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Policy Points:

� The perioperative surgical home (PSH) is complementary to the
patient-centered medical home (PCMH) and defines methods for im-
proving the patient experience and clinical outcomes, and controlling
costs for the care of surgical patients.

� The PSH is a physician-led care delivery model that includes multi-
specialty care teams and cost-efficient use of resources at all levels
through a patient-centered, continuity of care delivery model with
shared decision making.

� The PSH emphasizes “prehabilitation” of the patient before surgery,
intraoperative optimization, improved return to function through
follow-up, and effective transitions to home or post-acute care to
reduce complications and readmissions.

Context: The evolving concept of more rigorously coordinated and integrated
perioperative management, often referred to as the perioperative surgical home
(PSH), parallels the well-known concept of a patient-centered medical home
(PCMH), as they share a vision of improved clinical outcomes and reductions
in cost of care through patient engagement and care coordination. Elements of
the PSH and similar surgical care coordination models have been studied in the
United States and other countries.

Methods: This comprehensive review of peer-reviewed literature investigates
the history and evolution of PSH and PSH-like models and summarizes the
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results of studies of PSH elements in the United States and in other countries.
We reviewed more than 250 potentially relevant studies. At the conclusion of
the selection process, our search had yielded a total of 152 peer-reviewed articles
published between 1980 and 2013.

Findings: The literature reports consistent and significant positive findings
related to PSH initiatives. Both US and non-US studies stress the role of
anesthesiologists in perioperative patient management. The PSH may have the
greatest impact on preparing patients for surgery and ensuring their safe and
effective transition to home or other postoperative rehabilitation. There appear
to be some subtle differences between US and non-US research on the PSH.
The literature in non-US settings seems to focus strictly on the comparison of
outcomes from changing policies or practices, whereas US research seems to
be more focused on the discovery of innovative practice models and other less
direct changes, for example, information technology, that may be contributing
to the evolution toward the PSH model.

Conclusions: The PSH model may have significant implications for poli-
cymakers, payers, administrators, clinicians, and patients. The potential for
policy-relevant cost savings and quality improvement is apparent across the
perioperative continuum of care, especially for integrated care organizations,
bundled payment, and value-based purchasing.

Keywords: perioperative management, enhanced recovery after surgery, early
patient engagement, care coordination.

T he United States spends about $180 billion per year on
inpatient surgical procedures in nonfederal hospitals alone.1 The
average cost of surgery continues to climb—from $13,000 per

hospitalization in 2000 to $18,000 (inflation adjusted) in 2010—and
patient safety, outcomes, and readmissions are ongoing concerns.1 Is the
perioperative surgical home (PSH) a part of the solution? The concept of
a more rigorously coordinated and integrated perioperative patient man-
agement system has been implemented, studied, and reported primarily
in Canada, Europe, Australia, and the United States within the last 40
years, but the evolution of the PSH concept in the United States seems
to be more recent. Earlier, surgical care in the United States followed
a general trend of surgical specialties and capabilities moving toward
same-day surgery admissions2; market expectations for high-quality sur-
gical outcomes while controlling cost of surgeries by pursuing service-
line strategies3; and value-based payment programs launched as a result
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of the Patient Protection and Affordable Care Act, which could yield
significant savings for payers.4

The PSH continues to be defined in both the literature and clinical
practice. One of its most recent definitions is based on the PSH model
adopted by the University of Alabama at Birmingham, which describes
the PSH model as “an innovative, patient-centered, surgical continuity
of care model that incorporates shared decision making.”5 PSH programs
in the United States have a variety of names, such as “center for perioper-
ative services,” “reengineered perioperative services,” and “perioperative
care pathways.” An initial examination of the literature suggests that
most definitions feature 2 points of emphasis: stronger continuity, co-
ordination, and integration of surgical care; and greater patient-focused
and shared decision making. Because the terminology used to describe
the PSH varies widely, we looked at the most recent comprehensive
reviews and definitions of this new concept of perioperative medicine
and surgical care. In one, Lee and colleagues broadly use the umbrella
term “perioperative system” to encompass all the PSH’s activities and
developments.6

