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Patlent safety

Rounding tool off to a good start
in improving patient satisfaction

mobile, web-based round-
Aing tool is allowing the

perioperative leadership
team at Vail Valley Medical Cen-
ter (VVMC) in Vail, Colorado, to
collect, analyze, and report on
information gathered from sur-
geons, staff, and patients to im-
prove quality of care and move
toward high reliability.

Software designed by My-
Rounding Solutions in Little-
ton, Colorado, was customized
to VVMC and downloaded into
an iPad (www.myrounding.
com). Icons and simple naviga-
tion menus make rounding, data
gathering, and tracking of trends
simple.

Care coordinat

“MyRounding is so great be-
cause it is so portable, and the
software is very easy to use and
navigate through, whether you
are computer literate or not,”
notes Mary Jo Steiert, BSN, RN,
CNOR, director of perioperative
services at VVMC.

VVMC is a community hospi-
tal with 4 rooms in its main OR,
4 rooms in its adjoining surgery
center, and 4 rooms in its surgery
center in Edwards, Colorado,
which is 4 miles from Vail. VVMC
also includes the Steadman Clinic,
a world-renowned orthopedic
clinic, and the Steadman Philip-

Continued on page 6

Team participation and planning
produce quality handoffs

fter a poor handoff from
Athe OR to the postanesthe-

sia care unit (PACU) was
identified as the culprit behind
a serious adverse event, Nancy
Robinson, DNP, MSN, RN,
LHRM, CCM, made it her mission
to avoid a recurrence.

“I'm passionate about safe pa-
tient hand-offs,” says Robinson.
“I didn’t want this to happen to
another patient.”

Robinson, who is director of ed-
ucation at Health Central Hospi-
tal, Ocoee, Florida, part of the Or-
lando Health System, tackled the

project of improving handoffs as
her doctorate in nursing capstone
project, working closely with Mar-
cia Olieman, MBA, RN, director of
surgical services. The result was
a tool that has boosted OR and
PACU nurse satisfaction and is
still being used 2 years later.

In 2006, the Joint Commis-
sion launched a National Patient
Safety Goal for implementing
standardized handoffs, and in
2013, the Commission’s Center for
Transforming Healthcare released

Continued on page 10
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fforts to increase patient

safety have been successful

in some areas, but less so in
others—notably, postoperative
outcomes—according to a recent
study.

Researchers who analyzed
Medicare Patient Safety Monitor-
ing System data for the period
2005 through 2011 found declines
in adverse event rates for patients
hospitalized because of acute
myocardial infarction (MI) or con-
gestive heart failure. However,
this was not the case for patients
hospitalized for pneumonia or be-
cause they needed surgery.

Among the more than 61,000
patients at more than 4,300 hos-
pitals included in the analysis,
the mean age of surgical patients
was about 75 years vs 80 years
for patients with heart problems,
but even the 5-year age difference
didn’t confer an advantage.

The number of adverse events
related to infections and drugs de-
clined among patients with acute
MI or congestive heart failure,
but rates of infection-related and
postprocedural adverse events in-
creased significantly among pa-
tients undergoing surgery. Like-
wise, pressure ulcers increased in
surgical patients but not apprecia-
bly in medical patients.

Why did surgical patients fare
worse?

The data in this study provide
food for thought rather than clear-
cut answers to this question. The
authors point out that heart condi-
tions have been the focus of nu-
merous national initiatives to im-
prove care. Isn’t the same true for
surgery?

Programs like the American
College of Surgeons National Sur-
gical Quality Improvement Pro-
gram, the Surgical Care Improve-
ment Project, and the Surgical
Infection Prevention Project, for
example, have been in place for
many years. And many organi-

zations have managed to reduce
readmission rates, gain compli-
ance with use of surgical safety
checklists, and achieve other mile-
stones on the path to greater pa-
tient safety.

Despite the apparently disap-
pointing trends among surgical
patients described in this study,
progress is being made—and must
continue to be made—especially
with the ever-steeper penalties for
missteps in the OR.

Patient safety is the underly-
ing theme of many OR Manager
articles, and this issue is no ex-
ception. For example, there's a
new study that raises awareness
about postoperative complica-
tions associated with sleep apnea
(p 5). Other articles describe the
benefits of a new rounding tool,
an improved system for hand-
offs, and important guidelines for
proper immediate-use steam ster-
ilization.

We hope articles like these in-
spire you to adopt best practices
at your facilities. If you have an
innovation you’d like to share,
please let us know; our goal is to
help you help each other.

Within a month or so, many
of you will receive the OR Man-
ager Annual Salary/Career Sur-
vey. This year’s survey has been
streamlined to reduce the time
needed to complete it, and we
urge you to take a few moments
to do so. Between now and then,
please give some thought to the
last question on the survey: What
steps have you taken or will you
take in 2014 to increase patient
safety and satisfaction while still
meeting your revenue goals? <

—Elizabeth Wood
ewood@accessintel.com

Reference

Wang Y, Eldridge N, Metersky M L,
et al. National trends in patient
safety for four common condi-
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Postoperative outcomes

Sleep apnea tied to higher risk of postoperative
complications, greater use of hospital resources

bstructive sleep apnea is
a major clinical and eco-
nomic challenge in the

postoperative period, affecting up
to one-fourth of patients undergo-
ing elective surgical procedures.
The prevalence among orthopedic
patients having joint arthroplasty
may be especially high because
obesity is a widespread comorbid-
ity in this patient population. Obe-
sity is 1 of the top risk factors for
sleep apnea.

Despite these concerns, how-
ever, there is little information on
the effect of sleep apnea on post-
operative complications and re-
source utilization in orthopedic
surgical patients.

This study, led by researchers
from the Hospital for Special Sur-
gery, New York City, assessed the
association between sleep apnea and
outcomes in patients who had total
hip or knee arthroplasty in 400 US
hospitals between 2006 and 2010.

Advisory Boartc

Of 530,089 patients included
in the analysis, 8.4% overall
had a diagnosis of sleep apnea.
The prevalence of sleep apnea
increased from 6.2% in 2006 to
10.3% in 2010.

Increased odds for

adverse outcomes

In multivariate analysis, the diag-

nosis of sleep apnea emerged as an

independent risk factor for major

postoperative complications (odds

ratio [OR] 1.47).
In patients with sleep apnea:

* pulmonary complications were
1.86 times more likely to occur

¢ cardiac complications were 1.59
times more likely to occur

¢ mortality was 1.27 times more
likely.

Increased resource
utilization

In addition to increased odds for
adverse outcomes, the researchers

Mark E. Bruley, EIT, CCE
Vice president of accident & forensic
investigation, ECRI, Plymouth Meeting,
Pennsylvania

Lori A. Coates, BSN, RN, CNOR
Perioperative RN, Orthopaedics/General
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services, University of Kansas Hospital,
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Linda R. Greene, MPS, RN, CIC
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Assistant vice president, perioperative ser-
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Deborah Rideout, BSN, RN, CNOR
Director, perioperative services, South-
coast Hospitals Group, New Bedford,
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found an effect of sleep apnea on

increased resource utilization.

Sleep apnea patients were more
likely to:

* receive ventilatory support—
mechanical ventilation (OR
10.26), noninvasive ventilation
(OR 29.04)

e use intensive care (OR 1.85)

¢ use telemetry and stepdown ser-
vices (OR 1.64)

* consume more economic re-
sources (OR 1.13)

* have longer lengths of stay in
the hospital (1.16).

The findings show that ob-
structive sleep apnea was associ-
ated with higher rates and odds of
postoperative complications, utili-
zation of resources, and length
of stay, the authors say. More re-
search is needed to identify sleep
apnea patients at risk for com-
plications and develop evidence-
based practices to assist in the al-
location of clinical and economic
resources.

In an accompanying editorial,
Francis Chung, MBBS, FRCPC,
from the Toronto Western Hospi-
tal, University Health Network,
Toronto, Ontario, Canada, a noted
authority on obstructive sleep
apnea, and Babak Mokhlesi, MD,
MSc, from the University of Chi-
cago, point out that this rate of
complications provides strong evi-
dence that “we need better guide-
lines for improving the care of pa-
tients with sleep apnea.” <

Reference

Memtsoudis S G, Stundner O, Rasul
R, et al. The impact of sleep apnea
on postoperative utilization of
resources and adverse outcomes.
Anesth Analg. 2014;118(2):407-
418. Accompanying editorial,
251-253.
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Patient safety

Rounding Tool
Continued from page 1

pon Research Institute, where 9
orthopedic fellows a year develop
their surgical skills.

Though perioperative services
just began using the VVMC-spe-
cific MyRounding in November
2013, the hospital has been work-
ing with Safer Healthcare (http://
www.saferhealthcare.com/) since
the beginning of 2012 as a test site
for developing the tool for use in
their high reliability training.

Safer Healthcare (Littleton, Col-
orado) is a training, consulting,
and healthcare products firm that
focuses on establishing a patient
safety culture through creating
high reliability healthcare organi-
zations. “Rounding to influence”
is 1 element of an evidence-based
bundle of leadership methods
used in highly reliable organiza-
tions.

Structured and consistent
rounding also has been found to
increase patient satisfaction and
improve HCAHPS (Hospital Con-
sumer Assessment of Healthcare
Providers and Systems) scores.
MyRounding uses HCAHPS best
practices and patient-centered
scripts.

Everyone on the VVMC periop-
erative leadership team has their
own iPad with the MyRounding
software, including Steiert, the
perioperative educator, periop-
erative nurse liaisons, specialty
team leaders, and charge nurses
in the OR, preoperative area, and
postanesthesia care unit.

Leadership rounding
questions

For her leadership rounding,
Steiert has a set of questions in the
iPad for the surgeons and a set for
the staff, with icons for each (side-
bar above).

19 =
6 o
==
== ROUNDS
Qe 24
STAFF

i

pasT 30 oAvs

Fol Bl AR TN

INTERVIEWS MINUTES
PHYSICIANS PATIENTS

Source: MyRounding Solutions, Littleton, Colorado.

