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BACKGROUND: Numerous studies have shown that patients without insurance lack coordinated health care and
access ro surgical procedures. Operation Access (OA) has coordinated uncompensared, low-risk
outpatient surgical and specialry services to che uninsured in a voluntger serting for 15 years.
Our objective was to evaluate the qudity ofourpatient surgical care provided by OA volunreers.

STUDY DESIGN: Retrospective cohort study using data from OA's secure database to evaluare the qualiry olr care
provided to all patients eligible for OA services from 1994 drrough 2008. Primary ouccomes in-
cluded qualiry ofc.are as measured by the Institute ofMedicine's six qualiryaims, ie, safery, efiiciency,
effecdveness, timeliness, patienc-cenrered care, and equiry

RESULTS: Six-thousand five-hundred and forry-two patientswere referred to OA during the past l5 years;
83.4o/o met eligibility criteria. Of these, 3,518 unduplicated patients recelved 3,098 surgical,
endoscopic, and minor procedures. Only l2 of 1,880 surgical patients experienced a compli-
cation recluiring hospitalization. Patient care was efficient, with a 95.3o/o overall compliance
rate; approximately $7.56 ofservices were provided for every dollar ofphilanrhropic supporr.
OA's strong emphasis on case management, focus on continuiry ofcare, and patient-selection
criteria contributed to the organization's provision of safe, eflicient, effective, rimely, and
patient-centered care. A higher percencage ofLatinos and a lower percentage ofAfrican Amer-
icans relative to the geographic demographics received OA services.

CONCLUSIONS: A volunteer program providing low-risk oucpatient operations using the OA model delivers
safe, eflcient, eflective, rimely, and patient-centered care. (J Am Coll Surg 2009.209l.769-776.
@ 2009 by che American College ofSurgeons)

Numerous studies have shown thar patients without insur-
ance lack access to timely coordinated care and face numer-
ous barriers to specialry services.' 5 Although public safery-
net hospitals and clinics exist to serve the uninsured, this

DisclosuE Information: Nothing to disclose.

This work was supponed by the Roben \food Johnson Clinical scholas
Progrm ar the Un;versiry of California, Los Angeles, CA. The tunding
agency had Do role in the des;gn or conducr of rhe srudy; the collecdon,
mmag€ment, analysis or ;nterpretarion ofthe data; or the prepaation, rwiw
or approval ofrhe manuscript.

Received JuDe 29, 2009; Revised August 19, 2009; Accepred Seprember 1,
2009.
From the Roben \good Johnson Cliniol Schol*s Progran, Un;versiry of
CaJifornia, Los Argeles, hs Argele, CA (Matula), Deprtmert ofSurgery,
Un;versiry of Ca.lifornia, Sm Fracisco, So Ftucisco, CA (Merula,
Schechter), OperationAcces, So Frmcisco, CA (Bee!s, Errmre, HofmDn),
The Permanenre Medical Croup, So Frmcisco, CA (Grey), Hofmmn
Heatrhcare Croup, Moraga, CA (Hofmdn). ed Depdrmenr ofsursery, Sar
Frarcisco Ceneral Hospital, Sm Frocisco, CA (Schechter).
Conespondence addres: \Tillim P Schecrc!, MD, Depumenr ofSurgery,
Universiry of California, Sm Frockco, Sm Frrcisco General Hospiul,
1001 Por.ero Ave, \ydd 3A17, Sm Ffmcisco, CA 94110. email: bschecr@
sfghsurg.ucsiedu

@ 2009 by the American College of Surgeons
Published by Elsevier Inc,

system is now widely understood to be stretched beyond
capaciryu "

In rhe early 1990s, rwo surgeons in San Francisco cham-
pioned the idea oflocal surgical volunreerisme 'o to respond
to the growing specialty care needs of the uninsured. In
partnership with a team ofindividuals experienced in hos-
pital administration, nursing, law, and primary care, Op-
eration Access (OA) was established as a 501(c) (3) non-
profit corporation. OA strives to improve access to care,
strengthen the safery net and reduce disparities in health
care delivery OA partners wirh medical volunteers, hos-
pitals, and local clinics Io provide nonemergent surgical
and specialty services to the uninsured. The program's
administrative functions are supporced by philanthropic
do nations.

