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ECG Management Consultants
Conclusions: 2/2004 - 2/2005

1. OR Turnaround Time: 50 minutes
University HealthSystem Consortium Benchmark: 3autes
Best practice: 25 minutes

2. On Time Starts forsiCase: 76%
 National average: 93%

3. Day of Surgery Cancellation Rate: 7%
National average: 5%
8 of 14 services had cancellation rates > natianatage
79% of cancellations “preventable”




Primer on Preoperative Process: 3 Ste

1. Complete required preoperative documentation

2. Agreement that the patient is medically optimizec
for anesthesia and surgery

3. Place appropriate invasive lines/regional blocks




Preoperative Process Requiremen

Insurance registration

Surgical H&P (within 30 days prior to procedure)
Surgical consent

Preoperative Orders

Nursing check-in

Nursing history form

Medication Reconciliation Form

Anesthesia assessment

Tests (not regulated by Joint Commission)




The Initial Approach

1. Analyze the existing system
2. Assess resources, needs and problems

3. Redesign based upon:
e Study of other clinics, as described In the literat
* |nput from “frontline” perioperative staff
 Availability of resources

4. Implement new design as a pilot project




Case Study: Inefficiency

Time/Event
5:45 - Arrive @ Diagnostics
6:10 - Arrive @ SDS

7:15 - Transfer to “Pre-Op”
7:20 - Pain Service

7:25 - Begin Anesthesia
procedures

8:20 - To O.R.

Interventions
Insurance registration
Nursing DOS check-in
Nursing Assessment (JCAHO)
Phlebotomy (T&C, full panel)
Anesthesia Assessment
Pre-Op Verification, monitors
Acute Pain Service Assessment

Epidural, A-line, Central line
placed




Surgical Offices 1-10

'

Preadmission Testing:
5 RNs/ 1.5 NPs/4 rooms
Function: variable

Diagnostic Center
3-4 staff
Function: registration

Same Day Surgery:
5 RNs/20 beds
Function: patient check-in

|

Preoperative Area:
5 RNs/6+ beds
Function: procedures

!

20 Anesthesia Teams

!
OR

Surgical Offices 10-20

System Resources:

« 200Rs

o 15 “Perianesthesia” nurses

e 1-2 NPs per day

o 25+ Preoperative rooms

20 Anesthesia Teams

« 1 Clinic Anesthesiologist

e 4 Clinic rooms (no desk space)



1st Thoughts on Improving Efficiency

1. Do as many tasks as possible in advance of DOS

2. “Cross train” perioperative nursing staff to do all
functions, creating 1 step instead of 2

3. Create a priority system for patient check-ins;
patients needing anesthesia procedures seen first




Clinical Area Management

Surgical Offices Surgeon (Office Secretary)
Preadmission Testing SDS Nurse Manager
Diagnostic Center Admitting Office

Same Day Surgery SDS Nurse Manager

_ PACU Nurse Manager
Preoperative Area
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Case Study: Cancellations

Preoperative Consultations Obtained.
Cardiology:

—7/27/05: “He is currently asymptomatic from histeostenosis, but is at
Increased risk for a noncardiac surgery. | wikaenore information
about the upcoming procedure before clearing him.”

—8/12/05: “I have cleared him for the upcoming apien. Careful

anesthesia management will clearly be needed.”

Anesthesia:

—9/29/05: “The patient is at high risk for surgeamd will require arterial
and central venous monitoring.”




Case Study: Cancellations

Day of Surgery Events:

*Patient checks into SDS, undergoes Nursing andtAesis
evaluations, and is moved to Pre-op area.

*Anesthesia team administers sedation and begpiate
arterial line.

*Patient’s wife (psychologist) inquires about nettgss
Invasive monitors. Attending anesthesiologistscitee high risk
comorbid condition of severe AS.

*Wife angrily disputes the patient’s risk class: Skdardiologist
says everything is fine; he cleared him.”

eSurgeon and anesthesiologist agree to cancel Hee ca







Design Principles:
The Preoperative Clinic

Purposemake a fragmented, complex system function as a
seamless unit (surgeon’s office to OR) in ordesggomize
perioperative efficiency and care quality

Key features:
One system: standardized, simple, transparent
No redundant effort; every action adds value (V&hain)
Multiple (redundant) mechanisms for communication
Evidence-based, interdisciplinary care protocols
Facilitate matching of clinical resources and needs




Perioperative Risk Grid

Surgical
Class

Health
Status

Low RIisk




ssssssssssssssssssssssssssssssssss

4

\\\I\\§




ssssssssssssssssssssssssssssssssss

4




ssssssssssssssssssssssssssssssssss
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____ Type & Screen (T&S)
Antibodies Present
__ UAResults Printed and Reviewed
____ EKG Printed and Reviewed
__ Chest X-ray
____BHCG

OCo0oOo0DO0D00Oo

Medical Issues Addressed

Comments:

DAY OF SURGERY/PRE-OP REVIEW

YES
T&S Expiration Date: a
Pre-op Order Sheet Checked a

Pre-op Nursing Assessment Completed

Pre-procedure:
Correct Patient, Procedure, Site Checklist
Section | Completed a

Comments:

RN SIGNATURE




Effect of New Model on Efficiency

Time/Event Interventions
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The “Clearance” Problem






The ACC/AHA on “Clearance”

Circulation 2003; 107: 2771-74



Case: Care Integration
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Pre Anes Clinic UC H &VC UC H &VC and/or UH

UC H&VC Office Appt
Diagnostic Testing

Uninvestigated
/new change in

CV status/S&Sx
AN
Schedule for Office Appt Findings indicate recommendation to postpone surgery as further
at MAB (or UP if Schedule workup and treatment is necessary
Diagnostics,

convenient for the patient)

within 24 hours

Echo

Dx Cath/PCI
If light breakfast or NPO

Holter / Event
Monitor

as appropriate

Findings that indicate clearance may be given
and recommendations on cardiac care

TSE or GXT
If light breakfast or 2 hrs NPO

Not currently on Beta Blocker
24 hrs off caffeine

DSE

If light breakfast or 2 hrs NPO
Not currently on Beta Blocker
24 hrs off caffeine

Adenosine Cardiolyte

If light breakfast or 2 hrs NPO
24 hrs off caffeine

TSE or GXT
If light breakfast or 2 hrs NPO
24 to 48 hrs off of Beta Blocker
72 hrs off Theophylline
24 hrs off caffeine

DSE
If light breakfast or 2 hrs NPO
24 to 48 hrs off of Beta Blocker
72 hrs off Theophylline
24 hrs off caffeine

Adenosine Cardiolyte
If light breakfast or 2 hrs NPO
24 to 48 hrs off of Beta Blocker
72 hrs off Theophylline
24 hrs off caffeine




Case Progression
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Health Care Manage Rev 2005; 30: 322-330



Day of Surgery Cancellation Rate for The University = Hospital
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The Goal: Preventing Complications



The CPC Business Case



| essons Learned