“We created a series of ques-
tions for surgeons and staff, asking
them about their perceptions of
what we can do to improve their
work environment and the qual-
ity of patient care,” says Steiert. “I
touch the staff icon and the ques-
tions appear.” (See sidebar, p 8.)

Questions for staff

¢ On a scale of 1 to 5 overall [1 is
low, 5 is high], how are things
working in this department?

¢ Is there anything you can think
of specifically that is working
well in this unit or department?

¢ Is there anything you can think
of that is not working well in
this unit or department?

“I can record their voices when
they give me their answers, or I
can put the data into the iPad as
we are talking,” says Steiert. “I
also can take photographs, so if I
am on a unit and I see something
that my staff doesn’t like, I can
take a picture of it, and that can be
stored data as my justification for
my rationale to make a change.”
(See sidebar, p 9.)

Questions for surgeons

For the surgeons’ questions,
Steiert touches the surgeon icon
and a script and questions ap-
pear, and then she records the
surgeons’ answers.

The script begins with: “Dr X,
would you mind spending a mo-
ment with me to talk about pa-
tient safety and quality improve-
ment in the OR? We are trying
to be proactive and address any
concerns and capture any ideas
that you may have that can help
us improve our patient care.”
® On a scale of 1 to 5, how would

you rate the quality of nursing

in the OR?

¢ Are there any concerns or ideas
that you would like to share
about patient safety here in our

OR? Yes or No.
¢ Are there any quality improve-

ment projects that you think

would be beneficial to our de-
partment? Yes or No.

® On a scale of 1 to 5, how satis-
fied are you overall here in our

Continued on page 8
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Patient safety

Continued from page 6

department?
¢ Is there anything I can do per-
sonally to help you make your
practice in our OR more effec-
tive? Yes or No.
¢ Is there anyone who you would
like to recognize for going
above and beyond the norm?
At the end of the interview,
Steiert presses a button to save
and start a new interview.
“It works quickly,” says Steiert.
“About 5 minutes of their time is
all Ineed.”

Nurse liaison rounding
questions

After a nursing liaison position
was added in November 2013, a
series of questions were created
for the nurse liaisons to ask pa-
tients and their families. Two
nurses share the position.

Questions for patients

* Do you understand your plan of
care and what to expect from ad-
mission to discharge? Yes or No.

¢ s there any additional informa-

tion that you would like, or do
you have any questions? Yes or

No.

Do you feel that all members of

your care team understand and

agree on your plan of care? Yes
or No.

¢ Do you feel like you had a voice
in your plan of care with all
members of your care team?
Yes or No.

* Do you feel like we have kept
your family members up to date
and informed about the prog-
ress in your procedure today?
Yes or No.

¢ Is there anything we could have
done better to help you or your
family? Yes or No.

* Do you have any last questions
or concerns?

ROUND: Adult Cardiac Bungery - Oessral Houpital - 02212013
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Source: MyRounding Solutions, Littleton, Colorado.

Questions for the family
Questions the nurse liaison asks
family members begins with
a script: “I just want to check
in with you to see how you are
doing and give you an update.”

The nurse then tells them about
the current status of the patient
and asks the following questions:
¢ Is there anything I can do to

make you more comfortable

while you are waiting? Yes or

No.
¢ [s there any additional informa-

tion you need, or are there any

questions I can answer for you?

Yes or No.
¢ Are you able to follow the prog-

ress of your family member

using our patient board? Yes or

No.

* Would you like me to continue
to check in with you to monitor
the situation? Yes or No.

“I like the last question, espe-
cially,” notes Steiert. “Knowing
the nurse will be there if they
have questions is comforting to

them.”

Trending the issues

With the stored information, the
MyRounding software identifies
trends and issues and compiles
statistics on the data.

“The tool helps us close the
loop on issues because it trends
the issues, which helps us resolve
them,” says Steiert.

For example, 1 of the top trends
identified was that staff and sur-
geons were focused on getting
first-case patients into the OR on
time. A corresponding trend was
that patients were delayed going
into the OR because their H&Ps
weren’t on the chart.

An A3 Lean methodology was
used to determine why the H&Ps
weren’t on the chart and what
needed to be done to have them on
the chart in a more timely fashion.

“We worked with the surgeons’
offices, PAs, fellows, and IT to
discover the obstacles and how to
overcome them,” notes Steiert.

As a result, Steiert says, they
figured out the latest possible
time to stop looking for an H&P,

OR Manager Vol 30, No 3
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Patient safety
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call the surgeon, and get the pa-
tient into the room on time. “One
thing nurses don’t like to do is
call the surgeon, especially for the
first case of the day, saying ‘we
can’t find your H&P,”” she says.

Steiert says they worked back-
ward to accomplish this, asking:
“If we want the patient in the
room by 7:29 am, what needs to
happen before that time?”

It helped create a whole process
for standardizing work, she says.
For example, they are trying to
standardize all the work the night
nurses need to do to have things
ready for the day shift for the first
case of the day and what the eve-
ning shift needs to do to help the
night shift. “It has sparked more
work than we have time to do,
but it is fun and people are get-
ting energized,” says Steiert.

Another example: A hand sur-
geon from the Steadman Clinic
was doing a case during the
Thanksgiving holiday when the
ski slopes opened, and many peo-
ple were coming in with injuries.

There was a particular elevator
missing from 1 of his hand sets.

When Steiert did her rounding
the following Monday, she asked
him how things went over the
weekend because she knew he had
been on call. When she asked him
if he was satisfied with the care his
patients received or if there was
something they could have done
to make it better, he answered:
“Yes, we could only find 1 Klein-
ert-Kuts elevator for this special
procedure.” He said the procedure
was designed by these 2 surgeons
and it goes better when their el-
evators are used.

Steiert went to the surgical pro-
cessing department and asked
how many Kleinert-Kuts elevators
they had and if they were included
in the hand sets or if they were put
up separately in peel packs.

She found they were down to 1
elevator, and it was in a peel pack.
She ordered 5 additional elevators
so 1 could be in every hand set.

She followed up with the hand
surgeon the next day, telling

him she had ordered 5 more that
would be in all of the hand sets
the following week.

Effectiveness of tool

Steiert says in the next 3 months
they should have a lot more data
and will be able compare surgeon,
staff, and patient satisfaction be-
fore and after they began round-
ing with the tool.

Perioperative leadership sur-
veyed staff and surgeons before
they started rounding about their
level of satisfaction with the way
things were going in the depart-
ment. In a few months, they will
do a post-survey to see if there is
a difference.

Already, Steiert says, com-
ments from surgeons, the execu-
tive team, and staff indicate they
have noticed an improvement in
patient care and customer service.
Instrumentation and equipment is
ready sooner, and patient satisfac-
tion scores have improved across
the organization. <

—/Judith M. Mathias, MA, RN

Resources

Centers for Medicare & Medicaid
Services. HCAHPS: Patients’
perspectives of care survey.

http:/ /www.cms.gov/Medicare/
Quality-Initiatives-Patient-As-
sessment-Instruments/Hospital-
QualityInits/HospitalHCAHPS.
html

Institute for Healthcare Improve-
ment. Rounding to influence:
Leadership method helps execu-
tives answer the “hows” in pa-
tient safety initiatives. 2011.

http:/ /www.ihi.org/knowledge/
Pages/Publications/Rounding-
toInfluence.aspx

Marshall D. Leadership rounding
on the front lines. Safer Health-
care. 2013.

http:/ /myrounding.com/images/
files/Best_Practice_-_Leader-
ship_Rounding_-_2-19-2013.pdf
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Handoffs

Continued from page 1

Improving Transitions of Care:
Handoff Communications. The
tool is based on the acronym
SHARE: Standardize critical con-
tent, Hardwire within your sys-
tem, Allow opportunity to ask
questions, Reinforce quality and
measurement, and Educate and
coach.

Many hospitals are using these
principles when they address how
to conduct a handoff, which seems
to be a simple task. But like a
young person in whom a surgeon
unexpectedly finds cancer, appear-
ances can be deceiving. Handoffs
aren’t simple. An effective handoff
requires commitment, coordina-
tion, and yes, a bit of passion.

The value of handoffs

OR leaders, clinicians, and other
administrators intuitively know
that accurate handoffs help pre-
vent errors that can harm pa-
tients. But handoffs can also im-
prove outcomes. A study of 1,507
neonates, infants, children, and
adults published in the Joint Com-
mission Journal on Quality and
Patient Safety found that using a
structured handoff when trans-
ferring patients from the cardio-
vascular OR to the cardiac ICU
significantly reduced the number
of unplanned extubations and the
amount of time patients were on
the ventilator.

“The handoff protocol defi-
nitely contributed to those re-
sults,” says Mark Twite, MD,
BCh, MB, an anesthesiologist at
The Heart Institute of Children’s
Hospital Colorado in Aurora and
1 of the study’s authors. Having
an awareness and a structure to
the handoff “shows we think it’s
a really important part of patient
care,” he says. For example, when
the anesthesiologist tells the nurse
and the respiratory therapist

where the endotracheal tube is
taped, both clinicians will know
to speak up if they note even a
small difference in placement.

Dr Twite attributes the reduc-
tion in ventilator time to setting
expectations. “That helps the ICU
team decide on who to fast-track
for extubation, and the anesthesi-
ologist, surgeon, and nurse are all
on board with the plan. Everyone
is hearing the same message.”

Assemble the right team
Like professional coaches, OR
leaders must strive to build the
best team possible to attain suc-
cess. “It’s hard to get everyone
to come to the table,” Olieman
acknowledges.

At Health Central Hospital, a
community hospital that has 8
ORs and performs nearly 5,000
procedures a year, she and Rob-
inson surmounted that challenge
by drafting champions from each
area affected by handoffs to be on
the team. The chief of anesthesia
and a certified registered nurse
assistant known for his strong pa-
tient advocacy, along with repre-
sentatives from the PACU and the
OR, comprised the team. These
leaders were able to help “bring
reluctant ones into the fold,” says
Olieman. The interdisciplinary
team also managed to break down
silos, getting staff from various
departments to talk more about
issues beyond handoffs.

