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Abstract
Leaders in nursing are challenged with managing variable surgical schedules.  The needs of patients, surgeon office schedules, as well as changes in hospital census all impact the efficiency of the surgical schedule.  It is important for nursing leaders to reduce, and where possible, eliminate the variability within the elective surgical block schedule.  Nursing leaders must develop collaborative partnerships and planning with physicians, nursing managers, and frontline staff. This synthesis paper describes the development of a set of guidelines for managing the controllable variability of the elective surgery schedule within a large hospital system.
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[bookmark: C409995071296296I110271T409995095138889]Nursing administrators in today’s healthcare environment must be effective in leading change through innovative ways which engage staff and result in positive patient outcomes.  Along with safe care, productivity and cost-effectiveness of care delivery are crucial to ensure the best use of resources.  Nursing leaders must understand how the outcomes of nursing care impact the bottom line of a health care system.  This requires nurse leaders to adapt patient care delivery, strengthen relationships between practice and academic settings, and mentor those who will be their successors (Thompson, 2008).  One area of healthcare that challenges nursing leaders is within surgery and the efficient scheduling of elective surgical procedures.  In large hospital systems, services such as surgery scheduling and preprocedure planning are often centralized and may be located at a facility outside of the hospital.  This presents challenges with efficient scheduling of elective surgical cases, communication between departments, and movement of patient medical records between sites.  It is important to have a standardized scheduling approach to effectively facilitate the flow of surgical procedures which minimizes gaps and delays while supporting patient safety and quality outcomes. 
[bookmark: C409449176736111I110271T409449231944444][bookmark: C409449176736111I110271T409449234027778][bookmark: C409449176736111I110271T410969549189815][bookmark: C409575448611111I110271T410969562500000]One way to improve efficiency is through a master surgical scheduling (MSS) approach which uses repetitive processes.  These processes can decrease variations in operating room productivity and in turn reduce the need for other resources within the health system (VanOostrum, Bredenhoff, & Hans, 2010).  Use of an MSS provides clarity and consistency of various levels of work flow which in turn improves patient flow (VanOostrum et al., 2010).  In order to eliminate variability in surgical scheduling, a nurse leader can effectively manage the controllable factors that impact variability of the elective surgical schedule such as surgeon preferences that often cause peaks and valleys in the block schedule (Dempsey, 2009). 
The purpose of this synthesis paper is to describe a scholarly project which provided growth in nursing leadership management skills through development of a standardized process for improved scheduling of elective surgical procedures.  This paper describes the project goals and objectives, the development of personal and professional accountability, and an analysis of the project outcomes, challenges, issues and concerns.  Surveys and evaluations of the project are provided.  Finally, recommendations are made for future implementation of similar projects. 
Project Goals and Objectives
The overall goal of the scholarly project was to develop a standardized process following an established set of guidelines to manage closing of the elective surgery schedule the day prior to surgery. This change in process allows individual unit managers and supervisors to efficiently manage “day prior” and “day of” changes to surgical schedules with consistent guidelines that will be applied throughout the entire department of Surgical Services.  An important goal of this process development was to decrease variability in the surgical schedule.  To be successful, a collaborative environment between health care leaders and physician leaders must exist.  Dempsey (2009) suggests the use of an oversight team which meets regularly and follows established hospital policies and bylaws to develop a process for reducing scheduling variability.  The objectives for this goal included gaining an understanding of current processes at each surgical location, learning about best practices for managing elective surgery schedules, and working with key leadership within surgery to develop the process guidelines.
The second goal of the project was to present the proposed guidelines to key stakeholders.  It was important during this phase of the project to have ongoing dialogue with nursing managers and directors as well as anesthesia leadership.  The objectives of this goal included developing a timeline for project completion and an educational plan for staff.  A date and time was determined to present the proposed guidelines to key nursing leaders in surgical services.  It became evident during this learning and fact finding stage that planning for standardized guidelines would not happen in twelve weeks.  While planning the project goals, I, along with my preceptor and her director, assumed our guidelines would be embraced by all but they were not.  I was reminded that in today’s healthcare environment, changes happen quickly, often are not easy, and can have far reaching impact.  Change may be planned or unplanned, episodic or incremental.  Nursing leaders need to be skilled at leading others through change that may be disruptive to established processes.  Successful nursing leaders can guide and support others in adjusting to change and help to stabilize the environment where new processes have been implemented (Stichler, 2011).   I learned that my project agenda had a more far-reaching impact than I realized.  I needed to gain the trust and buy in of others who would be impacted by my project.
The final goal of the project was to determine whether the goals and objectives of the project were met through the development and distribution of an evaluation tool.  The evaluation results were collated and a report summarizing the feedback was provided to the surgical services leadership team.  
