
The University of San Francisco The University of San Francisco 

USF Scholarship: a digital repository @ Gleeson Library | Geschke USF Scholarship: a digital repository @ Gleeson Library | Geschke 

Center Center 

Doctor of Nursing Practice (DNP) Projects All Theses, Dissertations, Capstones and 
Projects 

Spring 5-18-2023 

Improving Patient Safety for Surgical Clearance: A PreOp One Improving Patient Safety for Surgical Clearance: A PreOp One 

Stop Shop Stop Shop 

Anna Benedictos 
abenedictos@usfca.edu 

Follow this and additional works at: https://repository.usfca.edu/dnp 

 Part of the Nursing Commons 

Recommended Citation Recommended Citation 
Benedictos, Anna, "Improving Patient Safety for Surgical Clearance: A PreOp One Stop Shop" (2023). 
Doctor of Nursing Practice (DNP) Projects. 331. 
https://repository.usfca.edu/dnp/331 

This Project is brought to you for free and open access by the All Theses, Dissertations, Capstones and Projects at 
USF Scholarship: a digital repository @ Gleeson Library | Geschke Center. It has been accepted for inclusion in 
Doctor of Nursing Practice (DNP) Projects by an authorized administrator of USF Scholarship: a digital repository @ 
Gleeson Library | Geschke Center. For more information, please contact repository@usfca.edu. 

https://repository.usfca.edu/
https://repository.usfca.edu/
https://repository.usfca.edu/dnp
https://repository.usfca.edu/etd
https://repository.usfca.edu/etd
https://repository.usfca.edu/dnp?utm_source=repository.usfca.edu%2Fdnp%2F331&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/718?utm_source=repository.usfca.edu%2Fdnp%2F331&utm_medium=PDF&utm_campaign=PDFCoverPages
https://repository.usfca.edu/dnp/331?utm_source=repository.usfca.edu%2Fdnp%2F331&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:repository@usfca.edu


 

1 

 

 

 

 

 

 

 

 

Improving Patient Safety for Surgical Clearance: A PreOp One Stop Shop 

Anna Benedictos, DNP (c), MSN, RN, CNL  

University of San Francisco 

School of Nursing and Health Professionals 

Committee Chair: Dr. Juli Maxworthy, DNP, PhD (c), MSN, MBA, RN, CNL, CPHQ, CPPS  

Committee Member:  Dr. Cathy Coleman, DNP, RN, CPHQ, CNL 

May 12, 2023



2 

 

TABLE OF CONTENTS 

Title ………………………………………………………………………………………...  1 

 

Abstract …………………………………………………………………….………………  5  

 

Introduction ………………………………………………………………………………...  6 

  

 Background ………………………………………………………………………...  6 

  

 Problem Description ………………………………………………………………... 6 

 

 Setting ……………………………………………………………………………… 8  

  

 Specific Aim .............................................................................................................. 8 

 

Available Knowledge ............................................................................................................. 8   

  

 PICOT Question ......................................................................................................... 9 

  

 Search Methodology ..................................................................................................  9 

  

            Integrated Review of the Literature ........................................................................... 10 

 

Improved Patient Outcomes ...........................................................................       11 

Patient-Centric Care ......................................................................................         13 

Ways to Reduce Cost and Waste ...................................................................       14 

Impact of Fragmented Care on Patient Care Experience ..............................        16 

           New Available Evidence ............................................................................................        17 

           Summary/Synthesis of the Evidence ........................................................................         18 

           Rationale ....................................................................................................................        18 

        Conceptual Framework ...............................................................................................   19 

  

  Theoretical Framework ...............................................................................................  19 

 

Methods ................................................................................................................................  20 

 

 Context ......................................................................................................................  20  

  

 Interventions .............................................................................................................  21    



3 

 

 Study of Interventions ...............................................................................................   22   

  

 SWOT Analysis ........................................................................................................  22 

 

 GANTT Chart ...........................................................................................................  23 

   

 Work Breakdown Structure.......................................................................................  23 

   

 Communication Matrix .............................................................................................  24 

 

 Process Map ..............................................................................................................  25 

   

 Cost ...........................................................................................................................  25 

  

 Budget/ Return on Investment ..................................................................................  25 

 

 Outcome Measures ...................................................................................................  26   

  

 Analysis ....................................................................................................................  26 

   

 Ethical Considerations ..............................................................................................  26 

Results .................................................................................................................................  28 

 Evolution of Interventions .......................................................................................... 28 

 

Discussion ...........................................................................................................................   29 

 

 Summary ..................................................................................................................  30 

 

 Limitations................................................................................................................  30 

  

 Conclusion ................................................................................................................  31 

  

 Other Information ....................................................................................................   31 

 

References ............................................................................................................................  33  

 

Appendices ...........................................................................................................................    41 

 

 Appendix A.  PRISMA Worksheet ...........................................................................  41  

  

 Appendix B.  Evidence Evaluation Table .................................................................  42 

 

 Appendix C.  IHI/ Model for Improvement Data Table............................................  52 

 

 Appendix D.  Healthcare Delivery Model ................................................................  53 



4 

 

  

 Appendix E. SWOT Analysis ...................................................................................  54 

 

 Appendix F. Communication Matrix .......................................................................  55 

 

 Appendix G. GANTT Chart .....................................................................................   56 

 

 Appendix H.  Work Breakdown Structure ................................................................  57 

 

 Appendix I. Cancellation Tracker .............................................................................  58 

 

 Appendix J. Return on Investment Cost Savings/ Cost Avoidance ..........................  60 

 

 Appendix K. IRB Statement of Determination .........................................................  62 

 

 Appendix L. Letter of Support ..................................................................................  64 

 

  



5 

 

 Abstract 

Problem:  Medical clearance is required for patients scheduled for surgery, also known as 

“patient optimization.” Ineffective and inefficient patient optimization is a major contributor to 

surgery postponements, procedure cancellations, and patient dissatisfaction.  

Context: Ambulatory care clinics often lack resources to medically clear patients prior to 

scheduled surgery. Poor surgical optimization continues to occur on the same day of surgery, 

resulting in case cancellation or delay in a suburban, 169 bed community hospital with 9 

operating rooms and approximately 500 surgical procedures per month.  

Interventions: A nurse-led PreOp One Stop Shop (POSS) utilized a standardized checklist to 

perform preoperative surgical assessment.  

Measures: System-generated reports assisted in ranking contributing factors that impacted day 

of surgery cancellations rates, outpatient care experience scores, and staff engagement metrics 

were reviewed and analyzed weekly between August 2021 to July 2022.   

Results:  A nurse-led POSS decreased the number of same-day surgical cancellations from 10% 

to 3%, improved the standardized patient care experience measures from 78% to 79%, and 

increased internal staff engagement scores from 72% to 77% by July 2022. 

Conclusion: A standardized checklist and associated workflows are recommended for routine 

presurgical assessment to expedite medical clearance and promote reliable patient optimization. 

The implementation of a nurse-led PreOp One Stop Shop (POSS) can lead to improved patient 

safety outcomes and add value for organizational metrics such as patient centered care and staff 

engagement.  

