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Abstract
Introduction: It is very complex to address the issue of quality, its genesis is documented in the craft industry that was the mode

of production in the Middle Ages; Currently, quality is based on the International Organization for Standardization (ISO) with 148

standards, generic quality concepts worldwide. On the other hand, health services are such complex machinery, with so many gears
and a diversity of variants, that most of them present uncontrolled scenarios and that no company or organization is equal in terms
of its functionality with the entire health process. Illness of a patient.

Developing: The historical precedent of the beginning of the quality of the Surgical Process is really uncertain, since the exact moment in time is not specified, which is given importance or is separated from the entire issue of quality of health care. Exposure,
execution, adverse event and final product, evaluating the results of the surgeries and the surgical skills of the surgeons. There is also
the National Surgical Quality Improvement Program (NSQIP), which is used more and more for surgical research, but which is not

generally applicable in all specialties. Despite all efforts to improve surgical quality, to date it is still limited by several factors and
there is no consensus on the most effective way to carry it out.

Conclusion: A reengineering would reinvent this direction of null quality in the surgical process and would yield invaluable improve-

ments in the quality of surgical care with resource savings, in an efficient and effective manner. Finally, this work describes an analy-

sis of the Surgical Process in its quality of care, its current state, its most unrecognized critical points, its strengths and its realities;
positioning itself in the international and national context.
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It is very complex to address the issue of quality, its genesis is documented in the craft industry, which was the mode of production in

the Middle Ages, where the act of quality was inspection and at a very high cost; quality has historically evolved, as the result of the form

of production [1]. Quality management begins with W. Shewhart in 1920, but it was not until 1990 when William Edward Deming high-

lighted it, with his chain reaction analysis in quality and productivity [2]. Currently, quality is based on the International Organization for
Standardization (ISO) with 148 standards, generic concepts of quality worldwide. ISO 9000 is a basic quality management system used
in companies of any type and size. These regulations began in 1987, with subsequent modifications in 1994, 2000, 2008 and 2015 [3,4].

Health services are such complex machines, with so many gears and a diversity of variants, most of them with uncontrolled scenarios,

which are equated in terms of their functionality with the patient’s health-disease process. And that it is infinitely difficult for them to be
equivalent to the largest organizations.

The World Health Organization (WHO) defines quality in health as “Ensuring that each patient receives the most appropriate set of

diagnostic and therapeutic services to achieve optimal health care, taking into account all the factors and knowledge of the patient. and

the medical service, and achieve the best result with the minimum risk of iatrogenic effects and maximum patient satisfaction with the
process” [5].

The characteristics or elements described by the WHO for quality health care are:
a)

b)
c)
d)
e)
f)
g)

Effectiveness in providing the service based on evidence.
Security applied to help and not harm.

Focus on people and focus on personal needs, values and preferences of the patient.
Opportunity of attention, it is the ideal to avoid deferral and delay.
Equity, not discriminating based on age, sex, religion, etc.

Comprehensiveness where all services at all levels are coordinated.
Efficiency in optimization of resources [5].

On the other hand, it is convenient to describe the non-quality of health care, where the WHO estimates that up to 15% of the world

population dies due to poor quality of health care, approximately 8.4 million people, this is obviously catastrophic. There is a cardiovas-

cular pathology that could be prevented, with a high sanitary quality applied, where almost 2.5 million deaths would be avoided, in addition, almost 900,000 deaths have been reported due to tuberculosis; On the other hand, half of the women die due to maternal death, and
finally it can be said that the death of a million newborn children could be avoided [6].
Developing

Background
The historical precedent of the beginning of the quality of the Surgical Process (SQ) is really uncertain, since the exact moment in time

is not specified, that it is given importance or that it is separated from the entire issue of quality of care of the Health. The study carried
out by the National Veterans Administration of surgical risk, initiates a protocol in 1991 to 1993, on the patient’s risk and the result of
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major surgery in Veterans Health Hospitals. This research was carried out in 44 hospital centers regardless of the type of anesthesia and
in 83,958 patients, thus being the outline of a future project [7].

