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Disclosures
• Royaltiess from ASRA apps

• PeRLS (Perioperative Resuscitation and
Life Support) Editorial Board for ASA

• President of ASER Perioperative Medicine 

• I deeply believe Perioperative Medicine is one major part of the 
future of our specialty… but we have to actually practice it to teach it 
to practice it
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Learning Objectives
By the end of this presentation, the learner should be able to:
• Describe the current state of Perioperative Medicine in the 

United States
• Discuss next steps for extending the impact of 

Anesthesiology within the subspecialty of Perioperative 
Medicine
• Describe how they could be a part of expanding the scope of 

Anesthesiologists to be Perioperative Physicians in the future
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Who am I to talk
about this?

5

My profile…
Professor of  Anesthesiology and Surgery…
Vice-Chair of  Perioperative Medicine…
Medical Director, VUMC Enhanced Recovery Programs…
Program Director, Perioperative Medicine Fellowship…
Medical Director, Hi-RiSE Preoperative Optimization Clinic…
Director, Perioperative Consult Service…
Department of  Anesthesiology…

Practice anesthesia in the OR
Oversee this area in our dept

Collaborate with teams/systems
Teach this to residents/fellows
Practice the medicine in clinic

Practice the medicine in-hospital
I am on the same team as you!
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What is
Perioperative Medicine?
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Perioperative medicine is a multidisciplinary subspeciality composed 
of practitioners who can effectively identify and meet the complex 

medical needs of patients at particular risk from the adverse effects of 
surgical treatment… from decision to post-discharge

Grocott MPW and Pearse RM, BJA;108: 723–6
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Where are we now?
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• Lots of editorials

• A number of name changes
• SAAA à SAAAPM

• Dying of the Surgical Home

• Reduced training time in 
perioperative medicine

• Ambiguity over what 
‘perioperative medicine’ 
actually means
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Change Your Institutional 
Discussion to Change the 

National Discussion
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Perioperative Physician/Leader: 2 Features

Improve Sick Systems of  Care
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Capacity Pillar: ERAS
OBJECTIVE

• Provide the structure and tools necessary to drive accountability, implementation and execution of the 
ERAS program for Vanderbilt University Adult Hospital (VUAH) 

• Provide executive oversight to ensure service line implementation aligns with organizational goals
• Prioritize service lines to participate in program and manage resources assigned to support program 

execution
• Communicate expectations to key stakeholders leading workstreams, and other impacted operating areas
• Ensure performance against key performance indicators is maintained long term post implementation

O V ER A LL ST A T U S  ● O U T C O M E ST A T U S ●

RACI

Primary Responsible Dr. McEvoy & Dr. Geiger

Secondary Responsible

J. Jayaram 

D. Andersen

B. Cherry 

H. Kotun

S. Ahmad

KEY ACCOMPLISHMENTS/NEXT STEPS/BARRIERS

Key Accomplishments:
• Improved Median RLOS across most ERAS service lines, with goals to continue improvement across all live service lines
• Compliance to care pathway standardization is visible to all service line stakeholders for continuous improvement 

(Compliance Monitoring Dashboard/Audit Tool)
• Service lines dashboards - increase visibility of all outcome metrics (RLOS, discharge by 11, readmissions, etc.)
• ERAS Committee members partnering with nurse leaders and educators in ERAS PI committee to drive nurse centric 

compliance improvements across VUH
• New EA FTE orientation completed, allowing bandwidth to continue expanding analytics needs 
• Value Based Agreement for surgery supply bundle, expected to improve RLOS and DAHH30 - approved for 2 service 

lines- still working to operationalize
• Surgical and Anesthesia champions identified for Surgical Oncology
• Introduction meeting with Surgical Oncology champions completed on 10/20/22
• Surgical and Anesthesia champions identified for Emergency General Surgery (EGS)

Next Steps: 
• VBA expansion to additional service lines in process
• Backfill for Program Coordinator to expand bandwidth for ERAS efforts – clinical back fill hired, start date Feb 2023

Barriers: 
• Lack of clear organizational structure for future program growth
• At risk of delays in growth due to Committee member bandwidth

KEY DELIVERABLES

Description Status
Schd. 

