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Surgical Change Awareness Issues 
History

There have been three significant reports 
released in Saskatchewan, all of which make 
recommendations regarding the surgical care 
system:
– The Commission on Medicare - Saskatchewan 

(2001)
– The Provincial Wait List Strategy Team (2002)
– The Action Plan for Saskatchewan Health Care 

(2001) 



What Facilitated the Change?

Provinces and territories all face challenges to 
improve access to surgical services times and 
resources for surgery. 

Increasing resources alone is not the solution.  
System processes and approaches require 
revision.
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The facilitation of change is different for each group.  For the provincial departments, there was a recognition that our performance was less then was being expected by both the federal government and the people for whom we care.  Prior experience would seem to indicate that a simple increase in resources did not lead to a sustained reduction in throughput - I.e. a reduction in the waiting list for services.  It became apparent that in order to understand this better, we need to manage from data rather then anecdote.  
To the surgeon, change was facilitated by the fact that we truly believed that we were doing things right and were not meeting demand requirements.  It was therefore only logical that if we did more of the same, we would eventually defeat the waiting list.  The change was needed to allow us to speak in the terms that government understood, and this was the process by which we all ended up speaking the same language.  
At the end of the day, all sides would agree with Einstein who said “It makes no sense to continue doing what you are doing and expect different results”.  �



Surgical Access Strategies for 
Saskatchewan

Strategy components included the following elements:

Structure

Capacity Accountability

Communication

Knowledge

Evaluation

Quality



Wait List Strategy

Action Plan for Saskatchewan Health Care (2001)
listed several priority initiatives, including the 
establishment of:

The Saskatchewan Surgical Care Network (SSCN);
A Surgical Patient Registry;
A Clinical Prioritization Process & Target Time Frames for 
Surgery; 
A Waiting List Web Site; and
Surgical Care Coordinators and Regional Contacts
3 Year Provincial Surgical Plan developed



Pulling the Strategy Together

To oversee development and implementation of the initiatives, the 
Saskatchewan Surgical Care Network (SSCN) was established 
as an advisory body to Saskatchewan Health in March 2002.

15 members representing surgeons, Health Regions, regulatory 
bodies and Saskatchewan Health.

Two subcommittees: Surgical Services and Registry Operations

SSCN’s vision is: 

“Timely and appropriate surgical care for all Saskatchewan 
residents”.



SSCN Mandate

Surgical system planning and process 
improvements
Target Time Frame development and 
management 
System information analysis and reporting
Real time evaluation and monitoring outcomes



Surgical Patient Registry

Surgical Patient Registry:

Tracking patients booked for 
surgery in ten health regions.

It produces accurate reports that 
include:

Patients waiting;
For how long;
For what procedure;
For which surgeon; and 
At what level of priority.

Surgeons - are responsible for 
assessing patients, making the 
final determination as to which 
patients will be the next to 
receive their procedure and 
performing surgery.

Regions  - responsible for 
patients and managing surgical 
access.  This includes effective 
scheduling of patients, OR 
allocation, patient flow and 
management of financial and 
human resources.



Policy Considerations

To achieve the initiatives outlined in The Action Plan for 
Saskatchewan Health Care it was necessary to allocate resources 
to:

Establish the Network (SSCN)

Expertise Needed –for development of assessment tools and 
Registry (e.g.) consultants

Surgical Registry Office – To support day to day operations and 
address policy questions.

Saskatchewan Health – Increased focus and support for 
initiatives. 



Policy Considerations

Regulatory support for the Registry was required.  New 
regulations under The Regional Health Services Act 
were developed. 

The regulations identify the surgical related information 
that needed to be submitted by the Regional Health 
Authorities and prescribe the time frames for submitting 
this  information to the Registry.. 



Surgical Patient Registry - Policy 
Considerations

Throughout the development of the Registry, the SSCN was faced 
with many policy considerations.  Some of the key policies 
include:

All patients needing surgery must be added to the Registry.  

Patients will be entered on the Registry only once for a specific 
procedure.

Patients who refuse dates for surgery on three occasions are 
referred back to their surgeon.

Regions are accountable for wait list management and access to 
surgery.



Surgeon’s Perspective 
Key Points

The effect of management on the waiting time
The orthopedic issue
– Short term options
– Long term options

What is achievable?



Wait List Strategies 
How do waiting lists work?

If cars queue in turn

If some cars jump the queue

The other cars wait longer

They all wait the same time

Queue-jumping means longer maximum waits
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Queue jumping is sometimes necessary for clinical reasons.
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SSCN Surgery Performed June to November 2004: Waits of 1 day or less are excluded
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Wait List Strategies 
The Effect of Management
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The graph above is a picture of the orthopedic inpatient wait list for Saskatchewan on March 31, 2005. 
The blue bars show the number of patients waiting by the number of months they have waited (from the booking date to March 31, 2005). 
The point where the shapes cross the vertical axis gives the average number of cases added to the wait list each month. 
In the first scenario two categories are assumed: 15% should wait less than 3 weeks and the other 85% can wait their turn on a first come first serve basis. These percentages are based on actual scores and Target Time Frames for 2004-05 data. 