Ina Cherepaha-Kantorovich,
MN, RN (EC), advanced practice
clinical educator for the preadmis-
sion, PACU, endoscopy, and cys-
toscopy units at Toronto General
Hospital in Ontario, Canada, sug-
gests asking for volunteers to fill
staff spots on the team. The work-
ing group for handoffs facilitated
by Cherepaha-Kantorovich and
Maria Masella, MN, RN, educator
in the OR, included 4 staff nurses
from the OR and 4 from PACU.

“You also have to have orga-

nized meetings and follow-up
during implementation so the pro-
cess doesn’t fall apart,” she adds.
“Include staff all the way.” Chere-
paha-Kantorovich and Amanda
Zakrzewski, a PACU staff nurse,
spearheaded the process.

Think outside the box; a non-
clinical person can be a great fa-
cilitator, says Mary Grzybinski,
BSN, RN, administrative clini-
cal advisor for PACU at Beth Is-
rael Deaconess Medical Center
(BIDMC) in Boston. A staff mem-
ber from the business transfor-
mational office who is embedded
in the perioperative area helped
the 10-member multidisciplinary
BIDMC team establish an effec-
tive handoff procedure.

“We are focused on clinical,
so we don’t always see how to
attack a problem from a bigger
picture,” Grzybinski says. The
business staff member “helped us
see the business end and keep us
focused.”

Analyze the process

Many OR leaders use Lean tools
to analyze the handoff process.
A value stream analysis showed
the team at Health Central Hos-
pital deficiencies in the current
process, Robinson says. The team
at BIDMC also performed a value
stream analysis and identified
several categories of changes that
could be made.

“The value stream map helped
us know how everyone perceived
handoffs so we were on the same
page,” Grzybinski says. Team
members learned what others
needed from them.

“PACU nurses sometimes only
got part of a patient’s information
because the provider didn’t real-
ize that the whole picture made a
difference in the case,” she says.
“Then we did an impact difficulty
analysis grid that helped us ana-
lyze the difficulty of fixing each
problem and the impact fixing
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Handoffs Team Affinity Diagram

Communication Prior to
Transport (Transition)

Disposition of Pt

*AUDIT>>>Members *AUDIT>>>Receiving » Communication -« This decision
should include nurse notifies RT if pt. w/entire should be done as Handoff
accepting nurse, NP, needs a ventilator procedure room  early as possible anao
PA , or resident, fellow team. (Timingis ¢ Someone must * Have someone
or RT, if needed ; a factor) OWN ~ Miniscripts from Surgery
+ AUDIT>>>Standardize communicating present for
*MINISCRIPT>>>Formal list of criteria for PACU « Difficult to the decision to the handoff
notification to receiving  resident notification determine until Admissions
team members the last minute Facilitator
» AUDIT>>>Transport to - - Standardize the
*AUDIT>>>Verify destination with . . handoff content &
presence of RT appropriate monitors Communication personnel
Interoperative
Post-Transport OR to Receiving Key
Communication - . ] Red = problems
* Get notified dl\ﬁakﬁ ;S L OR Green = Opportunities for
« Anesthesia and  ° If the sequence of these 3 o e itz etau ”a Improvement
receiving nurse  Steps (1. Anesthesia ensures el DAl ?:g:ﬁ/if]a 3nit NP = nurse practitioner
close loop on pt.’s vital sign are stable, 2. 9 . Miniscripts | PA = physician assistant
stability of p.t Anesthesia prints report & 3. * Develop a RT = respiratory therapist
b i Anesthesia resident gi reparat * Standardize
efore printing ia resident gives preparatory Hes
report handoff to receiving nursing) is | report that is when notification
not followed there could be relevant to pt ocecurs
adverse outcomes disposition -

The affinity diagram shows communication problems and opportunities in each of 4 key handoff areas. Clinicians can use
miniscripts to ensure they provide needed information.
Source: Beth Israel Deaconess Medical Center, Boston. Used with permission.

that it better reflected contribu-
tions from the OR nurses.

that problem would have on im-
provement in handoffs. Commu-
nication had the highest difficulty
and the highest impact, so we de-
cided to tackle that.”

The team created an affinity
diagram that examined 4 areas:
communication before trans-
port, post-transport communica-
tion, disposition of the patient,
and communication interopera-
tively to the unit that will receive
the patient after surgery (sidebar
above). Strategies were identified
to address each area.

Robinson says a factor that’s
easily missed in an analysis is
whether people are focused on the
handoff or on the task. When ob-
serving handoffs from the OR to
the PACU, she was struck by the
fact that participants were doing
many tasks while trying to receive
important patient information.

“When you are performing

tasks and receiving information
simultaneously, you don’t retain
what you are being told,” she
says. That led to the creation of a
“no fly” zone—report is not given
until basic tasks, such as connect-
ing the patient to the monitor and
oxygen, are completed, so the
PACU nurse can give the other
clinicians his or her full attention.

Another vital part of the analy-
sis is examining attitudes. “The
biggest challenge for making the
change wasn’t the surgeons, it
was the OR nurses,” Cherepaha-
Kantorovich says.

In fact, OR nurses didn’t like
the initial tool, saying it didn’t re-
flect what they did. A survey re-
vealed OR nurses felt “devalued”
because the PACU staff weren't
paying attention to what the OR
nurses were saying. The PACU
nurses revamped their approach,
and the process was revised so

Put the process in place
Protocols, especially those in-
corporating checklists, are a fre-
quent—and effective—solution to
handoff challenges. For instance,
a 2013 study in Pediatric Anesthe-
sia found that a checklist dramati-
cally improved the quality and
reliability of the handoff.

Olieman recommends allowing
protocols to develop organically.
“We kept the flow of informa-
tion during the handoff loose at
first so that it could be developed,
and then we standardized so it in-
cluded what each person needed
to know,” Olieman says.

Ultimately, the team devel-
oped a paper tool (sidebar, p 12).
Olieman says the paper format is

Continued on page 12

March 2014 OR Manager Vol 30, No 3

11



Continued from page 11

key to the tool’s success: “When
a nurse gets a patient, she needs
to know information really fast
without flipping through a dozen
computer screens.” The tool,
which isn’t part of the permanent
patient record, provides that.

“Although some people might
think it’s double documenting
(because some of the informa-
tion on the tool has to be entered
into the computer), it’s not,” Olie-
man notes. “It’s not hard and it’s
not complicated. It’s like a work-
sheet.”

The tool has expanded so that it
starts in the preoperative area and
travels with the patient through
the OR, the PACU, and onto the
nursing unit.

“It’s color coded, so each unit
has ownership for their section,”
says Robinson, who adds, “It’s
not just a piece of paper; it’s a
process by how we can make the
patient’s trajectory through the
system safe and meet regulatory
agency requirements.”

BIDMC’s guidelines “spell out
what happens from step to step,
whether the patient is going to the
PACU or the ICU,” says Grzybin-
ski, adding that scripts help every-
one remember what needs to be in-
cluded (sidebar, p 13). “Otherwise,
people tend to tell what they think
is important, which might not be
what’s important to the other per-
son,” she says, citing situations in
which the anesthesiologist fails to
mention the patient doesn’t speak
English or can’t hear at all without
his hearing aids.

“We try to broaden the hori-
zons of all providers,” Grzybin-
ski says. “It’s not just what one
provider needs; it's what we all
need to take excellent care of the
patient.” Laminated cards of the
scripts are available.

The structured handoff used at
Children’s Hospital Colorado out-

Handoff Communication Guidelines

PERIOPERATIVE PEARLS

Patient name:

Age: Allergies:

Procedure performed

Seizures

allen) O jack knife o Other

Primary language spoken: 0 English o other:
Past medical history: o Diabetes 0 HTN o COPD o Asthma o OSA o Renal Disease O

o Cardiac o CAD o PVD o CVA o Liver Disease cETOH

o Smoking (ppd___ ) o Arthritis t MRSA o VRE o TB o C Diff o Deaf o HOH o Blind
Position during surgery: o supine o prone Dlithotomy (type of stirrups: 0 candy cane O

Precautions: o falls o Seizure o Aspiration o0 Decubitus o Isolation: o Contact o Droplet
Personal Items: oDentures 0 Glasses 0 Hearing Aids o Prosthesis :( )
Pain management: o PCA pump o Epidural o On-Q pump o Other:

Adverse events intraoperative:

Extremities: o0 Ted hose o SCD’s o Pulses

Equipment needs: o CPM o Ventilator o Wound Vac o NGT o Cell saver
Elimination: o Foley o Suprapubic tube o I&O o Straight cath

Drains: o JP o Hemovac: location

Dressings: Location
Antibiotic: 0 Yes: Time last dose
Vital Signs: Temp: HR

Assessment: 0 Skin o Incision o Packing o Musculoskeletal o Neuro

o0 Penrose 0 Blake tube

o Chest tubes: 0 Rt o Lt o Urology stents: o Rt o Lt o G tube
Number __ Drainage: o Yes: Type
o No

o No

RR

Relationships: Family location:

Contact phone #:

Radiology: o CXR o Other

0 ABG o Critical values:

Blood products:

Labs due: 1 H&H o BMP o CBC o PT/PTT o T&C o Accuchek o Blood sugar

Lines: o0 Central o Arterial o Peripheral: location:
o Swan-Ganz o CVP o PICC line o Port: location:

Spiritual needs:

Special devices: 0 Pacemaker oAICD o Insulin pump o Other
Special needs: o DVT protocol o Specialty bed:

Special communication needs: o Sign language interpreter o Interpreter
Surgical Unit: o SCU o OSU o CVICU o PCU o IMCU o MSU o TMU

This worksheet, which facilitates handoffs, is not part of the medical record.
Source: Health Central Hospital, Ocoee, Florida. Used with permission.

lines the order of report. After the
patient is on the ICU monitor and
the vital signs have been checked,
the OR nurse and ICU nurse both
verify the patient’s identification.
The cardiac surgeon or fellow
gives report, followed by the an-
esthesiologist or anesthesia fellow
and the OR nurse.

