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The publication of the PNDS by AORN and
subsequent workshops and conferences have
heightened awareness of targeted perioperative
quality improvement strategies among periopera-
tive nurses across the United States. The PNDS,
the first perioperative nursing model of its kind,
provides uniformity in the use of perioperative
nursing vocabulary as well as definitions of peri-
opetative nursing processes. 1 hese are significant
steps in demonstrating that perioperative nuises
make a diffetence in the achievement of
enhanced patient
outcomes

In the fall of
2001, perioperative
nursing leaders and
educators from Con-
necticut formed a
small wotk group to
explore the applica-
tion of the PNDS as
a model for furure
intra-hospital bench-
marking of petiopera-
tive mursing services.
The work group sup-
ported use of the full
PNDS, but wanted to focus on a smaller subset that
would be manageable and inclusive of JCAHO and
regulatory requitements for perioperative nursing
leaders in the proposed benchmarking project.

Desired data
element subset

JCAHO and
Regulatory

This article describes the process the work
group is following to evaluate the PNDS and select
a subset of measures. The evaluation process is
ongoing, but the group has reached initial consen-
sus about a subset of measures. The group will now
seek additional input and ultimately hopes to use
these measures in state-wide benchmarking activ-
ities. The steps followed by this work group were
consistent with other performance improvement
initiatives, specifically the employment of the

PLAN-DO-CHECK-ACT process.
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TABLE 4-14

Use this checklist 1o assess the data elements being captured by your current intraoperative record,

Case ID: Dote;

Code  Dingnosis/intervention/Ouicome Yes No Comments

x29 Diagnosis: Risk for injury related to transfer and transpon.

126 infervention: Confirms idenfity before the operalive or invasive procedure.

126 Intervertiion: Verifies operative procedure

60 Infervention: idenfifies baseline fissue perfusion.

165 Infervention: idenfifies physiological bamiers o communication

166 Intervention: Idenfifies physiological status

159 Intervention: Ideniifies baseline cardiac function

164 Intervention: Idenfifies physical afferctions that may affect procedure-specific positioning
Outcomes: Verbolizes comiort relafed fo fransfer/iransport.

¢} Diagnosis: Risk for amxety related to knowledge deficit and stress of surgery.

113 Intervention: Assesses coping mechanisms based on psychological status

127 Interventfion: Confinuily of care.

13G Intervenfion: Develops individualized plan of care

57 Intesvention: Idenfifies and reporis phifosephical, cuitural, ond spiriiual beliefs and voluss .

185 Intervertion: Minfmizes the length of invasive procedure by planning care

1107 Infervention: Provides care to each individual in a manner fhat presesves and profects the

patient’s aufonomy, dignily, and human rights.

1106 Intervention: Provides instruction based on age and idenified need

el Interventtion: Explains expecfed sequence of svents
160 Intervention: Evaluales response o instruclions.

Outcomes. Verbalizes/Indicales decreased anxiely, ability fo cope,; understanding of pro-

cedure and sequsnce of evenls Quesfions answered.

X38 Diagnosis: Risk for acute/chronic pain.

124 Intervention: Collaborates in initiaiing pafient-conirolled analgesia
151 Intervention: Evaoluates response lo medications.

161 Intervention: idenfifies cultural and value components relaled fo pain
169 infervention: Implemenis alternative methods of pain confrol

in Infervention: Implemsnts pain guidelines.

1108 Infervention: Provides pain management insiruction

116 Intervention: Assesses pain control .

154 Infervention: Evaluates response fo pain monagement interventions.

020 Outcomes. Demunsirates adequate pain management

X28 Diagnosis: Risk for infection
13 Infervention: Administers eare fo invasive device sites
121 Infervention: Assesses stsceptibility for infection.

In step one of the process (PLAN), the mem-
bers brainstormed on the work group’s purpose
and anticipated outcomes The consensus of the
group was that it would outline a process to allow
for the future benchmarking of perioperative ser-
vices in Connecticut’s hospitals. To do so, the
group agreed that it would need to

¢ familiarize itself with the perioperative nurs-
ing data sets incliding terminology and the
AORN universal documentation tool;

¢ familiarize itself with current perioperative

nursing documentation tools and processes;

® establish a data collection tool and means to
promote uniformity in collection; and

€ cstablish measurable outcomes for future data
sharing and benchmarking in Connecticut.

In step two (DO), the work group successfully
reviewed the full PNDS and AORN universal doc-
umentation tool. The outcome of this step includ-

ed the conversion of the AORN tool into a check-
list that could be used to assess the documentation
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TABLE 4-14 (continued)

Uise this checklist to assess the data elements being capfured by your current intraoperative record.

Case 1D: Date:

Code  Diagnosis/Intervention/Quicome Yes No Comments
122 Infervention: Classifies surgical wound

194 Infervention: Performs skin preparation.

i31 Infervention: Dresses wound of completion of procedure.