Keywords:  surgical cancellations; patient optimization; workflows; care experience; 

medical clearance; safety 
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Background 

 The Joint Commission Center for Transforming Healthcare has launched the Safe 

Surgery Training Modules to assist organizations in identifying “defects,” also known as points 

of risk for wrong-site surgery (The Joint Commission [TJC], 2023). Patient safety risks can cause 

patient harm due to workarounds of existing organizational processes. A redesign of the surgical 

optimization pathway is required to meet patient care needs for safe surgical clearance. 

Surgery case cancellations can cause patients emotional, financial, and resource strain, 

costing hospitals thousands of dollars in wasted staffing, supplies, and other resources for 

scheduled and subsequently canceled perioperative patients (Best, 2020; Kwon, 2018). Day of 

Surgery (DOS) cancellations are also linked to nursing quality indicators that contribute to the 

economic and emotional harm experienced by patients (Turunen et al., 2018). This Doctor of 

Nursing Practice (DNP) nurse-led performance improvement project describes a PreOp One Stop 

Shop intervention implemented to increase the quality of medical clearances to ensure the best 

patient and organizational outcomes. According to American Association of Colleges of Nursing 

[AACN], DNP leaders are well-positioned at the macrosystem level to evaluate the cost-

effectiveness of care using principles of economics, financial management, and improvement 

science to redesign effective care delivery that contributes to realistic policymaking and strategic 

communication while decreasing practice variation across an integrated system (AACN, 2023). 

Problem Description 

Surgical procedures for people aged 65 years or over will increase from 524 million to 

1.5 billion by 2050 and are associated with an increased rate of postoperative complications and 

same-day readmissions (Chaturvedi et al., 2021; Wright et al., 2016). The World Health 

Organization implemented a study that sanctioned surgical safety checklists adopted by 

healthcare organizations (Jain et al., 2018). This study included 6,775 operations that 
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demonstrated an overall reduction of incidents of complications and death that are known today 

as “never events” (National Quality Forum [NQF], (2023). A “never event '' signifies serious, 

medically preventable, and reportable medical errors classified into seven categories (NQF, 

2023). These seven categories are related to 1. surgical/ procedures; 2. products or devices; 3. 

patient protection; 4. care management; 5. environmental; 6. radiological; and 7. criminal acts. 

These events are avoidable, threaten the organization's reputation, and should never happen at 

any point during care delivery.  

Local Problem 

Three sources of internal data served to inform and define the local surgical safety 

concerns in this institution. First, during staff debriefings, avoidable events were identified as 

unacceptable outcomes. Second, another factor contributing to safe surgery is the creation of a 

speak up culture which encourages any employee observing potential risk of harm to 

communicate immediate action (Agency for Healthcare Research and Quality [AHRQ], 2019).  

Unfortunately, recent organizational employee engagement survey results from an external 

vendor (https://www.glintinc.com/people-success-platform/) identified improvements needed in 

fostering a “Speak Up” culture. Quarterly data suggested a decrease  from 72% to 68% in the 

overall employee engagement score. Third, an increased number of complaints by patients 

during telephone intake preoperatively alarmed the leadership team because various medical 

providers were seemingly circumventing routine preoperative medical clearance checks.  

To address these problems, a performance improvement initiative was implemented 

utilizing safety stops and a standardized checklist during the preoperative period to supplement 

other system-wide safety precautions. Nurse leaders must implement systems to avoid any events 

that can cause patient harm or adverse surgical outcomes that cost hospitals millions of dollars 

(Lembitz & Clarke, 2009). 



8 

 

Setting 

This evidence-based change of practice project was conducted in a 169-bed inpatient 

hospital in central California with an affiliated ambulatory surgery center that performs 

approximately 500 surgeries per month. This medical center is a part of a managed care network 

and integrated health system which serves as one of the largest private employers in the Central 

San Joaquin Valley, with more than 2,300 employees and physicians (Kaiser Permanente [KP], 

2023). 

Specific Aim 

Over ten months, the specific aim of this project was to create a comprehensive and 

evidence-based, nurse-led PreOp One Stop Shop (POSS) intervention to improve surgical safety 

outcomes. These outcomes included same-day surgical cancellations, patient care experience 

measures, and staff engagement scores.  

Available Knowledge 

Currently, the Centers for Medicare & Medicaid Services [CMS], (2022) rate and 

compare hospital outcomes through public reporting on their website 

(https://www.cms.gov/medicare/quality-initiatives-patient-assessment-

instruments/hospitalqualityinits/hospitalcompare). Hospitals are given ratings from one to five 

stars, with the highest rating of five indicating the best patient care experience (CMS, 2022). 

Most hospitals report a three-star rating to influence the public to choose one organization over 

another. The star rating for this institution has remained at three of five over the past year. 

Regarding medical clearance, there is no universal standard of practice for clearing a 

patient medically for surgery (Jain et al., 2018). However, there are similarities in the patient 

screening process that support the development of a tool for a new approach - The Preop One 

Stop Safety Shop. Before the COVID-19 pandemic, Haugen et al. (2015) and Sexton et al. 

https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/hospitalqualityinits/hospitalcompare
https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/hospitalqualityinits/hospitalcompare
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(2006) recognized patient safety as an increasing priority for surgeons and hospitals through the 

Safety Attitude Questionnaire (SAQ) which was specific to surgery. Although this questionnaire 

is available for hospitals and surgeons, the SAQ is optional for employees to participate. 

Employee data from this survey can add meaningful insights for change management and patient 

safety. Unfortunately, after COVID-19, the staff participation in this setting was too low to be 

meaningful. Standardized and reliable procedures were absent, and workflow redesign was 

deemed critical to implement safety interventions within frontline operations and 

interdisciplinary teams across this healthcare system.  

PICO(T) Question 

A PICOT (population, intervention, comparison, outcome, and timeframe) question is 

formulated to guide effective literature searches. The PICOT question for this literature search 

was: In adult surgical patients, will a preop safety stop checklist to improve surgical optimization 

and enhance the medical clearance process for elective surgical cases compared to current 

practice, positively impact same-day surgical cancellation rates within one year of 

implementation.  

Search Methodology 

This is a literature review compiled from the following electronic databases: CINAHL 

COMPLETE, Cochrane Database, Medline, and PubMed search conducted with limitations set 

to English, peer-review journals, and publication dates between 2017 to 2022 using a 

combination of keywords: surgical, cancellations, patient optimization COVID-19, workflows, 

care experience, surgery clearance, communication, safety stop. Articles selected for the 

literature review focused on the themes affecting fragmented care systems: fragmented, costly, 

inefficient, lack of patient-centered care, and reported patient dissatisfiers.  
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Integrated Review of Literature 

A systematic literature review was conducted using the Preferred Reporting Items 

Systematic Review (PRISMA) checklist to identify literature on medical clearance criteria from 

2017 to 2022 (Appendix A). The range of evidence found in the articles pointed to the value of 

creating one location where patients would receive a preoperative assessment including labs, 

medication reconciliation, and a review of systems that reduced the risk of postoperative 

complications and optimized patient outcomes. Ten of twelve articles report themes of 

interventions that were generalizable to the current hospital setting. After reading and analyzing 

these publications, further investigation was conducted to identify content relating to specific 

interventions, nursing practice, and costs. Studies ranged from quality levels of evidence I to III, 

with systematic reviews and randomized controlled trials (RCT) supporting the findings 

(Evidence Evaluation Table, Appendix B).  