Dr Twite says the team in the
cardiovascular ICU then does a
“wrap up, going through the plan
for the patient—hemodynamic
goals, where we are going with
extubation, the plan for seda-
tion—and at the end they cover
any questions or concerns. Then

the ICU assumes official care of
the patient.”

Whatever the process, Chere-
paha-Kantorovich emphasizes
that consistency is vital even if
that means standing firm. “If
a surgeon or OR nurse didn’t
come, the PACU nurse didn’t ac-
cept the patient,” she says. “You
need the consistency so that
people understand it is serious;
it’s important for the patient’s
safety.” She and the OR nurse
educator made sure they were
available to staff to facilitate im-
plementation, and now the pro-
cess is standard practice.
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Care coordination

Sample narrative script

This is an example of the narrative scripts used at Beth Israel Deacon-
ess Medical Center, Boston, to remind providers what information to
provide. Among the other scripts are 1 for the anesthesia provider to
the RN circulator and 1 for the anesthesia provider to the RN receiv-

ing the patient after surgery.

Narrative script: RN circulator to receiving unit
Sender (RN Circulator) Hi, We are finished in room , Dr

patient
she will need the following:

,who had a

procedure. He/

* Ventilator or specific respiratory set up (eg, t-piece)

* Drips and patients weight
¢ Invasive monitoring set up
¢ Precaution status

* Epidural

Receiver (Receiving RN) Thank you OR I need clarification of the fol-

lowing...

Sender (RN Circulator) Can we have a slot/room?
Receiver (Receiving RN) Thanks for the information. You can go

into slot/room

OR we will call you back with a slot/room.

Source: Beth Israel Deaconess Medical Center, Boston. Used with permission.

The time factor

Rapid throughput is essential for
a successful OR, so staff and lead-
ers worry about the time spent
on handoffs. Fortunately, this
fear is often unfounded. “There
was some reluctance [among] OR
nurses to participate,” says Robin-
son. “They were eager to get back
to the OR to start the next case.”
By eliminating the inefficiencies
discovered through the value
stream analysis, however, nurses
easily found the time they needed.

“Taking time up front can save
time later on,” Cherepaha-Kan-
torovich adds. The handoff takes
about 5 minutes and replaces the
multiple calls PACU staff used to
have to make to the OR to obtain
missing information.

And, of course, time isn’t
standing still in the OR while
the nurse is in the PACU or ICU.
“While we are doing the handoff,
our team is doing the room turn-
over,” says Dr Twite. He says the
entire team agrees that any delay
“is a small price to pay for accu-

rate handover of patient informa-
tion. An accurate handover is part
of excellent patient care and excel-
lent outcomes.”

Follow up
To ensure the handoff process
meets the team’s needs, it’s help-
ful to survey clinicians at key in-
tervals. Robinson used a Likert
scale to assess satisfaction among
OR and PACU nurses before
and after implementation. After
implementation, satisfaction in-
creased in both areas, with a par-
ticularly dramatic increase among
OR nurses. “[The handoff process]
helped them put aside the task
part of the job and remind them
why they became perioperative
nurses,” Olieman says in account-
ing for the increase.
Cherepaha-Kantorovich sur-
veyed staff before and after im-
plementation and 1 year later.
“The final evaluation was very
positive,” she says, adding that
the new process has now been in
place for 18 months. Most sur-

geons and PACU, OR, and anes-
thesia staff believed the handoff
tool had improved communica-
tion and helped to convey accu-
rate patient information to the
PACU staff.

A commitment

to patient safety

“Anytime there is a change, it’s
hard,” Robinson says. “But this
[handoff tool] has become hard-
wired into the process.” Olieman
says the tool is part of orientation
and that the perioperative nursing
council has taken ownership of it.
Perhaps the most exciting pay-
off for the team at Health Central
Hospital was that in 2012 they re-
ceived an award from the Florida
Hospital Association.

So what advice does Olieman
have for other OR nurse leaders
planning to work on handoffs?
“Don’t be afraid to take on the
big, scary project. It was over-
whelming, but we did it.” <

—Cuynthia Saver, MS, RN

Cynthia Saver, a freelance writer, is
president, CLS Development, Inc,
Columbia, Maryland.
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Tracking tool streamlines scheduling, enhances
communication with surgeons' offices

acred Heart Medical Center
s RiverBend in Springfield, Or-

egon, began OR optimization
efforts soon after moving to a new
facility in August 2008. Because
of the US economic downturn
around that same time, the hos-
pital launched several initiatives
to make the most of available re-
sources, including a Lean process
to improve turnover times.

But an underlying problem
was holding back progress on
turnover time and other improve-
ment fronts: Scheduling between
surgeons’ offices and the OR staff
wasn’t standardized, often lead-
ing to missing information, errors,
and delays.

“The schedule is your roadmap
for the day. We did other initia-
tives, but because we recognized
the importance of an accurate
schedule, we were always prep-
ping in the background, looking
at options to address schedul-
ing,” says Barbara A. Faust, MN,
RN, CNOR, director of quality,
safety, and standards for surgical
services. Sacred Heart is part of
the PeaceHealth system, which
operates 9 hospitals in Alaska,
Washington, and Oregon and has
a strong commitment to patient
quality and safety.

Surgeons’ offices were sched-
uling via phone or fax, using a
variety of different forms. Prob-
lems with this process included
incorrect transcription of patients’
names and procedures because of
not hearing correctly or difficulty
in reading handwriting, missing
information because of lack of a
standardized form, and missing
documentation, such as orders,
for the day of surgery because of
unreliable fax transmission. Cases
were sometimes delayed while
nurses hunted for information.

4

Use of this tool
eliminates any
finger-pointing.

4/

“There was a lot of finger-
pointing. It was difficult to track
the source of problems because
there was no trail,” Faust says.

With the go-ahead from the
executive leadership but with a
limited budget, work on the tool
began in November 2011.

A full-time job

Sacred Heart has 25 ORs and 4
procedure rooms where 18,000
procedures per year are per-
formed. Early on, it became clear
that overhauling the scheduling
system would require a full-time
staff person’s efforts. Because re-
sources wouldn’t allow for a dedi-
cated IT team, this individual had
to be multitalented, Faust says.

“This person needed to be
computer-savvy and work well
with people. We were going to
be asking the offices to do their
work differently, so we had to
sell this project. This individual
had to have the time to make im-
provements and do the communi-
cation.”

As it turned out, that person
was already on staff. Julie Wom-
ack had been a staffing coordina-
tor for surgical services, with a
track record of facilitating sched-
uling there. As the newly ap-
pointed surgical data and busi-
ness analyst, Womack began in-
vestigating software options for

electronic transmission of infor-
mation between the offices and
the OR.

Tweaking the system
Womack aimed to find a system
that would allow access by mul-
tiple users in both the office and
the OR at the same time. A couple
of ideas didn’t pan out. Import-
ing the OR’s own scheduling soft-
ware, PICIS, into the surgeons’ of-
fices turned out to be technically
unfeasible. A secure email system
was considered, but what they
really needed was a system simi-
lar to Microsoft’s Sharepoint that
would allow multiple users access
to the same database.

Because of the tight budget
and lack of a dedicated IT project
team, Womack turned to a home-
grown software tool already in
use as an “issue tracker” that al-
lowed multiple users access to ad-
dress particular problems.

“We researched what we could
do with our capabilities and virtu-
ally no money,” Faust notes.

The issue tracker was renamed
“Data Exchange Scheduling
Tool,” and a PeaceHealth busi-
ness analyst showed Womack the
different features of the applica-
tion. Then she began configur-
ing it to address the unique re-
quirements of scheduling. Within
the tool, she designed electronic
forms for each surgical specialty.
All the forms contain the same
required fields, including the pa-
tient’s name, birthdate, preopera-
tive diagnosis, name of procedure,
CPT and ICD-9 codes, primary
language, and phone number, all
in the same order.

Under the previous system,
faxes arrived with the informa-
tion listed in random order. Hav-
ing the information listed uni-
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formly makes it much easier for
the OR schedulers to type or copy
and paste it into PICIS. “The form
flows exactly the same way every
time,” Womack notes. (Unfortu-
nately, they weren’t able to get
the tool to automatically popu-
late into PICIS and data must be
entered manually, but at least
now all the information is being
received electronically and in a
standardized way.)

Next, Womack created custom-
ized drop-down lists of instru-
mentation for each surgical spe-
cialty, with each list containing all
the equipment available on-site.
If a procedure requires special in-
strumentation, that order is typed
into a separate box.

In order to comply with HIPAA
(Health Insurance Portability and
Accountability Act) regulations,
a part of the tool called an “issue
set” allows it to be sliced so that
the OR schedulers can see the in-
coming forms from all surgeons’
offices, but each office only sees
the forms for their own patients.

Another feature, called a “diary
note,” allows the office schedulers
to send a message signaling any
special requests or changes, such
as the date of surgery. The OR
schedulers then respond and con-
firm the request or change.

Documents such as consent
forms and order sets are attached
to the tool either directly from the
office’s electronic health record or
by scanning the paper forms.

Womack set up checklists of
all the necessary forms so that OR
schedulers can easily see which
documents are attached and
which are missing. That way, they
have time to locate missing forms
prior to the day of surgery.

“If you can’t see the orders,
H&P, and consent in the data
exchange, we don’t have them.
They’re not sitting on a fax ma-
chine,” Faust notes.

A key feature, Faust points out,

is that the tool eliminates finger-
pointing. “Everyone who touches
the data leaves a time trail. If a
case is scheduled incorrectly, we
can go back and see which side
the error came from.”