All of this develops the revolutionized precedent called the National Surgical Quality Improvement Program (NSQIP). That it already

had its beginnings in the year 1990 but that began to be installed formally in 1991 in the United States of America, beginning in veterans’
hospitals, through the American College of Surgeons (ACS) since the year of 1994 [8], by 2004 in private hospitals and a year later it was
implemented throughout the country [9].

On the other hand, in Europe the European Network for Patient Safety project began in 2008, with a search for the exchange and

concatenation of knowledge, experiences and clinical practices; In 2010, the European Commission and the Public Health working group

formulated the Quality of Health Care, and in April 2012 the European Union created the Network for Patient Safety and Quality of Care:
PaSQ [10].

In 2015, the system of standards of excellence in quality improvement reports (SQUIRE) was created; they are based on semi-struc-

tured interviews with managerial feedback. This methodology was not done based on the surgical area, but in medicine in general [11].
The international scene

Surgical quality (SQ) is very complex, it can be analyzed in an adjusted way and adapted to the different scenarios, of the metrics in the

results and the biological variability factors that the patient presents; It is worth emphasizing that in the rural areas of the United States
of America this process can be carried out successfully [12].

The surgical team of Europe in Italy, carry out a scientific study that consists of an international multicenter randomized controlled

trial, with grade I scientific evidence. Regarding the quality of the PQ with the purpose of elaborating a standardized in patients with the
technique TaTME (Total excision of the mesorectum transanally is a technique combined laparoscopic route abdominal and transanal

described recently for rectal cancer surgery), operative guide, with a matrix of 9 steps and 4 performance qualities: exposure, execution,
adverse event and final product, evaluating the results of the surgeries and the surgical skills of the surgeons. In an iterative approach that
objectively develops standardization into a valid and reliable development [13].

On the other hand, the Clinical Practice Guidelines are a quality factor for the PQ, the objective was to identify the Clinical Practice

Guidelines published by scientific and surgical organizations, evaluating their quality of the degree of research; the guidelines published
from 2008 to 2017 were analyzed, yielding mediocre results and where 40% were considered inappropriate for use; however, to achieve

a higher quality of them in the field of surgery, it is to have a guideline committee, a routine to perform them (experience) and adherence
to the GRADE methodology [14].

In another context and in the opinion of other authors, being able to measure the quality of care of the PQ is basically a true utopia. For

many, it is really absurd to be able to measure costs, patient experiences, operations, results, complications, managers, etc.; this barrage of
measurements seems confusing and seriously flawed, where the success of this top-down approach is mixed and far from convincing. Current programs disproportionately reflect definitions of quality from a national payer perspective, rather than a more balanced representa-

tion of the interests of all stakeholders [15]. Efforts to improve surgical safety are limited by several factors, and there is no consensus on
the most effective way to improve CQ. ISO 9001 quality standards are recognized for use within medical care, but have not been widely
applied to improve outcomes in the surgical setting specifically [16].

There is the National Surgical Quality Improvement Program (NSQIP), it is used more and more for surgical research, but it is not gen-

erally applicable in all specialties; Although the NSQIP has the potential to capture surgical diversity in caseloads, some specialties and
procedures are underreported, which limits the ability of the NSQIP to generate valid benchmarks [17]. It should be noted that CQ studies
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and research, have currently occurred in some countries in a constant strengthening, improving the quality of care in the PQ; that is why
the associations between safety culture and adverse outcomes of the NSQIP at 30 days: in morbidity and mortality, where death or serious
morbidity adjusted to hospital risk and readmission rates, do not conclude in a significant association [18]. The duration of their hospital

stay and the personal perioperative risks of the 12 clinical complications analyzed were estimated by the Surgical Risk Calculator, where
patients actively make decisions about surgical intervention, therefore it can be of particular benefit for high-risk surgical populations by
providing realistic expectations of outcomes and recovery [19].

