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LEAN team Summary and Recommendations

Over the past several months, the LEAN team has observed, interviewed, audited, and researched our Diagnostic Imaging Outpatient flow - both walk-in patients and scheduled patients.  While we observed several opportunities for process improvement, two main issues presented themselves.  This summary will highlight the waste and workarounds that we noted, as well as our recommendations for process change and the anticipated costs involved.

Confusing Patient flow into Radiology

This subject has been detailed previously in our LEAN presentation as well as Quality Council.  Our data and Current Value Map pointed out that the most efficient flow for DI patients was a process in which the patient is admitted and checked into DI with a single interaction at the DI receptionist workstations.

Multiple Patient phone calls during scheduling/pre-registration/pre-authorization

What was initially thought of as a secondary problem discovered during the mapping phase has pointed to a larger issue – redundant work and a broken verification process.  It was noted during data collection that the single most efficient check-in format for the patient was to be scheduled and pre-registered.  However, this was not the process for numerous patients and for some patients the data was incomplete and/or incorrect.  Additionally, it was observed that scheduling phone calls were a major source of interruption to the DI reception staff.  Lastly, on average, 2-3 patient exam ‘slots’ were lost each week due to exams not having a pre-authorization number available at the time of their exam.  This resulted in an unused appointment time (usually an MRI or CT which can be $1,500-$2,400) and an unhappy patient due to their wasted time.

After observing and value stream mapping the DI scheduling process and admitting pre-registration work, a few items became apparent:

· More scheduling calls on average were received than can be answered by one employee – hence the ‘bouncing’ of calls to the other Receptionists – who are typically involved with assisting patients at their windows.
· The majority of the pre-registration actions are actually not calls – they are taking the information that is gathered in scheduling and transferring it over to a ‘pre-registered’ account.  Major redundant area as this information has already been gathered by DI scheduling.
· Of the 102 pre-registration actions in the three day period – only 29 calls were made, and only 9 patients were actually reached.  All calls were during business hours, not evenings.


Recommendations:

1. Implement a process whereby patients receive “one stop shopping” at Diagnostic Imaging – Admittance and Exam entry.
a. Train DI reception staff in full admitting functions.
b. Educate referring staff to new patient flow – all patients go directly to DI.
c. Improve Signage directing DI patients to the department.

2. Improve DI scheduling processes by coordinating with admitting the pre-registration process.  Scheduler and Admitter would function as team, both scheduling, initiating reminder calls, and pre-registering patients in the same office.
a. Create workspace away from main DI office to minimize distractions, interruptions, and facilitate coordinated care (utilize old Imaging file room).
b. Train admitting employee in DI scheduling functions to provide concurrent coverage.
c. Implement new pre-authorization process with pending appointments – don’t actually schedule the patient until Authorization number arrives from the physician office.

Anticipated Costs involved:

· Training of DI Staff - 5 employees @ $13.56/hr x 40 hours = $2,712.
· Signage – Front Lobby, estimate  $200.
· Training of Admitting staff – Unsure of how many will be cross trained into DI scheduling.  Minimum of two x 40 hours?
· Office supplies for scheduling – Two each of Desks/Phones/Computers/Chairs/Headsets = $3,000.

We believe these changes can be FTE neutral if both changes are done concurrently. The combination of a more efficient outpatient process (less patient waiting) and rerouting of scheduling calls into a specific office (less interruptions) would allow the remaining DI receptionists the ability to work more effectively.  The anticipation for admitting would be to have less patients waiting for service at their windows as all admitting process is completed in DI.  We believe these changes to the DI scheduling and registration process would improve the patient experience and decrease the waste in our process.
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