Taking it to the offices
Once the pilot tool was devel-
oped, secure connectivity had
to be established to exchange in-
formation between the OR and
surgeons’ offices. The practices
affiliated with PeaceHealth were
already connected to the secure
server, but the outside offices
needed to be brought in. Forms
had to be filled out to obtain the
appropriate licenses, for which
there was a small fee.

Faust and Womack began roll-
ing out the tool in February 2012,
beginning with a PeaceHealth-af-
filiated bariatric surgery practice,
followed shortly by an orthopedic
surgeon’s office that was also part
of the PeaceHealth system.

After visiting each office and
giving an initial presentation on
the tool, Womack trained the
scheduling staff of each office one
by one, making sure the software
was properly set up and taking
the schedulers through prac-
tice cases. “I would stay there as
long as they needed me, and I'd
come back as many times as they
needed. We really wanted this
system to work, and we really
wanted to partner with them,”
Womack explains. “The tool
turned out to be very intuitive
and easy to use, and many offices
did not need extra assistance,”
Faust adds.

Once the offices were fully
functioning with the new sched-
uling tool, Faust and Womack
invited office schedulers and of-
fice managers into the OR to see
the patient pathway on the day of
surgery. They met their schedul-
ing counterparts on the OR side as
well as the charge nurses for the

specialty of each of their practices.
Included in this tour was a stop in
sterile processing, along with the
implant and loaner room. “This
really opened their eyes to the
reason we need specific informa-
tion in a timely manner in order
to prepare for the patient and sur-
geon,” says Womack.

“We gave the schedulers a
chance to meet our schedulers,
and then the office managers
could meet the surgery directors
and really build those relation-
ships,” Faust says.

Evolving every day

Since bringing the last of the prac-
tices on board in November 2012,
Faust and Womack have received
very positive feedback on the tool
from users on both ends, as well
as suggestions for further tweaks.
“We interview all the office staff
during the tour. It was surprising
to us that even the most reluctant
adopters were very positive about
the new tool; they said, ‘this is one
of the best things that has been
done to improve communication
between the office and surgery.””

PeaceHealth facilities in Ore-
gon, Alaska, and Washington are
in various stages of developing a
similar system.

Other parts of the hospital
have also begun using the tool.
The financial services depart-
ment now obtains CPT and ICD-9
codes from it, whereas before
they often struggled to get that
information from the offices. This
has helped reduce the number of
cancellations of surgery caused
by lack of preauthorization and
has improved communication be-
tween patient financial services
and surgeons’ offices, Womack
says.

Internally, the utilization re-
view team is also using the tool
to make sure offices are entering

Continued on page 16

March 2014

OR Manager Vol 30, No 3

15




Performance improvement

Continued from page 15

the correct admission status for
patients in order to be reimbursed
for the surgery.

lining their OR practice. They
will present “Improving Patient
Safety and OR Efficiency Through
Scheduling and Communication”
during the 27th OR Manager An-

nual Conference, September 17-
19, in Long Beach, California. «*

Miriam E. Tucker is a medical jour-
nalist in Bethesda, Maryland.

“We didn’t know we’d be Ve 2 Y
using it beyond scheduling, but BURNING QUESTIONS

h li i 1 h ‘ G
then rea ized it could do so muc Have you read anything lately in OR Manager that made you
more,” Womack explains. Faust ) A > .

hungry for more information? Is there a topic you wish we

adds, “The tool is honestly evolv- .
ing every day. It has taken on a would cover? If so, we’d like to hear from you!

life of its own.”

Faust advises other OR teams
interested in developing such a
tool to research what they have
on-site because many hospitals al-
ready have an issue tracking sys-
tem or other platform that can be
similarly reconfigured. “You may
have something within your sys-
tem that you can use at a lower
cost, instead of looking outside,”
she notes.

Faust and Womack are work-
ing to collect data on how well the
system has performed in stream- \_

Recent inquiries

* Who serves as first assistants when residents or physician
assistants aren’t available?

* How do you fill this gap without adding significant costs or
new positions?

* How is medical marijuana affecting the anesthesia or surgi-
cal procedure preoperative assessment?

* Can a patient who is using medical marijuana sign the con-
sent form from a legal perspective?

If you have an opinion or a burning question of your own,
please send an e-mail to Elizabeth Wood, ewood@accessintel.
com, and we’ll share your thoughts in our next issue. v
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Performance improveme

Improving instrument readiness cuts case delays,
boosts surgeon satisfaction

urgical case delays have been
Sfound to last an average of

nearly 17 minutes. Not only
do such delays make surgeons
dissatisfied, they also reduce case
volume and related revenues, and
they may lead to additional time
under anesthesia for patients.

The root causes of instrument-
based delays are seldom simple,
and long-lasting culture-based
solutions prove elusive in many
facilities.

Managers in the OR and sterile
processing department (SPD) at
Wesley Medical Center in Wich-
ita, Kansas, had tried unsuccess-
fully over the years to address re-
current instrument issues. In 2011,
following management consultant
Peter Drucker’s mantra that “what
gets measured gets managed,” we
outsourced our sterile processing
to improve instrument readiness
and to measure and benchmark
performance.

As a result, we significantly
improved key performance indi-
cators (KPIs) in this area within
180 days, and over 3 years, we
reduced dirty instruments by 94%,
tray errors by 86%, immediate-use
sterilization by 77%, and unpro-
cessed trays by an average of 94%.

Process improvements
A key resource for our process
improvements was access to a na-
tional database of KPIs related to
instruments, sterile processing,
and OR throughput, maintained
by our SPD outsource vendor, In-
tegrated Medical Systems Interna-
tional, Inc. (IMS). (KPIs are per-
formance measurements designed
to evaluate an organization’s suc-
cess in achieving and maintaining
operational standards or meeting
strategic objectives.)

The first step was to educate

4

OR and SPD
teams share goals
and feedback.

4/

OR and SPD staff about the inter-
dependent relationship between
their departments. The KPIs
would improve only if the 2 teams
worked together to resolve issues.
Instead of casting blame, OR and
SPD staff had to understand how
their actions contributed to or de-
tracted from overall performance.

A survey of our surgeons en-
abled us to identify surgeon hot
points to address aggressively
within the first 180 days. Surgeons
were asked to rank these and
other questions on a 5-point Lik-
ert scale that ranged from “very
dissatisfied” to “very satisfied”:

* Are cases delayed due to instru-
mentation?

* Do surgical instruments func-
tion correctly?

¢ Is sterile processing responsive
to your needs?

Based on the evaluation of on-
site assessments, the following
KPIs were targeted for improve-
ment:
¢ Dirty instruments
* Unprocessed trays
¢ Tray errors
* Immediate-use sterilization

loads
¢ Post-case audits
* OR frictions.

A 5 x 4 foot dry erase board
was installed in the SPD to track
performance. A white board may
sound like a small thing, but it is

essential for keeping staff focused
on ongoing goals. In addition, the
white board created a level of con-
scientiousness around these KPIs
that began to seep into the culture
of our surgical unit. SPD tracked
activity in real time, noted trends
and discussed them with IMS
weekly, and reviewed them with
facility administration monthly.

These metrics serve as a visual
reminder of the initial barriers we
faced, our progress over time, and
any recurrent issues that required a
more intense focus and discussion.

KPIs were tracked in conjunc-
tion with a central sterile process
management program that in-
cluded Lean process implemen-
tation, staff training and certifi-
cation programs, inventory and
equipment management, OR liai-
sons, and regular audits and ad-
justments of all processes. Lean
processes implemented included:
¢ Linearized workflows
¢ Establishment of visual cues
¢ Elimination of non-value-added

activities (excess steps or mate-
rial usage).

Results measured over 6-month
periods for 3 years are shown in
the table, p 18.

A key objective was reducing
the incidence of OR frictions, ie,
factors that may negatively impact
the OR, such as missing instru-
ments, incomplete case carts, in-
struments not functioning prop-
erly, or insufficient instrument
volume. Over the 3-year period,
our success in this area was dra-
matic (figures, pp 18-19). Some
of the variability in the monthly
trends can be attributed to exter-
nal factors such as department
construction, employee turnover,
and equipment maintenance.

Continued on page 18
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DICA R
b L o ding
BEREQRM A DICATOR
B 4l 21 2L i
Jan - Jun | Jul - Dec | Jan - Jun | Jul - Dec | Jan - Jun | Jul - Dec
OR Frictions / Case 13.82% | 9.93% 6.41% 6.37% 3.04% 3.08% 2200 | -84.1%
Dirty Instruments / Case 3.34% 1.35% 0.85% 0.77% 0.45% 0.31% 0.18% | -94.6%
Daily AVG Unprocessed Trays/ | 1g 10 | 93195 | s.60% | 9.33% | 7.19% | s.86% | 1.14% |-04.1%
Daily AVG Processed
::;E"m”“m'sm""m 1.44% | 1.05% | 067% | 061% | 0.28% | 029% | 0.20% |-86.5%
Immediate-Use Sterilization /
. 2.20% 1.62% 1.36% 1.22% 103% | 0.78% | 050% |-77.3%
Total Sterilized Items

[ngnn Satisfaction AVG |

359 | 455 | 454 | a71 | 48 | 485 | 494 |376%]|

Note: Bosed on 257 surgeon surveys, AVG = average; surgeon satisfaction survey scole: 1 = very dissatisfied; 5 = very sotisfied.

Source: Reprinted with permission from Wesley Medical Center, Wichita, Kansas.

OR Frictions™

OR Frictions / Case

Continued from page 17

Lessons learned

All of these improvements were
rewarding, but we learned that
there is no quick fix for instru-
ment readiness, surgeon satisfac-
tion, and other instrument-related
issues. Continuous assessment,
training, communication, and in-
tervention are required.