To provide a framework for this project, June Larrabee’s (1999) model of emerging quality was applied.  In planning the process for closing the surgery schedule, Larrabee’s quality model concepts of value, beneficence, prudence, and justice provided a solid framework for developing a successful process that supports the work of surgery schedulers, nurses, physicians, and patients having a surgical procedure. This model focuses on the well-being of individuals and perceptions of how services are delivered, including how decisions are made about the use of personal resources (Larrabee, 1999).  I needed to spend time with the stakeholders to understand their perceptions and needs.
It will be important throughout the project to develop relationships with the key stakeholders impacted by the process changes.  The nurse leaders, physicians, and surgery staff have knowledge and expertise that was important to the success of the project.  The nursing theory of intellectual capital (NIC) developed by Christine Covell (2008) was applied to this project.  This theory shows how the interrelationships between nursing work environments, collective nursing knowledge, nursing skills, and experience learned through continuing professional development (CPD) correlate to patient and organizational outcomes.  The main concepts of the nursing intellectual capital theory are derived from the intellectual capital theory of business economics and accounting with a foundation in organizational learning theory.  The intellectual capital theory focuses on the relationships between the concepts of human capital, structural capital, and relational capital and the impact on performance outcomes (Covell, 2008).  As in the business world, intellectual capital is important to healthcare and nursing.  
Covell emphasizes the necessity of managing the human resources effectively to ensure safety and efficiency while supporting positive patient outcomes.  This also requires a better understanding of how nursing intellectual capital influences patient care and organizational outcomes.  Covell theorizes that these concepts can be applied to collective nursing knowledge in healthcare organizations.  Nursing leaders are responsible for developing the human capital of each staff nurse and for supporting their educational growth.  This demonstrates that nursing leaders value the knowledge contributions of staff.  Davidson (2007) shares several strategies to achieve outcomes and grow the intellectual capital of an organization.  She points out the importance of ensuring that senior leaders realize how vital it is for every nurse to have the knowledge and skills of a leader.  The strength of NIC is that the theory recognizes how complex the healthcare environment is and the importance of developing nursing knowledge to positively impact patient and organizational outcomes.  
Personal and Professional Accountability
My personal and professional accountability in the planning of this project can be seen through my collaboration with various roles within Surgical Services.  Each conversation I had was documented and carefully considered as the planning of the guidelines evolved.  If I had questions or concerns I discussed them with my preceptor and her director.  As I reflect on my role as a nurse leader in this project, I worked to uphold the American Nurses Association (ANA) standards of practice for nurse administrators, in particular the standard of leadership (ANA, 2009).  This standard demonstrates how the nurse leader must shape the professional environment.  The leader must be engaging, influential, creative, and transformational in order to be successful in their role (ANA, 2009).  A successful leader must also be seen as effective and viewed positively by their followers.  This was a personal goal that was tested and tried throughout the project.  I believe at times I expected more of myself than was necessary.  I also realized the importance of leveraging the support of other nursing leaders to assist in facilitating change.  Most often it takes a team to achieve successful outcomes.  I had to step back a couple of times and realize that others impacted by these guidelines needed time to process the proposed changes.  I wanted this plan to materialize in twelve weeks, others needed more time.
Project Description and Analysis
[bookmark: C409445546875000I110271T409445593402778]The practice environment of the nurse administrator is constantly changing.  Possessing emotional competence is essential for nurse leaders as they focus on new challenges in healthcare (Aduddell & Dorman, 2010).  The American Nurses Association (ANA) provides standards of practice which guide nurse administrators in elevating and improving nursing practice through evidence-based care, professional development, planning, implementing, and evaluating quality outcomes (ANA, 2009).  This project required that careful planning took place and that the challenges of the proposed changes were balanced with the positive outcomes that could be achieved.  I needed to be able to verbalize to the nursing and physician leaders how this project would positively impact the patients, physicians, and staff.
Description and Analysis of Project Outcomes
In evaluating the project goals and outcomes I felt that I had a solid plan for developing the closing of the elective surgery schedule guidelines.  As I began speaking with key stakeholders I realized that I may have to scale back some on the project deliverable.  There was very little literature that addressed an organization of our scope and size.  The department of surgery is complex.  The research done surrounding management of surgical schedules, along with personal input and feedback from key stakeholders, identified multiple variations in practice and a lack of a common understanding as to the terms closing, add-on, elective, and urgent.  A summary of feedback from various nursing managers on key components of the project can be found in Appendix B.
As part of the guiding principles of the project, Franklin Dexter’s Organizational Decision Making by Ordered Priorities was proposed as the foundation to maximize the efficiency in scheduling elective surgical cases.  These principles in order of priority are:
1. Patient safety is preeminent
2. Every surgeon has open access to OR time on any future workday for elective cases
3. Maximize OR efficiency by minimizing hours of over-utilized OR time 4.
4. Reducing patient waiting by reducing expected tardiness for elective cases and waiting for urgent cases
5. Personal satisfaction (Dexter, n.d.)

