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Foreword

So, what makes a good leader? Are leaders made or
born? Is management a science or an art? The attri-
butes of good leaders and managers are inextric-
ably linked and have been defined as integrity,
business understanding, consistency, ability to
admit to mistakes, ability to listen and decisiveness.
These are attributes that, I am sure, we would all
aspire to emulate. I would also add ‘patience’ to this
list, as good work does not happen overnight.
A familiar comment by Eisenhower is a particular
favourite of mine: ‘leadership is the art of getting
someone else to do something you want done
because he wants to do it

Good leadership and management are synony-
mous with change, something we are all familiar
with in healthcare. During the last 10 years, health-
care has moved forward at breakneck speed. This
has put healthcare professionals in expanding
circles of influence. We are now aware of how
our actions are governed, or managed, on both a
micro- and a macrolevel. This self-awareness of our
professional personae has encouraged us to lead,
although we might not be aware that we are leaders.
Whether it is leading patients through difficult
times, leading students on their path to professional
fulfilment or leading our teams through challenging
days, we as professionals must lead through an
ever-changing landscape within healthcare.

So how do we prepare for these changes? Educa-
tion and training is the core of our delivery of
an excellent service to our patients. How we learn
and what we learn has also changed. Technological
advances and issues of professional boundaries and
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competence have impacted on the perioperative
environment in such a way as to splinter the
very existence of what was considered the norm.
New technologies have impacted on delivery of,
and teaching in, healthcare. This has resulted in
improving communication and technological
advances in treatment that, ultimately, are acceler-
ating the patient’s perioperative journey. These
advances have also resulted in professional bound-
aries being pushed to their limits, with blurring of
roles and responsibilities of members within the
multidisciplinary healthcare team.

Questions of professionalism linked to compe-
tency and regulation have been emphasized to the
public and highlighted by the media in cases such
as those of Harold Shipman and Beverly Allitt
(Department of Health 2006a). The media attention
has also had adverse effects on public confidence in
healthcare and has emphasized the requirement for
competent practitioners to be transparent about
the regulatory mechanisms that govern them
(Department of Health 2006b). This has made both
the medical profession and the public aware of the
need for change within the regulatory mechanisms
that govern our contemporary healthcare workers
(Hewitt 2007). The realism of today’s healthcare
is that the lines of professional boundaries have
blurred, with many qualified and unqualified prac-
titioners now performing extended roles that 10
years ago were not even in existence (Department
of Health 2007). Many of these roles were deemed
necessary to fill the skills' gap created by the
working time directive (Income Data Services
2007) and the reduction in doctors’ working hours
(Cass et al. 2003). This created new opportunities
for a multitude of extended roles for existing
healthcare professionals, such as nurses and oper-
ating department practitioners, and also for the
creation of new professions within the periopera-
tive arena, such as surgical care practitioners and
anaesthetic practitioners.

Other issues that have impacted on the contem-
porary healthcare workforce include comprehen-
sive changes in pay with the introduction of the

Agenda for Change, which is inextricably linked to
the NHS Knowledge and Skills Framework (KSF)
(Department of Health 2004). The NHS KSF and
its associated development review process are
designed to define the knowledge and skills
required by NHS staff to function within their
designated role, with the intention that the ‘KSF lies
at the heart of the career progression strand of
the Agenda for Change'.

So again I will ask the question, what makes a
good leader? Is the answer the charisma of leaders
and their ability to communicate a vision (Tomey
1993)2 Maybe, as all great leaders and managers
have charisma. However, good leadership and
management go beyond charisma. Perhaps I can
sum it up by saying, I don’t know what makes a
good leader; but I know when I've been led.

Sherran Milton
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Preface

This is the second book in the Core Topics in Oper-
ating Department Practice series. Following the
overwhelming success of the first book, Anaesthesia
and Critical Care, we offer this leadership and man-
agerial text as another reference point for practising
and studying perioperative practitioners.

The motivation in compiling this book was the
observation that, despite the immense complexity
of managing a modern operating theatre suite,
books aimed at addressing issues for theatre man-
agers were few in number. This remarkable fact is
hard to explain given that sound management and
effective leadership are regarded as key factors in
health service modernization. Indeed, the need for
strong and effective leadership is one of the few
points on which operating department practition-
ers, nurses, medical staff, politicians and patients
can agree upon in developing services in the new
century.

