continuum (Mariano et al., 2015).  

Synthesis of Evidence 

To gain a better understanding of the concepts and perspectives of the PSH model, a 

literature search was conducted. Multiple literature reviews were conducted utilizing the 

following databases: Embase, PubMed, MeSH, and Cumulative Index of Nursing and Allied 

Health Literature (CINAHL). The following key words or a combination of words were used: 

perioperative surgical home, perioperative surgical care home model, postoperative 

complications, surgery, readmission rates, surgery outcomes, patient-centered model, and 

discharge planning. Related terms such as postsurgical education, patients’ surgical experience, 

perioperative management, and anesthesia perceptions were also used to identify relevant 

articles. Inclusion criteria for research articles included: publication date within the last ten years, 

English language, and human species. These searches yielded a total of 112 results. Exclusion 

criteria for research articles were: surgery specific, pediatric patients, and specific focused 

patient care PSH models. Eleven articles were retained that applied to the project’s purpose (see 

dix A). 

The research consistently suggested that implementation of the PSH would standardize 

surgical care by decreasing morbidity and mortality rates while creating economic benefits. The 

patient-centered goals are to medically optimize patients’ health throughout the surgical 

continuum. The PSH model was not intended to replace the surgeon’s care responsibilities, but 

rather engage an entire surgical care team approach (Vetter, 2013). The observational studies 

reviewed confirmed higher patient satisfaction ratings with surgical team collaboration and 
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improved patient outcomes (ASA, 2014). The ASA and IOM support and encourage the PSH 

model to improve patient satisfaction rates and quality of care (Kash et al., 2014). The literature 

findings focused on PSH success factors such as: organizational leadership, patient safety, 

accessible information technology (IT) capabilities, and team members demonstrating readiness 

for change (Kash & Cline, 2014). CMS has now recognized a primary care model that aims at 

improving patient outcomes by adopting a patient-centered approach rather than a disease-

centered approach (Kain et al., 2014). 

Identified weaknesses found in the literature included: 1) the multiple terminologies used 

to describe the PSH model, 2) variability in complications, and 3) financial barriers. There were 

many variations in terms or words used to describe the same specifics, making it difficult to 

succinctly summarize the PSH model. Overall, the definitions emphasized creating an improved 

system and surgical experience for patients (Kash et al., 2014). There was known evidence that 

surgical complications lead to increased hospital readmissions (Gani et al., 2015). A potential 

barrier to the PSH model implementation is a financial constraint because the “extra services” 

provided by anesthesia providers cannot be reimbursed with the current payment system (Kain et 

al., 2014). In the future moving towards a bundled payment system of an “overall value” rather 

than a fee-or-service system may decrease these costs and increase the standard of care (Kain et 

al., 2014). The PSH implementation cost was estimated at about $25,000 per facility (Vetter, 

2013).  

The ASA conducted a specific survey of 6,000 practicing anesthesiologists to view their 

perspectives on health care costs. The respondents expressed having control of health care costs 

was a better approach than financial reforms (Raphael, Cannesson, Rinehart, & Kain, 2015). The 
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majority of anesthesiologists reported to have a good or fair understanding of the PSH model, 

while 25% reported have a poor understanding (Raphael et al., 2015). Other anesthesia providers 

such as certified registered nurse anesthetists (CRNAs) or anesthesia assistants (AAs) have not 

been interviewed or surveyed (Kash et al., 2014). According to the AANA (2017), CRNAs 

deliver 65% of anesthetics in the United States. Further surveys are needed to gain the 

perspectives of these other anesthesia providers mentioned. Ultimately, these results seem to 

indicate a belief that anesthesia providers need to play a role in cost reduction and operating 

room management as well as the use of decision support systems (Raphael et al., 2015).  

Some gaps in the literature review showed inconsistencies regarding medical 

recommendations that varied between providers. Another contributing factor could be the 

increasing shortage of practicing physicians, which include surgeons (Vetter et al., 2013). 