 A total of ten studies were selected for this integrated review. Nine of these articles 

provided significant evidence to redesign the surgical pathway and create effective interventions 

to reduce risk of patient harm (Al Talalwah & McIltrot, 2019; Fayed et al., 2016; Grocott, 2019; 

Kamdar et al., 2020; Mullen et al., 2017; TJC, 2023; Wallace et al., 2021; Wilson et al., 2022; 

Rathnayake et al., 2021). Six studies of the ten articles measured the efficacy of patient 

optimization through a multimodal approach (Al Talalwah & McIltrot, 2019; Childers et al., 

2019; Colquhoun et al., 2020; Ghaferi et al., 2009; Meng et al., 2018; Nicholson et al., 2018).  

Overall, four themes emerged from this literature review: improved patient care outcomes, 

patient-centric care, methods to reduce cost and waste, and the impact of care fragmentation on 

the patient care experience.  
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Improved Patient Outcomes 

 According to Wallace et al., (2021) research determined the surgical case cancellation 

cost, and mitigating the impact is not a small problem. These authors found that surgeries 

account for a significant part of the institutions’ income. Furthermore, the COVID-19 pandemic 

was not an excuse to compromise the quality-of-care patients received during their surgical 

journey. According to Vacheron et al., (2023), postop surgical site infections, wrong site 

surgeries, and readmissions to the hospital remain preventable. Mullen et al. (2017) conducted a 

research cohort study designed to measure the impact of surgical site infections through the 

participation of orthopedic patients and surgical staff. Staph aureus infection rates for three 

months were 1.36, 2.38, and 1.55 per 100 surgeries. Mullen et al. (2017) also found statistically 

significant infection rates reduced from 1.76 to 0.33 infections per 100 surgeries representing an 

81.3% reduction from baseline (P=0.036) during July 2015-September 2016. Hospital records 

indicated that neither of the other two orthopedic surgical groups experienced a decline in 

infections. This was attributed to the adherence rates of the relevant treatment protocols. This 

article was rated as Level of Evidence II B (Appendix Evidence Table B: Mullen). These two 

studies' findings add value to practice, as evidenced by decreased infection rate and better patient 

outcomes (TJC, 2023).  

The patient's fitness for surgery requires a combined effort of nurses, physicians, and 

other support staff to coordinate elective surgical services (Nicholson et al., 2018). This study 

aimed to conduct predictive analytics by identifying factors that patients and care providers 

could influence. The study findings concluded that patients had improved outcomes when 

interventions engaged patients in active participation. In addition to a surgical fitness assessment, 

three preoperative modifiable risk factors included effective supplementation of nutrition, 

immediate smoking cessation, and optimization of a patient’s mobility plan (Meng et al., 2018).  
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Meng’s study aimed to investigate the incidence of Deep Surgical Site Infection (DSSI) 

after Open Reduction Internal Fixation (ORIF) of ankle fractures and tested the hypothesis that 

clinical variables and biochemical indices from lab results were independent predictive values in 

SSI occurrence.  Meng et al. (2018) conducted a retrospective review case-control study of an 

adult population sample (n= 2617) at three level-I trauma centers from January 2013 to June 

2017. This study reported a 2.83% DSSI incidence rate within 1-year postoperatively. The 

limitation of sole reliance on electronic medical records (EMR) may have compromised data 

accuracy, and other variables that were reported as unavailable. This study rated a II B research 

appraisal (Dang et al., 2022; care experience).   

Redesigning patient optimization workflow was one of the dimensions associated with 

the clinical practice elements nursing synthesized to provide patients with background 

knowledge (Ljunggvist et al., 2017). Webster & Osborne (2015) conducted a RCT review 

focused on preventing surgical infections using perioperative bathing or showering with 

antiseptic.  The sample (N=10,157) included men, women, and children undergoing any surgery 

setting. The dependent variable was the rate of infection acquired after studying three 

independent variables with combinations of 4% chlorhexidine gluconate. Independent variables 

studied: bathing with chlorhexidine compared with placebo, bar soap with chlorhexidine, and 

bathing with chlorhexidine without washing.  

The study found a statistically significant difference in favor of bathing with 

chlorhexidine to no washing, evidenced by Relative Risk= 0.36 with a 95% Confidence Interval. 

The limitations of this study provided no clear evidence of the benefit of preoperative showering 

or bathing in chlorhexidine over other products. The strengths of this study provided insight 

using a multimodal approach and rated as Level of Evidence IB using the JHEBP research 

appraisal tool.   
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Mullen et al. (2017) also studied additional interventions coupled with surgical site 

preparation based on research studies investigating the impact of adding presurgical nasal 

decolonization of patients and surgical nursing staff. A quasi-experimental cohort (n= 1,070) 

added a pre-surgical application of a non-antibiotic alcohol-based nasal antiseptic with existing 

chlorhexidine bath/wipes.  Independent variables included surgeries, age, sex, inpatient days, and 

antiseptic used; the dependent variables were the results of the cultures from surgical patients 

readmitted for SSI.  Findings reported a mean change from 1.76 to 0.33 infections per 100 

surgeries with an 81.3% reduction in SSI. Bundling patient skin and nasal decolonization is 

effective and statistically significant (P = .036), and this study was rated as an III B using the 

JHEBP research appraisal tool.     

One randomized controlled trial identified causes of cancellations that were classified 

into three categories: hospital-related reasons, patient-related reasons, and surgeon-related 

reasons confirming that most cancellations were avoidable (Al Talalwah & McIltrot, 2019). The 

avoidable cancellations included limited access to kits containing pre-day surgery items: 

chlorhexidine wipes, incentive spirometer, and carbohydrate drink. Delivery options for 

Enhanced Recovery After Surgery (ERAS) kits, home delivery, and in-person pickup at the 

medical center were available. This study did not include surgery cases added to the schedule 

one day before surgery.  

Patient-Centric Care 

It is important to anticipate and address barriers to reduce the risk of the day of surgery 

cancellation. The Perioperative Surgical Home (PSH) participants used a shared decision-making 

model that integrated patient values, preferences, and an environment where the healing would 

continue after the same-day discharge (Keränen & Keränen, 2011; Kwon, 2018). The 

multidisciplinary approach streamlined the communication by integrating a system safety stop 
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led by nurses to conduct a final chart review confirming surgery clearance. This allowed the 

nurse navigator to advocate for patient care needs that were patient-centric, specific to the case, 

and directed to the appropriate discipline scope (Ghaferi et al., 2009). Additional evidence from 

this study demonstrates that care practices with outcome reporting supported the creation of their 

Multicenter Perioperative Outcomes Group. 