Taking the same approach as our first book, col-
leagues from a variety of backgrounds have kindly
given up their time to share their expertise in
numerous fields, such as corporate governance,
the development of advanced roles, the manage-
ment of cultural diversity in the perioperative
environment and the influence of organizational
culture in the day-to-day life of a theatre suite. Each
chapter explores the topic in a clear authoritative
style, giving personal experiences to illustrate how
some issues could be overcome and could reshape
the patient’s experience.

We hope that each chapter will enable the reader
to develop skills that will be useful in setting into

Xi
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theoretical context the demands of everyday prac-
tice. We hope that chapters such as ‘Leadership in
Perioperative Settings: A Practical Guide’, which
draws upon the work of Professor lan Cumming,
will show how management theory can be applied
at many different levels to the perioperative setting.

The key message from this book is to encourage
those staff already working as leaders and man-
agers in perioperative practice to engage further
with principles and theories that relate directly to
the care of patients. For those staff currently study-
ing leadership and management, this book will
prove a valuable resource to aid progress and
will provide opportunities to reflect on current

knowledge and understanding of a number of con-
temporary issues embedded in perioperative care.

It is not our claim that the chapters in this book
cover every aspect of the professional life of a peri-
operative leader and manager. Rather we have as far
as possible addressed the most pressing contempor-
ary topics that are prevalent in today’s perioperative
environment. The book has been specifically written
for perioperative practitioners who are seeking to
build and consolidate their management and leader-
ship skills, both practical and theoretical.

Brian Smith, Paul Rawling,
Paul Wicker, Chris Jones
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Key Learning Points

e Explore the key milestones in perioperative
education

¢ Define some of the conflicts and tensions that
occurred

e Discuss new ways of teaching and learning in
perioperative education

The purpose of this chapter is to highlight the con-
fusion, conflicts and challenges faced by many aca-
demic staff and staff involved with perioperative
education. To appreciate the changes that have
occurred, this chapter will navigate through the
key milestones in perioperative education, offering
an insight into how they have provided a road map
of today’s perioperative education.

Operating department assistant training

From 1976 and until the 1990s, education for the
operating department assistant and the operating
department practitioner (ODP) was available
through regional training centres. The City and
Guilds of London Institute approved the regional
training centres following recommendations made
by the Lewin Report (Department of Health 1970).
This offered many recruits, who came from diverse
backgrounds and who did not always have peri-
operative experience, an opportunity to enter into
perioperative practice.

Brian Smith

The course itself comprised of two calendar years
where the ‘trainee ODA’ was exposed to specialities
within the theatre suite. Trainees were also invited
to visit other departments that had a direct influ-
ence on their perioperative work. For some, visiting
accident & emergency, sterile services, coronary
care and intensive care units expanded their
knowledge and understanding of medicine and
healthcare.

Managing this programme was not straightfor-
ward. Day-to-day coordination of ODA’s training
and welfare resided with the local assessment
coordinator (LAC) or local assessment manager
(LAM). The person performing this role was either
from a theatre nursing or an ODA background. The
two different names — LAC and LAM - resulted in
tensions and conflict. That is, the LAMs viewed
their role as a managerial one as opposed to being
a coordinator of the City and Guilds’ programme.
The perceived difference between the two names
occurred because of different expectations of the
role within clinical practice. Anecdotal evidence at
the time suggested the LAMs were recruited
because of their seniority in the operating theatres
and were expected to line manage the trainee too.
However, the regional centre guidance for the LAC’s
role included the perioperative practitioner (not
necessarily in a senior position) designing, imple-
menting and evaluating the training programme.
The manager in charge of the operating theatres
line managed the trainee.