Top management must support
change but cannot drive it. Even
though this started as a top-down
initiative, we continue to achieve
our success from the bottom up.
Everyone is actively participating:
the OR and SPD technicians who
monitor the boards daily, the su-

C
3

2.5%

15%
10%

irty Instruments/ Case

pervisors who manage the pro-
cess, and the business managers
and directors who champion con-
tinuous improvement and cultural
changes. The C-level executives
look forward to quarterly business
reviews where we can monitor
and evaluate our progress.
“Establishing effective com-
munication between the OR and
SPD was essential,” says Ran-
dall Smith, the IMS clinical op-
erations manager who manages
our SPD. “Everyone wanted the
same final outcome, but at times
there seemed to be a disconnect
between the 2 teams, and it af-
fected processes. Today we have a
system that encourages open com-

EEERE SRR R R RS SR R R

munication, measurement, and as-
sessment, and this has facilitated
root-cause analysis when issues
do occur. We now have shared
goals and objectives between the
OR and SPD, and we have built
a cohesive team that shares feed-
back without blame.”

When instrument-related prob-
lems arise, our managers now
have the tools to identify them
quickly, work toward a collabora-
tive solution, and move forward
without blame or bad feelings.

Through this process, we
learned a great deal about our
surgical unit. For example:

* By accessing IMS’ national da-
tabase, we were able to ascer-
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tain the length of the average
instrument-related case delay.
Using research showing that
OR downtime costs an average
$60 per minute, we projected
the true cost of our delays and
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* Weekly meetings between OR
and SPD representatives allow
us to review the weekly KPIs,
discuss problems, and make ad-
justments. Meetings remind us
that we share the same goals,

and we're less tempted to de-

velop an “us versus them” men-

tality.

* Most instrument issues occur
in orthopedics, so we focused
more intensely on those trays.
“The improvements gained

through this process helped to re-

duce delays to on-time starts and
improved satisfaction among our
surgeons,” says OR staff member

Logan Sorensen, RN. “The whole

team worked together to make

this happen.”

The surgeon satisfaction sur-
veys gave us valuable insight.
“The surgeon satisfaction sur-
veys have been more and more
positive as instrument-related
processes have been improved,”
says Cherise Becker, OR manager
at Wesley. This feedback allows
our executives to monitor our sur-
geons’ attitudes in the context of
national norms and to respond
accordingly.

We adopted a culture of con-
sistent communication and docu-
mentation, leading to a pattern of
measurable success. Bridging the
gap between our OR and the SPD
teams is the key to sustainable
process improvements. <

Kathy Neely,
MSN, MBA,
RN, is chief
nursing officer at
Wesley Medical
Center, Wichita,
Kansas.
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Sterilization & infection

Are you correctly using rigid sterilization
containers for IUSS?

lthough immediate-use
Asteam sterilization (IUSS)

is a safe method to steril-
ize emergently contaminated in-
struments, inappropriate use may
lead to an increased risk for sur-
gical site infection, according to
a study in the American Journal
of Infection Control. This study
stated the only acceptable indica-
tor for use of IUSS based on rec-
ommended practices is intraop-
erative contamination.

AORN states that rigid steril-
ization containers that have been
validated for IUSS and cleared by
the US Food and Drug Admin-
istration (FDA) for this purpose
should be used. Always follow
the written instructions for use
(IFU) issued by the manufacturer
of the instrument and rigid steril-
ization container.

Cleaning/decontamination
The rigid sterilization container
should be cleaned after each use
with the cleaning solution, tools,
water quality, and methods rec-
ommended in the rigid steriliza-
tion container written IFU.

Components that should be
removed for cleaning include the
container lid, the filter protec-
tor/holder/retention plate from
both ends, the disposable filter,
interior baskets, chemical indi-
cators (Cls), disposable labels,
locks, and posts/dividers. Clean-
ing the valve-type closures (re-
usable filters) usually requires
removal and reassembly. Load
the container into the mechani-
cal washer according to the con-
tainer manufacturer’s written
IFU (eg, remove the lid and re-
tention plate) to ensure contact of
the cleaning solution and water
with all surfaces.

If you are manually cleaning

4

Recommended
practices help
protect patients.

44

containers in the OR, use a soft
lint-free cloth and a neutral-pH
detergent. Cleaning solutions
such as quaternary ammonium,
phenolic germicidal detergents,
or alcohol are not recommended,
and the container’s warranty
may be voided if the wrong type
of cleaning solution is used. Do
not use abrasive cleaners, scratch
pads, or metal brushes. Thor-
oughly rinse to remove all deter-
gent.

Inspection

Inspect rigid sterilization con-

tainers after each use. The AORN

Recommended Practice for Pack-

aging states inspections should

ensure the:

* mating surfaces and edges of
container and lid are free of
dents and chips

¢ lid and container fit together
properly and securely

¢ filter retention mechanisms and
fasteners are secure and not dis-
torted or burred

¢ latching mechanisms are func-
tioning as they should

¢ handles are in working order

¢ integrity of the filter media is
not compromised

¢ gaskets are pliable, securely fas-
tened, and without breaks or
cuts

* valves are in working order.
Inspect single-use or reusable

filters and valve systems to en-
sure they are secure and in proper
working order before steriliza-
tion.

Preparation

Packaging

Do not add materials such as mats
or towels to the rigid sterilization
container unless recommended
in the container manufacturer’s
written IFU. For effective steril-
ization, follow the container man-
ufacturer’s written IFU to ensure
the density of materials, weight,
distribution, and lumen limita-
tions are followed.

Do not place cassettes or orga-
nization trays with instruments
inside the rigid sterilization con-
tainer, and do not transfer a set
of instruments provided in their
own cassette/organization tray
to a rigid sterilization container to
avoid torn wrappers unless this
procedure is described in the in-
strument/cassette/organization
tray device manufacturer’s writ-
ten IFU. These changes may not
have been validated by the origi-
nal instrument manufacturer, so
they should not be made unless
the instrument/cassette/organi-
zation tray device manufacturer
provides written information to
do so. It is the ultimate responsi-
bility of the instrument manufac-
turers to provide the IFU for ef-
fective sterilization of their medi-
cal devices.

Instruments should be posi-
tioned into the rigid sterilization
container according to the instru-
ment and container manufactur-
er’s IFU to allow sterilant contact
with all surfaces. Disassemble in-
struments if required, position in-
struments with concave or convex

Continued on page 22
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Sterilization & infection contro

Continued from page 21

surfaces to prevent retention of
water, and use racks or a stringer
to open or unlock instruments.
The total weight of instrument
containment devices, including
the contents, should not exceed
25 1b.

Placement of chemical indicators
According to AAMI ST79 and
AORN’s Selection and Use of
Packaging Systems for Steriliza-
tion, chemical indicators (ClIs)
should be placed in an area of the
rigid sterilization container that
presents a challenge for air re-
moval and sterilant contact. Con-
sult with the manufacturer of the
rigid containers for the appropri-
ate number of Cls and placement.
This information should be pro-
vided in the container manufac-
turer’s written IFU. The AORN
Recommended Practice for Steril-
ization states to use either a Class
5 or Class 6 internal CI. Remem-
ber that Class 6 Cls are cycle-spe-
cific and “should be used only in
the specific cycles for which they
are labeled.” A Class 1 CI should
be placed on the outside of each
rigid container to identify that the
container went through the IUSS
cycle.

Package labeling

Assign a lot number to each IUSS
load, and record that in a load
record system used for each cycle.
Small record cards that attach to
the rigid sterilization container
are available, and some will pro-
vide space for a lot identification
sticker.

Sterilization parameters

The sterilization parameters in
the instrument and rigid steril-
ization container manufacturer’s
written IFU should be used. If

they do not agree, follow the in-
strument manufacturer’s IFU
since it is the manufacturer’s re-
sponsibility to validate the ster-
ilization cycle for their instru-
ments/instrument sets. Do not
use a cycle that is shorter than
the cycle recommended by the
rigid sterilization container
manufacturer. If no IUSS cycle
is listed, contact the instrument
manufacturer to determine if that
cycle can be used. Do not be sur-
prised if the answer is no. With
IUSS there is no dry time, so in-
struments are wet on the inside
and outside after the cycle. This
condensation, with repetitive use
of IUSS, may cause instruments
to rust, which reduces their use
life and increases costs because
they must be replaced.

Do not eliminate the dry time
unless recommended by the in-
strument manufacturer, and do
not shorten the recommended
sterilization time. The same steril-
ization parameters should be used
for IUSS as for terminal steriliza-
tion, except that IUSS has a 0 or
reduced dry time. Some powered
instruments may have a slightly
longer dry time for IUSS to mini-
mize the chance of condensation
inside the powered instruments.
Do not change the sterilization or
dry time recommended for the
IUSS cycle.

After the sterilization cycle, ex-
amine the integrity of filter plates.
Do not use the contents of the con-
tainer if the filters are not intact or
if they are damp, dislodged, or
have holes, tears, or punctures.

Read the physical monitors and
external CI before the container
is transferred to the sterile field
or opened. If either result sug-
gests inadequate steam steriliza-
tion processing, do not use the
contents of the rigid sterilization
container.

Transfer of instruments
to sterile field
The Multi-society Immediate-
Use Steam Sterilization statement
states that “immediate use” is
broadly defined as the shortest
possible time between a sterilized
item’s removal from the sterilizer
and its aseptic transfer to the ster-
ile fields. The sterilized item is:
¢ used during the procedure for
which it was sterilized
e used in a manner that mini-
mizes its exposure to air and
other environmental contami-
nants
¢ not stored for future use
¢ not held from 1 case to another.
Read the internal CI before
the rigid sterilization container is
transferred to the sterile field. If
the CI suggests inadequate steam
sterilization processing, do not
use the contents. This process will
keep you from having, at a mini-
mum, to remove the entire instru-
ment set or any other instruments
that came in contact with the con-
taminated instrument from the
sterile field and change gloves if
any team member touched the
contaminated items.
As soon as the rigid steriliza-
tion container is transferred to
the sterile field, remove the in-
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struments so they are not stored
for future use or held for the next
case. Rigid sterilization containers
cleared by the FDA for IUSS do
not have a claim for sterile storage
because they are wet. In addition,
if the wet instruments are stored,
the instruments are not consid-
ered sterile and may rust, posing
a patient safety problem.

