University of Washington Medical Center

Surgical Improvement Project

Team 2

Minutes

April 26, 2005

Present:  Renae Battie’, Karen Darnall, Joshua DeSilvey, Karen Domino, Jason Jio, Kevin Kiemele, Dori Nelmark, Abdul Ramzan, Vicki Sandeen, Mika Sinanan, Karen Souter, Gale Uhlenkott.

SIP Support:  Mike Alotis and Virginia McClure.

Introduction:  Mike Alotis welcomed everyone and expressed thanks for their participation.  He introduced Dr. Mika Sinanan, new Team Leader replacing Dr. Kevin Smith.

Agenda:

Goal:  Develop recommendations for improvement that can be accomplished by the SIP Team, Management or through an RPI.

1.  New Team Leader:  Mika Sinanan

2.  Report on Process Walk


Pavilion Pre-Op:  Renae Battie’ and Dori Nelmark


Pyxis:  Josh DeSilvey


Anesthesia Induction Time:  Karen Souter


Main Pre-Op:  Gale Uhlenkott


Analysis:  Kevin Kiemele and Jason Jio

3.  The Zone Concept—Review and Discussion

4.  Group Discussion, Brainstorm and Recommendations

5.  Next Steps

Handouts:

1.  Zone Accountability

Report of Meeting:

Dr. Sinanan provided the group with a reinvigorated vision of the Surgical Improvement Project.  He explained that through pilot projects, model lines, and trial runs (some system-wide) many of the opportunities for change in Surgical Services processes identified by the SIP Teams have begun to be implemented or will be shortly.  He reinforced that the LEAN consultants, Julie Duncan (Director of Clinical Excellence), 

and other consultants recently brought on board will continue to facilitate a dynamic approach to SIP.  Referring to this stage of the Surgical Improvement Project as the “planning and implementation section of the project”, Dr. Sinanan noted that there has been “substantial overlap” between Teams 1, 2, and 3 but that in the future there will be
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Report of Meeting (continued):

more “cross-team integration”.  He added that the Surgical Services Oversight Team (Susan Grant, Maria Hall, Mike Smith, Yuka Jackson, Bill Anton, Brant Oelschlager, Jorges Reyes, Vicki Sandeen, Ben Greer, Ross Beirne, Jim Porter, Donna Anderson, Doug Wood, Peter Buckley, Renae Battie’, Mary Claire Cook, Shelley Deatrick, Sherri Del Bene, Kathy Herigstad, Mark Schierenbeck, Karen Domino, Gene Peterson, Ted Wagner, and Dan Silbergeld—original members) would “define areas of focus tomorrow” [April 27, 2005].

Report on Process Walk:

Introducing the Report on Process Walk item on the agenda, Dr. Sinanan reminded everyone that a process walk’s goal is to, through observation, identify “key areas of waste”.  He prompted the team to choose focus areas from the “patient’s perspective”.  Below are points from the discussion:

Pharmacy:

· There is no pharmacist in the Main OR Pharmacy until 06:30.

· When Main OR Pharmacy is unable to provide service, the hospital’s Inpatient Pharmacy must be used.

· There is only one service window at the Main OR Pharmacy.

· The Surgery Pavilion Pharmacy does not open until 09:00.

· Problems with Pyxis:

· No reference list is provided for the Pyxis to enumerate which medications have been “loaded into the machine”.

· The medications contained in the Pyxis are loaded into three bins, which must be sorted through to locate medications.

· When medications are missing from the Pyxis, “who to contact” for assistance is unclear.

· When ordering medications “tubed” to one location, sometimes the patient has moved on to another location, requiring the medications to be “tubed” again.

· Pre-Op medications ordered by the Pre-Anesthesia Clinic may not be processed correctly due to the timing of the orders from Pre-Anesthesia Clinic.

· Even though an anesthetist will have a patient specific tray in their drawer, they likely will still have to wait in line for case trays—narcotics and induction medications.  Recommended:  Issuance of 5-case “Day Box” to anesthetist for narcotics and induction meds.  
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Report on Process Walk (continued):

Incomplete Orders & Appropriateness of Testing:

· The Pre-Anesthesia Clinic’s protocol for bypassing patients (relying on a phone interview, no in-clinic visit) may contribute to confusion over whether a patient is ready for surgery.

· The Pre-Anesthesia Clinic’s schedule, wherein the Anesthesiology attending reviews nurses’ work and patient’s charts at the end of the day (after the patient has left the clinic) may not be the most effective modality for patient care.

· Labs and X-rays may not be completed in a timely manner because of the decentralization of orders.  Example:  A surgical resident orders labs, etc., but is perhaps unable to follow-through to obtain results.  Results, or lack thereof, may delay 1st Case.

· It is estimated that 30-40% of labs don’t need to be done on day of surgery, i.e., they may not be necessary at all or they could have been accomplished prior to day of surgery. 