Unplanned readmission within 30 days is currently used in high-income countries to measure the quality of surgical care, where surgi-

cal site infection, abdominal discomfort, and pain are the most common causes of this readmission. The correlation between readmission
rates and mortality, the increase in the number of patients and the complexity of the surgery remain controversial. The readmission rate

is an indicator of advanced surgical pathology, which requires a surgical intervention of greater magnitude, which often occurs as an
emergency, translating into having implications for PQ quality improvement programs [20].

In other parts of the world, such as the African continent, concern for the quality of PQ care can be seen, which despite having very few

resources, scrutinizes the way to offer a CQ service, depending on the need and quality of the transfer to identify any inefficiency in the
referral process, concluding a reduction in the inappropriate use of specialized care and guaranteeing better care pathways for surgical
patients [21]. For its part, in the Amazon, in Brazil, a new instrument is created to evaluate the quality of care of the PQ, with 14 quality

metrics, consisting of nine indicators prospectively over a period of 4 weeks, while five hospital administrative data were collected retrospectively and the operating room log books; it is then left that it is feasible to apply a new CQ measurement tool, even in settings with
limited resources [22].

In countries with high economic resources, the quality of care is affected by other sociodemographic cofactors, which are an emerging

concern for some authors, especially in oncology, such as age over 75 years, black ethnicity, the lower income, without a partner and without insurance [23]. For its part, in Europe, in Finland, a study is being carried out, evaluating the association of postoperative complica-

tions, low quality and the qualification of patient care, through the Scale of Good Nursing Care for Patients, resulting in the lowest overall
care quality rate, was assessed by surgical patients who lived alone and those whose health status was moderate or poor [24].

On the other hand, in the countries of Australia and New Zealand, they have implemented indicators for the Victorian Surgical Mor-

tality Audit, allowing the error rate to be recognized; it is decisive that the errors cannot be completely eliminated and this action is not
realistic, but it is possible to reduce them to a minimum and the findings can contribute to improving the QC audits [25]. At the same time,

the quality evaluation is carried out carried out with the electronic data that present significant analysis errors due to the quality of the
data not validated in the health records, for which a framework for the analysis of fundamental and specific data of the study was adapted
and evaluated through analysis of conformity, completeness and plausibility. And this is something that must be taken into consideration

[26]. In addition, the NSQIP database records from 2006 to 2013 are reviewed, identifying diagnostic code errors by terminology, surgical
procedure, medical procedure, and postoperative diagnosis of the disease. International Classification of Diseases (ICD-9) [27].

Quality is very important from the point of view of the patient, the provider, the payer and the policymaker; however, given the growth

in outpatient procedures and the expansion of surgical indications to improve function, many traditional quality metrics such as mortality,
readmissions, and complications may be decimated and may not fully capture truth of the data [28].

Another key factor is the impact of infrastructure and surgical technique, comparing two hospitals in the same country. There is a sig-

nificant difference between the two hospitals in terms of operative time, which in addition, the rates of complications in both units were
equal and low. Concluding that infrastructure and facilities do not make a difference in terms of postoperative complications in patients,

but rather human capital [29]. Although there is broad consensus that surgical quality should be monitored, there is much less agreement
about which metrics are the most important, still focusing on structure, process and results [30].
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During the last decade, the death of a patient after one or more potentially treatable complications has received increased attention

as an indicator of surgical quality. Patient death is unfortunately an attractive quality endpoint, because it implicitly explains the fact
that postoperative complications may not always be preventable [31]. However, CQ not only includes logistical changes with beneficial
results, but also maximizing appearance economic; where an analysis of healthcare costs and savings associated with surgical quality

improvement interventions, initiated and implemented using NSQIP, in five hospital centers in Canada, where events had clinically and

economically significant impacts, with an index of return on investment that was 4.3 to 1, concluding that the sensitivity showed that the
probability that NSQIP saves costs excessively and that it reaches up to 95% of the total economic value [32].
The scene in Mexico