If you are not correctly using
rigid sterilization containers for
IUSS, it’s time to follow the rec-
ommended practices and IFU to
protect your patients. <

—Martha Young, MS, CSPDT
President, Martha L. Young, LLC,
providing SAVVY Sterilization So-
lutions for Healthcare

Woodbury, Minnesota

Martha Young is an independent
consultant with long experience in

Sterilization & infection cont

medical device sterilization and dis-
infection.
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Changes in nurses' pay structure solve staffing
and scheduling problems

any OR directors strug-
gle with designing effec-
tive nurse compensation

systems. The ideal system would
achieve department goals while
maintaining nurse satisfaction.
Unfortunately, a compensation
plan that links these 2 objectives
is often elusive.

In 2012, OR leadership at a
small Pennsylvania hospital devel-
oped a compensation system that
effectively aligns nursing incen-
tives with the operational needs
of surgical services. Although the
new system may increase labor
costs, it has a strong positive ef-
fect on nursing satisfaction, OR
schedule management, and overall
perioperative performance.

Common challenges
Hospital ORs require a flexible
staffing structure to accommodate
schedule fluctuations. Flexibility
is particularly important for ORs
with changing case volumes.

DuBois Regional Medical Cen-
ter (DRMC) is a 200-bed commu-
nity hospital in DuBois, Pennsyl-
vania. Between fiscal years 2012
and 2013, surgical case volume at
the hospital increased approxi-
mately 5%. According to Mary
Beth Reese, RN, CNOR, director
of perioperative services, this ex-
pansion in volume has come with
growing pains.

“We are a small hospital, but
the OR has been getting busier,”
Reese says. “The hospital has been
recruiting more surgeons, and we
are doing more operations. As a
result, we have seen our hours ex-
tending later into the afternoon.”

DRMC staffs 7 general surgery
ORs and 1 urological specialty
suite. Cases begin at 7 am, but a
late crew works from 8:30 am to 5
pm. The late crew provides break

4

Late hours are
spread out
among staff.

4

and lunch coverage for the main
shift and staffs 2 ORs during the
draw-down between 3 and 5 pm.

“Our goal is to get all the
scheduled cases done by 5 pm,
but add-ons, case overruns, and
other issues frequently force the
schedule to run late,” Reese says.
“We were asking staff to stay late
in 2 to 3 rooms every day.”

Like many surgical services di-
rectors, Reese found that overtime
(OT) pay is not a magic bullet.
Some nurses have trouble work-
ing late, regardless of incentives.
But according to Reese, another
factor came into play.

“OR staff on call may end up
working until 8 or 9 at night,”
Reese says. “After 12 or 13 hours
in the OR, that nurse would be
called off for patient safety rea-
sons. But after missing the next
day, the nurse may or may not
have covered the full 40 hours for
the week.”

The net effect is lower compen-
sation with more personal disrup-
tion. “The nurse would end up
short by 4 or 5 hours,” Reese says.
“It was like being penalized for
being on call.”

In addition, OT pay at DRMC
did not always reflect the diffi-
culty or inconvenience of work-
ing additional hours. Because of
idiosyncrasies in the schedule
and compensation system, nurses

sometimes received only regular
pay for challenging call shifts.
Overall, finding nurses to work
late was difficult, and call shift
pay was seen as unfair. Although
pay incentives were in place, they
were not well aligned with the
needs of the surgery department.

The DRMC solution

In 2012, Reese addressed these
scheduling problems by introduc-
ing a pair of key changes to the
OR compensation system.

Guaranteed full-week pay.
First, Reese established guaran-
teed pay for 40 hours per week for
all OR nurses. Nurses receive full
pay, regardless of actual worked
hours.

Here is an example of how it
works: Say several add-on cases
require an OR to stay open past
the schedule. Reese asks 2 nurses
to stay late to accommodate the
additional procedures. Those
nurses work an additional 4 hours
and receive premium pay for this
overtime. For safety reasons, the
nurses are asked to stay home
the next day, missing out on 8
hours. The pay period total for
each nurse is 36 hours, so under
the salary guarantee each nurse
receives 4 hours of “non-produc-
tive pay time.” Bottom line: The
nurses are rewarded for their OT
hours and not penalized for the
resulting schedule fluctuations.

“The salary guarantee ends up
being an effective incentive for
nurses to stay late and finish up
the schedule,” Reese says. “If a
room runs over, nurses are NOw
very willing to stay.”

New OT structure. Currently,
many hospital ORs use an “8 and
80” OT system—nurses earn pre-
mium pay after 8 hours on any
shift and after 80 hours during
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OR nurse compensation at DuBois Regional Medical Center

Feature Details

Salary guarantee

OR nurses guaranteed pay for 40 hours/
week, regardless of actual worked hours

Advantages

> Staff who work late (and miss the next
day) are not penalized

> Incentives are aligned with OR needs

Overtime pay

any 2-week period. DRMC uses
a 40-hour system, with OT pay
after 40 worked hours in any
week (sidebar). This arrange-
ment provides staff with greater
opportunity for premium pay,
but recognizing that the system
is not perfect, DRMC sought to
make some changes. Previously,
pay weeks began and ended at 7
am on Saturday. Because any call
hours staffed over the weekend
fell at the beginning of the pay pe-
riod, weekend call work was com-
pensated at the regular pay rate.

In 2012, Reese changed the
new pay period start from Satur-
day morning to Monday morn-
ing. “Now, nurses typically hit 40
hours at 3:30 pm on Friday, so if
you are on call that weekend, pre-
mium pay kicks in right away,”
she says. “Most nurses can earn
time-and-a-half for any time they
come in Friday evening, Saturday,
or Sunday.”

According to Reese, the new
OT system was a “huge hit” with
staff nurses. “In our hospital,
nurses on call typically work 11
to 16 hours per weekend, often
covering difficult orthopedic and
GI cases,” she says. “The new pay
system is seen as more fair by
nurses. It offers better recognition
and reward for how hard they are
working during these shifts.”

Several benefits
The compensation changes at
DRMC have helped spread late

Nurses receive premium pay for time over
8 hours/day and 40 hours/week, with week
beginning Monday at 7 am

hours more evenly among the
staff. “Previously, it ended up
being the same people who would
stay late,” Reese says. With more
staff members willing to cover
extra hours, there is less risk of
burning out individual nurses.

The new pay system has also
given Reese the latitude to re-
ward the department as a whole
on appropriate occasions. “If
we are having a slow day, I can
let people go home earlier. On
Christmas Eve, for example, the
schedule was done at 1 pm. Pre-
viously, closing up early would
have forced some staff to take
time off with no pay, maybe sup-
plementing it with paid time off.
Now, staff can leave a little early
on these light days and not worry
about being shorted on hours.”

The new system also makes it
easier for Reese to manage the
schedule, particularly in the “gray
area” between 2 pm and 3 pm.
Previously, cases added on at this
time might have been held for a
late room or even pushed back
until 5 pm. “Now, we have a lot
of people who are able to stay and
get the case done right away,” she
says. “Surgeons are happy be-
cause they don’t have to wait to
start the case, and it’s also better
for patient satisfaction.”

Managing the downside

An obstacle to implementing
guaranteed pay in an OR is the
potential for perceived ineq-

> In most cases, weekend call shift
compensated at premium pay

> OT better reflects disruption/difficulty of
weekend call

uity with the rest of the hospi-
tal’s nursing staff. OR directors
should emphasize the unique
scheduling challenges of surgi-
cal services and show how a pay
guarantee can support depart-
ment efficiency, physician rela-
tions, and patient satisfaction. In
addition, directors should make
sure non-OR staff also have ap-
propriate opportunities for OT
and bonus pay.

Higher labor costs are another
obstacle. According to Reese,
OR salary costs at DRMC have
increased approximately 5% to
7%. But she says it is important
to weigh these increases against
other gains—a better ability to
accommodate cases earlier in the
day, higher staff satisfaction, and
better service to surgeons and
patients.

This calculation is particularly
important for small but growing
ORs. “A lot of bigger hospitals
have a 3 to 11 pm shift, but we
don’t have enough volume to put
on an extra shift full time,” Reese
says. The new incentive structure
allows smaller ORs to manage
end-of-day schedule pressures
effectively with only an incre-
mental investment in labor costs.
“The amount of money we are
paying out under these new in-
centives is less than the cost of
hiring 2 or 3 more staff, so for us
it represents a very economical

Continued on page 26
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Continued from page 25

approach to solving our schedule
issues.”

For some ORs, this incen-
tive approach could help reduce
agency costs. DRMC does not
use agency nurses, but Reese’s
compensation system could help
many ORs cut agency utilization.
Using the system to improve pay
fairness could also help reduce
staff turnover. For many organi-
zations, lowering turnover by just
a few percentage points would
more than pay for the additional
salary costs.

Art of management

Balancing the trade-off between
salary costs and performance
outcomes is part of the art of
management. Different surgical
services leaders will come to dif-

ferent conclusions. But for many
organizations, the compensation
system adopted at DRMC repre-
sents a viable strategy for aligning
nurses with the clinical and busi-
ness goals of the OR. <

This column is written by the peri-
operative services experts at Surgical
Directions (www.surgicaldirections.
com) to offer advice on how to grow
revenue, control costs, and increase
department profitability.
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he primary function of an
I ambulatory surgery center
(ASC) is simple and easily
described: to perform surgery for
which patients can be discharged
within 24 hours, to do this ef-
ficiently, safely, and cost effec-
tively, and to collect adequate,
timely payment.

The path to achieving these re-
sults is not so simple.

To be paid for a procedure,
an ASC must submit a claim to
an insurer or to the Centers for
Medicare & Medicaid Services
(CMS) with very specific informa-
tion about the procedure—not in
words, but in codes of letters and
numbers.