Consistently emerging evidence in the health care literature supports
care coordination models like the well-established patient-centered
medical home (PCMH), with its underlying principle of a single
physician who coordinates the patient’s care and engages a team of
health care providers and their patient in an individualized treatment
and management plan.7 The PCMH embodies principles laid out by
the Institute of Medicine intended to improve care coordination and
patient satisfaction.8 The PCMH and the PSH share a vision of higher
quality and lower cost while at the same time incorporating similar
elements of patient engagement and care coordination.5 Unfortunately,
surgical care often is not standardized or coordinated, resulting in
duplicative or unnecessary preoperative testing and procedures, which
cost an estimated $18 billion annually in the United States alone.9 The
PSH concept provides a model that addresses this need for perioperative
care standardization and coordination, and its impact on both clinical
outcomes and cost has recently been evaluated.10

Key Elements of PSH Models

Specific activities associated with the PSH concept facilitate the tran-
sition from the traditionally reactive and siloed surgical processes to a
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more proactive, coordinated, and team-based approach to surgery.6 Our
comprehensive literature review identified key elements of the PSH,
which are summarized in Table 1.

Those hospitals engaging in these new systems of coordinated pe-
rioperative care vary dramatically in their stage of implementation,
operations, team composition, program leadership, scope and depth of
coordination, and communication among care providers. But as Table 1
shows, some elements are associated with PSH models integrating pre-
operative, intraoperative, and postoperative activities. Indeed, the PSH
is a much broader and all-encompassing model that goes beyond con-
cepts such as enhanced recovery after surgery (ERAS) programs, bundled
payment models, the PCMH, and other care coordination and patient
engagement models cited in the literature.

For this article, we compared the evolution of the PSH model in
the United States with that of other countries; identified key elements
of PSH models studied in the literature; and summarized and com-
pared international findings related to the cost of surgery-related care
and clinical outcomes in various surgical homes. To do this, we con-
ducted a comprehensive review of the peer-reviewed literature on the
evolution and implementation of perioperative systems. A comparative
and evidence-based understanding of various perioperative management
models can accelerate the path toward effective PSH design, making
operating rooms more efficient and improving surgical outcomes in the
United States.

Literature Review Approach and
Methodology

We performed a literature search between June 2013 and September
2013 using a broad set of terms to maximize sensitivity. The search used
3 means of article retrieval: (1) a comprehensive search of peer-reviewed
literature using PubMed and Google Scholar, (2) reference crawling of
all selected articles, and (3) additional articles identified and suggested
by experts in the field. Our research team retrieved and evaluated a
total of 261 potentially relevant studies related to the general topics of
perioperative management, the PSH concept, the history and evolution
of PSH-like programs, and key elements of surgical systems studied.
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These articles were identified using search terms like preoperative,
intraoperative, and postoperative process and activities. We then reviewed the
abstract and methods sections of each paper to determine whether its
content fit the selection criteria for the following 7 general topics related
to the PSH concept and surgical care: (1) surgical home, (2) early patient
engagement, (3) preoperative testing, (4) intraoperative initiatives
leading to reductions in cost of care or care efficiencies, (5) postoperative
care initiatives, (6) reduced postoperative complications, and (7) care
coordination and transition planning. In this study, we defined cost as
overall treatment and surgical costs and efficiencies related to case flow
(throughput), case duration, case delays, and case cancellations. For the
topic of “reduced postoperative complications,” we excluded articles
published before 2005, as more stringent restrictions were necessary for
this category to ensure its relevance to the general concept of the PSH.
For the other 6 categories, we excluded articles published before 1975.

At the conclusion of the selection process, our search yielded a to-
tal of 152 peer-reviewed articles published between 1980 and 2013;
collectively as of September 2013, they had been cited 28,725 times.