In the second scenario, one more priority category is assumed (15% less than 3 weeks, 32% less than 3 months, and 53% elective). Note that the maximum wait time (where the shape crosses the horizontal axis) increases from 16 months to 25 months. 

If one more priority category is added (15% less than 3 weeks, 32% less than 3 months, 26% less than 6 months, and 27% elective), the maximum wait increases yet again. 

The lesson here is that the more priority categories there are (i.e. the more queues there are), the greater the maximum time waited.  When there is no active management of the wait list, the situation is likely even worse that Scenario 3, as evidenced by our actual data.  However, with active management, and NO increase in capacity, the average wait time can be significantly reduced simply by appropriate management.  
�



Wait List Strategies 
Orthopedics

The goal is to have major joint replacement 
surgery performed with a maximum wait time 
of six months
Identify
– Current status
– Short term options
– Long term options



Wait List Strategies 
Orthopedics - Current Status

Orthopedic surgery, and in particular major 
joint surgery make up a significant part of our 
waiting list
A portion of these patients have been waiting 
for more then 18 months for their surgery
The waiting list in orthopedics is not equally 
divided among surgeons
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This graph shows the number of patients for all Regions combined in each priority level who received their procedure from April through September along with their respective wait times.

The total volume of patients who received their procedure between 2 days and 3 weeks was 7,782.   The total number of Priority Level II patients who had surgery (assuming non-scored patients in that time frame were Priority Level II) was 6,894.  Therefore, it was theoretically possible to exceed the Priority Level 2 Target Time Frame of 95% within three weeks by managing access to surgery in a different way.

Similarly, the total number of patients who received their procedure within 4 to 6 weeks was 3,722.  The total number of Priority Level III patients who had surgery (assuming non-scored patients were Priority Level III) was 2,938.  Again, through improved management practices, it was possible to meet or exceed the Priority Level III target of 90% within 6 weeks.   

It was theoretically possible to meet or exceed the Priority Level IV and V Target Time Frames as well. 

Increased capacity initiatives, as described previously, would have been required to help address Priority Level VI patients who are waiting the longest.  As this data reflects surgeries April through September, it does not yet reflect the impact of the $2.5 million initiative to address the longest waiters. 
�



Wait List Strategies 
What is achievable?

Short term
– Recruitment successes will even the waiting list among 

surgeons
– Better management of queues will decrease wait time but not 

increase capacity 
– A targeted increase of OR capacity to those surgeons with the 

most patients will reduce the actual list 
Medium / Long term

– Redesigning the business processes will lead to a significant 
increase in throughput, but will take time to implement
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Correction of management issues will reduce the wait time for inpatient orthopedics to a level somewhere around 17-18 months, and thus although a useful endeavor, it will not solve the problem.  �



Lessons Learned

Managing surgical wait lists with accurate, 
comprehensive data along with newly 
established targets based on need, represents 
a significant shift in culture, responsibilities 
and business processes for the department, 
regions and surgeons.



Lessons Learned

Leadership from Government, RHA’s, and surgeon 
community.
Communication of the Vision, Strategies, and Plan
Commitment of resources and support by all 
stakeholders
Effective organizational structure and communications 
system to facilitate change (e.g.) Minister’s Forum, 
Leadership Council, SSCN, etc.



Lessons Learned

Need for Information Technology involvement early in 
the initiative.
Need to improve surgical access process and reduce 
system variations

– OR booking & scheduling
– OR allocation

Challenge spreading change learning and information 
contained in the Registry
Need for better communication system within the 
surgical community
Focus future improvement on capacity improvements 
and system management



Lessons Learned

Need to educate physicians on better 
management of their waiting lists (e.g.) 
queuing theory and urgency management.
Continuous learning of facilitating cultural 
change to new business process and 
management. 



Applying Lessons Learned-DI & 
Cancer

Conducted a Provincial Review for Diagnostic 
Imaging (04) and Cancer (05)
Announced Diagnostic Imaging Network 
(January  05) and Oncology Collaborative (06)
Established an DI Equipment data base
Established a 4 year Strategic Plan
Implementing a Provincial RIS/PAC’s system



Applying Lessons Learned

Have developed 4 levels for DI target time 
frames.
Developing a multi-year capital equipment 
replacement plan
Modeling demand and queue management.
Developing a DI Web site for the public. 



Applying Lessons Learned

Developing partnership agreements between 
Sask. Cancer Agency and RHA’s. 
Integrated planning for Provincial cancer 
service delivery. (e.g.) oncology pharmacy 
services.
Improving patient flow between Regions and 
SCA.
Strengthening community oncology services.



Thank You
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