The mechanics oIthe program have been described pre-
viously'" ''; they are briefly reviewed here and are illus-
trated in Figure 1. An OA suffprogram director coordinates
par ienrs.  ro lunreer reams. ard pal ic ipar ing insr i rur ions
through the OA program office. Participating clinics ind pri-
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Figure 1. The mechan cs of operation Access

mary care providers refer patients who fulfill medical eligi-
bil i ty; patients are rhen screened for f inancial eligibil i ty by
OA stafl After screening by OA sraff, patients are assigned
to a volunreer surgery team and scheduled for preoperative
appointments with volunteer surgeons. IIran operation is
indicated, the patient is scheduled for the next available
surgical session. Surgical sessions take two possible forms.
Some hospirals have a special "Surgery Saturday" session
that consists of volunteer teams gathering to perform op-
erations on patients referred through OA. Other hospitals
use an integrated model in which OA patients are inte-
grated inro a volunteer surgeon's regular schedule. Sur-
geons see patients for one or more postoperative fbllowuP
visits as needed; patienrs are followed longterm for ongoing
medical care at the referring clinic. Hospitals provide the
operating room space, medical supplies, and medications.
Hospital parrnership wirh OA is documented with memo-
randa ofunderstanding that outl ine the hospitals' rol€s and
responsibil i t ies, including assurance that hospical policies
and procedures concerning qualiry assurance, medical
records, and similar acrivit ies wil l apply to OA patients. As
al l  volunreers work regular ly ar the part ic ipat ing inst i ru-
tions, hospitals are able to ensure that providers' credential-
ing and licensure are up to date; nonphysician volunteers
are covered by the hospital 's l iabil iry insurance and physi-
cians remain covered by rheir own malpractice insurance.rr

The OA nerwork srarted with one hospital, 15 medical
volunteers, and seven communiry clinics in San Francisco.
For several early years, the program was funded largely by

the Robert $food Johnson Foundations' Reach Out Amer-
ica Program,'3 in support ofvolunteer physician effbrts.
During rhe pasr l5 years, OA has grown substantially; to-
day, there are 23 participating hospirals with )500 volun-
teers who serve patjen(s in six counties wirhin the greater
Bay Area ofnorthern California.

This study was undertaken to review the 15-year expe-
rience ofsurgical and specialry volunteer outreach eflons
through OA.'We rerrospectively studied the l5-year OA
experience in the context of the ]nstitute of Medicine's
(lOM) definit ions of qualiry.' '

METHODS
Data
\Ve retrospecrively reviewed the OA database for alJ pa-
tients referred to OA from 1994 through 2008. Data were
coded for demographics, diagnosis, procedure, complica-
tions, and patient sarisfaction. Aggregate data were avail-
able to measure time co appointment, t ime to procedure,
and value ofservices provided.

Valiables
Primary outcomes measures included qualiry of care.

Quality of care was measured using the IOM's six qual-
ity aims, ie, safety, efl)ciency, effecriveness, rimeliness,
parient-centered care, and equitabil iry.

Safery is defined by the IOM as ". . . avoiding injury to
patients from the care thar is intended to help them."'n
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Safery was measured by assessing complication rates and

rypes associated with OA operaring room procedures dur-
ing the l5-year period. For rhe purposes of rhis study, any
hospitalization was deemed a complication, but some hos-
piulizations were appropriate in the setting of unantici-
pated operarive findings. Because patients leave the OA
nework and rerurn to their primary care provider for fol-
lowup, we were unable to capture minor complications
that were not evident at init ial specialist lollowup and that
did nor require hospitalization.