Anesthesia Induction Time:

· Potentially inadequate assessment in the Pre-Anesthesia Clinic coupled with patients typically not being seen by their anesthesiologist until just prior to their surgery may exacerbate providing optimal anesthesia care. 

· Case complexity and type of procedure impacts Anesthesia Induction Time.

· There appears to be a correlation between delay occurrences and procedures.

· Difficult IV access, while often noted in the patient’s chart, is not prominently addressed in Pre-Op Assessment.

· Certain procedures are best undertaken in the OR.  Delay in access to OR for anesthesia personnel may contribute to delays.

· Surgical team’s access to patient may delay anesthesia induction time.

· Resident teaching impacts anesthesia induction time.

Main Pre-Op:

· If Main Pre-Op personnel could rely on their co-workers in Pre-Anesthesia Clinic and Pavilion Pre-Op to “ask the 20 Questions”, and if the patient always responded with the same answer, the Main Pre-Op personnel might not have to duplicate this effort.  Moreover, the Main Pre-Op personnel are still having to track down providers regarding site not marked and H&Ps not up-to-date.
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Report on Process Walk (continued):

Equipment:

· An issue for OR Nurses is locating equipment for surgeons.  Some surgeons dictate in their Notes which equipment they require for a case and that information is not in the Pick List.

Patient Perception:

· Patients observe organization or the lack thereof in the Pre-Op experience which may impact their anxiety quotient.

Analysis—“A restaurant has a more sophisticated system”

· Lack of data.

· Data can be skewed by observer/recorder/analyst.  Example:  Perceptions differ when assigning delay codes.

· How can data be accessed/available for decision making.

· Surgeons, Anesthesiologists, Systems and Communications must work together.

· Results come from consequences vs. People work for rewards not punishment.

· Focus Question:  Who is the “owner” of the patient?

· The surgeon is responsible for the entire care of the patient.

· Surgeons delegate to the anesthesiologist.  It is a partnership…sharing in benefits, strengths, and outcomes.

· The reason different members (of the team) feel frustrated is because there is different accountability.

· We all have a part of the whole.

· None of us works in a vacuum.  You have to be able to talk with others.

The Zone Concept—Review and Discussion:

Mike Alotis introduced The Zone Concept for discussion [See Handout: Zone Accountability], “What does it take to get the patient into the room at 07:25?”  Dr. Sinanan added, “ What could be solved by the Zone Accountability Process?”  A sampling of responses:

· It would be helpful (for Main Pre-Op) to have expectations at a certain point and time.

· Zone would work if the nursing staff aren’t charged with enforcing it.

· It would help communicating if the patient is ready or not.

· Does it push Pavilion Pre-Op to have patients check-in earlier?

· Staggered starts in combination with Zone might work.

· Do we proscribe the sequence or invite teams to provide their own?

· What if (for “20 Questions”) we ask once accurately and document it?  Every next step (in the process) goes back to the document for verification—not the patient.

Action Item:  Develop a subset of questions to support the “20 Questions” documentation.
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The Zone Concept—Review and Discussion (continued):

· The patient needs to meet their OR Nurse.

· Some Circulators visit the patient first; some set the room first.  Can a procedural process be established?

Group Discussion, Brainstorm and Recommendation:

Dr. Sinanan cautioned the team, “We can’t do everything…and all at the same time.”  However, he encouraged the group, explaining that the problems with Pyxis, for example, will be assigned to Pharmacy to fix.  He noted that the SIP 2 has focused on the current sequence, but that there has yet to be a focus on essential information and the patient.  “Ideally, everything that can be done earlier should be done earlier,” he added—essential patient information, patient readiness, equipment and staffing needs.  He underscored data needs and the application of data to influence or monitor process—what are the needs for space, support, etc.?  He suggested that it is time to prioritize issues—not to take things off the table.  5S Workshops and standardization, he suggested, will be employed.  He continued, “We need crisp questions, to take to Oversight, or to a bunch of surgeons.”  In conclusion he offered the following as deliverables to emerge from the meeting:

· Key safety issues

· Criteria for the Definition of Accountability

· Data

· A combination of thesis and prioritization

· Immediate delegation, examples:  Rapid Improvement Projects for Yellow Packets and Patient Readiness, Case Carts, and Turnover

· Pre-Anesthesia Clinic issues

· Pharmacy issues

· Staggered starts

SIP 2 members volunteered to join Study Teams and will report back at the next meeting, May 4th.  The teams and their focus:

· How to Prioritize Start Times (Staggered Starts):  Jason Jio, Dori Nelmark, Karen Darnall, Karen Domino, Karen Souter, Gale Uhlenkott and Virginia McClure.

· Determination of Essential Information at Each Step: Renae Battie’, Vicki Sandeen and Gale Uhlenkott.

· Thesis: One-Person Accountability vs. Distributed Accountability: Abdul Ramzan and Kevin Kiemele.

Confidential:  this document has been created as part of a Quality Improvement work product at the University of Washington Medical Center under the protection of RCW 4.24.250 &70.41.200(3)
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