Another survey of thirteen patients’ perspectives was performed three weeks after surgery 

demonstrated that the preoperative information focused on the surgery and not the management 

of postoperative care (McMurray et al., 2007). Patients described this approach as, ‘one-size-fits-

all’, which was not meaningful to them (McMurray et al., 2007). The results also indicated that 

medical providers usually gave general answers and not patient-centered responses.  

Limitations of methodology noted in the literature were the small sample sizes of the 

studies. For example, a mailed paper survey conducted among practicing anesthesiologists had a 

low response rate of 14.5% and may not be a reflection of the demographics within the ASA 

members (Raphael, 2015). Political preference was asked and correlated as a strong predictor of 

the results, but this demographic was not recorded by the ASA (Raphael, 2015). There were 

multiple frameworks utilized to describe the PSH model. The knowledge obtained from the 
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above literature reviews was useful and pertinent to gaining a deeper understanding of the 

potential impact the PSH model could have on surgical patients and medical systems. Adopting 

this model can begin to advance into a future of high quality, individualized, and standardized 

surgical care. There was an identified need to educate patients, the public, healthcare 

professionals, and policymakers about surgical care and impact of substandard care for surgical 

patients (Grocott, 2012). 

METHODS 

Design 

This DNP project was a non-experimental needs assessment. A fundamental element 

needed for the success of the PSH model was to establish an audit of the current surgical system 

(Vetter et al., 2013). Retrospective data collection was used to explore and identify if the PSH 

model was needed at this Phoenix hospital using three numerical clinical indicators: surgical case 

volume, surgical complications, and 30-day surgical readmissions. Descriptive statistics was the 

appropriate method to evaluate retrospective data for quality improvement. Descriptive statistics 

are used to describe the frequency of occurrence of a behavior and synthesize the data (Polit & 

Beck, 2012).  

A needs assessment tool was created to provide a set of questions targeted to collect 

metrics within the surgical system (see Appendix B). Data collection quantified three clinical 

indicators: 1) surgical case volume, 2) surgical complications, and 3) 30-day surgical 

readmission rates. The data collected was obtained from fiscal years 2015 and 2016; data 

collection each year begins in July and ends in June of the following year. The hospital core 

measures are reported to Centers for Medicare and Medicaid Services in this format with 
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inclusion and exclusion criteria. Inclusion criteria for surgical complications were a tally of acute 

care inpatient encounters with any complications requiring additional medical care. The 

exclusion criteria for surgical complications were services provided, locations (emergency room 

or intensive care unit), or encounter type (inpatient vs. outpatient), and ICD codes (charges for 

billing). Inclusion criteria for all-cause hospital readmissions are an encounter type of I 

(inpatient), readmitted to the same facility, and readmission encounter admission/start date 

within 30 days of the discharge/end date of the index encounter. Exclusion criteria for all-cause 

hospital readmissions include the admit status (level of care), services (primary service, internal 

medicine), locations, and ICD codes. For hospital readmissions the discharge day counts as day 

zero. For example, if the patient was discharged on August 1st and then readmitted to the same 

facility on August 31st this was a 30-day all-cause hospital readmission. The patient would be 

excluded if readmission occurred on September 1st.  

Ethical Considerations 

This DNP project focuses on a systematic investigation of non-human subjects; a needs 

assessment was performed to support implementation of the PSH model at this hospital. 

Compliance with rules and regulations of the University of Arizona and the off site facility were 

followed. Approval was obtained from the Institutional Review Board (IRB) of the hospital. A 

determination of human research form was completed and submitted to the Human Subjects 

Protection Program. The IRB at the University of Arizona approved this study (see Appendix C).  

Adherence to the Health Insurance Portability and Accountability Act (HIPAA) was maintained 

throughout this project.  



