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The future of anesthesiology will require 
practitioners to think beyond “prop, sux, tube”
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Improve passenger volume, comfort, safety and satisfaction at an 
international airport while reducing cost per traveler

Thought Experiment:

How to Proceed?

Stakeholders
Methodology
Metrics
Timeline
Project Management
Modeling
Systems Mapping
Data Management
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Overview

The Need for Value-Based Care and the 
Perioperative Surgical Home Mode

OASIS 1.0 (Quick Review)

OASIS 2.0 (Deeper Dive)

Summary
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O-A-S-I-S

Orthopedic surgery and 
Anesthesiology Surgical 
Improvement Strategy
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The Cost of 
Healthcare

Unsustainable 
Increases in U.S. 
Health Care 
Expenditures as a 
Percentage of GDP

Largest Burden= Hospitalizations (1.1 Trillion) in 2017
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Traditional
Surgical Care

Costly Design 
Flaws

• Fragmented, ‘Siloed’
• Lack cost-containment 

mechanisms
• Non-standardized
• Provider centered
• Lack coordination
• Poor data assessments
• Rewards Productivity 

(volume)

FEATURES

• Poor, unpredictable 
patient experience

• Variable Outcomes
• Inefficient and Expensive
• Difficult to manage or 

improve quality
• Limited design 

innovation and 
optimization

• Lacks central 
organization and 
management

• Difficult to predict or 
control care outcomes

RESULTS
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Major Shift in Health 
Care Reimbursement

HHS and CMS Driving Policy 
and Value-Based 

Reimbursement Schedules

Pushing a transition from Fee-for-Service
(Volume) to Value-Base Reimbursement

Value-based care aka=‘Bundled Care or 
Bundled Payment’
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Healthcare Reimbursement Corridor

Shifting quality of outcomes and cost 
containment responsibilities to healthcare 

providers

Managing health 
instead of Insuring

health

From Volume to Value
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Value-Based 
Care at Mayo 

Clinic

Jan 15, 2019

“Mayo Clinic has developed a program to transform its 
future business model to a value-based model that 
rewards health care quality instead of number of 
patient visits.”
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American Society 
of Anesthesiology 

Perioperative 
Surgical Home 

(PSH) 
Collaborative 
2018-2020

ASA partnership 
with Premier Inc 

Collaborative 
Network

• PSH Objective:  Quadruple Aim
• Improve provider collaboration and satisfaction
• Improve population health
• Increase value of care (Quality/Cost)
• Increase patient satisfaction 

12
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What is a Perioperative Surgical Home? (PSH)

SHORT ANSWER:  
The future model 

of surgical care

LONG ANSWER:
A patient-centered, integrated, 

coordinated, standardized, high quality, 
cost-effective, data-driven model that 

improves the processes and outcomes of 
care
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Why PSH?

A PSH is the Driver
of Value-Based 
Care Objectives
(quadruple aim)

Source:  Premier Inc. and ASA PSH Collaborative, 2018-2020)
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PreHospital PreOp IntraOP PACU Floor Care
(APS, CPS, 
QOR-15)

ICU

Follow-Up
(Patient 

Engagement 
Tools & 

Feedback)

Anesthesiology Footprint in the Perioperative Space

Why Anesthesiology?

Anesthesiologists:
• Trained in quality and safety,
• Trained across the surgical practice
• Best specialists to manage the Perioperative Space

15
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OASIS 1.0

16

OASIS 1.0

Overview

TimeLine:   
1 year POA 
Committee 
sponsored 

project

Purpose:
Overhaul 
Primary 

TKA/THA 
orthopedic 

surgical care

Scope:
From hospital 
admission to 

hospital 
discharge

Plan:
Develop a 

Perioperative 
Surgical Home to 

integrate and 
coordinate care
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Executive 
Team

