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Stem Case and Key Questions Content 
A 55-year old man with chronic left knee pain is scheduled for total knee arthroplasty in 3 days. He 
uses a fentanyl patch 75mcg/hr and takes morphine sulfate immediate release 30mg TID as needed 
for pain. He also takes alprazolam as needed for anxiety. The surgeon is concerned about the 
patient’s postoperative pain management. He sees you in the hallway and asks you for advice. 
 
How would you address the surgeon’s concerns? How does your department address patient-
care related concerns identified by the surgeon preoperatively? How could the patient’s care 
have been coordinated better? 
The patient arrives in the preoperative area 1 hour before his scheduled noon surgery. He did not eat 
nor drink, and did not take any of his usual morning medications because he received instructions to 
fast after midnight. He is very thirsty and his knee pain is worse than usual. 
 
If you had the opportunity to talk to the patient before the day of surgery, what instructions 
would you have given? 
The patient tells you that he suffered from nausea and vomiting after shoulder surgery years ago. You 
mention spinal anesthesia as an option for knee surgery. He has never heard of this before and 
wishes someone told him about this option earlier. He’s feeling anxious at the thought of having to 
make a quick decision. 
 
What could have been done differently? What is Perioperative Surgical Home (PSH) and how is 
this model of care different than traditional care model? How would the role of the 
anesthesiologists expand within a PSH care model? 
The patient undergoes surgery under spinal anesthesia and intravenous sedation.  
In the recovery room, spinal anesthesia is wearing off and the patient experiences 9/10 pain around 
the surgical site. He was not expecting to have so much pain and is writhing in pain. 
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Could this have been avoided? How would you treat the pain? Would your treatment option be 
different if the patient is expected to have physical therapy this afternoon?  
The patient receives a single-injection adductor canal block and feels much better. He is discharged 
from the recovery room. 
 
What efforts do you make to follow up with your patients postoperatively? Is it sufficient to 
know that the patient had an uneventful intraoperative course and left the recovery room 
alive? What benefits might there be to follow up patients postoperatively in a PSH care model? 
Do all patients require daily follow up? What other healthcare providers or team of providers 
could be involved in follow up?  
Shortly after arriving on the floor, the physical therapist explains to the patient that he will start therapy 
now. The patient is surprised because he wasn’t expecting physical therapy today. 
 
What could have been done differently to better manage the patient’s expectations about pain 
and physical therapy? 
Patient is eventually discharged home on POD#4. 
 
How often do you follow up with your patients after hospital discharge? Why might follow up 
of the surgical patient post-discharge be important to meet the goals of PSH? What role could 
anesthesiologists have in helping to reduce hospital readmission? What evidence is there that 
show benefits of a PSH model of care? What are some barriers you may face in implementing 
PSH? 
 
 
Model Discussion Content 
The surgeon is reasonably concerned because of patient’s chronic opioid use. Adequately managing 
postoperative pain in patients who take chronic opioids can be challenging.1, 2 This is particularly true 
if opioid-tolerant patients are not identified early and only recognized postoperatively when pain is 
poorly controlled. There is also evidence that chronic opioid use is associated with increased risk for 
postoperative complications, longer hospital stays and postdischarge recovery periods.2 Therefore, 
early identification and assessment of these patients, preadmission planning for postoperative pain 
management along with discharge planning, are essential for optimal care. 
 
The FDA defines opioid tolerant patients as those who take at least 60mg/day of oral morphine or 
equianalgesic dose of any other opioid for one week or longer.3 Development of opioid tolerance is a 
complex process that is not fully understood. Patients who are opioid tolerant require higher dose of 
opioids to achieve similar analgesic effect that they had with a previously lower doses (right-shift of 
the dose response curve). 4, 5 It is important to verify most recent medications and doses, baseline 
pain and medication use, and to document contact information of the prescribing physician. In 
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addition, commonly associated conditions, such as depression and anxiety, and any medications 
used to treat these conditions should be verified. Patients should be instructed to take their usual 
dose of opioid on the day of surgery.6, 7 Additionally, non-opioid multimodal analgesia and techniques, 
such as non-steroidal anti-inflammatory agents, anticonvulsants, NMDA antagonists, periarticular 
injections, and regional anesthesia should be strongly considered. Intraoperatively, opioid tolerant 
patients may require higher dose of opioid to ensure adequate postoperative analgesia. 
 