 

 

32

Human subjects were not directly involved in this study; so there was minimal risk for 

privacy loss. Proper human subjects’ protection program rules were followed. Confidentiality 

hospital agreements and required computer competency training were completed prior to data 

collection. There was guaranteed security and privacy of data collected by protecting the 

participants’ private health information and identify by not identifying specific patient 

information. Vulnerable populations that may have been included are: economically and 

educationally disadvantaged however, they were not identified. The pediatric and obstetric 

populations were excluded from this study.  

Setting 

The setting of this study was at a level I trauma center in the Central Valley Phoenix area. 

This hospital has the capacity of 450 beds with 14-operating room suites. The hospital averages 

about 20,000 patient admissions yearly (Hospital-Data.com, 2015). This medical facility has the 

capability to perform surgery 365 days a year. This hospital performs about 7,000 – 8,000 cases 

a year. Normally, the majority of surgical cases occur Monday through Friday. However, some 

cases are scheduled on Saturday or Sunday with availability of trauma and neurosurgery teams to 

perform surgery at any time. There are about forty anesthesia providers consisting of 

anesthesiologists and certified registered nurse anesthetists and roughly thirty nurses within the 

three surgical phases.  

Population 

The retrospective data collection was from the surgical population including all adult 

patients 18 years of age and older. No other demographics were evaluated during this study. 
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Data Collection 

Data was extracted from the hospital’s EPIC computer charting system within the quality 

management department at this medical facility. The data reported to CMS for all-cause hospital 

readmissions and surgical complications was not utilized for the purpose of this study. The 

quality analyst supervisor obtained the requested three surgical indicators and removed the 

patient identifiers. Data collected included surgical metrics of patients who had received care at 

this facility. The results were prepared and provided in paper format inside a privacy folder. The 

surgical indicators were: surgical volume, surgical complications, and 30-day surgical hospital 

readmissions for fiscal years 2015 and 2016. Transportation of documents occurred once from 

the hospital to the home of the student. Upon recording the surgical data results in a frequency 

table, all documents were immediately destroyed in the paper shredder.  

Data Analysis 

Descriptive statistics allow researchers to summarize and describe quantitative data (Polit 

& Beck, 2012). The results of the clinical indicators are provided in a frequency table to allow 

for easy visualization to compare and contrast the variables. The study results are expressed in 

whole numbers and percentages for ease of interpretation. The results of the three surgical 

indicators are displayed in Table 1.  
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Results 

TABLE 1. Surgical Indicator Data for 2015 and 2016. 

Fiscal Year Number of  

Surgical Cases 

Surgical 

Complications 

30-day Hospital 

Readmissions 

2015  

7,829 

10.6 % 

(N=826) 

1.9 % 

(N=147) 

2016  

7,788 

10.3 % 

(N=800) 

1.5 % 

(N=116) 

 

Data collected for fiscal year 2015 demonstrated that there were a total of 7,829 surgical 

cases performed at this medical facility. There were a total of 826 (10.6%) patients who 

experienced a surgical complication as a result of surgery. There was a reported 147 (1.9%) same 

facility surgical hospital readmissions.  

Data collected for fiscal year 2016 demonstrated that there were a total of 7,778 surgical 

cases performed at this hospital. There were a total of 800 (10.3%) patients who experienced a 

surgical complication as a result of surgery. There was a reported 116 (1.5%) same facility 

surgical hospital readmissions. 

The results of this study indicated that over the last two years there has been a stable 

complication rate of 10.6% and 10.3% within the surgical population at this hospital. The results 

also indicated a steady 30-day surgical hospital readmission of less than two percent. These 

results can be evaluated by year and compared to each other to determine this hospital’s baseline 

surgical metrics. 
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DISCUSSION 

According to the results of this study, these three surgical indicators do not indicate an 

obvious problem in performance because the surgical complication rates are about 10% and 30-

day surgical hospital readmission rates were found to be less than two percent. There was a slight 

decrease in complications and hospital readmission rates from 2015 to 2016, however there was 

a surgical case difference of 41 surgeries. Specifically, there are no CMS surgical core measures 

for surgical cases being reported at this Phoenix hospital. For example in 2015, CMS added the 

total knee and total hip arthroplasty surgeries to the core measures. These procedures are 

categorized under the orthopedic surgical specialty. The coronary artery bypass graft surgery is 

categorized under the cardiothoracic surgical specialty. As of 2017, these are the only three 

surgical procedures being tracked and reported as core measures by CMS. 