In reference to number three, an example of maximizing OR efficiency by minimizing hours of over-utilized OR time would be an OR scheduled and staffed to run from 0700-1530 but instead finishes at 1730 resulting in 2 hours of over-utilized OR time.  
Analysis of Issues, Concerns, and Challenges
	One issue identified during my observations of current state is how the surgical block schedules are managed for each surgical site.  Some block schedules were over blocked with inadequate open time for added cases.  Other block schedules had holes and gaps that resulted in inefficient scheduling practices. In order to minimize over-utilized time, and under-utilized time, reallocation of block time is necessary which in turn impacts surgeons and their office schedules.  At the ambulatory surgical centers there are thirteen operating rooms that have close to seventy-five different surgeons who have established block time throughout the month.  This is a logistical challenge for the managers of each site who have a limited number of full time equivalents (FTEs) to cover surgical cases that are not evenly distributed over the five days of the week.
[bookmark: C409999953472222I110271T410003366550926]Another challenge during the project was working with so many different people who had very busy schedules and minimal time to meet and discuss the project.  As I met with various leaders and staff I learned to adapt a structural approach and focus on organizational design, job, and workflow.  The goal of the structural approach is to improve performance and morale (Reineck, 2007).  Reineck also cautions against change fatigue which is a result of persistent change that can threaten the vision of an organization. Signs of change fatigue are stressful for staff when they observe leadership leaving the organization, stalled projects, goals and objectives are questioned, and resources are directed towards other initiatives (Reineck, 2007).  A concern that I had during the project was keeping the momentum and completing the activities that were outlined in my project planning guide.  Due to some unforeseen obstacles with additional key players joining the discussion I had to plan additional meetings around vacations.  This resulted in a revision to my project plan timeline.
[bookmark: C409999953472222I110271T410000022800926][bookmark: C409999953472222I110271T410003455671296]	Strategies that can be used for change management include change through power, reason, reeducation, altering approaches, developing new ways to collaborate and communicate, and using the benefit of computers and automation (Reineck, 2007).  Reineck explains that change through power is achieved by allowing others to develop the change.  Change through reason can be achieved by appealing to a rationale or logic.  Reeducation happens through provision of knowledge, skills, and information.  These strategies can be used and incorporated into the change process as needed during the redesign of workflows or organizational change (Reineck, 2007).  I realized that the success of my project would be dependent on including others in developing the process changes.
Evaluation of Scholarly Project
The evaluation of the project Closing of the Elective Surgery Schedule was completed by the following people:  Amy Gless, Director of Preoperative Services and my preceptor, Sarah Fisher, Nurse Manager of Preprocedure Planning.  I also completed a self-evaluation using the same tool.  The evaluation documents are included in Appendix C.  
The Scholarly Project Presentation is referenced in Appendix D.  The PowerPoint has been submitted in a separate attachment in the course assignments folder on line. 
In addition, a brief survey related to the project presentation was completed by each nursing leader in attendance.  The survey responses are included in Appendix E.  
The feedback that I received from both Amy and Sarah was to push more to achieve the outcomes I desired.  I realize that I can be more assertive in seeking action from others and to keep moving ahead while respecting their needs and timelines.  This requires further personal growth in transformation leadership.  One trait seen with a transformational leader is the ability to influence others in putting the interests of the organization above their own in order to support the team.  This type of leadership empowers caregivers to achieve better outcomes (Weberg, 2010).
Overall I found this project to be challenging to complete in the time allowed.  My organizational skills and time management skills were tested.  This did provide me with lessons in flexibility and creativity.  I believe in the future I could offer guidance to someone who may be challenged with the same type of project or process change.  
Recommendations for Future Implementation
Now that the project has come to a close, here are some recommendations based on what I have learned:
1)  I would perform a brief, mini survey with all of the Surgical Services leadership team and department physician leadership to first establish who would want to partner in the project.
2) I would allow more time to complete the project.  I would even consider avoiding a summer project that relied on multiple participants.  It was difficult to arrange meetings due to summer vacations.  Managers were also busy completing performance reviews for their staff during the same time frame as the project.