Ways to Reduce Cost and Waste 

The first step to reduce DOS cancellations and the negative financial impact is to identify 

specific root causes (Wallace et al., 2021). Reasons for cancellations were stratified into three 

categories: patient-made, OR-made, or practice-made cancellations (Kamdar et al., 2020; Fayed 

et al., 2016).  The Perioperative Surgical Home (PSH) phenomenon began in 2014 and continues 

to deliver successful patient outcomes (Kain et al., 2014). Studies using the patient-centric care 

models were typically led by the anesthesiology department that oversees the follow-up care 

thirty days after discharge (Kain et al., 2014; Keränen & Keränen, 2011; Keränen et al., 2007; 

Kwon, 2018). The PSH model described by Kain et al. (2014) aimed to reduce the variability in 

perioperative care. This study generated a cost savings of $630 million/year by standardizing 

protocols for anesthesia providers and surgical care teams, which improved surgical workflow. 

Childers et al. (2019) compared cost center-specific and hospital-wide cost-to-charge ratios for 

operating room services in various hospital settings. These studies concluded that integrated 

standardized practices for patient optimization would improve operational costs.  

Hospital Cost-To-Charge (CTC) ratios are compared to evaluate opportunities to improve 

productivity and cost savings. Using a utilitarian ethical framework to guide equitable cost 

reporting, Childers et al. (2019) cautioned organizations to review the setting of the study. The 

study demonstrates that the risk of implementing a reported process with a low CTC ratio may 
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cost more resources based on the calculation method. The study recommends using the median 

(interquartile range CTC ratio deviation from Hospital CTC) to evaluate cost savings. This study 

provided context to surgical care costs, added value to CTC measure, and demonstrated the 

importance of standardizing cost variables when evaluating finance reporting and waste 

reduction (Childers et al., 2019). 

Wilson et al. (2022) conducted a mixed-method study that implemented a five-part 

cultural and process redesign strategy over three years. The study aimed to eliminate preventable 

patient harm such as falls with injuries, pressure injuries, central line-associated infection, 

medication reconciliation, and irretrievable specimen rate. The study was conducted across a 

multisite regional health system consisting of 96 settings of continuing care, rehabilitation beds, 

168 long-term care beds, and 112 reactivation care center beds that used a safety culture survey 

to develop the five-element strategy.   

Wilson et al. (2022) analyzed the patient safety incident reports and noted a baseline 

average of 11.80 incidents per 1000 patient days. According to Wilson et al. (2022), this was a 

low percentage of incident reports which correlated with the safety culture survey results. The 

need to focus on the barrier to patient safety event reporting led to the implementation of five 

elements: (1) leveraging leadership support in planning and implementation, (2) developing a 

local quality and patient safety framework, (3) establishing meaningful quality aims, (4) 

standardizing implementation of safety review processes, and (5) creating a comprehensive 

communication plan (Wilson et al., 2022) as the independent variables.  

The clinical incident reports data suggests that a safety event reporting system will 

increase reporting compliance and significantly reduce patient harm. Wilson et al. (2022) 

findings reported a baseline average of 11.80 reported incidents had increased by 37% to 16.15 

reports per 1000 patient days over the eight months. Simultaneously, the study developed a local 
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quality and patient safety workflow, mandated a safety review process, and provided real-time 

updates on progress via electronic dashboards.  Although this study was limited in obtaining 

robust historical data on patient safety indicators prior to 2019, this study was feasible to 

implement and aligned with the surgical services workflow redesign envisioned within this 

author’s DNP project scope. Wilson et al. (2022) and AHRQ (2019) emphasized the importance 

of instituting a just culture by encouraging staff to speak up and report patient safety events. 

Impact of Fragmented Care on Patient Care Experience 

Access to healthcare services is an ongoing issue affecting patient safety, care 

fragmentation,  and team communication (Colquhoun et al., 2020). DOS cancellations are 

therefore more significant than organizations may realize due to their impact on access and 

patient care experience (Wallace et al., 2021; Kamdar et al., 2020; Fayed et al., 2016). According 

to Colquhoun et al. (2020), their quasi-experimental study aimed to build a standardized 

repository platform that integrated perioperative-specific electronic records to synthesize 

information used to conduct process improvement interventions. Two medical centers reduced 

the length of stay for same-day discharge patients by using more than one platform to evaluate 

process improvement efforts that lead to better patient outcomes (Colquhoun et al., 2020; Fayed 

et al., 2016; Webster & Osborne, 2015).  

Eyrich et al. (2021) conducted a Level of Evidence II-A Quasi-Experimental Cohort 

study that used technology to improve appointment compliance. This study is relevant for 

decreasing fragmentation and demonstrates how partnerships with business and industry can 

achieve mutual benefits through service-level agreements. For example, Apple Inc. partnered 

with this study group to provide iPads and Wi-Fi hotspots to decrease appointment cancellations. 

As a result, the rate of virtual appointments continued to improve for those who agreed to 

participate in the study. These results were considered generalizable due generational technology 
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exposure, increased interaction, and to close basic technology knowledge gaps, to decrease care 

fragmentation (Eyrich et al., 2021). By integrating technology and healthcare delivery, results in 

better care coordination, access, and communication. This study's findings support methods of 

telephone or video visits with providers to redesign preop assessments. Kamdar et al. (2020) 

provided level II A evidence by combining technology in developing, implementing, and 

evaluating telemedicine preoperative clinic visits.  This study was conducted over a two-year 

period that evaluated 419 surgical patients scheduled for telemedicine and 1785 patients 

scheduled for an in-person evaluation. Telemedicine patients avoided round-trip driving distance 

of 63 miles and an average time saved of 137 minutes on the day of surgery. The telemedicine-

based preop assessment cohort cancellation rate on the day of surgery was 2.95% less when 

compared to the in-person cohort cancellation rate of 3.23%. This study demonstrated the time 

savings and cost savings of $67 per telemedicine patient. In addition, patient satisfaction scores 

reached 97% of 100%, and there was no increase in same-day surgery cancellations (Kamdar et 

al., 2020).  

New Available Evidence 

The literature review provided insight into evidence-based practices that can influence 

performance ratings in regional, national, and worldwide practice settings. Some changes 

required upstream interventions and nursing practice redesign to develop a system-wide checklist 

for handoffs that required flexible workflows. Rathnayake et al. (2021) conducted a systematic 

review to bridge the gap in existing literature that discuss patient prioritization. This study 

provided a framework to improve the quality and efficiency of elective surgical care acuity by 

standardization. The independent variables were prioritization tools utilized to measure surgery 

wait times.  The standardization tools were Clinical Priority Assessment Criteria, Multi-attribute 

Prioritization Tool, and the National Indications model for Cataract Extraction.  This study 
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provided evidence that supported a standardized system to prioritize patient care delivery that 

would most likely improve equitable access to and reduce surgery waiting times (Rathnayake et 

al. 2021).  

Summary/Synthesis of the Evidence 

Across the nation, elective surgical case backlog has negatively affected operations, 

productivity, and patient care experience ratings. Patients continue to report a redundancy of 

telephone calls, texts, and emails, leaving them confused and anxious. Redesigning the 

perioperative process should include interventions that support new technology, address 

generation gaps in patient populations, improve nursing workflows, and optimize patient-centric 

care. 