Mexico is a country with continuous economic crises, without economic growth in more than 50 years, with technological backward-

ness, with extreme poverty in half of the population, (1.2 percent per year per capita on average, in the last twenty years there has been

no allowed an increase in the purchasing power of income), functional illiteracy in a third of its inhabitants, unemployment masked by
underemployment and informal economy above 80%, frequent devaluations, extreme indebtedness and loans of almost all of the natural

resources of the Nation [33,34]. In this context, the situation in which the health sector finds itself is not enigmatic nor would it be differ-

ent. Another factor that prevails, no less important, in the performance of the quality of care of the PQ is globalization in health. In Mexico,
the neoliberal model adopted has configured in the last 40 years a country increasingly subordinated to the economy, policies and dictates
of the United States of America. The inclusion of the country in free trade agreements in a disadvantageous way causes deindustrialization
of national production, oriented to local markets and rapidly depreciates the value and equity of the labor force [35].

The state limits its ownership status by selling off strategic public assets, compacting government structures, and selectively disman-

tling public institutions. It reduces its redistributive role and diminishes its ability to regulate class relations and social conflict, evading its responsibility as a guarantor of constitutionally recognized fundamental human rights. The transformation of the country in the

neoliberal logic deepens the deterioration of the quality of life of the majorities, increasing the population in conditions of poverty and
inequality [36].

The traditional patterns of health systems in Latin America: fragmentation and inequity, forces us to scrutinize the historical develop-

ment of the public health and social security system in Mexico, which has been configured with three clearly differentiated segments: one,

social security for workers with formal employment, subdivided into different institutions with attention to specific groups of workers:
the Mexican Social Security Institute (IMSS) created in 1943; the Institute of Social Security and Services for State Workers (ISSSTE) in

1959; the Social Security Institute for the Armed Forces of Mexico (ISSFAM) in 1976 and for workers of Petróleos Mexicanos (PEMEX) in
1967. The second is private health services, from the large medical-hospital company, to pharmacy offices. The third is for those who lack
social security, with services from the Ministry of Health created in 1943, the State Health Systems in 1985, the IMSS-Prospera program

(IMSS-Coplamar since 1979, later IMSS-Solidarity and IMSS-Oportunidades) and the Popular Insurance in the years of 2004 now called

the Institute of Health for Well-being (INSABI) in the year 2020. From its creation until the beginning of the 1980s, a (heterogeneous) ex-

pansion is observed of the public health services and both the labor social security (with the IMSS at the head) and the Ministry of Health,
gradually decline their medical-health care coverage, which is stopped by the imposition of the economic market logic (predominant
informal employment) imposed in the last 35 years [37].

The quality of the PQ in Mexico is in a scenario of frank desolation or in complete abandonment, which unfortunately this statement

is based on a total absence of quality of care and medical care in the public sector. With very peculiar or specific characteristics that are

mentioned below: saturation of services [38] which causes a long-term deferral of the requested care for more than 6 months or even
one year, in the programming of an elective surgery or a medical consultation [39]. Causes of surgical complications not controlled by

the operative or adjusted in Mexico, reflected in the increase in morbidity of up to 42% and also in mortality not determined or known

[40]. They cause complications such as surgical reinterventions, consecutively or multiple times, dehiscence of the sutured tissues, infecCitation: Morelos Adolfo García Sánchez., et al. “Surgical Quality, A Real Situation”. EC Gastroenterology and Digestive System 9.3 (2022):
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tions, use of intensive therapy (with impressive or disproportionate economic costs), more days of hospitalization, more consumption
of resources, such as solutions, medicines and that lead to the end despite all the resource consumed, the patient to sepsis and death;

