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Introduction Results
Instrument Status Check is a crucial step to verify if Percentage of compliance to Instrument Status
the mtsrt]ru ﬂekwttset.‘s. ort.\oose instru T\ednctjs haveO| t Check improved to 97% in April 2020
gone rOJg S erifisation ;)rocess all ceme O Compliance to instrument status check in General Surgery OTs
be safe for patient use during surgery. 1008
This is done using a Tdoc program uploaded onto P S~

designated laptops in all Operating Rooms (ORs).
Additionally, visual checking is also done to ensure
packaging integrity is maintained, free of holes,
tear or wetness. PDSAS: Enhanced OT

status check report

PDSA2:Changed issuing process

PDSA:Conducted
inservice PDSA3:ILabelled Tdoc cables

PDSA4:Replaced scanner
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Since the implementation of Instrument Status o Months

. .
Check, there was only 78% compliance rate of Based on feedback, team worked with Integrated

operating theatre (OT) nurses performing | ,
nstrument Status Check. Health Information System (IHIS) to review the
Instrument Status Check report and implemented
Objectives * PDSA 5: Enhanced OT Instrument Status
- To improve compliance from 78% to 100% in daily Check report
Instrument Status Check for General Surgery optch. St Check and Paot Reqitaton Gompllance For T (ased on Disat bt
discipline OTs within 6 months o R -
- To enhance patient safety and mitigate risks
related to instruments/ instrument sets | | 200 e [ e [ e e
undergoing sterilisation processes and deemed to v o e e o | sgon s e s ) o e
be safe for patient use perioperatively B e ) } s
Methodology P
A cause and effect diagram was used to determine O Einal results in January and February 2021,
root causes. Final root causes were: Compliance to Instrument Status Check in
* Knowledge deficit General Surgery OTs increased t0 99.68%
 QOT nurses overlook and did not scan v
* Wrong cable connection Conclusion
* End of life (for scanner) * We will continue to collect feedback and have

implemented above initiatives to all other
‘ surgical disciplines.
* The enhanced link to Instrument Status Check

report is on all computers for easy access.

* This work process has been incorporated into
the orientation of new nurses, who will be
closely supervised by the Champions/ Senior
nurses when they start working in the clinical
area.

* This project promotes good working
relationship and cooperation between OT
nurses and SSU staffs, there is better
understanding of each department function,
which helps improve camaraderie, great
teamwork and boost morale for all staffs.

Brainstormed for solutions and the following
were implemented
 PDSA 1: Conducted in-services to
improve and enhance knowledge
 PDSA 2: Changed process of issuing
shortfall instrument sets
* PDSA 3: Labelled Tdoc cables on'§
aptops in all ORs
* PDSA 4: Replaced scanners