Preoperative
Workgroup

Intraop/PACU
Workgroup

Postoperative
Workgroup

AM Check-In
AM Admissions

Patient 
Transport

Preop Nursing

Anesthesia Visit
Block Room

Intraop
Incision to Closure
Transport to PACU

PACU
PACU to Floor

Postop Care Hospital 
Discharge

Stakeholders Stakeholders Stakeholders

Organizational Structure
*All workgroups led by 
Anesthesiologist, 
Surgeon, and Nurse

18
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OASIS 
Project 

Objectives

Create

• Create an integrated, standardized end-to-end 
surgical service line for lower extremity surgery

Increase

• Increase patient satisfaction and quality of 
outcomes

Improve

• Improve provider collaboration and job 
satisfaction

Value

• Increase cost-effectiveness of care (high 
quality/low cost)

19

Redesigning an Episode of Care
Learn Constraint Theory, Think Holistically

Canadian National Health System 
Analysis of 700 Practice improvement 
initiatives:

• Key Finding: Typically, flawed 
initiatives focused on too small a 
segment of the patient journey 
to properly address the 
impediments to flow.

Kreindler SA. Six Ways How Not to Improve Patient Flow, BMJ Qual Saf 2017;26:388–394

Must think of an episode of care as 
an integrated single entity, an 
organic whole.

If you want to speed up an entire 
train, you have to do more than just 
grease the wheels of a single box car.
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TEAM GENIUS

Lessons from The 
Challenger Deep 

Expedition

Transformative Leadership
• Deep Empathy 

(Shared and Sustained Vision, Appreciation of 
Member’s Roles and Challenges, Gratitude)

• Deep Endurance 
(Stamina, Leading from the Front, Bump 

Tolerance)

• Deep Eloquence
(Communication, Shared Data, 

Encouragement, Correction, Feedback)

Due to PSH scope and complexity, strong leadership from WITHIN the team is required.

21
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Health Systems 
Engineering Approach 

&
Methodology

Examples:
-Waste Walk

-Systems Mapping

-Systems Mapping to Primary Aims

-End-to-End Efficiency Analysis (Waste Walk) 

22

William J. Mayo, M.D. (1910)

"The best interest of the 
patient is the only interest to 
be considered…… 

Project Priorities
Patient Care #1

….and in order that the sick 
may have the benefit of 
advancing knowledge, union 
of forces is necessary."

23

Union of Forces
• Broad group of 

stakeholders, 
resources, expertise

• Over 100 tactical and 
clinical interventions 

implemented

OASIS

Exec & 
Core 

Teams MEIC PM 
and HSE 

Comprehensive 
Data 

Management

Stakeholder 
Engagement 

& 
Collaboration

Standardization 
and Clinical 

Optimization
Predictive 
Modeling

CFI Patient 
Experience 

and 
Satisfaction

Patient 
Education and 
Expectations

Clear 
Objectives 
&Targets

24
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OASIS 2.0

©2019 MFMER  |  3847163-1©2019 MFMER  |  3847163-1

Comprehensive Service Line Data Management and Analytics

Care Teams and Support Teams

Orthopedic Surgery Perioperative Surgical Home
A Value-Based Model of Care

Operational Principles
Coordination Integration Standardization Efficiency Patient Centered

Key Episode of Care Phases

Surgery Anesthesiology Nursing Pharmacy Supply Chain Environmental Services Bed Control Social Work PMR IT