Classification of Articles

We distinguished between research studies and review articles to ac-
curately categorize content. Furthermore, we included only relevant
reviews and original studies found in peer-reviewed literature. The 35
review articles (11 US and 24 non-US) are summarized in Appendix
Table 1A (available online) and cover the development and evolution
of the PSH model and the history of perioperative management struc-
tures. Appendix Tables 2A and 3A (available online) summarize the
117 original PSH studies (63 US and 54 non-US), recording the setting,
sample size, PSH elements evaluated (categorized by preoperative, intra-
operative, and postoperative elements studied), metrics used to measure
cost and efficiencies and/or surgical and clinical outcomes, and reported
study results. These tables provided the basis for our content analysis
and comparison of US and non-US study results.11

Coding and Counting of Studies

Our research team analyzed the 2 summary tables of the 63 US and the
54 non-US studies to determine the stage of the perioperative process at



802 B.A. Kash et al.

which each intervention was held and also to define the outcomes for each
study. We applied summative content analysis methodology to count
and compare studies that reported significant results of preoperative,
intraoperative, and postoperative initiatives.12

First we coded the studies as preoperative, intraoperative, and/or post-
operative based on the “location” of the intervention in these 3 phases
of perioperative care. A study could be coded as both preoperative and
intraoperative or as both intraoperative and postoperative, depending on
the nature of PSH initiatives and elements evaluated. We then evaluated
the study results (outcome measures) so that we could code each study
as reporting significant positive results, nonsignificant results, or signif-
icant negative results for 2 outcomes: (1) reported cost and efficiencies
and (2) clinical outcomes. The most commonly used clinical outcome
measures were readmission rates, morbidity (complication) rates, and
mortality rates. Other commonly used cost and efficiency measures were
overall treatment cost, case flow (throughput), case duration, case delays,
and case cancellations. During the coding process, Yichen Zhang and
Kayla Cline made an initial pass through the summary tables in order
to clarify the coding and assignment criteria.11

We then reevaluated the code assignments and made corrections based
on the definitions resulting from discussions in research meetings with
the entire project team. We ensured coding reliability by having the 2
primary researchers (Zhang and Cline) code both summary tables inde-
pendently. A third researcher (Bita Kash) then independently coded the
summary tables following the agreed-on coding criteria to ensure tri-
angulation. A study was considered as reporting statistically significant
results if it reported a p-value of less than 0.05, and any reported study
results with a p-value greater than 0.05 were coded as nonstatistically
significant. Also, if a study reported mixed results in the same category
of intervention (preoperative, intraoperative, and postoperative) and out-
comes dimension (cost/efficiency and clinical outcomes), it was coded as
nonstatistically significant.

General Findings

The Evolution and History of the PSH in the
United States

In the United States, the “perioperative process” of surgery is currently
often referred to and studied as a “surgical home” or a “perioperative
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management program.” Scholars have recently described the PSH model
for the United States as “an innovative, patient-centered, surgical con-
tinuity of care model that incorporates shared decision making.”5

The PSH concept has evolved over the last 3 decades. During the
1970s and 1980s, innovations in information technology improved
capabilities that in turn facilitated the continuity of care and patient
engagement.6 In the 1990s, driven by the emphasis on cost containment
in the health care delivery system, the Department of Anesthesiology at
the University of Pittsburgh Medical School helped develop the concept
of the “perioperative process,”13 and researchers started developing
associated benchmarks and measures. In the early 1990s, we also
learned about the structure and potential value of preoperative clinics.
For example, a study of the preoperative clinic at Stanford University
described its development and operating structure and showed that
after implementation of the clinic, the average length of stay decreased
87.9%.14 This US study also provided evidence supporting the selective
ordering of tests by anesthesiologists, a practice resulting in the cost of
tests ordered to be reduced $112.09 per patient, for a total savings of
$1.01 million over the course of the study. At about the same time, 2
other, non-US, studies describe similar work and results related to the
selective ordering of tests.15,16 In addition, the national Veterans Affairs
Surgical Quality Improvement Program (VASQIP) created reliable
data on patient risk factors, surgery process of care, and postsurgical
morbidity and mortality rates for major surgical procedures in the
1990s.17 By the turn of the millennium, the Institute of Medicine was
defining patient-centered care as care that establishes a partnership
between providers and patients and gives patients the support they need
to make decisions and participate in their own care.18 This set the stage
for a further refinement of the perioperative management concept.