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
Chris Jones. Published by Cambridge University Press. © Cambridge University Press 2010.
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Although LAC job descriptions were available,
the LAM title continued to be used in several hos-
pitals. We can assume the existence of the two titles
may have occurred because of personnel seeking
to progress their career or as a result of organic
change as the programme developed. Nevertheless,
the existence of the LAC & LAM titles continued to
create tension for the learner and the perioperative
staff. There were examples of how the confusing
titles did affect the learning experience, either posi-
tively and negatively. For example, the LAM often
provided an authoritative voice, ensuring the stu-
dent gained access to placements. However, the
LAC offered pastoral support, guidance and direc-
tion for the student. As the LAC was not responsible
for the day-to-day management of the trainee’s
behaviour, attitudes and work ethics, the relation-
ship between the trainee and LAC may have been
more sympathetic. Often, trainees felt they could
approach their LAC with emotional difficulties.
Some felt they were unable to approach the LAM
and preferred to consult a LAC, who acted inde-
pendently from any managerial demands. More-
over, the LAM’s managerial position may have
aggravated the situation. That is, within the nature
of management, there is a need for the manager to
have some ‘control’ over staff performance and how
it aligns with the service delivery (Tannenbaum
1968: 3). Control within this context is not restrict-
ive or oppression of an individual’s autonomy or
capabilities, but is one where the trainee ODA is
motivated and inspired to learn by performing
healthcare activities that are within their scope of
practice and which meet the organization’s pur-
pose. The LAC role, at the time, did offer stimulus
for the trainee to learn new competencies in many
areas of anaesthesia, surgery and recovery. Never-
theless, LACs were also faced with trainee ODAs
‘failing to progress’ or underperforming. The ‘con-
trol’ element would have tried to influence poor
performance and undesirable behaviour to encour-
age progress. The LAM role would have a certain
amount of responsibility to manage this, whereas
the LAC would have referred the problem to their
line manager or the regional centre. Given that the

two titles existed, trainee ODAs often became con-
fused, leaving them to undertake a complex and
demanding programme along with trying to make
sense of who was supporting them; was it the LAC
or the LAM?

Irrespective of the LAC or LAM dilemma, the
regional management of the hospital ODA qualifi-
cation from the City and Guilds of London Insti-
tute involved the regional health authorities. They
became responsible for the regional training centre
as it was funded from public money collected by
the UK Government. The managerial structure of
the programme included a local steering group,
which was sometimes referred to as the local
management committee. The membership of this
group included ODAs, nurses, anaesthetists and
surgeons, with representatives from hospitals in
the area. These senior colleagues were given the
responsibility to ensure that the National Health
Service Training Authority standards were inte-
grated alongside the course syllabus. Again there
was some disjointedness in the names applied
to this group; however, the benefit of having a
steering group meant that rigorous scrutiny of
the programmes ensured that they were fit for
purpose and did, in fact, make a difference to the
patient and the trainee’s experience. Although City
and Guilds of London Institute was primarily
responsible for quality assurance, the local steering
groups also saw their role as quality assurors of the
course. Managing quality assurance is something
that needs significant thought and does need a
dedicated body of experts to question what they
implement. This also applies to any perioperative
practitioners under their related codes of conduct
(Health Professions Council and Nursing and
Midwifery Council). Indeed LACs were champions
of quality, which was seen in the highly effective
training packages that they provided for the
trainee ODA. The quality was measured through
the high success rate of the programme and the
high volume of applicants wishing to train in their
hospital. The reputation of good ODA training
spread across the country, thus promoting the
new profession.



Given that ODA training was successful, many
have asked why there was a need for change. There
was some controversy with how the trainee ODA
was assessed during the programme. The assess-
ment included a multiple-choice questionnaire
examination and two practical assessments: anaes-
thesia assistance and surgical scrubbing. A report of
‘good’ trainees passing the practical and failing the
examination was seen as unfair. That is, the trainee
who excelled in practice and did not cope with
examination pressures was seen as disadvantaged
because there was too much emphasis on the the-
oretical element. Furthermore, in 1989, the Depart-
ment of Health published the Bevan Report, which
investigated the utilization and management of
operating theatres (NHS Management Executive
VFM Unit 1989). Changing UK demographics in
health were placing more demands on healthcare,
and the study helped to identify where and how
healthcare could be improved. Professor P. G. Bevan
led the study and later recommended that the
nurse education body (English National Board
(ENB)) and the National Health Service Training
Directorate (NHSTD; formerly the National Health
Service Training Authority) should work collabora-
tively to develop a common training programme
for theatre staff. He recognized that there was much
commonality in what nursing and ODA staff stud-
ied during their education. The report also recom-
mended that ‘levels of competence’ should be
ascertained for each role in the operating depart-
ment so the boundaries of professional practice,
the division of labour, were clear. Sharing know-
ledge was seen as good practice and it was hoped
that this would lead to greater harmony among the
professions.

