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Project Plan
The Institute for Innovation and Improvement has begun the role out of the Productive Theatre project. Harrogate and District Foundation Trust (HDFT) were unsuccessful in their application to become a pilot site, but have committed to carry out a local project based on the Institutes framework.
The overarching component of our project is to improve the patient journey, and thereby the patient experience. 

Areas for improvement as part of our local Productive Theatre work include managing flows, utilisation and capacity planning. It was agreed that benchmarking work should be undertaken to understand how larger hospitals manage these processes.
· Managing flow – it is felt by our theatre team that organisations with large numbers of operating theatres would have robust processes in place for managing the patient flow and maintaining constant activity. Although we are a small hospital we still have gaps in the patient flow which we are trying to understand and improve upon, in order to provide a better experience for patients and become more efficient. 

· Having an understanding as to how large hospitals manage their patient flows would also help us improve utilisation, eliminate “downtime” and measure our performance internationally. 

· Capacity planning - Although we have implemented a detailed theatre information system (Bluespier) there are gaps in how we accurately match capacity and demand. To improve further in this area would help us achieve higher productivity, better quality and value from the theatre resources.                                                                                                                                                                                                                                                                       

As the Associate Chief Nurse for Theatres, Anaesthetics and Critical Care I applied to the Fellowship to support a trip to a large American hospital to examine their processes. 
The Massachusetts General Hospital (MGH) Boston, USA was chosen to gain understanding and insight into the management of the clinical journey through the operating theatre department for large volumes of patients, and identify lessons we could learn from their teams.

We were also keen to look at materials management systems in place at The Massachusetts General for comparison to the Lean methodology. We are always striving to improve our materials management systems, and make cost savings. 
Following a major refurbishment of our theatres and ITU a large joint storage area was built, we are currently working on the cost savings and benefits from this reorganisation. 
As a Clinical Business Unit we also manage the Critical Care Department. The trip would enable us to visit the Surgical Intensive Care Unit at The Massachusetts General to gain an understanding of:
· Elective activity through the Surgical Intensive Care Unit

· Clinical management responsibilities

The staff that travelled with me to The Massachusetts General from our Theatres, Anaesthetics and Critical Care Clinical Business Unit team were:

Steven Burns Clinical Manager for Main Theatres HDFT

Chris Gill Matron for Critical Care HDFT

Wendy Quinn Assistant Director (separate funding) 

Acknowledgements

On behalf of my colleagues and myself I would like to thank the staff at The Massachusetts Hospital for their hospitality, friendliness and kindness during our visit. Special thanks go to:
The Allan Brooking Travel Fellowship Trustees
Colleagues at HDFT
At the Massachusetts General:
· Dr Malcolm Smith, Chief of Orthopaedic Trauma, for his time and hospitality
· Donna Perry who co-ordinated our visit

· Dawn Tenney Associate Chief Nurse Theatres
· Jacqueline Somerville Associate Chief Nurse Surgery
· Lisa Morrissey Nurse Director Main Operating Room

· Susan Tully Nurse Director Surgical ICU
Data

The data comparisons, on size of scale, for our two organisations are very different as is demonstrated in the chart below
	Area of interest
	Harrogate & District Hospital
	Massachusetts General Hospital

	Theatres
	8 

5 main theatres, 2 day & 1 obstetric
	52 

42 main theatres & 10 day case
29 additional theatres being built

	Post Anaesthetic Care Unit


	7 recovery spaces
	31 recovery spaces

	Anaesthetists


	29 staff
	135 staff

	ICU/HDU beds
	10 (all specialities)
	20 Surgical ITU 
Plus ITU beds as follows: 
18 Cardiac Surgery 
16 Cardiac Medical 
18 Medical /respirator 
18 Neurology medical/surgical 
 5  Transplant 
 5 Burns/plastics 
 4 Overnight recovery    

	Hospital beds


	286 beds
	902 beds


Trauma Meeting
We were invited by the Chief of Trauma to attend the 06.30hrs trauma meeting. This was of particular interest to me as I had previously held the position as the Senior Trauma Co-ordinator in a large teaching hospital.
The trauma meeting provides a hand over to the day staff trauma team of all patients admitted with a trauma related injury during the previous twenty four hours. All trauma patients have immediate MRI (Magnetic resonance imaging) scanning performed in the Emergency Room (ER) allowing for instance diagnosis and clinical assessment of injuries.
The scans are then saved to “Amicas “a software system which is used throughout the hospital. This provides instant access to the patient’s detailed clinical investigations including microbiology and haematology, as well as a full patient physical and social history. The system also provides an up to date status on the patient for access by the multidisciplinary team
All interventions by the medical and nursing staff are recorded on the system. No aspect of patient care is delivered without written “orders” from the medical teams.
.
Operating Room (OR)
Managing flow  

The system for managing patient flow in the operating rooms at MGH is very similar to the model used in most private hospitals in the UK. The patient is booked into theatre on a patient by patient basis. This means that there can be significant delays between patients until the theatre co-ordinator locates all of the medical staff including the surgeon and anaesthetist prior to commencement of the next case.
For some specialities who have a number of patients requiring surgery during one day block bookings can be done.
The surgeons and anaesthetists may well be consulting with other patients when they receive this call to inform them that an OR is free. This means that the operating room system may have to work around the medical staffs other commitments and therefore is not seamless. Further delays can be added because of the enormity of the MGH site.