In 2006, the American Society of Anesthesiologists (ASA) Task Force
on Future Paradigms in Anesthesia Practice advised anesthesiology train-
ing programs to expand their focus beyond the operating room to in-
clude perioperative management.19 Some of the impetus for these rec-
ommendations was the trend toward new practice arrangements, such as
anesthesiologists being employed by hospitals or corporations, and new
payment structures, such as bundled payments for surgical procedures,
which include quality, safety, satisfaction, and other performance met-
rics considerations.20 For example, in the United States, the Centers for
Medicare & Medicaid Services launched several value-based purchasing
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programs and created the Bundled Payments for Care Improvement
Initiative to enter into payment arrangements with hospitals that in-
cluded financial and performance accountability for episodes of care.21-23

In addition, there are major initiatives by commercial payers and large
employers that focus on bundled care and payments for common and/or
costly surgical procedures.24 This trend away from fee-for-service and
toward bundled or integrated payments requires integrated and coordi-
nated care, the cornerstones of the PSH model for surgical patients. The
alignment of delivery and payment models seeks to enhance operations
and logistics, increase efficiencies, and improve quality.25-27

Perhaps having the greatest influence on PCMH and PSH devel-
opment was the Patient Protection and Affordable Care Act (PPACA)
of 2010, in its introduction of accountable care organizations (ACOs),
which are generally designed to hold multiple providers jointly account-
able for achieving quality targets and reductions in the cost of care per
capita for a designated patient population in a health system. Because
two-thirds of hospital costs are directly related to surgical care, operating
room efficiency is one of the primary objectives of current and future
ACO initiatives.28

There is clearly an external environmental push from both regulatory
and market forces toward greater care coordination within the periop-
erative continuum as envisioned by the PSH models. At the same time,
recent US studies reveal the environmental difficulties of establishing
practice guidelines when implementing the key elements of a compre-
hensive PSH model.29

The Evolution and History of the PSH Outside
the United States

Outside the United States, application of the ERAS guidelines is quite
prevalent, and the ERAS guidelines employ some of the principal ele-
ments of the more comprehensive PSH models pursued in the United
States. In 2009, Eskicioglu and colleagues described ERAS programs
as “multimodal perioperative programs that aim to accelerate recovery,
shorten hospital stay, and reduce complication rates following surgery.”30

The non-US studies with a preoperative intervention focus that
we included examined preoperative counseling; avoidance of mechan-
ical bowel preparation, fasting, and premedication; administration of
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pre- and probiotics; and preoperative carbohydrate loading.31 The
intraoperative interventions included goal-directed fluid management,
normothermia, hyperoxia, and tailored analgesia;32 and the postopera-
tive interventions included early routine mobilization, early enteral nu-
trition, avoidance of nasogastric tubes and peritoneal drains, and early
removal of catheters.31

Summary of Specific PSH Studies in
the United States and Other Countries

Studies of Preoperative Elements

Figure 1 provides a synopsis of the results of all US and non-US studies of
preoperative initiatives that we identified in our review of the literature.
Overall, 82% of preoperative studies reported significant positive results;
23 studies measuring cost and 32 reporting clinical outcomes reported
significantly positive results associated with preoperative initiatives.
Only 1 study of cost and 1 study of clinical outcomes found significant
negative results.