Perioperative nursing programmes

For several years, the ENB offered specialist courses
for registered nurses (RN) to develop their know-
ledge and skills: ENB 176 Operating Department
Practice Award, ENB 182 Anaesthetic Nursing and

Managing change in perioperative education

ENB 183 Anaesthetic and Theatre Award. The ENB
qualifications for the operating department became
UK recognized. The ‘theatre course’ was much
sought after, with many nurses leaving their home
towns to undertake the course. The theatre course
focused on skill acquisition and was supported
heavily by testing the nurses’ understanding through
course work. As Brett (1996) has previously
explained, these courses migrated into higher edu-
cation, offering opportunities for the RN to achieve
a diploma or degree pathway in theatre nursing.
Reshaping of the ENB courses led to topics such as
ethics and research skills becoming important in the
curriculum. This resulted in a reduction of time
previously earmarked for specialities such as anaes-
thesia. This caused controversy among the nursing
staff and concern from the ODA profession. There
were claims that the new short courses were inad-
equate to teach the full range of skills, thus not
producing the ‘knowledgeable doer’. Disagreement
over this issue followed, with conflict growing
between the ODA and nursing groups.

Conflict is unavoidable in any organization where
multiprofessional groups operate, as one group will
have a different paradigm to another. While conflict
itself cannot be avoided, any adverse effects that
might occur can be managed, and as a result, this
was a time of great activity in theatre management,
and debate in the perioperative literature. Many
theatre managers tried to clarify the objectives of
the service. Educators involved in both programmes
delivered conference presentations and journal
articles, or found other ways to clarify the mis-
understandings. With any organizational conflict,
Mullins (1999) tells us that there are several strat-
egies that can be used. One key strategy that can
work for the operating department is to develop
interpersonal and group process skills. This ap-
proach encourages everyone to communicate their
viewpoint and become involved in developing con-
structive solutions to the conflict. This approach
may work if the issue is restricted to organizational
levels. Given that the conflict between the ODA and
nurse was national and in many organizations, then
an independent body needed to intervene.
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Introduction of the operating department
practitioner role

The Bevan Report (NHS Management Executive
VFM Unit 1989) was timely in identifying the issues
among the groups working in the operating depart-
ment, giving hope that the changes would be
worthwhile for all.

The Bevan Report was a catalyst for the new
generation of theatre worker, the ODP. The ODP
role was not intended to replace the traditional
roles of the nurse and ODA. Instead, the ODP was
envisaged to have the appropriate skills and know-
ledge to move between different theatre situations
and perform alongside colleagues in anaesthesia,
recovery and surgery.

At the time this role was developed, tension grew
between many nursing and ODA staff. It was
common knowledge that a divide existed between
the two groups, with most of the ODA staff
remaining in the specialist area of anaesthesia.
Assisting the surgeon became the home place for
RNs, with few moving into the anaesthetic field. At
times, this division caused disputes and unsatisfac-
tory working conditions for both groups, resulting
in ‘bad feelings’. Some managers adopted an auto-
cratic style of managing, providing limited oppor-
tunity for staff consultation and resulting in the
issue intensifying. While it is recognized that the
different management styles of autocratic, demo-
cratic, consultative and laissez-faire are commonly
covered in education and training sessions, the
adoption of any one style is at the discretion of
the user. An autocratic style of theatre management
is not something that is necessarily taught or advo-
cated during training sessions but it may develop as
an automatic response to the ‘flight, fright and
fight’ pressure that managers face. This is discussed
further in Ch. 8.