Efficiency is defined by the IOM as ". . . avoiding waste,
in particular waste of equipment, supplies, ideas and
energy."'a Eflciencywas assessed by examining compliance
and analyzing the value ofdonated services. Overall com-
pliance was broken down by patient no-show rates for rou-
tine appointments and procedures, cancellations within 24
hours of appointment or procedure, and noncompliance
with preoperative instructions. A higher measure ofoverall
compliance suggests a more efficient use of donated ser-
vices. Compliance measures were evaluated for 2008 only.
Previously, OA's databas<i did not capture the status of all
appointments but captured only whether the case was
closed because ofa no-show. Beginning in 2005, these data
were collected more comprehensively and the most recent
data are presented here, OA annually assesses the monetary
unit value of service provided per monetary unir ofphilan-
thropic support. The methodology for this assessment has
evolved over time; most recently, the OA bo".d h^s.dopted
methodology based on waived provider and hospital
charges. Regular audits are done berween OA and medical
center staffto veri$' services rendered and cross-check hos-
pital charges for like services. Given the changes in mea-
surement technique, only rhe most recent data from 2008
using the waived charges methodology are included here.

Effectiveness is defined by rhe IOM as ". . . providing
services based on scientific knowledge to all who could
benefit and refraining from those not likely to benefit
(avoiding overuse and underuse)."'4 To measure effective-
ness, the organizational structure and patient-selection cri-
teria of OA were reviewed. Additional data were derived
from patienr surveys administered 6 to 10 weeks after each
procedure to assess self-reported improvement in health,
qualiry oflife, abiliry to work, mobiliry, and reliefofpain or
symptoms. Only the most recent dara from the 2008 sur-
vey were evaluated in rhis study. Throughout OA's history,
rhere have been consisrenr quescion" on patient surveys
rating qualiry ofvarious aspecrs ofthe service received and
raring self-reponed health outcomes on a scale o[ I (poor]

to 5 (excellent). These ratings have provided feedback on
the qualiry of service and prompted followup if the re-
ooned outcomes ofthe ooerarion were rated =3, The sur-

vey wording has changed considerably over time, preclud-
ing the presentation ofaggregate results.

Timeliness is defined as ". . . reducing waits and some-
times harmful delays for both those who receive and those
who give care."'o Timeliness was assessed by measuring the
time from referral until time of first appointment and op-
erative intervention, where indicated. This captures time-
liness with an implicit understanding chat rhese patients
have a number oF barriers to accessing care before OA
referral.

Patient-centeredness is defined as ". . . providing care
that is respectful of and responsive to individual patient
preferences, needs, and valqes and ensuring thar patient
values guide all cl inical decisions."'a Patient-centeredness
was evaluated qualitatively through both the patient-survey
results and a review ofOA's organizational structure. Com-
ponents of the system that enhance or detract from a
patient-centered structure were noted.

Equitable care has been defined as that which ". . . does
not vary in qualiry because ofpersonal characteristics such
as gender, ethniciry geographic location, and socioeco-
nomic status."'o \?e evaluated equiry by both an organiza-
tional rwiew and by assessment of the demographics of
eligible patients referred to OA during 15 years.

The RAND Human Subjects Protecrion Committee ex-
empted this study from review.

RESULTS
During the past 15 years, 6,542 patients were referred to
OA. Of these, 5,459 (83.4%) were eligible for OA services.
Patients were declared ineligible for financial, medical, or
geographic reasons. Indigent patients qualifring for pub-
licly funded insurance or patients with an income exceed-
ing 250o/o ofthe federal poverry level were not financially
eligible for services. Parients requiring inpatient surgical
care or high-risk complex procedures were ineligible for
medical reasons, as were patients with substantial comor-
bidities associated with an American Sociery ofAnesthesi-
ology Patient Severiry Class of >2.'t Patients living outside
of OA's geographic service area were not eligible for
coverage.

