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NEWCASTLE PERIOPERATIVE SERVICE 

 
The Newcastle Perioperative Service has developed since 1996 at John Hunter, Royal Newcastle 
Hospital, and at Belmont.  Recent Organisational changes have brought three services together 
under a newly-established Perioperative Governance Committee. 
 
The Mission of the Perioperative Service is to optimise the quality of care of patients having booked 
procedures. 
 
Quality is regarded as being patient-centred and having seven dimensions, being Safe, Effective, 
Patient-centred, Timely, Efficient, Accessible & Appropriate.  
 
The particular focus of the Perioperative Service (at present) is on the pre-procedural phase of 
patient care.  By optimising pre-procedural preparation, quality is maximised.  
 
  
Model of Care 
 
The Preprocedural Process uses a Multidisciplinary team approach, with shared information and 
documentation. 
 
Information is gathered and analysed in four dimensions relevant to planning a procedure:  The 
Patient’s Health; The Procedure-related requirements; The Patient’s non-health requirements; and 
the Hospital/system requirements.  
 
Steps: 

• Gather – Information pertaining to each dimension is gathered from multiple sources.   (e.g. 
for patient health factors, the old records, patient questionnaire, GP records, other health 
providers). 

• Review – Information is reviewed and if not available in adequate detail, further information 
is sought.  (e.g. for patient health evaluation, it may be necessary to see the patient face-to-
face for further history taking, examination, and more detailed tests conducted).  The 
outcome of this phase is that the patient is in the best realistically achievable health status, 
and this is appropriately documented.  

• Analysis/Integration -  The factors and requirements of all four dimensions are considered 
together (i.e. This patient’s personal preferences and issues, with regard to the planned 
procedure, in a patient in this health status; and in this hospital.  Conflicting or competing 
requirements and risks must be balanced. 

• Decide a plan of care – Having considered all factors in the four dimensions, an overall plan 
of care is decided.  This is then the basis for more detailed care planning. 

• Explain/Educate/Communicate – The plan is explained to the patient & family (education), 
and communicated to the personnel and services that will be caring for the patient. 

 
This process results in information recorded in The Patient Health Summary; The Perioperative 
Assessment and Plan; and the Preoperative and Admission plan.  In addition, there will be results of 
tests and other patient information.  
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Implementation 
Based on the plan developed through the above process, patient care is implemented by the 
Perioperative Service which communicates extensively with other care providers, both internally and 
external to the hospital. 
 
Care is actively coordinated by the Perioperative Service until the Day of Admission, but warnings etc 
have been sent in advance to any particular services that may need to become involved, such as 
theatres, procedural anaesthetist, ICU/HDU, D&A, Physiotherapy, and Discharge Support Services  
 
At this stage, the Key Performance Indicators of the process are the numbers of patients having 
booked procedures; the DOSA rate; the rate of avoidable cancellations on Day of Surgery or shortly 
beforehand; and any identified complaints or safety incidents identified as relating to the 
preprocedural preparation process.  These indicators are clearly imperfect but are the only feasible 
indictors at this time. 
 
 
Paperwork/Documentation 
 
The Preoperative process is documented using a variety of databases, temporary notes and clinical 
notes.  For Adults, the major visible components of documentation are as follows:-  
 
 

Planned Procedure Booklet  
 

• RFA – supplies the planned procedure, plus the proceduralist’s requirements for this 
particular procedure and patient.  

 
• Consent – legally required 

 
• Patient information – financial and administrative information about the patient.  Some 

of this information may be clinically relevant (e.g. Occupation; GPs name) 
 

• PHQ – Patient Health Questionnaire to be completed by the patient (or someone on the 
patient’s behalf) to gather information regarding the patients health, social issues and 
discharge requirements. 

 
The Planned Procedure Booklet (plus information from other sources such as GP records or Old 
notes) forms the basis of triage to decide if the patient needs to attend a pre-procedural clinic.   
A phone call to the patient may also assist. 
 
Patient Health Summary  
 

This is a multidisciplinary document. 
• This acts as a summary of the patient’s health status  
• It is equivalent to the traditional ‘RMOs admission’. 
• Information is entered by BOTH nurses and medical staff to build the summary.   
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Perioperative Assessment & Plan  
 

This document is generally completed by medical staff 
• Perioperative/Anaesthetic Assessment – This records the conclusions made after 

analysis and integration of the factors in the four dimensions of preprocedural 
assessment.  Specific anaesthetic issues are included.  

• Answer to “Is the patient appropriately fit for the procedure” is indicated? 
• The Overall Plan of Care is recorded.   
• Subsequent or additional issues about preparation are recorded overleaf. 

 
Preoperative and Admission Plan 
 

This is a nursing/clerical procedural record/checklist 
• The detailed plan and checklist of the preprocedural preparation phase. 
• This is used by Nursing and Clerical staff to guide patient preparation and record 

preoperative treatment.  

 
 
 


