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MEDICINE & DENTISTRY

AlM Statement: By September 2022, we will increase endoscopy throughput by at least
1 procedure per day to reduce the utilization of on-call/weekend endoscopy

PLANNED INTERVENTIONS

ROOT CAUSE ANALYSIS TOOLS
PROBLEM DEFINITION Plan — Do- Study- Act [PDSA]
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Our quality improvement study attempted to improve throughput of the inpatient Concerns: r\ PDSA Cycle 2: Developing a standardized planned procedure list and mandating
endoscopy suite by 1 additional procedure completed per day, over a period of 12 months  |npatient procedure list not consistently being completed prior to starting endoscopy J the first procedure to be completed is esophagogastroduodenoscopy (EGD)
of study. o e e e e s « Physician handover in the morning can cause significant delays in starting inpatient _
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Figure 1: Baseline Time Study to obtain baseline data for Inpatient Endoscopy Significant 25.00%
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nurse managers was created to investigate throughput concerns. Baseline data was | | Average
collected via direct observation and completion of a time study over a period of 1-2 Figure 4: A Pareto Chart was utilized to identify and present the reported frequency of z .2 A 1 sigma
months (See Figure 1). Subsequently, a process flow diagram was completed (See a concern/defect identified via stakeholder interviews £ 1000 2 sigma
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A combination of root cause analysis tools (ie. Stakeholder interviews, Pareto chart (See &
Figure 3) and Driver Diagram (See Figure 4) were then utilized to identify areas for e 2 oo
improvement. A delay in procedural start time was identified as a strong culprit for £ Average
reduced patient throughput.
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ASSesSent PowerChart Our current data identifies that the most effective intervention included developing a standardized
procedure list and mandating the first case is an EGD, minimizing delay due to inadequate bowel
— preparation. Concordantly, arranging timely patient transfer to the endoscopy suite, thereby
Obtain . . . . . . . .
R | minimizing delays due to patient portering services, was also found to be effective.
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£ - ,_ Figure 5: Driver Diagram was utilized to identify primary and secondary drivers of endoscopy Our average procedural time for completion of an EGD and associated recovery is approximately
5 to Floor throughput delay and develop associated change ideas 25-30 minutes. After multiple interventions/PDSA cycles we obtained a more optimized procedural
suite start time of 08:22 am, on average, which resulted in the completion of an additional
_ _ _ _ _ _ procedure and increased the throughput of our endoscopy unit.
Figure 2: Process Flow Diagram for Inpatient Endoscopy (University Hospital)