Traditional patient preparation for surgery has transformed in the last decade by 

implementing Enhanced Recovery After Surgery (ERAS) methods (Ljunggvist et al., 2017; 

Loodin, A. & Hommel, A., 2021; Meng et al., 2018; Webster & Osborne, 2015). Perioperative 

surgical preparation practices have evolved to a virtual clinic model that supports the 

components of ERAS, including early ambulation, early nutrition, and preventative interventions 

such as incentive spirometer teaching to prevent postoperative complications, surgical site 

chlorhexidine solution/wipes, and carbohydrate drinks for glycemic control (Childers et al., 

2019; Colquhoun et al., 2020; Ljunggvist et al., 2017).  This literature review reinforced that by 

redesigning practice workflows, nursing professionals had an opportunity to lead change in 

value-based system initiatives with a focus on preventative, perioperative nursing interventions, 

to reduce costs, waste, and care fragmentation. 

Rationale 

During the COVID-19 pandemic, all elective surgeries were postponed or canceled. The 

patients expressed growing concerns about contracting the COVID-19 virus, and surgical site 
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infections continued to threaten the safety practices while learning to implement new workflows. 

Canceling all elective cases was unacceptable. The organization needed to perform elective 

surgeries and was tasked to quickly establish a standardized workflow using readily available 

resources without compromising patient and safety.  

In the current practice setting, patient dissatisfiers were related to last-minute changes, 

late add-on cases, inefficient workarounds to supply ERAS kits, and inconsistent messaging 

throughout the surgical journey. Hospitals are rated based on Hospital Consumer Assessment of 

Healthcare Providers and Systems (HCAHPS) reports of Star Ratings from 1 star= lowest to 5 

stars= best (CMS, 2022). This QI project implementation was designed to create a safety net to 

maintain the highest quality of patient care at every touchpoint through the surgical optimization 

pathway while working on improving the HCAHPS Star Ratings.  

Conceptual Framework 

This DNP project utilized two frameworks including the Institute for Health 

Improvement (IHI) Model for Improvement (MFI) and Watson’s Human Caring Model. IHI’s 

Science of Improvement Model explained, guided,  measured and tested the project interventions 

to create the Preop One Stop Shop within Perioperative Services (IHI, 2021).  Another 

framework included Dr. Jean Watson’s Caring Theory. This theory described the relational 

science of nursing expressed as embracing caring moments and shared experiences between 

patient and nurse connectedness (International Association for Near-Death Studies, 2017). Dr. 

Jean Watson’s theoretical framework of the Human Caring Model guides the practice of nursing 

ethics and moral principles outlined in the 10 Caritas Processes (2023).  

Theoretical Framework 

Patients experiencing the surgical patient optimization journey reveal hardship and 

circumstances that drive the need to explore solutions to disconnected systems based upon Dr. 
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Watson’s Human Caring theory (2023).  The theoretical framework of Human Caring Science 

was selected because it focused on the importance of a shared experience and relational process 

between the patient and nurse interaction (Foss-Durant, 2014). For example, the members of the 

QI project taskforce have reported feeling increased amounts of stress trying to balance tasks 

with making a heart-to-heart connection.  

Another rationale for choosing the Watson theory relates to patient feelings. Patients 

often share their feelings after an episode of care. For example, patients’ verbatim comments 

throughout this project included “feeling like a number and not a person” (Leigh Saefong, 

personal communication, 2023). Throughout the QI project, the implementation team 

communicated missed opportunities for patients to receive preoperative instructions and they 

were met with resistance when trying to connect the patient with the right services. Face to face 

staff interviews were conducted by the DNP lead to better understand the resistance and barriers. 

Results of the interviews revealed that the nurses would postpone their lunch breaks and 

prioritize the patient preparation for surgery before their own physical needs. The pattern of late 

lunches and missed breaks provided leadership the data to ask for resources to support the 

workflow redesign. Dr. Watson’s theory personalizes the caring human experience without bias 

and calls out the importance of honoring the nurse-patient connectedness by sharing experiences 

that impact the patient’s healing journey (Watson, 2023). By integrating both an improvement 

change-management framework and a human caring framework, the team fostered a culture of 

safety and caring in the perioperative services department.  

Methods 

Context 

According to CMS (2022), metrics related to Surgical Home Recovery (SHR) represent 

best practice. In this setting, these metrics were not being met. For example, nurses from 
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multiple settings across the care continuum voiced concerns regarding incomplete provider 

workups and gaps in care coordination including circumventing existing processes.  

This organization performs over 500 surgical cases a month. It serves as one of the 

largest private employers in the Central San Joaquin Valley, with more than 2,300 employees 

and physicians (KP, 2023). System-wide improvements were anticipated to enhance the quality 

of communication, medical clearance for surgery, and care coordination of patients transitioning 

from outpatient clinics to the hospital perioperative services department. Clearly, an opportunity 

exists for improving both individual patient and organizational outcomes. 

Interventions 

The interventions for this project included multiple phases. The medical center has a joint 

forum to present ways to improve performance, customer service, and teamwork. This forum 

received a presentation pitch that included the multi-phasic process improvement focus areas: 

communication, teamwork, and care experience. A facility needs assessment was conducted 

between July – August 2021. This provided the current state of the facility’s knowledge of Team 

STEPPS foundations, identified the number of participants for training, and provided an 

opportunity to engage leadership in one shared vision and project (King et al., 2008).  

The first phase was to recruit QI task force members that supported the planning and 

development. Taskforce members included the frontline staff, managers, and physician leads. A 

total of ten members participated in monthly meetings. Agenda planning was completed before 

the task force meeting, ensuring all content aligned with the organization's mission. The task 

force created a motto, “We can do better to help our patients feel better.” 

Once the task force was established, the second phase assessed the current state of the 

workforce in surgical clinics. A hospital staff survey of staff, physicians, and medical group 

members was conducted to determine the number of participants for the bi-annual Team 
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STEPPS training. The survey questions included: “Have you completed Team STEPPS training 

(yes or no); If yes, how long ago did you complete Team STEPPS training (less than one year, 1-

2 years, 3-4 years, greater than four years); What is a Safety Stop (free text)?”  The three 

questions were sent via Survey Monkey and analyzed to coordinate training dates and times. 

Phase three included training based on survey findings. This next training was conducted in 

August and October of 2021. Team STEPPS created a common language, mindset, and aligned 

communication methods supporting Safety Stops (King et al., 2008).  

Study of the Interventions 

A simultaneous plan for existing staff (previously trained with Team STEPPS 

foundations who demonstrate the core behaviors) attended four weekly huddles throughout the 

facility where they communicated and educated their nurse colleagues regarding the definition of 

safety stops. The nursing QI task force developed a checklist of situations to call safety stops for 

surgical patients. After the four huddles, this checklist was presented to the physician’s medical 

group for input. Subsequently, this checklist was converted to an algorithm similar to the 

American Heart Association [AHA], 2020 basic life support form (AHA, 2020). 