O[5,459 eligible patients, 3,518 unduplicated patients
received 3,098 surgical, endoscopic, and minor proce-
dures; there were 1,103 specialist consultalions. In addi-
tion, rhere were 5,905 preoperarive and postoperative eval-
uations. Table 1 provides more detail on the rypes of
services provided. Some eligible patients did not receive
services because they had been treared previously, declined
care, could not be located, obtained insurance, or did not
require trearment. There has been an increase in use of
services over rime (Fig. 2).
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Table 1. Services Rendered by Operation Access Provider
Volunteers 1994-2OO8
Intenentions (n = 4,201)

Surgical and specialry evaluations
(not resulting in procedures) I  ,103 26.3

Non-operating room procedures 1,218 29.0
Minor procedures 64.8
Gascroenrerology procedures 25.4
Radiology procedures
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l t4 9.4
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6o zoo
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Operating room procedures 1,880 44.8

c. , ' . . , tor" ' , . io. . t .zoq 64.0
Hernia repair 646 53.7
Cyst md l ipoma removal

Minor anorectal
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Gynecology t3 l
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Figure 2. GroMh of outreach services through Operation Access
(1994 2008).
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Safery was assessed by reviewing surgical complications.
Only 12 patients required hospitalization after 1,880 pro-
cedures during the l5-year period ofstudy. Details ofthese
complications are outl ined in Table 2. Three parienrs were
hospitalized for posroperative infections and three stayed
overnight for management of posroperarive pain. Two pa-
tients required more interyenrion than originally planned.

Table 2. Complications and Associated Hospital Length of
Stay 1994-2008
Initial procedure Complications Los (d)
Hernia Size ofhernia required larger I

incision than planned
Postoperarive infection 3
Postoperadve pain control 2

Postoperarive pain 5
CBD stones requiring ERCf; 2

sphincterotomy
Postoperarlve pain control

Arral fiscula Postoperative infecdon 2 Compliance rare

One ofthese patients had an inguinal hernia rhat was larger
than appreciated preoperarively, resuhing in a larger inci-
sion. This patient stayed 1 nighr in rhe hospical. The second
parient was found ro have common bile duct stones during
a laparoscopic cholecystectomy with in traoperative cholan-
giography; chis parient underwent endoscopic rcrrograde
cholangiopancreatography and sphincterotomy with stone
rerrieval inrraoperatively and remained in the hospital for 2
days, One patient each was hospitalized for hypoglycemia,
adverse reaction to anesthesia, apnea, and emesis. Average
length ofstay for all patients admitted for a complication
was 2.5 days (range 1 to 5 days). There was a 0.460/o corn-
plication rate for herniorrhaphy and a 3.870 complication
rate for laparoscopic cholecystectomy.

Efficiency was measurcd based on patient compliance
and the computed value of donated services. Of 2,250
patients who had an appointment with a surgeon or spe-
cialist in 2008, overall compliance rate w as95.3o/o;3.7o/o of
patients did not appear on the day ofthe appointment and
0.77o cancelled within I day ofthe appointment (Table 3).
Of345 operative procedures scheduled in 2008, there was
a94.8o/o compliance rate; 3.8olo failed to appear on the date
oIoperation, 0.30lo cancelled the day before opemtion, and
an additional 1.10lo were noncompliant with preoperarive
instructions, As reflected by waived provider and hospi-
tal charges, the value of services provided in 2008 was

Table 3. Patient Compliance Rates with Appointments and
lnstructions,2003

Routine t. -
appointment (%) Opeiation (Yo)

95.3 94.8
Patient no-show

68

7.0
Otolaryngology t22 6.5

7
t

0.4
OJ

Tendon repair (hard) Infecrion

Vein srripping Postoperative emesis C-*l laro" *trt  rn , , t  h (t
Prostate biopsy Hypoglycemia 3 patient)

Tonsillectomv Adverse reaction to anesrhesia I Noncompliant with preoperarive
instrucdons

CBD, conmon bile duct; LOS, lengh ofstay. Lt
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Table 4. Time from Referral to Specialist Appointment and
Intervention,2OOS

Table 5. Demographics of Eligible Patients 1994-2008
{n = 5,459)
Patient demographics

Time (d) from referral to first
doctor's appoinrmenr 68 78

Male, n (o/o) 2,347 (43)
Female, n (o/o) 3,r12 (57)