Completion Date

Total Joint – Hips & Knees service line implementation Complete July 2022

Ortho Oncology- Soft Tissue Sarcoma service line implementation Complete Sep 2022

Value Based Agreement Phase I approved, Phase 2 expansion in process In progress Nov 2022

Spine – elective major spine service line implementation In progress Jun 2023

Surgical Oncology – initiate development process for ERAS protocols In progress Dec 2022

EGS – initiate development process for ERAS protocols In Progress Jan 2023

ENT – identifying surgical and anesthesia champions In progress Dec 2022

Dashboard creation; opioids, statistical analysis Postponed Jun 2023

Updated On 10/26/22

KEY OUTCOME MEASURE

LOS (CMI Adjusted RLOS, Median LOS, Average LOS)

Readmissions

Discharges by 11 

DAH30

VUMC ERP Score Card with 
Quarterly Reporting to 

Hospital Leadership
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Capacity Pillar: CMI Adj. RLOS ERAS and No ERAS

ERAS Service Lines include Bariatrics, C-Section, Colorectal, Gynecology, Hernia, Hip Fracture, Soft Tissue Sarcoma, 
Total Joint Replacement, Urology (Cystectomy)
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Capacity Pillar: FY 22 Readmission Rates ERAS vs No ERAS

Avg 30d Readm: 6.2%

Avg 30d Readm: 10.8%

Non-ERAS (Medical)
Total # inpatients= 25,119
Avg Readmission RLOS = 6.96
Median Readmission RLOS = 4

Avg 30d Readm: 9.4%

Non-ERAS (Surgical)
Total # inpatients= 15,389
Avg Readmission RLOS = 6.09
Median Readmission RLOS = 4

ERAS
Total # inpatients= 2,967
Avg Readmission RLOS = 4.51
Median Readmission RLOS = 3
Service Lines include Bariatrics, C-Section, Colorectal, Gynecology, Hernia, Hip 
Fracture, Soft Tissue Sarcoma, Total Joint Replacement, Urology (Cystectomy)

Inpatient Surgical patients only  
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Capacity Pillar: RLOS for Live ERAS Populations 

ERAS Service Lines include Bariatrics, C-Section, Colorectal, Gynecology, Hernia, Hip Fracture, Soft Tissue Sarcoma, 
Total Joint Replacement, Urology (Cystectomy)
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Capacity Pillar: RLOS  & ERAS Pathway Compliance for Live ERAS Populations 

ERAS Service Lines include Bariatrics, C-Section, Colorectal, Gynecology, Hernia, Hip Fracture, Soft Tissue Sarcoma, 
Total Joint Replacement, Urology (Cystectomy)

Overall compliance continues to improve across service lines, allowing 
incremental LOS gains.

Compliance with a formal ERAS pathway is inversely correlated with rLOS, as seen in our own data and in published evidence 
(with greatest gains in LOS associated with Compliance > 80-90%)

18
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Perioperative Physician/Leader: 2 Features

Improve Sick Systems of  Care Care for the Sickest Patients
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Partridge JSL, et al, BJS, 
2017; 104: 679–687

40% 
reduction

in 
complications 

and  LOS
(~2 days)

Some
Level 1 
Data 

already 
exists
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Hi-RiSE Financials: >55y Downstream Impact
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Hi-RiSE Financials: Anemia 
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Hi-RiSE Financials: Transfused 
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Hi-RiSE Financials: Diabetes
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Hi-RiSE Financials: Malnutrition
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What is next?
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Better data…
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“The issue of whether preoperative optimization of comorbid medical 
conditions should be achieved before surgery is not debatable. The 
importance of preoperative risk mitigation toward achieving enhanced 
postoperative value is not in question. However, what the best model for 
ensuring preoperative optimization and achieving value remains untested…”
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GLOSSARY
OR = operating room; PCP = primary care provider

Surgical outcomes have progressively improved. 
Although these improvements can be mapped 
across the entire perioperative spectrum noting 

increased attention to perioperative technique and 
process standardization, there remain signi!cant gaps 
in preoperative patient management and risk mitiga-
tion which have been relatively less attended to despite 
appeals and guidelines to the contrary.1–5 Currently, it 
remains that most preoperative preparation models 
are designed to tether the timing of patient evaluation 
in close proximity to the surgical date, accepting the 
medical condition of the patient as something to which 
practitioners must adapt. This temporal paradigm does 
not enable proactive and meaningful preoperative 
patient management and optimization. Consequently, 
when patients are seen in a preoperative clinic, it is typ-
ically considered too late to address modi!able risks. 
An important objective of preoperative management 
should be to identify and reduce modi!able comorbid 
medical risk compounding intraoperative management 
and affecting patients’ postoperative outcomes, balanc-
ing the opportunity to mitigate modi!able risk factors 
with the temporal imperative for surgical intervention, 
an imperative that is at times arti!cially emphasized. 
In our current fee for service volume paradigm with 
associated productivity tension, issues with hospital, 
surgeon, and patient pushbacks remain. The question 

as to whether a surgeon, patient, or health system for-
feit a next available slot to allow for optimization, at the 
cost of operating room (OR) utilization remains and is 
confronted daily in our current culture.