with exponential economic costs and unspeakable mortality, as shameful [41]. Technological obsolescence and backwardness in Mexico
is critical, where medical or biomedical equipment becomes an Achilles heel, with shortages, gaps and obsolescence that bring with it:
slower operating times, greater number of errors, greater bleeding during surgery and greater risk of complications for the patient with

much greater stress, fatigue and difficulty for the surgical team with permanent sequelae of morbidity and the most fatal, death. And it is
publicly politicized in an outsourcing (when there is one) [42] since they only exist in certain health establishments in a selective manner, they are not managed where there is a real need for the service, equipment and their maintenance. The contracts are limited to a
certain amount of medical procedures or events, with limited material and low quality, with second-hand, old or even obsolete medical

equipment, this equipment is what the contracted companies grant. In addition, they create a technical-operative dependency, where it
only generates incompetence of the operative, of the technical personnel and of the institution itself. Finally, it is a very lucrative way of
justifying costs, with nepotism, theft and misappropriation of budgets [43].

Surgery as a public health problem in Mexico has been left aside, providing investment, training, preparation, updating and technol-

ogy [44] has occurred in great discrimination, in a drowning of red tape and with a medical service that is practically obsolescent; with a
quality of attention that reveals the truth of a deplorable and fateful reality. And what to say about the quality that is already non-existent
in the PQ and the fundamental role it plays in the health system, which unfortunately, its future is not encouraging at all [45].

In the National Development Plan 2019-2024 in Mexico published in the Official Gazette of the Federation, it states that the quality of

health care is not determined as an objective within its policy and clarifies that it is “insufficient, inefficient, impoverished and corroded

by corruption”, where millions of Mexicans do not have coverage in the field of health care, or social security, or diseases that do not have
coverage or a way to have decent, quality and decisive medical care [46].

On the other hand, public health establishments in Mexico are in a constant process of corruption, with permanent looting, bureau-

cratic indolence and a continuous budget management bias, where in the year 2021, they have increased to more than double the budget,

which did not occur in the six-year terms of previous governments [47] however, the lack or null management of the senior management
of the health institutions, with these extraordinary economic resources have been wasted or disappeared. Making no difference then.

One cannot ignore mentioning the existence of a legislative, regulatory and logistical anarchy in relation to surgical work, which, in

addition, with the addition of a certain unfounded itching that exists from the Senior Management (clinical doctors) and the rest of the
specialties clinics, which have festered against the surgical areas and without overlooking “forgetting” in an essential or indispensable
participation of the entire machinery of the health system, failing to provide investment, training, preparation, updating and technology

to what surgery refers [48]. In addition to the fact that the management personnel do not have a defined idea of what their function is and

what is expected of their work; consequently, its central idea is the desire to move up the hierarchical ladder without training, focused
only on image and prestige, or simply on authority. Where it is clear that the selection of management personnel must be carried out
appropriately by skills and not under the scheme of friendship and compadrazgo; This monumental deficiency reflects the main causal
factor of the non-quality of the PQ in Mexico [49].

Conclusion

The PQ is currently essentially forgotten in Mexico; its permanence is essential for that reason it still exists, however it does not have

the necessary elements, resources and logistics to be able to provide quality in its attention; It is unfortunate to conclude that its evolution
has been paralyzed, sectioned, decapitated, that it is in a gap in constant and deplorable agony.
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The first stigma that there is as an objective in the health sector, is of an empty power in the top management, the second is the busi-

ness or the economic gain, in a true profit of the national and international power groups; with unfounded decision-making, absurd and
unrealistic policies. Based on complete ignorance, lack of creativity and innovation, on hollow programs and with disastrous results.

A reengineering would reinvent this direction and yield invaluable improvements in the quality of surgical care and with a saving of

resources better used, efficiently and effectively.

Finally, this paper describes an analysis of the PQ in its quality of care, its current state, its most unrecognized critical points, its

strengths and its realities located in an international and national scenario. In Mexico, the real vision is that the health system that has
been created is not ready to attend to the health of the Mexican population and even so, it has lived by pretending that it does.
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