Time (d) lrom referral ro operarjon , n \o/o)

3,458 (63.3)

$7,536,021. Because OA had cash expenditures of
$996,604 during 2008, this equated to approximately
$7.56 of services for every dollar of philanthropic sup-

Port  sPent.
OA was judged to be a highly effective organization

based on a number of observations. Community clinics
and private practitioners can refer low-risk patients requir-
ing ambulatory operations or specialry car€ direcrli' ro OA.
Patients undergo specialist evaluarion including any neces-
sary laboratory or radiologic tests. When indicated, pa-
tients are offered appropriate intervention, including out-
patient operations, endoscopy, or orher minor procedures.
Clinical outcomes were assessed at the patients' followup
visit with the specialist. ,Additional measures of effective-
ness were derived from parient surveys sent out 6 ro 10
weeks after specialist intervention in 2008. Patients self-
reported changes in health-related qualiry of life. Surveys
were based on srandard surveys used by OA hospital part-
ners for followup after routine parienr care. Questions
about improvements in health, mobil iry, pain, and qualiry
of life were simple yes-or-no quesrions. Surveys were ad-
ministered in English Spanish, and Chinese. Ninery-three
percent of respondents reported improvement in health,
900/o noted an improved abiliry ro work, and 9670 reported
improved qualiry oflife. Ninery-three percent reported im-
provement in mobil iry and 917o reported improvement in
pain or symptom relief

Timeliness was measured from time of referral ro OA to
time offirst appointmenr and inrervention, where applica-
ble. As indicated in Thble 4, in 2008 the median time from
communiry clinic referral to first appointmenr with a sur-
geon was 68 calendar days; median time from communiry
clinic referral ro operacive intervention was 83 calendar
days.

In addition to evaluating patient-centeredness based
on responses to patient surveys, we assessed the abil ity of
OA's case managers ro serve as effective patient advo-
cates. They guided pacients through each appointment
with detailed discussions, reminder calls, maps, direc-
tions and social support where needed. The case man-
ager spoke the parienr's primary language 95.9olo of the
time. lWhen interpretive services were needed, they wei€
provided [or all OA-related parienr inreracrions. In
2008, 70o/o of patient appointmenrs involved an
rnterPreler.

Other/unknown 32 (0.4)

Native American

Asian/Pacific Islander 433 (7.9)
Caucasian 1,093 (20.0)
African American 221 (4.0)
Middle Easrern 39 (u.7)

182 \3.3)
Age (y), n (o/o)

017 't35 \2.5)
r 8-2t t ,324 (24.3)

3049 2,503 \45.9)
4044 1,232 (22.7)
64+ 209 (3.8)
Unknown t6 (1.0)

Mean income (US$)

Family offour 20,411.00

'With reference to equity, the demographics o[ rhe pa-
tient population eligible for services during rhe 15-year
period are shown inTable 5. The average patient age was 44
years old; 43o/o were male. Nonelderly adults of working
age represented 92.7o/o of OA patienrs and 63.30lo were of
Latino race/erhniciry. The remaining parienrs were princi-
pally Caucasian (2070), fuian/Pacific Islander (7.!o/o), and
African American (4.07o).

DrscussroN
Recent estimates suggest that the numbers of uninsured
patients in the United Scates are rising because of the cur-
rent recession.' ' 'o'7 The majority of uninsured parients
have traditionally been from a family with ar leasr one
working adult. Numerous studies have shown that pa-
tients without insurance lack coordinated care, appro-
priate timely preventive care, and access to necessary
services.3 t 

" 'o Gaps in the safety net present consider-
abJe challenges to the uninsured. Efforts to care for rhe
underserved take many forms, including qharity care,
low-cost health clinics, and health fairs.'" Private physi-
cians provide a large proportion ofuncompensared care ro
those in need.'z r3 Uninsured patientswho do nor qualify for
publicly funded insurance face substantial obstacles access-
ing necessary specialry services,"' such as surgery.