Whereas, perioperative complications affect a 
minority of patients, when realized their contribu-
tion to morbidity, cost and at times, mortality is dis-
proportionately high compared to nonperioperative 
complications. Moreover, perioperative outcomes 
may vary by surgeon, anesthesiologist, and/or insti-
tutional experience as well as by adherence to stan-
dardized perioperative improvement methods such 
as enhanced recovery protocols.6–8 Increasingly, peri-
operative complications can be attributed to patient 
disease and comorbidity. These risk factors are at least 
in part related to nonmodi!able conditions such as 
biologic changes incident with advanced age, and 
modi!able conditions such as socioeconomic condi-
tions and a growing chronic disease burden including 
cardiovascular and metabolic syndrome.5,9,10

Nevertheless, preoperative optimization, albeit 
easy to rationalize, remains a logistical challenge to 
implement. Opportunities to optimize the care of the 
most comorbid surgical patients are often lost and 
complicated by the logistics of surgical platform utili-
zation. Importantly, the growing incidence of comor-
bidities in the adult patient population, such as frailty, 
obesity, diabetes mellitus, and cardiovascular disease, 
has led to a situation in which more than one-third of 
all inpatient surgical procedures in the United States 
are performed in populations with conditions known 
to produce the highest rates of complications, the lon-
gest hospital stays, and the greatest loss of postsurgery 
independence.11 Emergencies and urgencies notwith-
standing (dealt with emergently and urgently), it 
should seem obvious that preoperative preparation 
should focus on shared decision making, prehabilita-
tion to facilitate functional recovery following surgery 

Preoperative Optimization: A Continued Call to Action
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Caveat: Association, but what about causation?
Planning RCT launch for early 2023 (N ~950 pts)

Colorectal, Urology, and Hepatobiliary Surgical Patients

Randomize

Hypothesis: Optimization of  high-risk surgical candidates will result in improved outcomes versus standard
Primary Outcome: DAH30 (days alive and at home in 30 days after surgery); Secondary: $$$; complications

29

What is (urgently)
needed (from the leaders in 

our specialty)?

30



12/8/22

6

A Paradigm Shift
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Are you 
okay with 
the status 
quo?
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But what 
happens when 

ENHANCED 
becomes 

EXPECTED?

Will we as a 
specialty 

skate to 
where the 

puck will be?
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Are you a barrier 
enforcer?

Are you one 
who removes 

barriers?
Are you one 

who removes 
barriers and 

facilitates 
change?
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We need to practice 
what we preach

So that we can preach 
what we practice

So that they can 
practice what we 

preach

1
2
3
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Encourage Learning Now…

•For faculty and trainees

•For future faculty
VANDERBILT

PERIOPERATIVE MEDICINE
SEMINAR
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Encourage Learning Now…

•For faculty and trainees

•For future perioperative 
physicians
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Topic: ACGME Training 
Requirements for Anesthesiology 

• Cardiac anesthesia à

• OB anesthesia à

• Pediatric anesthesia à

• Neuroanesthesia à

• Pain Medicine à

• Critical Care Medicine à

• Preoperative Medical Optimization (climbing the mountain) à

• Postoperative Inhospital Care (summiting the peak) à

• Post-acute Medical Care (descending the mountain) à

2 months

2 months

2 months

2 months

3 months

4 months

0.5 months

0 months

0 months

Most injury, 
disability, and 

death occurs here

…and is more 
likely if you aren’t 

prepared here

You can do a 
fellowship in all of 
these… and it is 
needed to practice 
this domain in any 
specialized manner
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In-Person Clinical Perioperative Medicine, Quality, and 
Safety Fellowships in the US
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We should be collaborative with other specialties and invite them in, 
but we do not need to ask them for permission.  Period.  
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Thank you!

matthew.d.mcevoy@vumc.org @mattmcevoymd
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Enhanced Recovery After Surgery (ERAS)

DRP with machine learning program (MLP)

Highly Skilled, Uncoordinated Chaos

Specialist Consult Service Implementing ERAS

Hi-RiSE (High-Risk Surgical Encounter) Service;
ERAS for all others

Precision Perioperative Medicine: 
Genomics + Wearables/Apps + 

DRP + MLP

Direction of Perioperative M
edicine and 

Anesthesiology

Dynamic Risk Profiling (DRP) in near real-time

Evolution of  Perioperative Medicine
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