• 90 Day Follow-Up
• Tracking Hospital 

Readmissions
• Patient Satisfaction & 

Press Ganey Scores
• Reassessment of 

Follow-Up Visit 
Intervals

• Same Day Physical 
Therapy & AMPAC 
scoring

• Pharmacy 
Collaborative Practice 
Agreement

• Quality of Recovery
15 Scoring

• Timely Patient Pain 
Management

• Eliminate PACU 
Full Light

• Discharge Delay 
Tracking

• Standardized PACU 
to Floor SBAR

• Surgical Suite Patient 
Flow Dashboard

• Standardized OR 
Start Times

• OR Reorganization & 
Room Pairings

• Fast Track 
Anesthesia

• Updated OR Staffing
• Innovation in Surgical 

and Clinical 
Management

• Standardized Opioid 
Sparing Analgesic 
pathway

• Pre-Op Bypass for 
Block Room Patients

• Surgical Briefings
• Parallel Processing
• Motor Sparing 

Regional Anesthesia

• Surgical Clinic 
Optimization

• SNF Predictive 
Screening

• Social Work 
Consultation

• Medical Optimization
• Patient education & 

LOS Expectations
• Surgical Order 

Standardization

PreHospital PreOp IntraOp PACU PostOp Follow-Up

25

Lessons and Translational Opportunities
The Importance of Standardization

• Variation/Variability is the Enemy of 
Value-Based Care

• Standardizationà
• Anticipation & Efficiency
• Increased Productivity 
• Measurability &  Improved Quality
• Patient Satisfaction/Provider 

Satisfaction
• System and Process Control
• Optimization & Innovation
• Frees resources for complex 

patients/problems*

OASIS 1.0

26

OASIS 1.0: Summary of Wins (Admission to Discharge)

ELIMINATION OF 
PACU FULL 

LIGHT

PREOP BYPASS & 
PARALLEL 
PROCESS 

EFFICIENCIES (45 
MIN/PT)

~90% OF PATIENTS 
RECEIVE POD 0 

PHYSICAL THERAPY

OPERATING ROOM 
REORGANIZATION 

AND SET UNIVERSAL 
BRIEFINGS

OPIOID-SPARING 
AND 

STANDARDIZED 
PAIN PROTOCOLS

MEAN LOS 
DECREASED BY 

0.6 DAYS

SURGICAL VOLUME 
INCREASED BY 5% (2% 

OVER HISTORICAL)

ESTABLISHED MAYO 
CLINIC’S 1ST PSH

ROI ~ 2.5 MILLION 
DOLLARS

27
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OASIS 2.0
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OASIS 2.0:  A PSH Prototype

Patient 
Access

90-Day 
Follow-Up

Primary TJA
ALL LE Surgery 

at RMC

• Expanded Scope
• Expanded Surgical Population
• Greater integration and coordination 

of all phases in episode of care

Admission to 
Discharge
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OASIS 2.0:  Project Architecture

Executive 
Team

Pre-Incision
Workgroup

Post-Incision
Workgroup

Access Mgmt
Surgical 

Clinic

Admissions
PreOp

Anesthesia 
Visit

Block Room

Intraop
Incision to 

Closure

PACU
PACU to Floor

Postop 
Care

90 Day Follow-
Up

Care and Support Teams Care and Support Teams

*Two primary workgroups led by 
Anesthesiologist, Surgeon, and Nurse

30
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Post-Surgical 
Workgroup Project 

Teams

Increasing Integration 
and Complexity

Workgroup Map
Project Teams

Each Project Team with its own 
leadership, objectives, and 

action plans 

PostOp
Leadership

Intraop

PACU

SNF 
Reduction

Floor 
Care

PMR

Postop 
Pain

31

OASIS 2.0 
Objectives

Optimize 
Surgical Clinic

Overhaul of Surgical Clinic 
Staffing Model 

• Assessing introduction of RN model 
surgical clinic

• Reduce percentage of non-operative 
patients seen by surgeon 

• Revise number and frequency of 
postoperative follow-up visits, to 
increase slots for new consults

32

OASIS 2.0 Objectives
Risk Management, Stratification, and PreOperative Patient 

Optimization

• AI/Data Science Risk Stratification for CDI/Patient Optimization
• Apply evidenced-based screening criteria to support patient 

preoperative optimization
• Data-driven criteria

• BMI>45 
• Active Smoking
• Uncontrolled DM (Hb A1C>8)
• High Chronic Opioid Use