There are many options for regional anesthesia for postoperative pain management after knee 
arthroplasty. They traditionally include epidural analgesia, lumbar plexus block, femoral nerve block, 
sciatic nerve block, and obturator nerve block. More recently, saphenous nerve block is rapidly 
gaining popularity due to its analgesic benefits without significant negative impact on patients’ ability 
to participate in physical therapy and achieveing early mobilization.9-10 
There is tremendous pressure to reform the traditional patient care model as cost-efficiency, 
healthcare quality, and patient satisfaction are increasingly emphasized. 
 
However, this can also be viewed as an opportunity for anesthesiologists to demonstrate value to their 
customers such as hospitals, surgeons, and patients. In the traditional surgical care model, providers 
largely work independently and have limited knowledge and input into what happens to their patients 
when patients leave their usual care domains. There is minimal preoperative planning leading to 
inconsistent patient optimization, minimal to no patient education and expectation management, and 
inadequate plans for pain management. These missed opportunities to intervene at an early stage 
may negatively impact patient care downstream. This includes avoidable case cancellations, variable 
and inefficient perioperative care, delay in patient mobilization, late discharges, preventable 
readmissions, and poor patient care experience. Overall patient satisfaction following joint 
replacement surgery has also been shown to be strongly associated with patient expectation and 
quality of pain relief in a large prospective cohort study.11 Additionally, liberalizing preoperative fasting 
has been shown to improve patient satisfaction without evidence of complications.12-14 

 
Intraoperative care is also highly variable in the traditional system, and largely based on the individual 
preferences of the surgeon and anesthesiologist. For example, in a recent study involving intra-
abdominal surgeries at two academic large medical centers, there were large variations in 
intraoperative crystalloid administration within and among anesthesia providers.15 
There is also lack of coordination and communication gaps during transitions of care, such as during 
patient transfer from recovery to floor or from floor to home discharge. These conditions establish an 
environment that place patients at unnecessary risk for avoidable complication. 
The American Society of Anesthesiologists (ASA) has endorsed a model of care called Perioperative 
Surgical Home (PSH). This innovative model aims to address the deficiencies and weaknesses 
present in the traditional care model of a surgical patient. According to the ASA, the PSH is a “patient-
centered, physician-led, interdisciplinary, and team-based system of coordinated patient care.”17-20 
This model places importance on standardization and coordination of care from the time of decision to 
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operate to 30-days postdischarge, while incorporating best-practices and evidence-based guidelines 
whenever possible. Some of the goals of implementing this model are to decrease case cancellations, 
decrease complications, reduce length of stay, reduce costs, reduce readmission, and increase 
patient satisfaction. 
In the PSH model, patients would be optimized preoperatively. This includes a coordinated care plan 
that is agreed by stakeholders before surgery. Obvious stakeholders include the patients, surgeons, 
anesthesiologists, and hospital administrators.21 However, a closer look would reveal that this group 
would even extends to the person making the phone call to provide the patient preoperative 
instructions. Optimizing patients preoperatively may involve discussions of care throughout the entire 
perioperative period_preoperatively, intraoperatively, postoperatively, and post-discharge. 
 