SWOT Analysis 

A review of patients scheduled for elective surgery at one medical center from January 

2021 through January 2022 highlighted the Strengths, Weaknesses, Opportunities, and Threats 

(SWOT) analysis (Appendix E). Strengths included perioperative leadership vision alignment 

throughout the management team. The staff was committed to “extraordinary care, every 

patient, every time” (KP, 2023). Another strength was a highly committed workforce of subject 

matter experts. Weaknesses included the current workarounds for the PeriOperative Medicine 

(POM) clinic, as evidenced by ineffective communication, variation among physician practices 

that contributed to risk, and lack of standardization. Opportunities included the areas of risk to 
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the organization’s reputation and care delivery for the preoperative patient care coordination. 

Other opportunities were safety and service risks when safety was overlooked to meet the 

organizational expectations, such as workarounds, last-minute add-on surgery cases, rushing 

patient preparation during preoperative assessment, and skipping closed-loop communication 

steps.  Current threats to the organization were prioritizing quantity versus quality, resource 

limitations, and the POM clinic workflow.  

GANTT Chart 

The DNP project was conducted over 12 months. The approval for the project was 

obtained in January 2021 from the Perioperative Leadership Team and The Physician Medical 

Group Administration. The timeline included meeting dates for the stakeholders scheduled every 

month. Agreements were made for when a representative was available to join from each service 

line specialty department. The timeline was scheduled for planning, task force meetings, 

rounding with staff, and data meetings with the systems analyst administrator. Monthly meetings 

and daily safety briefings were conducted to report status updates. Timeline date changes were 

made for activities that were rescheduled. The total number of hours and dates were tracked on 

the project timeline. The GANTT chart (Appendix G) was shared with the group during the 

monthly meeting to plan the next test of change- Plan, Do, Study, Act [PDSA] cycle.  Each 

proposed intervention included the Work Breakdown Structure details.  

Work Breakdown Structure to Redesigning Surgical Pathway 

Project Management Foundations by Biafore (2019) was presented to leadership to define 

activities, plan initiation of the project, and plan management. The Project Management Plan was 

presented to local leadership for project approval. The project charter (IHI, 2021) highlighted the 

extensive work required for avoidable pivot work. A steering committee was formed, and regular 

meetings were conducted frequently. Sessions were planned during office hours when the clinic 
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was closed from 12:30 -13:30. Location was booked in a neutral meeting zone. A neutral 

meeting zone was an area that was designed to eliminate hierarchy and power bias from both 

entities (Biafore, 2019). The invited stakeholder meeting included designees from Periop 

Management, Clinic Management, the Executive Sponsor, TPMG Physician Leader, and 

Administrative Support.  

Communication Matrix 

The communication matrix consisted of weekly meetings with DNP Chair and 

Committee Co-chair as needed. Additional support was provided using phone calls and text 

messages to keep lines of communication open.  Bi-weekly team meetings with the QI task force 

were held to review the number of canceled cases. Chart reviews compared the case 

cancellations and postponements to determine if the safety checklist helped close the gap to meet 

medical clearance criteria. Interdisciplinary stakeholder meetings were scheduled after the 

biweekly QI team meetings to report on patient optimization. Additional information from the 

frontline teams to report huddle staff attendance were conducted. Defined activities were 

reviewed at a high regional organizational level and approved by Perioperative Leadership 

stakeholders, who agreed to be emailed. If senior leaders were unable to attend, a department 

designee participated in the steering committee activities to ensure adequate participation. 

Process Map 

The outpatient clinic visits started the medical clearance encounter. Patients were 

evaluated by their primary care clinic physician and referred to the surgical specialty clinic for 

consultation. A tentative surgical date was given to the patient to determine whether the patient 

wanted to have surgery to meet the patient-friendly surgery scheduling metric. Once the surgery 

was deemed necessary, the patient decided whether to proceed. 
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The surgery date was entered into the system. The surgery scheduler placed the 

information for the perioperative surgery scheduler to create the operating room schedule and 

blocked the time needed for the surgery case.  The patient received a phone call from the POM 

Clinic physician to medically clear the patient for surgery. The history and physical review 

included assessing the patient's chart, labs, and medications. Ideally, physicians conducted 

telephone interviews, reviewed the patient history, ordered any pertinent labs, and answered 

medical questions that might have influenced the surgical outcomes. 

Costs 

The cost for this evidence-based change of practice project required three full-time 

Registered Nurses with an approximate annual salary of $300,000 combined. Tracking the 

number of surgery cancellations each month provided feedback, data, and opportunities to 

modify actions included during the tests of change. Decreasing one DOS case cancellation 

demonstrated a minimum cost savings/avoidance of $4,000 per patient procedure.  Adding one 

full-time RN, Monday through Friday, to complete preop calls for every scheduled surgery 

eliminated all secure messaging previously sent. The average number of hours dedicated to the 

project was 8 x 4 days = 32 hours per week. The average RN made approximately $100/ hr. x 32 

hrs. = $3200 weekly.  Tracking the number of DOS cancellations was reported monthly with 

documented reasons for cancellations by a 1.0 full-time RN (40 hours) x $100= $4000/ week.  

The third additional 1.0 FTE RN scheduled all preop covid testing and conducted chart reviews 

(40 hours) x $100= $4000/ week.  

Budget Return on Investment (ROI) Cost Avoidance/Savings 

     The tool from Return on Investment [ROI] Institute (2023) provided an assessment by 

examining the financial outcomes data to help leadership make informed decisions to allocate 

resources that supported this project. During the planning process preceding the implementation 
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of improvement actions, projected ROI can be used to estimate how the planned intervention 

affects revenue and operating costs and to adjust the intervention to optimize quality and 

financial performance (S. Bressoud, personal communication, March 1, 2021).  The practice tool 

used that was originally implemented by the ROI Institute (2023), showed how long it would 

take for an intervention to break even, and that is, for the returns of the practice improvement to 

offset the upfront and ongoing implementation costs.  

Outcome Measures  

This project focused on redesigning workflows that assessed the medical clearance 

process in perioperative services. Three outcomes were analyzed using system-generated reports: 

1. calculation of the day of surgery cancellations rates;  2. outpatient care experience scores; 3. 

staff engagement metrics. The data were reviewed weekly from August 2021 to July 2022 by the 

QI team. 

Analysis 

This analysis was calculated using data from the literature. The project improvement 

team reviewed the details of cancellations for trends. Based on the 30-day preoperative medicine 

study (Terveen et al., 2022), the standardized clinic medical clearance tests saved $22.7 million 

annually.  In this project, the salaries for two full-time RNs = $8000/ week x 38 weeks= 

$304,000 and 1 part-time RN= $3200 x 40 weeks= $121,600. The total of $425,600 is the 

nursing workforce cost for the DNP project per year minus the cost avoidance calculated from 

surgical case cancellations per year (labs, ancillary services, etc...) equal approximately 

$5,107,200/ year (Appendix J). 