This system hinders the effective utilisation of the operating rooms and the deployment of staff.
Utilisation

The effective utilisation of theatre space and staff relies on forward planning. It became evident early on in our visit that the system used in MGH did not allow for this. 

As part of the visit we were given permission to interrogate the computer systems used in the operating theatre. This was part of the “Amicas” system as discussed earlier.

The system allows users to look at the time lines on a daily basis for each operating theatre independently. Each theatre had its own unique colour on the screen which allows for easy identification of each operating room.
When the theatre is out of use this line becomes white to identify down time between cases. These demonstrated regular periods of under utilisation up to one to one and a half hours between cases.

The system also uses colour coding to identify where the patient was in their journey through the operating theatre. This gave instant information about whether the patient was in the recovery or theatre etc. we do operate a similar system of identifying where the patient is in the department; however colour coding may be useful.
Action - Look at the possibilities, and possible benefits of colour coding system of identification into our own “Bluespier” theatre information system at the next software update.  
Capacity planning 
Capacity planning within the operating rooms was achieved using the Amicas system theatre module. 

This allowed the secretaries to book theatre space as and when required by a particular speciality. Each speciality had a colour code for ease of identification.

Each operating room had a window within the system and also a time line from 9am to 5pm. As the space was occupied the colour for that speciality would be displayed. An example of this would be if the room was occupied by the general surgeons the time line would appear green this would allow the user to identify the speciality and the time utilised by that speciality.

This did not allow sufficient time to actively plan for elective cases and often meant that staff were deployed inappropriately.

 Action - Use colour coding in Bluespier to identify each step in the patients’ journey.

Roles of staff in the OR

The Director of Nursing is responsible for the management of the main operating rooms and the staff. There are 419 members of staff on her team, made up of Registered Nurses (RN) Scrub Practitioners and Nurse Anaesthetists. Each day the staffs are allocated to a theatre to work in under the guidance of a team leader for that surgical speciality. This allows a very flexible workforce who have been trained and deemed competent by a Clinical Nurse Specialist.
MGH OR has several RN’s in the role of Clinical Nurse Specialist (CNS) these nurses are responsible for the training and mentorship of new staff. The CNS’s provide support and one to one teaching for new staff over their six month period probationary period. The CNS is also responsible for ensuring staffs maintain their skills. A competency based teaching package is in place to support training.

Action - Develop a similar competence based teaching package within our theatre suite

The USA has a Scrub Practitioner course which enables non registered staff to undertake a 9 month training course to become competent in the scrub role. This training allows staff to be multi-skilled in many surgical specialities, and therefore a valuable, affordable and flexible member of the team. This staff member is paid half the salary of the Registered Nurse (RN) 

Action - Research into introducing a similar role within HDFT, with the guidance of the Association of Peri-operative Practitioners

The RN’s role in the OR is as the “circulator” and although this member of staff is not scrubbed at the operating table they are the senior practitioner in the theatre during procedures.
This is the opposite configuration used in practice in our Operating Theatres. Each theatre in the USA is only staffed by two members of the theatre team, as apposed to a minimum of three in the UK.
It was noted by the team that each OR in the hospital was staffed by two staff, the RN and the scrub practitioner. Within in our theatres in Harrogate (and many other UK hospitals) the minimum number is three staff, and often four or five.
Action - To examine the compliment of staff allocated to each of our theatres, and the rationale for the higher numbers.

Room of the future
The theatre team we met where excited about “The room of the future” The room of the future consists of an operating room with a separate anaesthetic room attached. This is not the normal layout at the MGH where the induction of anaesthesia takes place in the operating room. In the UK it is standard design for most operating theatres to be supported by an anaesthetic room.
In spite of the obvious advantage of having a separate anaesthetic room, to increase through-put there are no plans for MGH to include this facility in the new theatre build which includes 29 additional operating theatres.
Equipment, storage and technology

Equipment was kept in several locations within the operating department. Electronically locked drugs cabinets were used to securely store drugs within the department. When required the drugs could only be accessed using a security code and the patients hospital number. This allowed staff access to only the drug they required.
Not only did this allow the drugs to be kept securely but also provided an audit trail.