Operation Access is a longstanding program of orga-
nized surgic; land special isr  volunreers rhar aims ro address
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the needs of che uninsured. Organized medical volunteer

efforts provide comprehensive, coordinated outreach. Such

programs reduce administrative barriers for 't ul.te..ble
populations, distribute care among providers, and provide

a srructure in which health care professionals can volunteer.

This str-rdy demonstrates that high-qualiry outpatient sur-
gical care can be provided safely in a volunreer model.

In Crossing the Qualiy Chasm, the IOM suggests a par-
adigm shift away from safery as soJely an individual pro-
vider responsibiliry and toward safety as a system issue.'4

Data From l5 years of experience with OA reveal patient-

and systemJevel evidence ofsafery. In 1,880 operarive pro-

cedures during 15 years, overall complication rate was only
0.640/o.This reflects the careful attention to screening eli-

gible patienrs who are low-risk but sti l l  in need of a l ife-

changing outpatient surgical procedure. OA had a low

rhreshold for defining a complication. The majoriry of
complications were minor For example, although the com-

plication rate for laparoscopic cholecystectomy was 3.8olo,
there were no incidents ofhemorrhage, bile duct injury, or
convemion to open procedure. Because we were unable to

caprure minor complications that did not require hospital-
ization and rhar were not evident at init ial specialist fol-
lowup examination, the reported complication rate might
underescimate the overall number of complications.

ln esrabl ish ing a program l ike OA. i t  i '  im por lanr to sr  arr
with low-risk procedures. \W&en OA was established in

1994, few services were provided and rhere were no early

complicarions. Establishing a track record of safery has

been important in developing partnerships with new com-

munities, hospitals, and volunt€ers. It is imperacive that

srandards ofqualiry care are comparablewith or better than
the routine care setting. The decision to broaden the

scope olt services to include more complex operations,

such as laparoscopic cholecystectomy, was made years
into the program. Surgical volunteers encouraged the

gradual expansion of services, which has grown to in-

clude more surgical subspeciall ies, endoscopy, and other

diagnostic and screening procedures. Final decisions to

expand the scope ofservices are made by OA's Program

Commirtee, which is made up of physicians and sur-
geons. In 2002, laparoscopic cholecystectomies w€re

considered safe for outpatient operations wich a possible
23-hour hospital sray and the first laparoscopic chole-

cystectomy in OAwas performed in November of 2002.

These procedures are only performed in hospitals that

follow the integrated model and can incorporate voluri-

re€r care inro the surgeon's daily schedule. In OA's ex-

perience, development of longstanding, positive rela-

rionships wirh clinical volunteers and hospital partners

has been crit ical to both expansion ofservices and con-
rinued participation of volunteers.

The organizational structure of OA promotes a culture
of safery and enhances overall qualiry Highlights of this

srructure include patient selection, continuiry oFcare, and

the unique role ofOA case managers. Risk of adverse out-

comes is minimized by prudent selection of low-risk pa-

tients. Additionally, continuity ofcare is a prerequisite for
patient referral. It is essential that patients have a reliable
source ofcare to manage comorbidit ies and provide long-
term followup. Achieving these objectives requires effective
communication between community clinic providers and
specialists. OA case managbrs coordinate the sharing of
information among medical providers. Medical charts are

sent to volunteer specialists for review before patient eval-
uation; after evaluacion and intervention, patienrs follow
up with borh the specialist and their primary care provider.
OA sends a copy ofeach patient record back ro the primary
care provider.

Throughout the process of care, from referral to fol-
lowup, case managers serve a role that is similar to chat ofa
parient navigator. Case managers screen patients for eligi-
bil iry, schedule all appointmenrs, and provide guidance
and support rhroughout the continuum ofcare under OA.
Case managers speak rhe same language as the patient in a

majoriry of ca:es :nd t hey coordinate interpretive services
when necessary We believe rhe critical role ofthe OA case
manager accounts for the low cancellation and high com-
pliance rates of patients served in the program. Such pro-
gram efficiency is not only beneficial to patients, but also

ensures that valuable volunteer efforts are not wasted.

