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Safety-net refers to hospitals that offer access to patients regardless of their ability to pay, with a substantial share
of their patients utilizing Medicaid as primary insurance or are uninsured [1]. Within the past few years, multiple
studies have shown that safety-net hospitals have worse surgical outcomes, especially after total joint arthroplasty [2–

5]. For example, Browne et al. showed that Medicaid patients had higher morbidity after total joint arthroplasties
and similarly, Kelleher et al. showed that patients who underwent total knee replacement at hospitals with higher
safety-net burden had increased mortality [2,3]. While studies show that this discrepancy exists, there is a paucity
of quantitative and qualitative research explaining why. This editorial will summarize the available evidence and
possible reasons as to why these inter-hospital variations exist; and how we as anesthesiologists can improve outcomes
for safety-net hospitals and their patients.

One method of improving surgical outcomes and reducing healthcare disparities is by implementing enhanced
recovery after surgery (ERAS) pathways [6]. Through standardization, ERAS protocols can reduce disparities by
reducing intra-hospital variations of care, which will ultimately increase quality of care. However ERAS protocols
can be time consuming and costly to implement, and require buy in from multiple groups within a hospital
system [6–8]. This can be especially difficult in safety-net hospitals, where resources are limited. While many safety-
net hospitals are eager to implement ERAS protocols and standardization, they face many barriers in doing so [6].
Multiple studies have been published on the successful implementation of ERAS pathways in safety-net hospitals
and have identified barriers they encountered along the way [7,8]. While these studies are based on single hospital
experiences, they highlight similar barriers including patient population, lack of buy-in from perioperative staff,
practice differences among providers, including anesthesiologists and lack of resources to provide supplementary
perioperative services that would assist patients throughout the entire surgical process, from pre-op to post-op [6–8].

It is important to note that safety-net hospitals are at an economic disadvantage and funding models that are
outcomes driven deepen this disparity. As other hospitals spend to improve their outcomes and thus continue to gain
increased funding, safety-net hospitals may not be able to keep pace thus leading to a vicious cycle [9]. Thirukumaran
et al. highlighted that during the first year of the Comprehensive Care for Joint Replacement model, almost 50
percent fewer safety-net hospitals received rewards based on their performance and when they did, the rewards were
significantly smaller amounts [9]. With increased funds, hospitals can continue to implement in-patient protocols or
other outcome improving measures, such as a preoperative clinics or sobriety pathways [6]. This leads to reduction in
disparities, decreasing intra-hospital variability, improving outcomes and thus increasing funding. As intra-hospital
variations in care decrease at non safety-net hospitals or those with lower safety-net burden, this may lead to
increased inter-hospital variation giving off the appearance of worsening care at higher burden safety-net hospitals.
Without the appropriate funding, safety-net hospitals will be unable to implement similar outcome improving
measures. The lack of resources means these hospitals are less likely to institute quality improvement initiatives,
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have worse information technology capabilities and have fewer perioperative services such as preanesthesia clinics
or pain management protocols [6,9]. If trends like this continue, safety-net hospitals will continue to have widening
gaps in care and will be unable to make up the difference compared with their counterparts.

While ERAS protocols are multidisciplinary, there are certain aspects of patient’s care that we as anesthesiologists
have direct influence over, namely the type of anesthetic they receive. Memtsoudis et al. identified that neuraxial
anesthesia and peripheral nerve blocks were less likely to be used in black and Hispanic patients and those on
Medicaid, Medicare or those without insurance [10]. Notably these groups mentioned are more likely to be served
by safety-net hospitals. Similar data were also seen in an article published by La et al. suggesting that safety-net
hospitals have worse outcomes after total hip arthroplasty, where the authors identified these patients were more
likely to receive a general anesthetic for their procedures [2]. To our knowledge, there has been no studies investigating
why safety-net patients are less likely to get neuraxial or regional anesthesia. We believe that focus should be placed
on finding out why these disparities exist. These findings suggest that we as anesthesiologist have a role to play in
improving the inter-hospital variations that may be leading to worse outcomes for safety-net hospital patients.

It is prudent that we continue to highlight these disparities and inter-hospital variations, but we must also
continue identify the reasons why these disparities exist. As anesthesiologists, we are in a prime position to influence
patient care directly and can be leaders in implementing changes needed to improve outcomes for all our patients.
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