This also avoided the need for staff to carry large bunches of keys which often get lost. 

Cleaning teams
Within the OR complex the nursing staff are supported by a number of “cleaning teams” These teams are summoned by the staff at the end of each procedure (using a tannoy system) to clean the operating room and all the equipment in preparation for the next patient. Currently we use the qualified and unqualified workforce within in theatre to clean the equipment and room between cases. We recognise that this is not an efficient use of their time or skill
Action – Scope and price the development of a similar team within the HDFT theatres
ITU

During the visit the team wanted to gain an insight in to 2 key areas of practice within Critical Care.

· Flow of elective activity through the Surgical Intensive Care Unit

· Clinical management responsibilities

The team visited the 20 bedded General Surgical and Trauma Intensive Care Unit.  During the visit we meet with the Director of Nursing for Critical Care who gave the team a tour of the department and also spent time outlining the bed management policy, patient management responsibilities, and day to day organisation. 

The unit comprised of all side room accommodation, with en suite bathroom facilities. Each bathroom and side room had a hoist system to move the patients safely and avoid any issues with Moving and Handling.

.
The unit had an electronic alert system with display boards around the department. These boards alarmed and displayed information if a patient’s vital signs had changed, for example Bed 15, patient in VF thereby alerting all staff when a patients condition had deteriorated
The nursing staff on the unit all had long service within the department and worked long hours. The unit was in the process of trying to bring the doctors hours down to 80 per week, and struggling

FINDINGS
Flow of elective activity through the Surgical Intensive Care Unit

Patients are booked into the Intensive Care Unit on the day of surgery or when their condition required it by the admitting surgical team. 
Bed issues are addressed on a daily basis, but surgery is never cancelled due to lack of capacity. 

The unit worked flexibly to expand capacity by discharging patients that no longer required critical care, opening additional beds, or working collaboratively with other critical care areas in the hospital to make facilities available.  

At the time of our visit the unit had 18 patients, of these patients 5 had been cleared for transfer to the “floor” (ward area), however this could not be facilitated due to lack of beds.  This is a familiar story to that found in most UK Critical Care Units, and at present there does not appear to be a model to alleviate this issue.

Clinical Management responsibilities.
In the UK there are 2 models for the clinical management responsibilities of patients in Critical Care.  These are

· Closed- the Critical Care medical team take responsibility for the care of the patient whilst in critical care 

· Open- the patients admitting team remain responsible for the care of the patient whilst in critical care
We wanted to look at how this was managed, and whether this made an impact on patient care and unit management. 

The MGH currently uses the open model for patient management, this being based on the American Health Care system were by patients have greater influence on choice of clinician.  

This style of management seemed to work well in the American system with the lead clinician leaving ‘orders’ for the plan of care.  The model appeared to work well and ensured that patients were cleared for discharged from the unit in order to create capacity for elective activity.

 However in the current UK health care system this style of management could create issues with regard to availability of admitting team and their ability to respond to changes in patient condition.

In addition to these key areas several additional areas of practice were covered during our visit.

 Support to relatives and families Facilities provided for relatives were of a very high standard.  Relatives were provided with access to a web link which they could use to find out the progress in condition of their relative, all done within the limits of data protection.

Once the patient was well enough they could email updates to family and friends from their hospital bed. 
The hospital also provides large staff waiting lounges for families of patients undergoing treatment or surgery, providing regular communication
Infection Control
 Alcohol based hand rubs have been introduced to MGH within the last eighteen months and are distributed widely across the hospital.  There was a great deal of signage and key organisational leads (Head of Surgery) used to promote the initiative.
There did not appear to be any form of Hand Hygiene policy, as in the UK, as nurses were seen wearing nail polish (bright red) and stoned rings in the OR and the ITU.
Within HDFT we comply with a strict “Bare Below the Elbows” policy

The hospital had adopted a scheme similar to the Hand Hygiene Audits carried out in the UK. However instead of audits being carried out for defined lengths of time, observation audits were carried out all day with marks given each time a staff member decontaminated their hands during a shift. A small prize of recognition was given to the staff member who was most compliant

And also………
We were delighted to be taken to the “Ether Room” in the old part of the hospital. In the Ether Room the first anaesthetic was administered using sulphuric ether on 16th October 1846 by a dentist to remove a “jaw tumour” from a patient. The patient reported feeling no pain and was discharged home on the 7th December 1846.
Conclusions
We had an excellent and informative visit to The Massachusetts General

Hospital and were made extremely welcome. 

We came away with some valuable information and action points, but
unfortunately were unable to identify significant learning points for our key

objectives.
PAGE  
1