• Patient referral to medical optimization services prior to surgical 
consultation

33
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OASIS 2.0 Objectives

Defining The Value 
of Care

Value=Quality
Cost

TDABC Analysis of 
TKA Analgesic Options

• PAI lowest relative cost

• SACB + PAI, offers analgesic benefit compared to PAI 
alone, at 1.4 x cost 

• CACB + PAI is 2.3 x cost, and no increase value 
(outcomes/cost) for patients undergoing TKA

PAI

SACB

CACB

34

Value & 
Affordability

Functional 
Status, 

quality of 
life

Patient 
Satisfaction

Clinical 
Outcom es

OASIS 2. 0 Objectives: 
Integrative Data Management Plan

PreHospital PreOp IntraOp PACU PostOp Follow-up

Quantitative Patient Assessments

Patient Flow Performance Assessments

Provider Workflows & Processes

Patient Education and Information Management

Support Processes: Equipment, Supply Chain, Costs

Cost, Expenditure, TDABC

P
r
o
c
e
s
s

D
a
t
a

Outcomes

Data

PRIISM Phase 1

OASIS Project 2019

35

PreHospital PreOp IntraOp PACU PostOp Follow-up

Prioritization & Utilization of Data

Early Discharge 
Planning Score

Pt Recovery & 
PACU LOS

AM-PAC 
Assessment

Informs care for 
individual Patient

Aggregate population data 
informs analytics, practice 
management, education & 

research

Standardized orders, protocols 
in clinical pathway help team 
coordinate care for individual 
patient

Pathways for routine primary, medically 
complicated, & surgically complicated 
help give context to clinical outcomes & 
patient satisfaction

ASA Physical 
Score

Quantitative Patient Assessments (Example)

Anesthesia and 
Surgical Patient 
and Performance 
DATA

Readiness PT

Outcom es

ALOS; Cost 
per Case; 

Supply Costs

Discharge 
Disposition; 
Functional 

Status, 
quality of life

Patient 
Satisfaction

Com plications; 
Readm issions; 

Pt. Safety  
Indicators

QOR-15

Surgical 
Assessment

Press Ganey

Outcomes

RN Assessments 
eg .Last PO intake

36
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PRIISM Dashboard for OASIS:   ASA vs HLOS  

12345

37

OASIS 2.0 Objectives

Predictive Modeling 
of SNF Utilization

• Highly accurate modeling 
for post-op SNF (0.92)

• Non-modifiable factors: 
• Age, Gender

• Modifiable factors 
(potentially)
• Preop walking difficulty
• Home environment
• Rankin disability score

38

OASIS 2.0 Objectives

SNF & LOS Reduction 
Strategy

Preoperative 
Social Work 
Consultation

Strategic Case 
scheduling (LOS)

Predictive 
Modeling

3 Part Strategy
”There’s No Place Like Home” Program

39
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Data 
Management 

Example

PACU Delay 
Analysis to 

Reduce System 
Constraints

Data Source: OASIS-PRIISM (5/18-12/18)

PACU Discharge Delays

0-60 min delay=Floor Nursing Availability
>60 min delay=Bed availability

40

OASIS 2.0 Objectives

Standardized PACU-Floor Transfer Process

• Utilizing Ortho PACU Report Form 
to Reduce PACU Discharge Delays

• Phone call from PACU RN to Floor 
HUC, return number provided

• Floor RN to take PACU patient 
report within 15 minutes

Result:  Improved communication, efficiency, 
patient safety & patient satisfaction

41

Marci B. Pepper, M.D., Hugh M. Smith, M.D., PhD, Matthew P. Abdel, M.D., Adam K. Jacob, M.D.,  Adam D. Niesen, M.D., Andrew C. Hanson, Phillip J. 
Schulte, PhD, Adam W. Amundson, M.D.