Ethical Considerations 

The nurses’ professional duty is to serve the community, advocate for high-quality care, 

keep patients safe from harm, and promote an ethical work environment (ANA, 2015).  An 
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ethical dilemma exists for staff in healthcare systems when workarounds and other inefficiencies 

impact patient quality outcomes, a culture of safety, patient autonomy, and a spirit of 

beneficence. For example, the generational workforce divide can impact individuals aged 65 and 

older who may have trouble navigating new technology or complex fragmented healthcare 

systems. Providers must perform effective medical clearances especially with an aging 

population who may have many comorbidities for elective or emergent surgery. According to the 

review of the literature, government-incentivized programs require hospitals to collect quality 

metric performance data (CMS, 2022). Implementing a PreOp Safety One Stop Shop may lessen 

the ethical dilemmas faced by employees who are trying to minimize workarounds while 

maximizing productivity and quality outcomes in high-risk departments such as surgery.  

University faculty determined that this project qualified as an evidence-based change in 

practice using the Institutional Review Board checklist and met exemption criteria 

(Appendix L). This project was reviewed by faculty, sponsors, and workgroup, who approved 

the dedicated improvement effort listed in the letter of support (Appendix L).  Across settings, 

implementing the DNP Essentials (AACN, 2023) may influence future nursing practice and 

guide ethical project planning and dissemination to bridge the gaps between research and 

practice.  

Prior to project implementation, ethical aspects of implementing and studying the 

intervention(s) and how they were addressed included formal organizational ethics review and 

potential conflict(s) of interest. Consultation with the ethics committee highlighted the need for 

cultural considerations and diversity within the targeted adult surgical population. Annual 

Compliance education was completed by 100% of the staff participating in developing and 

implementing the Preop One Stop Shop project, and language assistance resources were utilized 

as needed. 
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The Jesuit value of “Cura Personalis,” or “care of the person,” aligns with the daily 

practice of nursing values (Tom, 2019). Being the change agent within this practice setting 

provides opportunities to demonstrate the courage to form a more substantial cohort of the 

professional nursing practice community within the department. This author believes in changing 

the world from here, which aligns with organizational values.  It was an honor to be a part of a 

collective workforce of seasoned healthcare providers with robust integration of a care delivery 

model guided by the Caring Science Theoretical framework (Watson, 2023) and a shared vision 

that aligns with the author’s personal convictions and professional values. 

Results 

The project data collection plan included quantitative and qualitative analysis.  

Quantitative data from existing automated crystal reports were system-generated weekly reports 

from the electronic medical record system. This data set was exported to Microsoft Excel and 

placed on display, establishing the baseline to compare daily performance. Components included 

defects related to on-time surgery start times and surgery delays/cancellations. Process outcome 

measures used the chart review indicators to identify and anonymize patient charts as “not ready” 

linked to “reasons for cancellation” or “case postponed.”  This nurse-led POSS project decreased 

the number of same-day surgical cancellations from 10% to 3%, improved the standardized 

patient care experience measures from 78% to 79%, and increased internal staff engagement 

scores from 72% to 77% by July 2022.  

Evolution of the Interventions 

The compliance audits of the annual Team STEPPS training toolkit components were 

conducted to evaluate the standardized communication and pathway algorithms (King et al., 

2008). Operational process interventions, including safety stops, briefings, and huddles brought 

information across the frontlines, back up the chain of command to communicate workflow 
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redesign changes needed and emphasized opportunities to call out gaps in quality and safety. 

Biweekly face-to-face follow-up meetings provided an additional forum to identify and discuss 

barriers, changes, or to escalate priority patient situations. This project collaboration resulted in 

the standardized checklist ultimately being incorporated into a new surgical workflow redesign 

that promotes reliable and consistent medical clearance for surgical patients.  

Discussion 

Technology has changed the healthcare operations by keeping communication options 

viable despite social distancing (Mars et al., 2018). The study by Kaplan (2020) discussed the 

importance of telemedicine while expanding on the familiar issues of physician-patient 

relationships and quality of care, consent, access, and privacy. The association between Kaplan’s 

interventions and outcomes represent key findings in this DNP project as evidenced by the 

decrease in surgery cancellations. This outcome was more visible in March 2021 through 

February 2022 (Appendix I) and mostly likely attributed to fewer surgeries associated with 

COVID-19 delta variant, winter surge, and mandated booster vaccine. The timing between 

Kaplan’s (2020) telemedicine study and this DNP project (2021-2022) offered the new 

opportunity to integrate Kaplan’s findings and influence workflow redesign in this setting. 

The impact of this DNP project demonstrated the strength in the voice of nursing and the 

Speak Up culture (AHRQ, 2019). The preop phone call outreach interventions included in the 

workflow redesign highlighted the limited focus on telemedicine's legal, ethical, and regulatory 

issues. The scripting of the preop phone call was developed to maintain the boundaries of Health 

Insurance Portability and Accountability Act of 1996 (HIPAA) 

(https://www.cdc.gov/phlp/publications/topic/hipaa.html). The script standardization of phone 

calls and preop checklist intake conducted within 48 hours of scheduled surgery improved 

https://www.cdc.gov/phlp/publications/topic/hipaa.html
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workflow efficiency. This process improvement brought new levels of performance expectations 

for all staff assigned to the patient optimization medical clearance workflow.   

Summary 

Providers must perform timely and accurate medical clearances especially with an aging 

population requiring elective surgeries. Surgical cancellations can occur due to ineffective and 

inefficient operational procedures which lead to suboptimal patient experience and financial 

outcomes. Prioritizing patient care needs across the healthcare continuum necessitates innovative 

Informatics Technology (IT) and Quality Improvement (QI) strategies. This evidence-based 

change in practice project led to a PreOp One Stop Shop (POSS) safe surgery intervention which 

created value in this organization by decreasing the number of same-day surgical cancellations, 

increasing staff satisfaction scores, and improving patient care experience metrics. CMS (2022) 

uses value-based purchasing programs tied to financial incentives that pay for hospitals’ 

performance on key core measures, including patient satisfaction ratings and communication 

about surgical medical clearance. In summary, the POSS intervention including a standardized 

checklist is recommended for pre-surgical assessment to expedite medical clearance. This new 

approach can create a win-win opportunity to optimize both patient and organizational outcomes.  

Limitations 

Before the COVID-19 pandemic, preoperative telephone visits were conducted daily, 

with one to two surgery cases identified per week that were missing patient optimization; 

however, comparative data for this project was limited post COVID-19.  During this project, the 

top three reasons for surgical case cancellations related to patients missing medical clearance 

included: 1. lack of POM clinic physician appointments, 2. missing lab results, and 3. cardiac 

clearance tests not performed. Therefore, this project was limited to the post-COVID-19 surge 

that increased demand for surgical procedures. During the analysis of this macrosystem level 
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project, there were changes in senior leadership and five positions in middle management roles 

were vacated. Despite these limiting factors that would ideally promote consistent leadership and 

management, the professionalism, mutual support, hospital physician collaboration, and strong 

working relationships were maintained. 