Research studies from the United States and other countries describe
those efforts to engage patients early as being beneficial to both the
patient and the health care enterprise, by creating open communication,
educating patients to make decisions regarding the process of under-
going surgery, and reducing patients’ unrealistic expectations about
surgical outcomes.33-37

An important European study describes the results of preoperative ini-
tiatives, such as educating patients with chronic obstructive pulmonary
disease (COPD) about postoperative instruction compliance, smoking
cessation, and weight reduction.34 Preoperative risk assessment and ed-
ucation are important, as well, to achieve appropriate perioperative man-
agement strategies, resulting in optimal outcomes.34 This seminal study
by Ergina and colleagues was an impetus for the emphasis on preoper-
ative risk assessment in subsequent patient engagement literature,38,39

having been cited 110 times since its publication in 1993. Besides risk
assessment, anesthesiologists are becoming increasingly more engaged in
shared decision making processes in the preoperative phase of surgery and
beyond, through initiatives like the PSH and presurgical education.38,39

Other large studies have shown preoperative education and counsel-
ing to improve surgical outcomes. For example, a study of knee joint
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arthroplasty patients showed that a preoperative education program
significantly reduced their length of stay (LOS) and readmission rates.40

Similar results (reduced readmission rates) were observed in a Canadian
study of the impact of a series of coordinated patient education and
nutrition programs on colonic surgery outcomes.37 Furthermore,
results of a meta-analysis show that short-term preoperative smoking
cessation programs decreased the risk of postoperative respiratory
complications.41

Because the cost of preoperative testing is high,42 minimizing the
number of unnecessary preoperative tests is estimated to reduce nation-
wide health care costs by at least $10 billion annually in the United
States, while improving patients’ experience.43 Researchers outside the
United States also have paid increasing attention to the costs of preoper-
ative assessment. A 2005 Canadian study found that anesthesiologists’
selective ordering of preoperative tests decreases the number and overall
cost of testing, saving an average of $73 per patient.44 Various other
studies have demonstrated that routine testing, rather than selective
testing, offers no patient benefits but does drive up costs.43,45,46

Finally, the latest non-US studies reported that abnormal preopera-
tive tests have only a limited ability to predict adverse perioperative
outcomes.47 Canadian and European researchers are investigating the
possibility of eliminating most preoperative tests without escalating
adverse events.42 A European study also has advocated this concept of
eliminating preoperative tests for at-risk populations.48

Conversely, though, US studies have found that preoperative evalua-
tions generally were beneficial to surgical outcomes. Recently, Vazirani
and colleagues noted that “a structured medical preoperative evalua-
tion may benefit medically complex patients and improve perioperative
processes outcomes.”49 The researchers found a significant reduction in
LOS for inpatients with an ASA physical status of 3 or higher (p <

0.0001). Among complex patients, medication reconciliation also can
improve quality and outcomes, and medication reconciliation has re-
mained one of the Joint Commission’s National Patient Safety Goals
since 2005.50-55 The PSH can also serve as the primary way of reducing
unnecessary interventions that do not benefit patients while also lower-
ing costs and enhancing patient safety by mitigating risks to patients.56

Furthermore, US scholars have demonstrated how specific early patient
engagement, such as exercise and targeted evaluations, can improve
surgical outcomes.36,57 Other US research has looked at reducing the
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number of operating room (OR) cancellations, OR turnover time, and
surgical case delays as a result of preoperative programs.33,58,59 Finally, a
recent US study found evidence of excessive use of preoperative testing
for low-risk surgical patients in a national random sample of Medicare
claims data.60

Whereas non-US studies primarily examined the feasibility of elim-
inating selective preoperative testing, US studies investigated factors
contributing to excessive preoperative testing by employing provider
surveys and evaluating the effects of data-sharing activities.61,62

Studies of Intraoperative Elements

Figure 2 summarizes the results of all studies of intraoperative initiatives
included in our review. Some 82% of studies reported significantly posi-
tive effects of intraoperative interventions on clinical outcomes and effi-
ciencies or cost reductions. Globally, 17 studies of the cost of surgery and
efficiencies and 29 studies of clinical and surgical outcomes reported sig-
nificantly positive results of intraoperative interventions. Only 3 studies
reported negative results.