An identified limitation of this project was that this hospital does not currently perform 

these surgeries tracked by CMS; therefore these results cannot be compared to the national CMS 

data. Furthermore, specific surgical specialty readmission numbers were not evaluated 

individually or compared to each other within this surgical department. In the future the surgical 

department can collaborate with the quality management team to track surgical cases by surgical 

specialty according to their population. The ASA (2014) suggests that many hospitals have room 

to improve their cost efficiency for inpatient surgery and should look within their surgical 

specialties. 

There was an identified gap in the hospital system of data reporting to correlate with 

clinical practice. For example, if a patient returned to the hospital within 30-days after surgery 

for an all-cause reason such as pneumonia, this readmission was counted toward an all-cause 
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hospital readmission and not toward a surgical readmission. Also, if a patient were admitted to 

this hospital multiple times the computer would generate these admissions as one hospital 

readmission. The system was unable to count a hospital readmission if the patient was admitted 

to another medical facility in the Phoenix area or out of State. Lastly, the obstetric surgical 

specialty for cesarean sections was not included in this study because the reporting process does 

not consider a c-section a surgical event. The results of this study should be compared to other 

hospital surgical complications and readmissions, but not to other facilities that are tracking the 

three CMS surgical core measures. Likely, in the future CMS will add more surgical procedures 

to the expanding list of surgical core measures.  

This needs assessment was a crucial starting point to evaluate this hospitals internal 

system process for collecting and interpreting data that identified gaps in their system. A strength 

in the project results provided a baseline indication of the number of surgeries this hospital 

performs, their surgical complication and surgical readmission rates. There was an identified 

disconnect between clinical practice and quality management reporting regarding these specific 

parameters. The next phase to implement the PSH model will be a needs analysis that can focus 

on the system specific causes to the identified gaps in results.  

Conclusions 

The U.S. spends on average $9,086 per person annually on health care and $4,197 per 

person on Medicare/Medicaid, while the life expectancy is about 78 years old (Squires & 

Anderson, 2015). Healthcare expenditures and quality of care received in the U.S. supports the 

need to transition our healthcare delivery system to models such as the PSH (Desebbe, Lanz, 

Kain, & Cannesson, 2016). The 2013 Commonwealth Fund report compared 13 higher-income 
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nation’s health care systems. The U.S. is a substantial outlier when it comes to health spending, 

accounting for 17.1% of gross domestic product (GDP), which is 50% higher than any other 

country (Squires & Anderson, 2015). The United Kingdom (UK) is ranked first for its quality of 

care, efficiency, and low cost at point of service (Squires & Anderson, 2015). Switzerland has 

the second highest health care spending with an average $6,325 per person (Squires & Anderson, 

2015). France has a similar problem as the U.S. spending $4,118 per capita and ranking 9th for 

quality of care (Squires & Anderson, 2015). The National Health Service spends about $2,802 

annually for each resident to have healthcare coverage in the UK (Squires & Anderson, 2015). 

The prices of prescription drugs are doubled here in the U.S. in comparison to the UK (Squires & 

Anderson, 2015).  

Implementation of the PSH model depends on hospital constraints and is organized 

according to individual institutions using evidence-based care plans (Desebbe, Lanz, Kain, & 

Cannesson, 2016). This study retrieved metrics for surgical case volume, surgical complications 

and 30-day surgical readmission rates. The variables within the surgical complication rates at this 

facility could be analyzed to indicate where change is needed to further prevent surgical 

complications. This project provided numerical data that identified gaps in a surgical systems 

process. The system gaps were identified as data reliability and validity. According to Polit & 

Beck (2012), reliability is the accuracy and consistency of information obtained in the study and 

validity indicates findings are cogent, convincing, and well grounded.  