Oufcomes: Paiient's surgery performed using aseptic fechnigue and in @ manner fo

prevent cross confamination

X29 Diagnosis: Risk for injury.

it infervention: Applies safely devices.

139 inferverdion: Evaluates for signs and symptoms of injury to skin and tissue.

172 Intervertion: Implements profective measures to prevent injury due to eleclrical sources.

73 Infervention: Implements protective measures to prevent injury due to luser sources

177 Infervention: Implements protactive measures fo prevent skinfissue injury due to
mechanical sources

193 Intervention: Performs required counts

184 Infervenfion: Manages specimen handling and disposition.

1z Infervention: Records devices implanted during the operctive or invasive procedure

o1 Oufcornes: Pafient is free from signis and sympioms of physical injury

X40 Diagnosis: Positioning injury.

138 Interverfion: Evaluates for signs and symptoms of injury as o result of posifioning

138 Infervention: Evaluaies fro signs and symploms of injury fo skin and tissue

177 tnterventicn: Implemenis proteclive measures fo prevent skinissue injury due o
miechanical devices.

o1 Oufcomes: Patient is free from signs and sympioms of physical injury

%30 Diognosis: Knowledge deficit.

ing Infervention: Assesses readiness to leom based on physiological status

120 Inferventfion: Assesses readiness to leam based on psychological stafus

179 intervention: Includes family and support persons In preoperative teaching

o3 Infesvention: Provides informafion and explains Pdfient Self-Determindfion Act

87 interveniion: Identifies psychological bamiers to communication

163 Interveniion: Ideniifies individuat values and wishes concerning care

130 Inferveniion: Develops individualized plon of care.

1104 infervention: Provides insiruction about prescribed medications
1105 Intervenfion: Provides instruction about wound healing and wound care
016 Oulcomes: Pdiient demonsiraies knowledge of the physiological responses fo the opero-

live or other invasive procedurs.

of specific perioperative nursing diagnoses, inter-
ventions, and outcomes. The work group also
reviewed cutrent documentation tools and process-
es and discovered that many variations existed in
actual documentation toals, the use of automation
versus hardcopy, and the application of the PNDS
model

The work group further enhanced its familiar-
ization with the PNDS by creating case scenarios
and detailing the use of specific perioperative
nursing diagnoses, interventions, and outcomes.
Four cases were selected to compare variations of
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procedure complexity and patient age. These
included an uncomplicated minor procedure (D
and C), and an uncomplicated major procedure,
{(hip teplacement). During the case scenario
review, the group identified variations in periop-
erative nuising diagnoses, interventions, and out-
comes based on procedure complexity and patient
age. Most importantly, it was noted that while
each scenario involved some unique perioperative
nursing diagnoses, interventions, and outcomes,
there were many more that were common to each.
Ultimately, this activity built the foundation for
the data “subset” (diagnosis, interventions, and
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outcomes) that would lead to the opportunity for
data collection and benchmarking of periopera-
tive nursing care.

After step two (DO), the group reached a
plateau and sought guidance in identifying the
next steps for the project Dr. Suzanne Beyea,
Director of Research of AORN, was invited to
participate in the third meeting. She shared expe-
riences from other groups that have used the
PNDS and acknowledged the unique approach of
this work group in desiring to utilize the PNDS to
benchmark perioperative nursing services.

Based on the outcomes of steps one and two
and the AORN consultation, the work group
moved forward on the project with renewed vigor.
Specifically, the work group extrapolated a subset
of data elements from the PNDS, including those
that were common to the case scenario reviews and
those that were JCAHO or regulatory-based, that
would be manageable for the data collection and
analysis steps of the proposed benchmarking pro-
ject. This data eletnent subset is actually a combi-
nation of nursing diagnoses, interventions, and

~outcomes as defined by the PNDS. As a final activ-
ity for this step, the work group converted this data
element subset to a checklist (Table 4-14}, once
again that could be used for data collection.

The work group is currently at step three of the
process (CHECK). The plan is to present the
PNDS data element subset checklist—the data col-
lection tool—to other perioperative nursing lead-
ers for feedback, complete a pilor test of the tool
using selected but controlled cases, validate the
tool, and modify as necessary. Step four (ACT), the
ultimate purpose of this work group ptoject, is to
toll out the tool and offer Connecticut hospitals
the opportunity to participate in a perioperative
nursing services benchmark project based on the
nationally accepted PNDS model.

The group believes that this future bench-
marking project will help health care facilities
enhance patient safety, reduce risks for adverse
events, and monitor nurse sensitive issues, such as
medication error, wound infection, pressure
ulcers, and skin integricy. Of equal importance,
the group believes this project could be used to
study staffing and patient outcomes in each OR
suite, which would link to the JCAHO standards

assessing staffing effectiveness.
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