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Results Discussion

Delays in the endoscopy unit procedure room can lead to The first-case on-time start rate increased from 1695/2161 (78.4%) to 531/605 (87.8%) after Studies suggest there I1s a strong relationship with
provider, staff, and patient dissatisfaction, and increased the first intervention (p< 0.00001). It then increased to 1242/1309 (94.9%) after the second timeliness In medicine and patient experience. In an
costs. Starting the first-case on-time can reduce these intervention (p< 0.00001). The frequency of how often a reason was given for a late start iInfusion center study, 20% Improvements In procedure
delays, improve efficiency, and improve provider and Increased from 90/466 (19.3%) to 30/74 (40.5%). It then increased to 53/67 (79.1%) after the start-times translated to an equal patient performance
staff morale, and patient satisfaction. At baseline, our second intervention (hard-stop added on 1/11/2022) (p< 0.00001). review improvement (1). If the first case does not start on
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< > g . time so they can be addressed.
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We collected baseline data from 3/1/2021 to 10/31/2021. Many studies have explored ways to improve first-case
During this time period, our first-cases only started on on-time starts. In Gastroenterology, a study that
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We included data for the 35 employed
Gastroenterologists In our network. We excluded late
starts due to patient, staff, facility, anesthesia, or change
In case order.
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These Interventions resulted in a 21.0% improvement In
first-case on time starts and a 309.8% improvement iIn
the frequency of how often a reason was given for a late
start. Based on a cost-analysis, these interventions led to

40%

30%

0% o range (4). Research In surgical publications has shown
Interventions || 5 that incentivizing physicians with monetary bonuses

R o reduced delays In first procedures from 42% to 12% (5)
(3/1/2021-10/31/2021): 60 A)
1207% 88 o
After Intervention #1
(11/1/2021-1/10/2022):
8. 30/
. After Intervention #2
24/ 5.63% 5.17% (1/11/2022-5/31/2022):
3.7T6% i
Mar-22 Apr-22 May-22

IIIIIII
*error bars represent the pooled standard error* 1 OOA)

Compliance with Intervention (%)

19.30%

20%
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