Researchers generally agree on the benefits of a PSH model that incor-
porates intraoperative efforts, such as goal-directed fluid management
and process flow and design initiatives, which often lead to lower surgery
costs and greater efficiencies.

Real-time patient-routing systems have been found to be effective
in reducing OR delays and improving perioperative cost efficiencies.13

For example, the PSH model mitigates the risk of case delays and can-
cellations by using a real-time electronic dashboard to ensure access to
the electronic medical record and the findings from the preoperative
assessment, consultation, and treatment clinic.5

A US study examined the influence of parallel perioperative system
design on OR throughput.63 The 3-room suite, consisting of a preoper-
ative room, an OR, and an early recovery area, replaced the traditional
sequential activities with a parallel design. The new workflow processed
more cases per day and used less time for both operative and nonoperative
processes. The results demonstrated that a deliberate OR and periop-
erative process redesign can improve throughput without sacrificing
quality.63 Furthermore, preanesthesia clinics can increase efficiencies if
they function in close conjunction with the perioperative process.29
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These workflow and OR system design results are consistent with
studies of the PSH model in other countries. Non-US studies also have
reported significant reductions in surgery delays and waiting times and
a significant increase in surgeon availability for urgent surgery.64 In
general, non-US studies have shown that the PSH model can improve
perioperative efficiencies and result in cost savings.

Studies of Postoperative Elements

Figure 3 provides a synopsis of the results of all the studies of postop-
erative initiatives identified in our comprehensive review. Almost 9 in
10 studies reported significantly positive effects of postoperative inter-
ventions on outcomes, and studies with significantly positive effects on
clinical outcomes outnumbered studies of efficiencies or cost reductions.
Fifteen US and 8 non-US studies reported significantly positive cost
and efficiency outcomes of postoperative initiatives, and 33 US and 38
non-US studies reported significantly positive clinical outcomes. Only
5 studies worldwide reported negative results.

Currently, the leading postprocedural initiatives globally are the fast-
track protocols and ERAS programs, which, based on a recent meta-
analysis of randomized trials of colorectal surgery, reduce postoperative
complications, LOS, and associated costs.30

Fast-track surgery was introduced in Denmark in the early 1990s
to improve patient recovery and reduce LOS.65,66 The fast-track proto-
cols have been integral to ERAS programs, which were developed to
decrease complications and hasten patient recovery, by promoting early
discharge37,40,42 and shorter postoperative hospital stays.67-70 Numerous
studies have reported that ERAS programs reduce hospital LOS.62-65,67

The ERAS initiative has gained increasing support since its in-
troduction. The Enhanced Recovery Partnership Programme in the
United Kingdom highlights the necessity of consistently tracking mea-
sures of patient outcomes and standardized ERAS protocols,68 and the
ERAS Society recently published 3 new and updated surgery-specific
guidelines.71-73

These ERAS protocols are gradually becoming more accepted by the
US surgical community and researchers, and they have achieved similar
outcomes in reducing postoperative complications and overall periop-
erative costs. For example, the Blue Cross Blue Shield Cardiovascular
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Consortium of Efforts decreased hospital mortality by 25% in the
first 4 years,74 and the Keystone Collaborative lowered the number of
bloodstream-associated infections by 66% in 2 years, at an estimated
cost savings of $160 million.74 Hospitals participating in the Michigan
Surgical Quality Collaborative saw fewer complications and less
morbidity after introducing the ERAS program.75 Note, though, that
the successes reported in Michigan or other states and regions may be
affected by local culture and payment models not present in all US states.