Patienrs are nor sought out by OA, but are referred from
local communiry clinics and private primary care offices.

Only 4olo of OA patients are African American, compared
with 63.3% who are Latino. In 2000, 7.3olo ofthe BayArea

population (including OA service areas ofAlameda, Con-
tra Costa, Marin, San Francisco, San Mateo, and Sonoma
counties and nonservice areas of Santa Clara and Solano
counries) was estimated to be African American. In the
2000 Census, the population ofpeople who self-identif ied
as Hispanic or Latin o wx 19.4o/o in the Bay Area.'e

This imbalance in racial/ethnic representacion persisted
when comparing OA and census demographics by each OA
service region. Overall population compariqons can be in-

accurate when measuring equitable distribution ofservices;
the true comparison group for OA would be the total pop-

ulation of low-income, uninsured, and uninsurable pa-

tients (under public programs). To the best ofour knowl-

edge, a local breakdown ofdemographics for this group is

unknown. lt is possible that there are relatively greacer
numbers ofuninsured, low-income Latino or Hispanic pa-
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tients in the service regions than African Americans. Addi-
tionally, clinic referrals are potentially affecred by the dom-
inant ethnoculrural groups served by specific clinics,
including those with a known focus on Latino and Chinese
communities. Additional analysis of the demographics of
rhe referring clinics is necessary to identifr potential dis-
parities in referral parterns.

By providing access to surgical and specialry services for
a vulnerable population, OA seeks to bridge a gap in the
safety net. OA has srricr patient-eligibiliry criteria and has
not accommodated high-risk patients with multiple co-
morbidities. This policy was established to reduce the risk
of high-cosr care to the hospitals and practitioners. The
success of this volunteer model has been predicated on
esrablishing conservarive and pragmaLic objecrives. OA s
abil ity to obtain continuing major f inancial donations
from health systems, hospirals, foundations, and individu-
als to cover staffing costs is the result ofbuilding and main-
taining credibiliry among major stakeholders. OA does not
remove all barriers ro timely access to ambulatory surgical
care by the uninsured, bur it is able to capitalize on rhe
enthusiasm oF volunteer surgeons, anesthesia providers,
nurses, otherspecialists, and staff support personnel to pro-
vide clinical services for selected uninsured patients. Given
the strict eligibil iry criteria, unmet needs remain for high,
risk patients with more complex diseases who are unable to
be treated in an outpatient setting. Barriers of access to
specialry care will persist unril comprehensive health care
reform is passed that results in real, not just potenrial, ac-
cess ro care for all people in need.

r*4ren OA was started l5 years ago, ir was not intended
to be a longterm solution to the problems ofaccess to care
in our health carc system, but in the absence of wide-
sweeping health care reform, demand has continued ro
grow and OA has responded by expanding its services and
network of provider volunteers. OA has begun mentoring
other organizations that are interested in developing simi-
lar programs in their communities. In the past 2 years, the
program has been successfiilly repljcared in southern Cali,
fornia by Access OC. Other menroring relationships are
underway.

A replication manual has been developed to highlight
key elements ofthe process and lessons learned from OA's
experience. lWe will briefly oudine a few ofthe key compo-
nents here; more details are available in reprints of the
replication manual, which are available on request.

Every member along the OA chain of service is impor-
tant; the full compJement ofproviders is critical for a func-
tioning program. Physician leadership has proved ro be
crit ical in the early scages of init iating a program oforga-
nized surgical volunreerism. In some hospitals, surgeons

have taken rhe reins and in others anesthesioloeists have led
the way. Regardless ofspecialry. physician leadership is im-
portant for engaging other heaith care provider volunteers
and for building insritutional supporr. In mosr cases, a
physician champion is identified who takes responsibiliry
for the parrnership and promotes the program's mission
within their instirution.

