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I. General Scheduling Rules, Definitions, & Processes:
a. The Regional Surgery Scheduling office only coordinates scheduling that is done prior to the Schedule Final time. Hours of operation are Monday-Friday, 08:00 – 17:30.

b. Schedule Final time

i. The elective schedule is considered “final” at 8am one business day prior to day of surgery.

ii. All cases scheduled after this time will be coded as add ons.

c. Add on cases are scheduled by the hospital/OR front desk scheduler.

i. Add on cases will be done in order received, based on surgeon availability, unless patient condition changes and priorities must be adjusted accordingly

ii. Add on cases will not have a promised start time, but, as a courtesy, surgeons may be given an expected start time

iii. Weekend and holiday cases are considered add ons. On weekends and holidays outpatients may only be scheduled for urgent or emergent cases. In addition to urgent and emergent cases, inpatients may be scheduled for elective cases to expedite inpatient bed availability, but will be scheduled to follow urgent and emergent cases, even if booked first. When urgent/emergent case volume exceeds available OR resources elective cases may be canceled and rescheduled for the following day.

d. Bumping

i. Lower priority case types, including scheduled elective cases, may need to be moved to another day and/or time, if an urgent or emergent case needs to “bump” them.

ii. Specialty will bump the same specialty when possible.

iii. The bumping surgeon will speak to the bumped surgeon prior to the bump request unless the case is an emergency and the delay caused by this conversation would result in undue risk to the patient’s outcome. In this case the bumping surgeon will speak to the bumped surgeon at the earliest opportunity.

iv. In the event of a conflict in sequencing of urgent or emergent cases, the involved surgeons must confer to determine which case has priority based on triage classification. Triage Classification should be sequenced by:

1. Clinical urgency

2. Availability of resources
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3. First come first serve

4. Surgeon preference

v. If the surgeons are unable to reach an agreement, the Chief of Surgery will be consulted. If an agreement is still not reached, the Medical Director of Surgery will be consulted. If there continues to be a disagreement, the Chief Medical Officer will be consulted. Any disputed resolution will be reviewed by Perioperative Leadership Counsel (PLC).

e. Authorization Requirements

i. Surgeons’ staff will be required to start the authorization process prior to scheduling elective cases.

ii. The following authorization information will be required to schedule an elective surgery:

1. Patient Name

2. Surgeon

3. Location

4. Date of Surgery

5. CPT Codes

6. ICD 10 Codes

7. Patient’s Status

8. Insurance’s Name

9. Subscriber’s name & Subscriber’s number

10. Authorization Reference Number (or referral number, ticket number, etc.)

iii. If pre-authorization has not been verified for an elective case by 48 hours prior to the day of service, Patient Access – Financial Clearance will contact the surgeon’s office for rescheduling, cancellation, or completion of self-pay arrangements with the patient.

f. Conflict Resolution

i. All questions and concerns related to scheduling operations should be directed to the Regional Surgery Scheduling lead or supervisor

ii. All questions related to block allocation, room availability and OR operations should be directed to the Perioperative Director

g. Planned Rooms

i. Each hospital’s Perioperative Director designates a time of day that elective cases cannot extend past, based on current resources available. (Generally this means up until only one room of staff is available for urgent cases).

ii. As the number of resources (RN/Anesthesia/surgical technician) drops down at the end of the day, cases will be prioritized according to urgency of case. Elective cases that would begin after the end of the elective block time will be treated as elective add on cases and may be delayed or rescheduled to facilitate scheduling of urgent/emergent cases.

iii. Scheduled cases will be asked to move up as gaps occur. If unable to move up, available cases may be placed in gaps. Attempts will be made to minimize delays between cases.
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h. Scheduled Duration:

i. System-generated time averages will be used when scheduling cases (if available). Time averages are surgeon-specific, and/or site-specific, depending on the number of times the surgeon has performed the procedure(s).

ii. Surgeon’s time estimates may be used when scheduling cases, especially combination procedures. Approval by the OR Manager is necessary if the surgeon requests less time than the historical/system-generated time average.

iii. The OR Manager, Anesthesia Coordinator or the charge nurse will make the final determination of appropriate scheduled time for the cases.

iv. The scheduled duration will be confirmed with the surgeon’s scheduler/office.

i. Holds:

i. Any request for holds on the schedule without patient information will be denied.

ii. Holds will expire at the end of the current business day.

iii. Holds cannot be renewed once they have expired.

j. Case Types

i. Emergent: life threatening, or potentially life threatening condition requiring immediate intervention. Threat to vital life, limb and/or sight function; takes precedence over other previously scheduled Elective or Urgent procedures. (Note: sometimes defined as within 30 minutes)

ii. Urgent: non-life threatening condition which may lead to complications if not performed within 24 hrs. Generally will follow elective scheduled procedures.

iii. Semi-Urgent: cases that need to be performed within one week in order to avoid complications and/or negative outcomes. Should be scheduled regardless of authorization status.

iv. Elective:  procedures that are scheduled in advance, that are not emergent or urgent.

v. Elective Add On: elective cases scheduled after the Schedule Final time. Cannot be scheduled on weekends without OR approval.

k. Patient Classes

i. Inpatient: patients that are admitted prior to the date of surgery (aka in-house).

ii. Surgery Admit (Inpatients): patients that will be admitted after surgery for 24 hours or more.

iii. Outpatient: patients that are discharged same-day.

iv. Outpatient Bedded (Extended Recovery or Stepdown): Outpatients that need extra recovery time, but will be discharged before the 24th hour. Not available at every hospital.