The findings of this needs assessment was the starting point for the next step; a needs 

analysis can focus on developing and implementing the PSH model according to this hospital’s 

needs. The hospital will determine how the PSH model can be implemented, if it turns out to be 
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beneficial after the results of the needs analysis. The outcome measures will need to be 

considered and quantified for the following: process outcomes, clinical outcomes, and financial 

outcomes of the hospital. The anesthesia providers and dedicated surgeons can collaborate, 

develop, and implement clinical care pathways standardizing surgical care for their patient 

population (Desebbe, Lanz, Kain, & Cannesson, 2016). A method to keep the staff motivated is 

to report outcome progress and maintain PSH model educational opportunities to continue 

improving multidisciplinary care team dynamics (Desebbe, Lanz, Kain, & Cannesson, 2016). 
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SYNTHESIS OF EVIDENCE 
 

Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoreti

cal 

Framew

ork 

Design Sample 

(N) 

Data Collection 

(Instruments/tools) 

Findings 

Kash, B. A., Zhang, Y., 
Cline, K. M., Menser, 
T., & Miller, T. R. 
(2014). The 
perioperative surgical 
home (PSH): a 
comprehensive review 
of US and non-US 
studies shows 
predominantly positive 
quality and cost 
outcomes. Milbank Q, 

92(4), 796-821 
 
 
 
 

Quantitative: To evaluate 
the physician led PSH 
model and its resources at 
all levels. 
Qualitative: Defines 
methods for improving 
patient experience and 
clinical outcomes while 
decreasing costs for 
surgical patients. 

 Mixed 
methods 
Compre
hensive 
peer 
review, 
cross- 
sectional 
longitud
inal 

152 Peer- 
reviewed 
articles 
published 
between 
1980-2013 

Data Collection: History 
& summary of evolution 
of PSH & PSH-like 
models. Results 
evaluated outcome 
measures to report cost 
efficiencies & clinical 
outcomes. There were 2 
primary researchers 
coding the summary 
tables independently. A 
3rd researcher ensured 
triangulation. 
Data Analysis: 
Summary tables of 63 
US and 54 non-US 
studies using summative 
content analysis 
methodology. Studies 
were categorized into 
preoperative, 
intraoperative, and 
postoperative based on 
location. 

Both US & non-US 
studies stress the role of 
anesthesiologists in the 
perioperative pt 
management. Differences 
noted between US & non-
US research on the PSH. 
Non-US research focuses 
on comparison of 
outcomes from changing 
policies or practices. US 
research focuses on 
discovery of innovative 
practice models & less 
direct changes like 
information technology. 
The potential for policy- 
relevant cost savings & 
quality improvement is 
evident. 
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Kain, Z. N., Vakharia, 
S., Garson, L., Engwall, 
S., Schwarzkopf, R., 
Gupta, R., & Cannesson, 
M. (2014). The 
perioperative surgical 
home as a future 
perioperative practice 
model. Anesthesia & 

Analgesia, 118(5), 
1126-1130.  

Quantitative: To provide 
improved clinical 
outcomes & better 
perioperative service at a 
lower cost.  

 Descript
ive Non-
experim
ental 

UC Irvine 
Sample 
size 
unknown 

Expert opinion at UC 
Irvine. 
Data Analysis: 
evaluating independent 
variables such as 
barriers, finance, and 
data regarding efficacy. 

The Enhanced Recovery 
After Surgery (ERAS) is a 
perioperative clinical 
protocol that has been 
shown to improve pt 
satisfaction, postop 
outcomes, decreased 
length of stay, & reduce 
risk of hospital-acquired 
infections. 