Additional elements that have proved important in the
starrup phase include the establishmenr of a multidisci-
pJinary planning team and clearly defined objectives for the
planning phase. In establishing a program like OA, it is
important to anticipare and satisf' legal and administrarive
requirements. Obtaining grridance from experts in law and
business is prudenr. An organization can be successfulas an
independent nonprofit corporation or folded under the
umbreila ofa larger organization, such as a medical sociery
public agenry, or hospial system. V4ren implementing a
program like OA, internal operations musr be organized ro
deal with patient referrals, followup plans, information
flow, and scheduling processes. Scope of services and pa-
tient eligibil iry requirements (both medical and financial)
must be established as well.

Communiry clinics are necessary parrners for patienr
referrals and longterm patienr followup. Hospitals are cru-
cial partners providing the operaring rooms, supplies, and
suppon for the medicolegal infrastrucrure necessary for
health care workers to parricipare. Surgeons, nurses, and
anesthesiologists must be partners ro provide rhe donated
surgical care. In addirion, rhe program must be careful to
distribute referrals equitably to avoid volunteer burnout.
Radiologists, laboratories, and support staff are necessary
partners for comprehensive parient care. Finally, there must
be a dedicared OA program staff and engaged board of
directors for ongoing operarions.

A key to the success ofsuch a venture is to start small and
to build expectations slowly. Sensitivity to rhe polirical and
environmental communiry issues increases the probabiliry
of communiry support. Longrerm planning must take
business strategy, especially fundraising and markering,
lnto account,

In this study, we have reviewed the qualiry of care pro-
vided by a longstanding organized surgical volunteer pro-
gram. This study has a number of potential limitarions.
Because ofits retrospecrive narurc, cerrain derails ofpatienr
profiles and care are not available for review, including
specifi c comorbidities, duration of symptoms before refer-
ral .  and duraLion of  t ime before accessing pr imary care ar a
community health center. Lack of information about co-
morbidit ies precludes risk adjustment of the population
served. Patient-selection criteria are stricr and patients who
qualify for OA by definicion have a low surgical risk. The
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OA database does not capture complications treated by

providers unaffiliated with OA. Complications are self-

reported by providers and patients. In general, the most

serious complications are captured as noted, but there is no

independent, third-parry assessment of .esults, and .e-

ported complication rate might be an underestimation.
Additionally, data were not available for all qualiry mea-

sures across the 15-year period ofinrerest. Where possible,

the most comprehensive data were included, such as mea-

sures oI sa fery. equitabil iry. and pat ien t -cen teredness. Fi-

nally, patient surveys assessing for changes in qualiry oflife,

mobil ity, pain, and symptoms are distributed routinely at 6

to 10 weeks postprocedure. Although preliminary results

from these surveys suggest dramatic improvemenrs in all

measures aft€r surgical intervention, results were only avail-

able for 2008 and patient response rates were modest at

arowd 44o/o.ln additjon, the survey is not yet a validated

tool for health-related quality of life. Consequently, al-

though the positive results are gratifring, it is possible that

some unhappy patients did not complete rhe surv€y or that

the tool did not adequately capture the desired outcomes.

Future efforts to refine the survey and enhance the response
rates would contribute to improving care even more.

This study demonstrates that a volunteer program Pro-
viding low-risk outpatient operations using the OA model

provides safe, efficient, effective, and patient-centered care.

The timeliness ofcare is l imited by both access ofpatients

to the nerwork ofcommuniry health clinics referring to OA

and the capaciry of the nework of OA-affiliated hospitals

and prouiders.  I t  is  importanr co ensure adequate crpaciry

beFore marketing surgical services to referring providers
and clinics. This study demonsttates that the OA parient

population has a disproportionately high percentage of

Larinos and a disproportionately low percentage ofAfrican

Americans. The reasons for this disproportion are un-

known but might reflect the demographics of uninsured

and uninsurable people and the locations and populations

se-ed by the Bay Area community clinics. OA provides
imporrant life-changing medical and surgical care fbr pa-

cients in need. OA and similar programs could be expanded

ro address the surgical and specialry care tteeds of the un-

insured. However, comprehensive health care reform is

necessary to ensure rimely appropriate access and specialry

ca.e for all patients in need.
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