Queen's North Hawai't Community Hospital OB/GYN Operations Improvement Project: Identifying

Operational Drivers Leading to Variance in NHCH OB/GYN Outpatient Encounter Turnaround Times
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Introduction

Healthcare team and administrative leadership have i1dentified that
patient encounters are exceeding the expected duration.

The Women’s Health Clinic at the Queen's North Hawai't Community
Hospital 1s undertaking an initiative with the goal of improving access
to care, enhancing the patient experience, and ensuring high-quality
care for 1its obstetric and gynecologic (OB/GYN) patient population.
The effort relies upon the embedding Lean and Six Sigma principles
into everyday practice. So as to aid in standardizing workflows,
clarifying team roles and expectations, and systematically identifying
and eliminating sources of waste and variability (Rathi et al., 2022).
The vision 1s to accomplish more than just streamlining operations,
but to create an environment that meets the evolving needs of
patients and staff.

Research Questions
1. Why are some patient encounters (say) 20 minutes long and some
40 minutes long?
2. What recommendations to reduce the variability?

Objectives

Phase 2 (Intern’s Focus): Data Collection and Analysis
° Collect and analyze both historical and real-time
operational data.
° Identify true bottlenecks and root causes of inetficiencies
using root cause analysis tools such as the 5 Whys,
Fishbone Diagrams, and process mapping.

Materials & Methods

1. Quantify Variance in Encounter Duration
o Determine the extent to which different encounters vary in
length by-design
e Based on scheduled appointment types and standardized
times
o Analyzed de-identified NHCH data using Excel Pivot Tables
2. Questionnaire Development
o Questions were related to (Patient Care & Clinical Workitlow,
Technology & Electronic Health Record Systems,
Administrative & Documentation, Communication &
Coordination, Supplies, Equipment & Facilities, Staffing &
Scheduling)
3. Observations & Informal Interviews
o Intern took notes of daily operations for a span of 1 week while
asking some of the questionnaire questions 1n real time
4. Questionnaire Distribution and Response Collection
o Questionnaire was distributed to the (Front Office Assistant,
Physician Practice Assistants, & Triage Nurse
o Ambulatory Clinics Manager emailed intern their responses
5. Meeting with Queen's North Hawai'i Community Hospital
Providers
o Asked for their own unique insights and clinical experiences
for Fishbone Diagram
6. Fishbone Diagram Creation
o Questionnaire Findings were mapped out
o Provider (Physicians) experiences and observations included
7. Provide Recommendations for Areas of Improvement
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Patient Care & Clinical Technology & Electronic
Worktlow Health Record Systems
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+2°¢ PDuplicate documentation or charting

o0 . .
~— EPIC will lag sometimes
Doesn’t crash, freeze or lag at critical moments

Provider experienced lags when looking at medical images

Communication delays between departments
and limited access to patient records/test
+*== results from external facilities slow down

patient care +2 EPIC s “Not frustrating once you

get used to the layout”
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Difficulty locating on-call physicians when APRNSs or
RN need assistance can lead to delays in patient care.

[ )
—

Electronic Medical Records may lack sufficien
o information when seeing new patients or
referrals, impacting provider efficiency.
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Only have 2 Non-Stress Test (NST)
+=*~ (Fetal Monitoring) Machines
*Only 1 works efficiently*

(Experience delays do to needing to share them)
Only Have 2 Ultrasound Machines
«~2° *]1 Machine generates images at a

slightly lower resolution*
Can't use for scans that require more detail

Delays in obtaining a required chaperone for sensitive

exams (pelvic, etc.) can slow down patient care.
*Provider needs to wait if a Nurse or PPA is occupied

Some patients engage in extended personal
conversations during phone calls

chart (Takes some time)

+2— Unsure who to contact for specific issues or tasks

«2_ Language barrier impacting communication

Wasn’t written in notes beforehand ; Wasn’t able to prepare Martti

~2_ Patient didn’t know they had an appt.

.o Forgetting to follow standard protocol

when there’s a delay with providers
Delays occur when having

difficulty in accessing results
that don’t come directly
from the lab/hospital

If being used, provider would need to wait for it

be addressed by a physician.

PPA needs to get approval from provider;
switches/changes in scheduling

Provider expects a short visit but the patient
& in receivine approvals wants to talk about additional concerns
s 4PP y (bleeding, birth control, etc)
orders, or consults

(Experience delays do to needing to share them)
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Often times when doing a procedure,
the PPAs don’t have the right .o
tools in the room
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2 New patient packets are redundant and

— Scanning documents into patient chart

PPAs need to look up scans/images and/or past lab studies
from other websites when they see that it’s not in the patient’s

Late Arrivals
+2% FOAs need to check if the appt. has —

to be rescheduled
PPA’s that are intaking/assisting their provider could further

delay check in process /waiting for approval.

+2 Unprepared Upon Arrival/During Check-in

(Example: Had to go back to car to get documents needed)
Requested a complete change to the
+20 originally clinic visit reason—can only

ay result in

a N

Administrative &

Documentation
\_ O Includes their own clinical experiences

Key:
Providers

and observations)

. . Front Office Assistant (FOA)
time consuming
Like a Medical Assistant

Providers vary in note-taking preferences Triage Nurse

(computer or paper) and the need to sift
through extensive patient records.

Intern Notes/Observations

PPAs vary in their own way of documenting.
Record excessive information, not all of
which is needed for every visit, adds extra
time and unnecessary work.
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Variability in
patient encounter
durations affects
patient flow and
turnaround times

Ex: ROB Patient - Full term ; Has normal weekly appt to check on baby
*Don’t need to write when the patient’s last pap smear was®

1st Call Providers (Modified Schedule)
Priority: On Call for OR
Appts (30 min): OB & High Risk Patients ONLY

Patients are informed beforehand that there could be delays,
appointments being cut short, and/or rescheduling

/e Delays in Morning OR Cases causing
upcoming OR Cases to get delayed

Short Staffed & No Full Time Provider
Providers become double OR triple booked

Providers arrive shortly before
their 1st scheduled appt
(Causes a ripple effect of delays)

Providers then take the time to get settled into the clinic
before heading into the Exam Room

e « N e
Supplies, Equipment &
Facilities

Communication &
Coordination

Patients
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Staffing & Scheduling
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Figure 1. Qualitative data derived from multiple perspectives which result 1n the variability 1n patient encounter durations thus affecting patient flow and turnaround times

Results (cont.)

Identifying Encounter Types with High Overrun Counts
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Figure 2. Overrun Count by Encounter Types within the Past 6 months of 2025 (1/2/2025 to 7/3/2025).

Recommendations

FOA’s should set clear expectations with patients about the purpose

and duration of phone calls (Create a script)

For sensitive exam appointments, FOAs should ensure a chaperone

1s already reserved during scheduling

Management should investigate why the standardized list of

tools/equipment 1s not being used for each procedure type OR

update the list as needed

o Investigate if 1t’s provider preferences outside of the standard list

Management should investigate why the escalation process (when

tests/labs/results/orders are delayed) 1s not being followed

Management should reinforce the importance of following work

flows and protocols during daily team huddles

o Conduct “Pop-Quizzes” on what should be done during certain
SCENarios
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