Vetter, T. R., Goeddel, 
L. A., Boudreaux, A. 
M., Hunt, T. R., Jones, 
K. A., & Pittet, J. F. 
(2013). The 
perioperative surgical 
home: how can it make 
the case so everyone 
wins? BMC 

Anesthesiology, 13, 6. 
 

Quantitative: PSH model 
developed at University of 
Alabama at Birmingham 
specifically in increased pt 
safety, morbidity & 
mortality, outcomes, 
comparing effectiveness, 
compared to hospitalist 
model, surgeon 
perspective, benefits of 
PSH, & economic 
advantages. 

 Observa
tional 
Compar
ative 
Design 
 

N/A  The biggest hurdle to 
overcome is establishing 
an audit & data 
collection is 
fundamental to the 
objectives & goals. A 
committee was 
developed on quality & 
Pt safety.  

The PSH should drive 
performance improvement 
& outcomes research to 
improve surgical care. 
Expansion of the 
anesthesia provider’s role 
should promote continued 
drive of the profession. 

Dexter, F., & Wachtel, 
R. E. (2014). Strategies 
for net cost reductions 
with the expanded role 
and expertise of 
anesthesiologists in the 
perioperative surgical 
home. Anesthesia & 

Analgesia, 118(5), 
1062-1071. 

Quantitative: Limited to 
reduce unnecessary 
interventions that do not 
benefit the pt, scheduling 
for pt & staff, decreasing 
cancelations, operating 
room time, & length of 
stay. 

Descript
ive 
Theory 

Narrativ
e 
review, 
Non-
experim
ental 

N/A Data Collection: 
Occurred at an academic 
day surgery center and 
other US hospitals in 
2011. 

Reducing the length of 
stay is more beneficial 
than reducing 
complications. Decreasing 
ineffective interventions 
& coordinating patients & 
staff decrease costs. There 
are potential strategies for 
net cost reduction with the 
PSH. 
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Cannesson, M., & Kain, 
Z. (2015). The 
perioperative surgical 
home: an innovative 
clinical care delivery 
model. Journal of 

Clinical Anesthesia, 

27(3), 185-187.  
 

Quantitative: 
To create a clinical care 
model during the surgical 
continuum ending 30 days 
postoperatively. 
Variables: Patient 
centered care, 
comprehensive care, 
coordinated care, 
accessible services, and 
quality and safety.  

Transfor
mational 
theory 

Observa
tional 
Editorial 

N/A An editorial evaluating 5 
major components of the 
PSH. Provides overview 
of PSH features as an 
innovative clinical model.  

The PSH has the potential 
to transform the delivery 
of surgical care. Evidence 
based protocols may 
reduce variability & lead 
to higher quality & safety 
improvements. 

Gani, F., Lucas, D. J., 
Kim, Y., Schneider, E. 
B., & Pawlik, T. M. 
(2015). Understanding 
variation in 30-day 
surgical readmission in 
the era of accountable 
care: Effect of the 
patient, surgeon, and 
surgical subspecialties. 
The Journal of 

American Medical 

Association Surgery, 

150(11), 1042-1049. 
 

Quantitative: 
To quantify variability in 
30 day readmission rates 
after a major surgical 
procedure regarding the 
patient, surgeon, and 
surgical specialties.  

 Retrospe
ctive 
analysis 

22,559 
pts, 56 
surgeons& 
8 surgical 
subspecial
ties. 

Data collection: 
Observations occurred 
for all patients following 
major surgery over 4 
years. Patients who 
expired were excluded 
from the study. Patient 
co-morbidity was 
defined using Charlson 
Comorbidity Index 
(CCI) & categorized 
into 3 groups. Planned 
readmissions were also 
excluded. 

Preoperative comorbidity 
noted in 65.1% of 
patients. Postoperative 
complications in 21.6% of 
patients. 
Patient related factors 
occurred 82.8% of the 
time, surgical subspecialty 
14.5% variability, and 
surgeon factors were 
2.8%. Readmissions 
occurred 1/10. 