Some physicians have made the
effort to learn how to code claim
forms for their specialties and the
various services they provide,
but these physicians are the ex-
ception rather than the rule. Most
ASC employees, like their hospital
counterparts, have too many other
responsibilities and interests to get
involved in coding. Even many

AMDUIaLory
SUTGEr Y enLers

Decisions, decisions: Should you
outsource coding to comply with ICD-10?

4

The new system
will have some
70,000 ASC codes.

4/

billing professionals, who work
with the codes when submitting
claims, often find the vast array of
codes intimidatingly complex.

Later this year, the stakes will
rise when the US healthcare sys-
tem converts to the global code
standard, International Classifi-
cation of Diseases-10 (ICD-10),
and related procedural codes.
The new system will contain an
estimated 155,000 codes, though
“only” about 70,000 will apply to
ASCs.

Many ASC managers are say-
ing, “Perhaps it’s time to call in a
specialist.”

More than a detail
“Not everyone is a coder,” ex-
plains Reacal Martin, herself a
coder. She is 1 of 126,400 members
of the American Academy of Pro-
fessional Coders (AAPC) in Salt
Lake City, which certifies medical
coders, billers, auditors, and prac-
tice managers. Martin was part of
an AAPC team that developed a
test for the ASC coding credential.
“The coding world is not as simple
as the world believes,” she says.
Coding is a team effort, with
each specialty making a contri-
bution. Whenever a patient re-
ceives treatment, the provider
must document the service. A
coder’s job is to translate the in-
formation in the documentation
into codes based on details of
the specific procedure. The codes
also incorporate laboratory tests,
imaging, and information from
the patient’s medical record. The
codes appear on the claim or bill
to back up the charges. “It always
goes back to the documentation,”
Martin notes. “A coder is only
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What codes mean

AMDUIaLory;
SUTYETYENLETS:

If an audit reveals repeated errors in coding of claim forms, an ambulatory surgery center (ASC) faces a
couple of risks; either it is underreporting its services and thus losing money, or it is overreporting them and
subjecting itself to liability for noncompliance, or even fraud.
As US healthcare providers begin the transition to ICD-10 during 2014, there will be more room than ever
for error. To illustrate, an ASC audit by The Coding Network revealed these wrong codes for a hammertoe
repair: use of an obsolete modifier, “SG”; 2 wrong codes; and a missing modifier for the second right toe,

”T6.”

CPT codes for services that an ASC is likely to provide include the following:
¢ Evaluation and management: 99201-99499

Surgery: 10021-69990
Radiology: 70010-79999

Anesthesia: 00100-01999; 99100-99150

Pathology and laboratory: 80047-89398
Medicine: 90281-99099; 99151-99199; 99500-99607

For specific transactions, the codes under ICD-9 have 3 to 5 digits, and they may be alpha or numeric.
If the first digit is a letter, it may be only E or V. The first 3 digits indicate the procedural or diagnosis cat-
egory; the final 2 indicate the anatomic site and severity.

Under ICD-10, codes will be up to 7 digits, with different alphanumeric combinations, and offer more
detailed information about the case. The following example from the American Medical Association shows
how the longer code for a treatment of a broken arm contains more specific detail:

Torus fracture of lower end of radius
Torus fracture of lower end of right radius

S52  Fracture of forearm
S52.5 Fracture of lower end of radius
S52.52
S$52.521
S52.521A

Torus fracture of lower end of right radius, initial encounter for closed fracture

The first 3 characters, S52, indicate the category. The fourth and fifth characters of 52 add clinical detail
and anatomic site. The sixth character, 1, indicates laterality (right radius). The seventh character, A, is an
extension that provides additional information, which means “initial encounter” in this example.

as good as the documentation.”

For that reason, she is gratified
when physicians take an interest
in coding. Martin works with The
Coding Network, a company in
Beverly Hills, California, that pro-
vides outsource coders to ASCs.
Lately, she has been working with
a group of neurosurgeons, 1 of
whom is a very good coder. “I
was excited to hear that 1 physi-
cian felt it was important enough
to take a class directly after medi-
cal school,” she says.

As the AAPC website notes,
a coder’s training starts with an
understanding of anatomy and
medical terminology. Then the
coder must master the provisions
in various insurance plans and
regulations.

The codes themselves are de-
veloped and published by the
American Medical Association
(AMA), in Current Procedural
Terminology, known as the CPT
code book. Various versions sell
online for about $100. CMS and

most insurance companies follow
the CPT codes, but insurers may
add or modify rules or create ex-
ceptions.

Budgets and revenues
There are many factors to con-
sider when deciding whether to
outsource, but the principal one is
typically financial.

If payments are not processed
quickly enough, or if claims are

Continued on page 30
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returned because of faulty codes,
the ASC could lose money.

The goal, Martin says, is to
maximize reimbursement through
rapid, accurate submission of
claims. “The reason outsourcing is
a great option for surgery centers,”
she says, “is that the turnaround
time is wonderful. I have 24 hours
from the procedure report to when
the bill is transmitted.”

However, part of the debate
over whether to outsource is that
for some managers it may appear
to be an added expense. Cross
training the billing staff may seem
more economical than paying oth-
ers to do the coding.

The AAPC estimates the av-
erage monthly salary for a certi-
fied coder is $3,500, as does the
job website Indeed.com. The Cod-
ing Network estimates that taxes
and benefits bring the monthly
average to more than $5,000. In
contrast, The Coding Network
charges a flat $17 per case up to
100 cases per month, and then fees
decline with increasing volume.

Compliance concerns
Deciding whether to outsource
coding is not only about money,
however; it’s also about conve-
nience. Contract coding providers
offer vacation coverage, training,
and auditing services.

More critically, they offer
protection from legal liability
that could arise from failure to
comply with coding and billing
regulations. In the past, health-
care providers have been charged
with criminal offenses in cases of
repeated coding errors. For ex-
ample, choosing the wrong code
could result in upcoding, or

charging for a higher level service
than was performed.

Any decision to bring in out-
side coders should begin with a
thorough assessment of the pres-
ent situation. AAPC and other
professional associations, along
with Internet research, can iden-
tify outside auditors specializing
in ASC procedures.

Choosing an

outsource coder

Regardless of their employment
status, coders are subject to pa-
tient privacy laws. There is no
substitute for independent re-
search before selecting a coder.
An organization with staff based
outside the US may present a risk
of violation of the Health Insur-
ance Portability and Accountabil-
ity Act (HIPAA), so it is important
to ask about location.

Coders should be certified by
AAPC or a similar organization
to ensure that they have regular
training and current knowledge.

Ambulatory
Surgery Centers

Expertise will be more critical
than ever as the industry prepares
to convert from the current ICD-9
codes to ICD-10 beginning Octo-
ber 1.

The new codes will be lon-
ger and more complex, covering
more detailed diagnostic and pro-
cedural information to conform to
World Health Organization stan-
dards. ASC staff will need to be
trained and claim systems will
need to be upgraded (as will those
of insurers) to make the transi-
tion.

—Paula DeJohn
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Periodicals

Cranial reconstruction
technique reduces
complications

Johns Hopkins surgeons have de-
vised a better, safer method to re-
place a bone flap removed from
a patient’s skull to accommodate
brain swelling caused by injury,
infection, tumor, or stroke.

Traditionally, surgeons have
peeled the scalp off the brain and
tucked the bone flap back into
place, putting the patient at risk
for bleeding, seizure, stroke, and
infection.

In the new technique, surgeons
pull back only the top 3 layers of
the 5-layer scalp, and sandwich
the bone in between, which re-
duces infection risk by providing
the bone flap access to blood sup-
ply from the top and bottom.

—http://journals.lww.com/neu-
rosurgery/Abstract/publishahead/
Multidisciplinary_Approach_for_Im-
proved_Outcomes.98129.aspx

Personal attestation
improves checklist
compliance

A surgical checklist format in
which each member of the OR
team provides a personal attes-
tation improves compliance and
may contribute to improvement

in the culture of teamwork in an
OR, a study finds.

A surgeon-led pause resulted
in only 54% completion of all
items on the checklist, compared
with 97% after implementing a
new format in which all OR team
members stopped for the pause,
spoke their full names, and at-
tested to the checklist components
they identified with.

—Porter A ], Narimasu | Y,

Mulroy M F, et al. Jt Comm | Qual

Patient Saf.2014,;40(1):3-9.

Composite measures
better profile bariatric
surgery performance
Composite measures are better
at explaining hospital variation
in serious complications and pre-
dicting future performance with
laparoscopic gastric bypass than
other approaches, a study finds.

Included in the composite mea-
sures were:

* serious complications, reopera-
tions, and readmissions

¢ hospital and surgeon volume

® outcomes with other related
procedures.

The composite measures ex-
plained 89% of variation, compared
with 28% for risk-adjusted compli-
cation rates alone. When ranked on

the composite measures, bottom-
ranked hospitals had 2-fold higher
serious complication rates com-
pared with top-ranked hospitals.
Differences in serious complication
rates between hospitals were much
smaller when ranked by serious
complications and hospital volume.
—Dimick | B, Birkmeyer N ],

Finks | F, et al. JAMA Surgery.
2014;149(1):10-16.

Colon surgery at high-
volume hospitals linked to
better recovery

Patients having colorectal surgery
at high-volume hospitals are sig-
nificantly more likely to return
home than patients at low-volume
hospitals, finds a study.

Researchers from the Michael
E. DeBakey Veterans Affairs Med-
ical Center and Baylor College
of Medicine, Houston, analyzed
280,644 patients in the 2008 Na-
tionwide Inpatient Sample data-
base who had colorectal resections
and survived to discharge.

The odds of discharge to home
vs skilled facilities were signifi-
cantly greater in high-volume
hospitals compared with low-vol-
ume hospitals.

—http:/farchsurg.jamanetwork.
com/article.aspx?articleid=1813805
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