Mayo Clinic Department of Anesthesiology and Perioperative Medicine & Mayo Clinic Department of Orthopedic Surgery

Correlation with QoR-15 scores*

Table 2
Comparison of QoR-15 scores among specific 
groups*

• Administering the QoR-15 after TKA/THA was 
feasible and efficient, taking approximately 3 
minutes to complete. 

• Some questions required prompting  or further 
clarification, and patient feedback suggested that 
numerical rating scale inversion in the middle of the 
survey was confusing; however, most found the 
survey easy. 

• QoR-15 association with many relevant 
demographics met MCID. 

• A statistically significant negative correlation of 
QoR-15 scores was observed with higher pain 
scores (implying patients with higher pain scores 
have worse quality of recovery).

• We found these relationships to be meaningful , 
suggesting utility of integrating QoR-15  more 
systematically and broadly into our practice.

Discussion

Table 1

1.Stark, P. A., et al. (2013). "Development and 
Psychometric Evaluation of a Postoperative Quality 
of Recovery Score: The QoR-15." Anesthesiology 
118(6): 1332-1340.

2.Chazapis, M., et al. (2016). "Measuring quality of 
recovery-15 after day case surgery." British Journal 
of Anaesthesia116(2): 241-248.

3.Myles, P. S. (2018). "Measuring quality of recovery 
in perioperative clinical trials." Current Opinion in 
Anesthesiology 31(4): 396-401.

References

Background: 
• Total hip arthroplasty (THA) and total knee 

arthroplasty (TKA) can substantially improve patient 
quality of life. 

• Despite advancements in management of these 
patients decreasing length of stay, the quality of 
recovery has been poorly investigated in the literature. 

• The Quality of Recovery 15 (QoR-15) is a validated, 
reliable, 15 question, 150 point survey used as an 
outcome measure in numerous surgery and 
anesthesia studies.1,2,3

Objective:
• To implement a standardized, comprehensive 

postoperative evaluation of recovery to improve the 
quality and assessment of healthcare delivery.

• To evaluate this implementation by
• Assessing feasibility of integrating the 

evaluation into our practice as judged by time  
of completion and ease of use

• Establishing scores representative of current 
clinical practice

• Understanding score correlations between 
patient demographics and surgical outcomes. 

Methods: 

• IRB approval was waived (quality improvement 
project). 

• Surveyed 138 primary and revision THA and TKA 
patients at an academic tertiary care center over a 
one-month period. 

• Six patients were excluded for cognitive dysfunction, 
leaving 132 patients for the current investigation.  

• On postoperative day (POD) #1, the QoR-15 was 
administered followed by questions representing 
previous, non-standardized evaluation including 
symptoms of local anesthetic systemic toxicity, 
numeric rating scale pain scores, physical therapy 
participation, preoperative pain scores, and 
preoperative opioid use . 

• Minimal clinically important difference (MCID) – the 
minimal change in score indicating meaningful change 
in health status for perioperative studies –of 4.7 points 
was used for interpretation, in addition to statistical 
calculations of significance.3

Introduction Figure 1

Survey Challenges

© 2018 Mayo Foundation for Medical Education and Research

T o ta l

(N = 1 3 2 )
Q o R s u rv e y  t im e  (m in )  M e d ia n  ( IQ R ) 2 .9  (2 .3 , 3 .9 )

O th e r  q u e s tio n s  t im e  (m in )  M e d ia n  ( IQ R ) 1 .9  (1 .4 , 2 .7 )

D if f ic u lty  o f s u rv e y , n  (% )

E a s y 9 7  (7 4 % )

M e d iu m 2 4  (1 8 % )

H a rd 1 0  (8 % )