One important component of this care model is to standardize care among providers and limit 
variability of care due to patient factors, rather than the subjectivity of the surgeon or anesthesiologist. 
For example, a standardized pain pathway may be created separately for opioid naïve and opioid 
tolerant patients in order to provide consistent and appropriate care. Standardized multimodal pain 
management has been shown to directly reduce length of stay and improve pain satisfaction in total 
knee arthroplasty.22 

 
Patient care experience is being used as a surrogate for quality care and affect Medicare 
reimbursement.23 Patients should be given the opportunity to participate in their own care. Patients 
may be motivated if clear goals and expectations are provided before they arrive for surgery. 
Preoperatively outlining goals for mobilization and physical therapy, expectations for pain 
management and who will be involved in their care (surgeon, anesthesiologists, nurses, physical 
therapists, etc.) are examples of how we can engage patient to facilitate their own recovery that may 
also improve patient experience. 
 
The PSH model may also improve provider satisfaction by aligning overall patient-care goals through 
increased collaboration amongst providers. From a surgeon’s perspective, it makes the entire process 
from scheduling a case to discharge and beyond, streamlined and smooth. 
As physicians with expertise in preoperative, intraoperative, immediate postoperative, critical care, 
and pain management, the PSH allows for a natural expansion of our traditional roles. Our specialty is 
in a unique position to coordinate and develop an improved model of perioperative care. The role of 
anesthesiologists could be enhanced and traditional roles extended by applying our expertise more 
broadly and offering our services throughout the continuum of perioperative care. By doing this, we 
begin to take ownership of the entire process from preoperative optimization to reducing 
intraoperative variability, to co-manage patients postoperatively and beyond. Although PSH is 
relatively new, there is growing evidence that PSH is feasible and benefits can be derived from it, 
including low incidence of complications, low blood transfusion rate, and 30-day readmissions.24, 25 

 
Some of the major benefits to participating in the care of the surgical patients postoperatively include 
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demonstrating value to our patients, surgeons, and hospital administrators by coordinating patient 
care, intervening early to avoid “failure to rescue” scenarios, and facilitating care transitions and 
handoffs. These efforts are aimed at not only to help reduce postoperative complications, length of 
stay and healthcare cost, but also to reduce hospital readmissions. 
The model of how anesthesiologists should follow up with patients postoperatively will largely depend 
on available staff resources. One model, applicable to teaching institutions, might be to have a core 
team of faculty anesthesiologist and fellow or residents providing 24/7 coverage for all patients who 
fall under the PSH care model. A core team allows for continuity of care and a dedicated resource for 
surgical team members, nurses, and patients. During the daytime, the team may expand with the 
addition of other anesthesiology residents or nurse practitioner. 
There are potential barriers to implementing such an innovative and radically different surgical care 
model. A major one is the cultural barrier at each practice location that is the result of long-standing 
traditional roles of healthcare providers working independently, and focusing on patient care goals 
that fail to look at the big picture. Achieving buy-in from surgeons and administrators may be 
challenging. 
 
One way to approach this is to work on a small scale by identifying one surgeon with whom you have 
an established rapport. It may also be helpful to narrow the scope of cases you decide to work on. If 
there are several surgeons, achieving consensus on how to best care for the patients will likely be 
difficult. The first steps are to have stakeholders involved, identify problems, and then come up with 
potential solutions. This is followed by implementation, collection of outcomes data through the use of 
electronic medical records and technical support, and continued reevaluation and refinement of the 
clinical care pathways. Each stakeholder takes ownership of the entire process of care and patients 
are managed jointly. It is important that each stakeholder has opportunity to join the discussions and 
provide feedback. By being engaged and realizing the overall benefit of PSH, the benefits realized at 
the start of PSH can continue on and expanded to other areas. 
 
Because of the variety of clinical environment and availability of local resources, clinical pathways 
need to be tailored to the individual practice. In a teaching hospital, trainees need to be involved at 
some point of the process as they are often the first line of contact with patients and staff. Ultimately, 
the PSH care model breaks traditional barriers allowing a multidisciplinary team to work together to do 
what is best for the patient and streamline the perioperative patient care process to reduce 
inefficiencies and healthcare costs, and improve outcomes and patient care experience. 
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