Conclusion 

According to TJC,  Leading the Way to Zero (TJC, 2023)  requires a leadership team and 

an evolving culture that demonstrates utilization of process improvement tools and 

methodologies that promote accountability for patient safety and quality. This evidence-based 

change project has transformed surgical care operations to improve patient safety for 

preoperative medical clearance by integrating a nurse-led PreOp One Stop Shop.  

The post implementation surveys provided team feedback and additional momentum to 

further disseminate project success factors. These factors include Team STEPPS training, safety 

stop interventions, and peer promotion of a “Speak Up” culture (AHRQ, 2019).  Although the 

workflow redesign for a POSS did not require additional new resources, it did provide new ways 

of thinking and organizing with existing resources to minimize  surgical risk and maximize 

patient safety. Future research and improvement initiatives are needed to continually innovate 

and integrate new technologies and evidence within and across healthcare systems. In 

conclusion, introducing a POSS approach can generate staff engagement, creativity, and better 

teamwork to optimize individual and organizational outcomes. 
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invaluable insight, patience, time, and feedback that she gave throughout my career. I also want 
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Purpose of 

article or 

review 

Design / 

Method / 

Conceptual 

framework 

Sample / 

setting 

Major 

variables 

studied with 

definitions 

Measurement 

of major 

variables Data analysis 

Study 

findings 

Level of evidence (critical appraisal score) / 

Worth to practice / 

Strengths and weaknesses / 

Feasibility / 

Conclusion(s) / 

Recommendation(s) / 

APA reference:   Turunen, E., Miettinen, M., Setälä, L., & Vehviläinen-Julkunen, K. (2018). The impact of a structured preoperative protocol on day of surgery cancellations. 

Journal of Clinical Nursing, 27(1-2), 288–305. https://doi.org/10.1111/jocn.13896 

Purpose:  

To evaluate 

the impact of 

implementing 

an evidence-

based, 

structured 

preoperative 

protocol on 

day of 

surgery 

cancellations  

Design:   

Observational 

study with 

two study 

phases: 

before and 

after 

 

Method: 

Comparative 

Effectiveness  

Research 

 

Theoretical 

Model:    
  

Sample:  

N= 591  

1 September 

2013–31 

May 2014 

  

N=542 

September 

2015–May 

2016 

 

Setting: 

Single 

University 

Hospital 

Registry for 

13 operative 

specialties  

 

 

 

 

 

 

 

IV: Implement 

structured 

Preoperative 

protocol  

 

DV: 

Surgery 

cancellations on 

day of surgery  

 

Compliance 

rates were 

analyzed from 

participating 

specialties. 

 

Electronic and 

structured 

evaluation form 

for measuring 

the compliance 

rate of 

preoperative 

protocol in each 

operative 

specialty.  

 

Surgical 

cancellation 

rates  

 

Specialty 

department 

protocol imple

mentation 

compliance rate  

 

 

Surgical 

cancellation rates 

were calculated 

from the total 

number of 

scheduled elective 

operations and 

reasons.  

 

Patients who failed 

to show up for 

scheduled 

procedures were 

analyzed during 

phase I prior to 

implementing the 

structured 

preoperative 

protocol. After 

protocol was 

implemented, the 

number of patients 

who failed to show 

up significantly 

decreased. 

 

This study 

reported a 

correlation 

between the 

rate of 

cancellation 

and the rate 

of 

preoperative 

protocol 

compliance. 

 

The mean of 

compliance 

to the 

preoperative 

protocol 

across all 

specialties 

was 82.3% 

JHNEBP Level of evidence (LOE):  

II A 

 

Worth To Practice:  Research provided evidence 

based preoperative care protocol and the outcomes 

of its implementation. 

 

Strength:  This study demonstrated the impact of a 

standardized preoperative protocol on the surgical 

cancellation rates. Provided evidence to promote 

preoperative outreach to promote scheduled arrival 

of surgical patients.  

 

Weakness:  Study limitations were the lack of 

resource related reasons (missing bed, equipment 

unavailable, etc...) 

 

Feasibility: Implementation was feasible and 

aligned with Surgical Services workflow redesign 

within project scope.  

 

Conclusion(s):  This study provides evidence-

based preoperative care protocol introduced to 

decrease surgical cancellations. 

Recommendation(s): Report the cancellations that 

involved equipment, supplies.  

 

https://doi.org/10.1111/jocn.13896
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                                                                             Appendix C.        

                                                                              IHI/Model for Improvement            

 Institute for Healthcare Improvement (IHI). (2021). IHI's QI Essentials Toolkit [video file]https://youtu.be/r-3jveJ-uBAGantt Chart 



53 

 

                                                                                         Appendix D. Healthcare Delivery Model  

 

Source: http://image.slidesharecdn.com/kaiserpermanentepresentation-141007111815-conversion-gate01/95/an-overview-of-kaiser-

permanente-integration-and-information-systems-in-health-care-13-638.jpg?cb=1412685949 

http://image.slidesharecdn.com/kaiserpermanentepresentation-141007111815-conversion-gate01/95/an-overview-of-kaiser-
http://image.slidesharecdn.com/kaiserpermanentepresentation-141007111815-conversion-gate01/95/an-overview-of-kaiser-
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             Appendix E.   

SWOT Analysis 

 

 

 



55 

 

Appendix F. 

Communication Matrix 
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     Appendix G.   

      Gantt Chart 
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Appendix H.  

       Work Breakdown Structure 
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Appendix I. 

Cancellation Tracker 
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Monthly 

Number of 
surgery 

days 

# of days 
below 
target 

# days 
target 
met 

% 
Optimized  

Total 
Case 

Performed 
Cases  

Canceled/ 
Postponed 

cases 

% 
Canceled  

August 2021 24 11 13 54% 667 604 63 9.44 

September 2021 22 8 14 64% 636 567 69 10.84 

October 2021 21 8 13 62% 654 591 63 9.63 

November 2021 21 12 9 43% 538 466 72 13.38 

December 2021 21 11 10 48% 603 530 73 12.10 

January 2022 22 8 14 64% 629 569 60 9.58 

February 2022 20 11 9 45% 584 504 80 13.69 

March 2022 22 8 14 64% 627 557 70 11.16 

April 2022 21 6 15 72% 716 662 54 7.54 

May 2022 22 8 14 64% 626 578 48 7.66 

June 2022 23 10 13 57% 723 642 81 11.20 

July 2022 21 3 18 86 % 629 591 38 6.04 

 

 

                                                                                        Appendix J.        

                                                                                             Return on Investment (ROI) 

Costs Workforce Training Ongoing Total Costs/ Year 
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RN 1- Preop Call 152,000 8,000 152,000 312,000 

RN II- Chart 

Checks 

152,000 8,000 152,000 312,000 

RN III- COVID 

Testing 

121,600 8,000 121,600 251,200 

NP – TPMG 152,000 8,000 152,000 312,000 

Total Costs 577,600 32,000 577,600 Grand Total = 

1,187,200 

 

Cost Savings/ Avoidance 



61 

 

 

 



62 

 

                                                                                         Appendix K.       

                                        IRB and/or Non-Research Approval Documents (Statement of Determination) 
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