M is s in g 1

Time and ease of survey completion

N M e a n  Q o R -1 5 P -v a lu e
S e x < .0 0 1

F e m a le 6 1 1 1 2 .2

M a le 7 1 1 2 2 .9

A S A  P S 0 .6 4 0

1 -2 6 3 1 1 7 .2

3 -4 6 9 1 1 8 .7

P re o p e ra t iv e  o p io id  u s e 0 .0 5 3

Y e s 2 0 1 1 1 .0

N o 1 1 2 1 1 9 .2

C h ro n ic  p a in  s y n d ro m e 0 .3 5 3

N o 1 2 3 1 1 8 .3

Y e s 9 1 1 2 .7

P rim a ry /R e v is io n 0 .6 7 1

P r im a ry 1 0 5 1 1 8 .3

R e v is io n 2 7 1 1 6 .7

T y p e  o f  p e rip h e ra l b lo c k 0 .1 3 7

C a th e te r  a lo n e 1 3 1 0 8 .8

P A I o n ly 6 5 1 1 8 .8

P A I +  S S  o r  c a th e te r 5 3 1 1 9 .5

T y p e  o f  a n e s th e s ia 0 .5 4 3

G e n e ra l 3 9 1 1 6 .5

S p in a l 9 3 1 1 8 .6

N

P e a rs o n

C C P -v a lu e
A g e 1 3 2 -0 .0 5 3 0 .5 4 3

B M I 1 3 1 0 .1 2 0 0 .1 7 1

T o ta l O p e ra t in g  R o o m   t im e  

(m in )

1 3 2 -0 .1 6 9 0 .0 5 2

P ro c e d u re  t im e  (m in ) 1 3 2 -0 .1 4 1 0 .1 0 8

R e c o v e ry  t im e  (m in ) 1 3 2 -0 .1 6 0 0 .0 6 6

A v e ra g e  p a in  s in c e  s u rg e ry 1 3 2 -0 .4 4 9 < .0 0 1

M a x im u m  p a in  s in c e  s u rg e ry 1 3 2 -0 .3 4 7 < .0 0 1

P a in  w ith  m o v e m e n t 1 3 1 -0 .3 7 8 < .0 0 1

A v e ra g e  p re o p e ra t iv e  p a in 1 3 2 0 .0 1 6 0 .8 6 0

• Patients answer “yes” or “no” and require prompting 
for numerical rating

• Questions about physical independence (Q5, Q8) 
required clarification:

ØQ5: if no hospital rule requiring aid to get out of bed, 
could you do it yourself?

ØQ8: could you go home today and do the things you 
usually do at home?

• Part B reverses numeric rating scale, required 
clarification

Ø“you said 2 –meaning you’ve had moderate pain 
almost all the time?” Or “You said 0 –so you’ve been 
nauseated all of the time? Or did you mean none of 
the time?”

• Assess feasibility of integrating the QoR-15 into 
nursing practiceas judged by time in minutes to 
complete , ease of use by nursing colleagues, rate 
of successful survey completion, and identification 
of barriers to completion.

• Consider programming QoR-15 template into 
electronic medical record documentation system.

• Use QoR-15 outcomes data to evaluate changes 
in surgery, anesthesia, nursing, & physical 
therapy practice initiatives.

Future Directions

• Time to complete = 2.9 minutes . Seventy-four percent of patients = 
survey  easy.

• Mean QoR-15 score (SD) stratified by primary/revision/all hip 
arthroplasty and primary/revision/all knee arthroplasty were 117.7(17), 
111.3(14.3), 116.9(16.7), and 118.9(16.7), 118.9(23.4), 118.9(18.5), 
respectively.

• MCID present in comparison of mean QoR-15 scores for females vs. 
males, opioid use for >1 month preoperatively, preoperative chronic pain 
syndrome, and peripheral nerve catheter vs. periarticular injection (PAI) 
vs. PAI plus peripheral nerve block. The only comparison reaching 
statistical significance was QoR-15 scores for females vs. males. 

• Lower QoR-15 scores, implying worse quality of recovery, were 
associated with older age, longer operating room time, longer recovery 
room time, and higher average, maximum, and movement pain scores 
since surgery. These correlations were statistically significant for 
average, maximum, and movement pain scores. 