AI. First Assistant Scheduling (by the Regional Surgery Scheduling office)

a. When scheduling a surgery that requires an assistant, the regional schedulers will ask for the assistant’s name and add it to staff under Surgeon Assist. If they are using a CHI Franciscan assistant, the schedulers also add the appointment to the Outlook calendar.
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b. If an assistant is needed but has not been identified the regional schedulers will add a comment to that effect in the Special Needs field; for example “The office still needs to schedule an assist (initials, date)”. Once the assistant has been identified the regional schedulers will add this information to staff under Surgeon Assist and remove the initial comment.

c. If the office specifies that an assistant is not needed for a case that normally utilizes an assistant, the regional schedulers will add a comment in the Special Needs field; for example “Office said assist is not needed (initials, date)”.

BI. Quality Control Process

a. The Regional Surgery Scheduling office and the hospitals will utilize on-site resource nurses to clinically review all the cases scheduled across the system (daily).

b. The Regional Surgery Scheduling office will utilize an internal peer monitoring and reporting process for errors.

c. The Regional Surgery Scheduling office encourages staff to give feedback and report errors.

References/ Supportive Data:

1. Block Rules and Utilization (see Addendum A)
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Regional Perioperative Leadership Team

Page 4 of 6

Regional Perioperative Services

Addendum A: Block Rules and Utilization

Purpose:

The concept of blocked time for surgery is to provide consistent availability for surgeons to schedule planned procedures during a set time frame, in a specific facility, that will not conflict with the needs of other surgeons. Additionally, it allows the institution to plan for staffing, supplies and equipment in an efficient and safe manner to meet the needs of the surgeons and their patients. The following provides a standard for fair and equitable allocation, utilization and review of all blocks at CHI Franciscan Health.

Block Oversight Committee:

The Block Oversight Committee reviews and approves revisions to the block schedules and meets on a quarterly basis. The committee is comprised of surgeons, anesthesiologists, Perioperative director(s) and other Perioperative Services team members. The committee provides a venue for communication, information sharing, problem solving, and service improvement. The committee will review block utilization on an ongoing basis to ensure that recommendations, changes and efficiency are consistently being monitored. Surgeons who wish to discuss changes made based on utilization may attend the next quarterly meeting.

Block Rules:

The Perioperative Leadership Counsel (PLC) has oversight for the block rules.

· Blocks can be allocated to a surgeon, to a group of surgeons, or to a service line.
· The first case must be scheduled at the time that the block starts.
· Surgeons must schedule cases in their block’s times before they can schedule in open/FCFS (first come first serve) times on the same day.
· Block time must be a minimum of half a day (4 hours)
· Holidays
o  All block time is suspended on CHI Franciscan Health’s observed holidays,

o Block time is also adjusted the day after Thanksgiving and the week between Christmas and New Year’s. The amount of adjustment to be determined by site’s Perioperative Director.
Requesting Block Time:

The allocation of blocks is a privilege, and the continuance of the block allocation is in part dependent on adherence to Perioperative guidelines and policies, and other relevant factors such as:

· Availability of requested time
· Requestor’s current case volume and hours of surgery
· Availability of supplies and equipment
· Potential impact on postoperative care units
· Demonstrated ability to increase case volume
· Seniority may be considered when all other factors are equal
· The “Block Request Form” should be used to request new block time and/or additional block time. o Completed forms should be faxed or emailed as indicated on the form.
· Requests will be reviewed by the Perioperative Director upon receipt.
· Requests will remain on a “Wait List” until time becomes available, or the request is cancelled.
· Regional Scheduling and the Perioperative Directors will collaborate to manage the Wait List.
· Block requests will be reviewed by the Block Oversight Committee and approved by the site’s Perioperative Director.
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Releasing Block Time:

· Manual: The surgeon’s office may call the Regional Surgery Scheduling office to manually release block time, or they can submit a “Block Release Form”.
o  Completed forms should be faxed or emailed as indicated on the form.

o Requests must be received 30 days before the date of service for the “allocated” minutes to be removed from the rate’s calculation

· Automatic: Blocks will automatically release 5 business days before the date of service, unless other arrangements have been made with the site’s Perioperative Director.
o Robotic blocks will automatically release 10 business days before the date of service, and be opened to other robotic cases only. 3 business days before the date of service the block will then go to general FCFS time.

o  Automatic releasing does not remove the “allocated” minutes from the rate’s calculation

Block Utilization/Management

Block Utilization Rate =
Total Time Used In Block + Turnover Time

Total (unreleased) Block Time Allocated

· Block Utilization Rates are calculated by the Epic system
· Turnover Time is capped at 60 minutes
· 85% and higher Block Utilization Rates are considered high, and may result in additional block time as needed.
· Block’s quarterly average rate is expected to be at a minimum of 70%, and will be monitored monthly with a detailed review quarterly.
· If utilization is less than 70% for one quarter, a notification letter will be sent by the Chief of Surgery with a recommendation for improving utilization. This could include (but is not limited to) a loss of or decrease in block time, combination of block days, or change in block day(s).
· If the block utilization remains low for a consecutive quarter then the block should be adjusted. The change will take effect at the earliest possible time. Procedures already scheduled will not be affected.
· A request for re-instatement of block time can be submitted in writing to the Perioperative Director at requested facility.
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