3) I would spend time shadowing at the main OR desks to observe current state how much activity takes place when elective cases are added or shuffled.  Hearing and reading about processes is much different than observing the process in action.  When I spent time with the surgical schedulers I was able to experience firsthand how many other things were happening while the schedulers tried to do their work.
4) Assertiveness with project timelines is necessary in order to achieve the planned goals and outcomes for a project.  
As seen with Kurt Lewin’s Theory of Change there is three stages one must progress through.  These stages are unfreezing, moving, and refreezing.  A nurse leader must be aware of what changes must take place and be willing to do things differently.  A careful assessment must be done of the environment where change will occur and an understanding of the driving and restraining forces related to this change must be considered.  The next stage of Lewin’s theory is moving. This stage involves reviewing the data and analysis of a situation and then acting on it.  New implementation processes can be developed during this stage.  Finally, the last stage is refreezing.  During this stage changes have been adopted and become part of the new process (Peterson & Bredow, 2009).  
Though Lewin’s Theory of Change is easily understood, it is a challenge to effectively and efficiently work through these three phases in an environment where change is constant.  As a nursing leader I need to support and drive the changes proposed with the project and collaborate with staff and physicians for a smooth transition. As I communicate my project objectives and goals to the Surgical Services leadership team, it will be important to stress the need for them to help staff through each stage of adapting to the changes of their work processes.  
Conclusion
The planning of this project has identified opportunities for process improvement as it relates to the management of added elective surgical cases.  The research done surrounding management of surgical schedules, along with personal input and feedback from key stakeholders, has identified multiple variations in practice.  As evidenced by the feedback received during the project interviews and discussions, each stakeholder had different needs and concerns which were relevant to their individual scope of practice.
As a result of this project there was collaboration between different disciplines to achieve consistency in elective surgery scheduling processes after the schedule is “closed”.  Franklin Dexter’s ordered priorities are the basis for decisions related to elective surgical case order.  The outcomes of this project to increase efficiency with elective surgery scheduling are achievable while maintaining patient safety.  The guidelines have been developed and the next phase will be to put the guidelines into practice. Consistent guidelines for closing and managing the elective surgery schedule will provide clear direction for nurses and physicians while positively impacting the efficiency of the elective surgery schedule.  
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Appendix D
Project PowerPoint Presentation
The project PowerPoint presentation Closing of the Elective Surgery Schedule has been
submitted as a separate document in the course assignments folder on line.
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foding the ~urgeun accountable for that. 11 hit woukd be sddressed and controlled our schedules wold ran mch tmore simoothly. You
up the fsstc OF AN and PM blocks ~ this i @ suafa also. 1t causes some rooms to not star until 1230 and tha really hinders

also bro

statfing for our personnet and for ancsthesia

** Under-utilized time is an issue at the ambulatory surgical centers: in this instance working to combine ORs should be considered. Most
surgeon blocks drop S business days before day of surgery. Keeping patient. physician (surgeon and ancsthesiologist) and optimal surgery
center stafling in mind, when would youpropose that rooms are combined... 24 hrs prior to DOS, 48 hrs prior to DOS. other suggestion(s)?

week out, We do get

would favor combining rooms afler blogks are dropped if there are not very many cases - 50 this would be

ons who “furget” o send surgerics in but this would hupefully make them more accountable for the block drop. AS fong as there are
apenings 10 add cases then that would work. S auld abo b adjusted to make the best use of persomnel. This may be toa radical
Angthing other thoughts. comments. concerns?

fob D1 e that your projeet makes soane positive inpacts on case sehoduling, Another thorm is the block schedule itself ard

Tknow thas there are many factors that are considered hut sometines we

how dy e depart

should be consulied oo,

are made without much input from
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1= strongly disagrees, 2 = disagrees, 3 = agrees, and 4 = strongly agrees
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[0 1 Strongly disagree 02 Disagree 3 Agree 0 4 Strongly agree
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