Kash, B.A., & Cline, K. 
M. (2014). The 
perioperative surgical 
home (PSH) Interview 
results from 15 selected 
U.S. programs. 

Quant: To learn more 
about the perioperative 
surgical home (PSH) 
model in hospitals around 
the United States.  
Qual: To identify common 

Grounde
d 
Theory 

Compre
hensive 
literatur
e review 

55 
organizati
ons, 15 
Interviews
, 35 
surveys, 

Data collection: 54 
Interview question 
instrument addressing 
concepts, elements of 
PSH organized into 9 
subcategories of 

8/15 organizations stated 
that pts go through a PSH 
system. The phases of 
implementation of the 
PSH varies at each 
organization. There is no 
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Retrieved from 
http://www.asahq.org/ps
h/resources 
 

themes related to these 
concepts for 
implementation of PSH 
model. 

and 24 
anesthesio
logist 
interviews 

questions by theme.  
Data analysis: data 
compiled into summary 
tables by categories. 
Inductive approach built 
by examining 
commonalities in 
responses and themes. 

coordinated surgical 
process in 40% of the 
organizations. Excessive 
preoperative testing is 
expensive & ineffective in 
predicting complications. 

Prielipp, R. C., Morell, 
R. C., Coursin, D. B., 
Brull, S. J., Barker, S. J., 
Rice, M. J., . . . Cohen, 
N. H. (2015). The 
Future of 
Anesthesiology: Should 
the Perioperative 
Surgical Home Redefine 
Us? Anesthesia & 

Analgesia, 120(5), 
1142-1148. 
 

Quant: To assess current 
practice in addressing 
deficiencies & 
relationships of these 
items to quality, safety, & 
costs. 

Transfor
mational 
theory 

Observa
tional 
Design 
 

N/A Data analysis: Describe 
challenges with PSH 
implementation and how 
to over come them. 
Proposals of expanded 
anesthesia scope and 
support of organizations. 
Identify, evaluate, & 
implement new ways to 
deliver anesthesia. 

Current anesthesia models 
may not be sufficient to 
meet patient needs or be 
sustainable for clinical 
situations. The PSH alone 
may be insufficient for 
future practice. The PSH 
is urgent and we cannot 
wait to pilot results to 
begin altering this 
initiative.  

McMurray, A., Johnson, 
P., Wallis, M., 
Patterson, E., & 
Griffiths, S. (2007). 
General surgical 
patients' perspectives of 
the adequacy and 
appropriateness of 
discharge planning to 
facilitate health 
decision-making at 
home. Journal of 

Qualitative: To identify 
aspects of discharge 
planning that could be 
strengthened to assist 
people in managing their 
post-hospital care. 

 Interpret
ive 
Design 

13 general 
surgery 
patients 
from 3 
hospitals 

Data Collection: A 
6question study was 
completes. 3 researchers 
evaluated each transcript 
& generated preliminary 
themes. Four themes: 
“One-size-fits-all, 
variable provider advice, 
lack of postop 
conditions, & need for 
follow-up. 
Data Analysis: All 

Evidence-based practice 
needs to be utilized as a 
benchmark indicator to 
systematize the surgical 
process. A telephone 
follow up can provide 
information to improve 
health literacy. Health 
literacy in relation to 
decision-making is one 
requiring further research. 
Health professionals 
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Clinical Nursing, 16(9), 
1602-1609. 

interviews were 
audiotaped & 
transcribed. Individual 
analysis of interview 
transcripts used thematic 
techniques. 

continue to investigate the 
best ways to help people 
access resources.  

Raphael, D. R., 
Cannesson, M., 
Rinehart, J., & Kain, Z. 
N. (2015). Health care 
costs and the 
perioperative surgical 
home: A Survey Study. 
Anesthesia & Analgesia, 

121(5), 1344-1349. 
 

