A Business Case for SCIP

The following is adapted from Medicare Quality Improvement Organization Program Priorities (8th Scope of Work), distributed by the Centers for Medicare & Medicaid Services. This section on the SCIP program was developed by the CMS Hospitals QIOSC at the Oklahoma Foundation for Medical Quality.

Post-operative complications are a major cause of patient injury, mortality, and health care costs.  The Surgical Care Improvement Project (SCIP) is a national quality partnership of organizations committed to improving the safety of surgical care through the reduction of postoperative complications. SCIP builds upon and expands the Surgical Infection Prevention (SIP) project, which sought to reduce surgical site infection by promoting appropriate timing and selection of prophylactic antibiotics. The SCIP partnership—which has a goal of reducing the national incidence of surgical complications 25 percent by the year 2010— is targeting additional areas where the incidence and cost of complications are high by focusing on the original surgical site infections, along with additional modules in adverse cardiac events and deep vein thrombosis/pulmonary embolism.

( Surgical site infections (SSIs) are among the more common complications of care, accounting for 14 to 16 percent of all hospital-acquired infections1 and up to 20 percent of intra-abdominal procedures. Among surgical patients, SSIs account for 40 percent of all such hospital-acquired infections. By reducing SSIs, hospitals on average could recognize a savings of $3,152 and reduction in extended length of stay by seven days on each patient developing an infection.2
( Adverse cardiac events are complications of surgery, occurring in 2 percent to 5 percent of patients undergoing non-cardiac surgery3 and as many as 34 percent of patients undergoing vascular surgery.4 Certain perioperative cardiac events, such as myocardial infarction, are associated with a mortality rate of 40 percent to 70 percent per event,5 prolonged hospitalization, and higher costs.6 Current studies suggest that appropriately administered betablockers reduce perioperative ischemia.5 Nearly half of the fatal cardiac events could be preventable with beta-blocker therapy.6
( Deep vein thrombosis (DVT) occurs after approximately 25 percent of all major surgical procedures performed without prophylaxis, and pulmonary embolism (PE) occurs in 7 percent of procedures conducted without prophylaxis. More than 50 percent of major orthopedic procedures are complicated by DVT, and up to 30 percent by PE, if prophylactic treatment is not instituted.7 Despite the well-established efficacy and safety of preventive measures, studies show that prophylaxis is often underused or used inappropriately.

Opportunities for Improvement

Research shows that a significant percentage of the nearly 30 million operations performed in the United States each year result in preventable, often life-threatening complications. The Institute of Medicine, in its report To Err Is Human, highlighted a study of more than 44,000 operations at a large medical center from 1977 to 1990. It revealed that 5.4 percent (more than 2,400 patients) suffered complications, nearly half of them attributable to error.8
A 2003 study found that postoperative complications accounted for up to 22 percent of preventable deaths among patients, depending on the complication. The same study looked at 18 types of medical injuries during hospitalization and found those events accounted for 2.4 million additional hospital days and $9.3 billion in additional charges.9

Although some surgical complications are unavoidable, surgical care can be improved through better adherence to evidence-based practice recommendations and by giving more attention to designing systems of care with redundant safeguards. Research shows, for example, that delivering antibiotics to a patient within one hour of beginning surgery can dramatically cut SSI rates, yet this practice is far from universal.  

In other examples, application of the National Surgical Quality Improvement Program (NSQIP) within the Department of Veterans Affairs resulted in a 27 percent reduction in mortality related to surgery.10 Hospitals participating in the National Nosocomial Infections Surveillance (NNIS) system of the CDC have shown reductions of up to 44 percent in device-associated and SSI rates.11 The national network of Medicare QIOs, working under contract to CMS, recently conducted a surgical infection prevention collaborative that effectively reduced SSIs by 27 percent at 56 centers across the country.
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