Table 3

Results

*P-values are from analysis of variance comparing means between groups. For example, males in our sample 
tended to have higher QoR-15 compared to females, 122.9 vs. 112.2, p<0.001. When there are more than 2 levels 
in a comparison, p-values represent the test for simultaneous equality across all levels.

*Pearson correlation coefficients for the given variable with QoR-15 score. 
Number (N) included in each analysis and corresponding p-values are also 

presented.

Implementing the Quality of Recovery – 15 Score for Postoperative Assessment of 
Orthopedic Surgery Patients for Practice Optimization in an Academic Medical Center

Quality of Recovery-15

42



11/14/19

15

Integrative Data 
Management

Activity Measure 
for Post-Acute 
Care (AM-PAC)

Score  
Predicts Discharge 

Disposition
AM-PAC Score correlates with post-discharge 
disposition (Home, Home Health RN, SNF etc)

Physical Therapy Volume 94 Number 3 March 2014

43

OASIS 2.0 Data 
Management 

Objectives

Developing Quantitative 
Patient and Process 

Assessments and 
Analytics

Data 
Integration 
of:

Early Discharge Planning 
Score (Modified)

PACU LOS & Discharge 
Delay

Quality of Recovery -15 
Score

PMR AMPAC Score

Correlate composite scores with LOS

44

H-CAPS, Press Ganey: Patient 
Satisfaction is increasingly important and 
tied to CMS reimbursement 

Collaboration with CFI: Patient 
surgical experience mapping (58 patient 
encounters & observations)

Identify patient care service 
principles used to improve 
and coordinate care

OASIS 2.0 
Objectives

PATIENT 
CARE & 

SATISFACTION

CFI/KERN Center 
Collaboration

45
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Patient Surgical 
Experience 
Mapping

Center for 
Innnovation

Patient Care Service 
Principles

46

OASIS 2.0
ORTHOPEDIC SURGERY PERIOPERATIVE SURGICAL HOME

Patient-Facing Episode of Care Summary

47

OASIS 2.0:   Summary of Wins
Implemented 
>100 tactical and 
care-directed 
interventions

Increased Surgical 
volume by 10% & 
decreased LOS

OR Performance 
DataDashboarding

No increases in 
HAC, or 
Readmissions

Eliminated 
unnecessary labs 
(e.g. T&S, UA, 
nutritional labs)

Clinical pathway 
Optimizations to 
facilitate 100% 
same day PT

Enacted orthopedic-
pharmacy 
collaborative 
agreement

Highest Press 
Ganey Scores in 
Hospital

Overall ROI ~ 5 
million dollars

48
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Putting It All Together 

• PSH Value-based Care should be 
delivered via Individualized Patient Care 
Pathways that leverage the power of 
modern data science and an integrated 
EHR.

50

Individualized 
Patient Care 

Pathways

Rationale

Hip/Knee patient population not homogenous, 
need different resources and management. 
Goal:  “right care, right patient, at right time”.

3 basic 
groups:

1) Healthy primary total joint 

2) Medically complicated

3) Surgically complicated 

Use integrative individualized patient 
care pathways to coordinate, map and 
monitor patient progress

Optimizes care, Enables detailed cost 
analysis, distributes resources efficiently, 
better outcomes and patient satisfaction

51

Access 
Management

• Appt Scheduling
• Surgical Patients in Surgical Clinic (PM R)
• Early Risk Screening & Stratification (AI)
• Initiation of PSH Data M anagem ent for Individual Patient (PRIISM )
• Care transfer from  Prim ary Care Providers into PSH (GIM , PRIISM )
• Patient Com orbidity Optim ization Referrals (Prim ary Care/GIM)