Qualitative: 
anesthesiologists 
perceptions of the US 
health care finance 
reform, their views on 
importance of cost-
reduction strategies. 

Ethnogr
aphy 

Cross 
sectional 
survey 

6,000 
anesthesio
logists 

Data collection: 
Members of ASA were 
randomly chosen to 
complete an online 20-
question survey through 
email. 
Data Analysis: Simple 
quantification to 
measure primary 
outcomes. Each 
demographic variable 
was correlated to 
outcome for 
independent 
associations. Statistical 
tests were performed 
using SPSS. 

Anesthesiologists 
perceived hospitals & 
insurance companies as 
having a responsibility in 
cost reduction. Spearman 
correlation coefficients 
were 95%. There was a 
99.7% Confidence for a 
power analysis. There is a 
need for additional 
education about the PSH 
regarding future practice 
roles. 

American Society of 
Anesthesiologists 
(ASA). (2014). The 
perioperative surgical 
home. Retrieved from 
https://www.asahq.org/p
sh/resources/case%20stu
dies 

Quantitative: The need to 
reduce variations in 
practice, costs, outcomes, 
improve teamwork, 
patient centered, and 
increase emphasis on 
transparency. 

 Literatur
e peer-
review 
 

1,164 
same day 
surgery 
center, 
2,252 non- 
APMC 
group, & 
1,477 of 
APMC 
group. 

Data collection, 
analysis, and reporting 
involved all phases of 
care. There were 
multiple sites including 
same day surgery clinics 
& general operating 
rooms. 

Observational studies 
have shown higher team 
collaboration rates 
increase patient outcomes. 
There are local, regional, 
& national efforts to 
improve surgical quality 
to reduce costs & improve 
outcomes. 
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APPENDIX B 

NEEDS ASSESSMENT TOOL
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PERIOPERATIVE SURGICAL HOME NEEDS ASSESSMENT 
 

1. How many surgeries were performed yearly at this hospital? 

2. What were the current surgical complication rates? 

3. What was the current 30-day surgical hospital readmission rate? 
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APPENDIX C 
 

INSTITUTIONAL REVIEW BOARD APPROVAL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
  



 48 

 

 

1618 E. Helen St.

P.O.Box 245137

Tucson, AZ 85724-5137

Tel: (520) 626-6721

http://rgw.arizona.edu/compliance/home

Human Subjects

Protection Program
 

Date: March 17, 2017

Principal Investigator:  Mayka L Rambo

Protocol Number: 1703261681

Protocol Title: A Needs Assessment for the Perioperative Surgical Home Model

Determination: Human Subjects Review not Required

The project listed above does not require oversight by the University of Arizona because

the project does not meet the definition of 'research' and/or 'human subject'.

• Not Research as defined by 45 CFR 46.102(d):  As presented, the activities described

      above do not meet the definition of research as cited in the regulations issued by the U.S.

       Department of Health and Human Services which state that "research means a systematic  

       investigation, including research development, testing and evaluation, designed to

       contribute to generalizable knowledge".

• Not Human Subjects Research as defined by 45 CFR 46.102(f): As presented, the

       activities described above do not meet the definition of research involving human

      subjects as cited in the regulations issued by the U.S. Department of Health and Human

      Services which state that "human subject means a living individual about whom an

      investigator (whether professional or student) conducting research obtains data through  

      intervention or interaction with the individual, or identifiable private information".

Note: Modifications to projects not requiring human subjects review that change the nature

of the project should be submitted to the Human Subjects Protection Program (HSPP) for a new

determination (e.g. addition of research with children, specimen collection, participant

observation, prospective collection of data when the study was previously retrospective in

nature, and broadening the scope or nature of the research question).  Please contact the

HSPP to consult on whether the proposed changes need further review.

The University of Arizona maintains a Federalwide Assurance with the Office for Human

Research Protections (FWA #00004218) .
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