New and evolving PSH models are being implemented in the United
States that apply the ERAS protocols and guidelines, such as the PSH
programs at the University of Alabama at Birmingham and the Uni-
versity of California, Irvine.5,76 Scholars agree that ERAS initiatives
can reduce postoperative complications and lower medical expenditures.
Furthermore, both US and non-US health services researchers are in-
terested in the unique role of the anesthesiologist in postoperative care
initiatives.77 As part of a more comprehensive PSH program, successful
ERAS implementation requires multidisciplinary support to overcome
any hurdles along the way.78

Limitations

Our comprehensive review of PSH programs has 2 potential limitations:
(1) publication bias and (2) the lack of study design inclusion criteria.
Publication bias is always a concern with literature reviews, since nega-
tive study results often are not reported or are published less frequently
than positive study results are. Also, to date, most implemented PSH
models are characterized as new and promising change initiatives by
early adopters, who most likely approach the PSH study design looking
for measurable benefits and not adverse effects. We also did not use
in our inclusion and exclusion criteria the type of study design, study
sample, nature of outcomes and cost metrics, or setting.

Conclusion

Studies of evolving PSH model elements have consistently emphasized
opportunities for reducing unnecessary preoperative tests, which could
significantly reduce surgery-related costs without affecting clinical
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outcomes. In general, the international literature reports consistent and
significant positive findings related to perioperative management. Many
US hospitals have considerable opportunities to improve surgical cost
efficiencies using PSH strategies in accordance with surgical specialty.4

The PSH model may have significant implications for policymakers,
payers, administrators, clinicians, and patients. Certainly, policy-
relevant cost-saving and quality improvement potential is apparent
in all 3 PSH phases of care, as defined in Table 1. Their importance
is obvious for integrated care, bundled payment, and value-based
purchasing-related policies. The relevant roles of various health care
providers in the PSH are evolving, with significant evidence of a greater
role for anesthesiologists in coordination across the 3 phases of surgical
care and all elements of the PSH. Finally, the PSH may have the greatest
impact on the patient-centered arena, by both preparing patients for
surgery and ensuring their safe and effective transition to home or other
postoperative rehabilitation.

There are some subtle differences between US and non-US research
on the PSH. The literature in non-US settings seems to focus on strict
comparison of the outcomes of changing policies or practices, whereas
in the United States, research seems to focus more on discovering inno-
vative practice models and other, less direct changes, like information
technology, that may be contributing to the evolution toward the PSH
model.

Although the PSH is a nascent perioperative practice model,38 it is
worth considering the future of PSH implementation, just as researchers
and practitioners are considering the next generation of the PCMH.79

For the PSH to evolve successfully, there will likely be several milestones
in its development:

1. Early PSH models are disseminated and implemented effectively.
As noted by Vetter and colleagues, “Dissemination and imple-
mentation of a PSH model will require that its broad set of
stakeholders want it (‘pull’) and that systematic, organizational
efforts help adopters apply (‘push’) this innovation.”80

2. PSH implementers lead in the development and acceptance of
meaningful perioperative quality and outcome measures and,
more importantly, in improving the fidelity of these quality
measures.81,82
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3. PSH implementers lead in the adoption of evidence-based peri-
operative guidelines and protocols, and work to reduce surgical
variation resulting from nonpatient differences.39,83

4. PSHs are formally recognized and/or accredited based on ac-
cepted standards and levels of development, similar to the recog-
nition and accreditation process for PCMHs.

The successful evolution of the PSH will require the concomitant
expansion of perioperative clinicians’ roles in providing leadership in
the organizational change represented by the PSH and in other transfor-
mative initiatives undertaken by the hospital or health system to help
realize the Triple Aim: to improve care quality, patient satisfaction, and
population health while reducing the cost of health care.80 Anesthesiolo-
gists, hospitalists, surgeons, and nurses will need to be actively involved
in organization-wide strategy development and initiatives to improve
care quality and the health systems’s financial position. As noted by the
American College of Physician Executives, the top 5 hospitals ranked by
US News & World Report in 2013 were led by physicians.84 Accordingly,
the PSH may represent the beginning of a long, collaborative journey
for many physicians and health systems.
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