Surgical Clinic
•Initiation Of Individualized Patient Care Pathway (AI)
•New RN/ APP Practice Model (Nursing)
•Universal Checklist/Cancellation Prevention
•Outpatient vs Inpatient Surgical Listing Pre-Determination (Epic, PRIISM, 

Surgery, UR)

Pre Hospital 
Optimization

•PAME Triage (Epic, Anesthesia, GIM)
•Standardize evidence-based preop testing (Epic, GIM)
•Billable prehab, anemia bundles (DAHLC, PRIISM)
•Strategic Case Scheduling to optimize LOS (PRIISM)
•Provide standard patient education & LOS Expectations (Nursing, Connected 

Care)

AM 
Admissions

•Consolidation of RN ‘POE Phone Calls & Scripts
•Medication Reconciliation (Pharmacy)
•RN Pt Assessments (Nursing)
•Case Start Patient Readiness Tracking (PRIISM)
•Patient Report time Mapping (PRIISM)
•Start of Patient Flow Metrics (EPIC/PRIISM)

PreOp/Block 
Room

•Patient OR Readiness Tracking (EPIC, PRIISM)
•Coordination of Preop Patient Care (DM, HRS, Lab 

medicine)
•Perioperative Multi-Modal Analgesic Pathway 

(Anesthesia)
•Parallel Processing (lines, monitors, blocks)  

(Anesthesia)
•Pre-Op Bypass (Nursing, Anesthesia)

Individualized Patient Care Pathway Organizes and Optimizes Patient Care

(Right Care, Right Patient, Right Time)

Leverage the EHR and Data Science to 
execute individualized patient care 

pathways for an Episode of Care

The Real Goal Of PSH: Individualized Patient Care Pathways
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IntraOp

• Briefing Format and Compliance (Nursing, Surgery, 
Anesthesia)

• Core analysis / Universal Surgical Trays
• Performance Data (e.g., on-time start, TAT) (EPIC, 

PRIISM)
• Incentivize Productivity Plan (Nursing/Surgical Svcs)
• OR utilization/Productivity Metrics  (PRIISM)

PACU
•PACU Full Light Monitoring (PRIISM)
•Fast-Track Anesthesia (Anesthesia)
•Discharge Delay Analysis (Nursing, PRIISM)
•Communication Tool:  Anesthesia àPACU àFloor 

Handoffs (Nursing, Anesthesia)

Floor Care 
•Quantitative Patient Assessments (e.g., QOR-15, AMPAC) (EPIC, PRIISM, Nursing, 

PMR)
•Collaborative Pharmacy Practice Agreement (Pharmacy, Surgery)
•Acute Pain RN Intervention (Nursing)
•PMR Same Day PT Expansion (PMR)
•Strategic Discharge Planning (SW, Nursing)

Post-Acute 
Care

•“There’s No Place Like Home“ Program (SW, Surgery)
•Home vs Home Health RN vs SNF Utilization (SW, PMR)
•Transitional Care Visits between Discharge and Primary Care network 

(Billable) (GIM)
•Utilization Review of CMS Rebilling-Surgical Listing Feedback

Follow-Up

•Frequency & provider follow-up visit re-
evaluation

•Early alert system to avoid readmission (MIDAS, 
Epic)

•Connected Care Patient Communication
•Readmission Rate
•Patient Satisfaction (Press Ganey etc)

PSH Individualized Patient Care Pathways: Episode of Care
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Summary

Many care processes exist because of historical tradition, 
not because they are intrinsically logical or efficient. 

Process changes should be intuitive, logical and simplify care 
processes

Standardization, optimization, innovation and integration 
drive process improvement and efficient workflow

Shared Consciousness, shared vision, and broad stakeholder 
engagement are critical to success

PSH leadership must think globally (perioperative space) but 
act locally (single service line)

Expanding the footprint of anesthesiology, education, and 
translation of shared care PSH models is the future of our 
specialty
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Questions?

smith.hugh2@mayo.edu
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