Introducing the ODP role further exacerbated the
divisions and tensions between the ODA and the
nurse. Many ODAs and nurses were unsure of
which group the ODP belonged to and, therefore,
engaged in further arguments of who should
manage the ODP. Underlying this was a feeling that

the ODP would take jobs from nurses wishing to
enter theatres following their basic training. The
ODAs were concerned that the ODP would be a
cheap replacement for them, even though ODAs
had always been trained in anaesthesia, surgery
and patient care. Both groups had their concerns
and entered a battle for control for ODP alliances.
Belbin’s (1993) discussion about teams at work
shows that there are different types of individual
within teams, which can also be inherent within
groups. In this situation, where the new member,
the ODP, does not yet belong within either group or
team, there will be courtship towards the individual
to become a member of one of the other groups.
This occurs unless a new group forms with suffi-
cient membership to maintain its existence.

Introducing national vocational training

As the new role was introduced, the Department of
Health also recommended that a vocational
training package should be made available for
operating department staff. This was part of a
wider remit to offer vocational qualifications
across the UK for equipping the workforce with
correct skills and knowledge. A new governing
organization was formed, the National Council
for Vocational Qualifications (NCVQ), to approve
these new qualifications.

For the operating department, the NCVQ drew on
the expertise of the Care Sector Consortium (now
referred to as Skills for Health) to write the occupa-
tional standards. Experts from the consortium pro-
duced the new standards, which later influenced
the City and Guilds of London Institute and other
providers offering the ‘National Vocation Qualifica-
tion (NVQ) in Health Care: Operating Department
Practice Level 3’ award. This award was intended to
supersede the City and Guilds of London Institute
752 award for the ODA and the ENB certificate for
‘theatre practice’. This caused disruption between
the two professions, as some believed the voca-
tional programme would devalue their hard-earned



qualification. Media coverage and the comparison
by both professions of the new qualification to
other NVQ awards, such as hairdressing, were per-
ceived as insulting to their professions. Some pre-
dicted that future employment of theatre staff
would only be for those with the Operating Depart-
ment Practice Level 3 NVQ Award. Despite several
attempts to clarify and lessen the anxiety of peri-
operative staff, they remained unconvinced and
disheartened with the future of perioperative prac-
tice. Disharmony between the managers and the
staff caused local and perhaps a national trend of
ODAs and nurses seeking other employment. For
many, joining an agency was much more attractive
as they were not governed by any one manager and
the salary was more lucrative.

As the number of ODAs and nurses leaving to
join an agency grew, the perioperative service faced
several challenges. Day-to-day management of
operating lists required the team leader (or person
in charge) to pay closer attention to skill mix, the
resources available (staff and equipment) and to
any disruption in work flow. That is, if a delay
occurred when transferring a patient from the ward
to the operating theatre, the time and reason was
noted and later reported in a departmental meet-
ing. Audits too were conducted to identify time
wasted because of delays, staff sickness, lack of
equipment and other reasons. Managing this
change required a new set of skills by the team
leader, and some undertook an academic course
of study. The importance of leadership and man-
agement were mentioned in the NHS Plan (Depart-
ment of Health 2000), which advocated that
leadership and managerial skills were something
that all grades of staff should acquire. Furthermore,
increased authority to make appropriate decisions
within their job role empowered the manager to
improve working conditions, job satisfaction and
patient care.

Most higher education institutions offer generic
and discipline-specific leadership and manage-
ment courses. Perioperative staff have inherently
chosen the health-related leadership programmes.
Those attending these programmes were exposed
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to many theoretical models of leadership and man-
agement. Problem-based learning, with examples
of good and bad leadership, aided the learner in
appreciating how to manage the complexities of
running an operating list.

For the LAC or other educators involved in the
new ODP training, the differentials that emerged
during recruitment of the ‘trainee ODP’ caused
confusion. The NVQ concept of training was that
it was open to all students irrespective of sex, sexual
orientation, race, religion or creed, and that the
training should not be bound by time. The belief
that the trainee does not ‘fail’ but simply does ‘not
achieve’ the skill, knowledge or attitude required of
the function encourages individuals to continue to
try to succeed. This was not adhered to as most
employers restricted the timescale by using training
contracts. The employer would require successful
candidates to agree and sign a two-year training
contract. If the individual had not completed the
course after the two-year period, he or she could be
considered for an extension. Some individuals were
unsuccessful in obtaining an extension and did not
complete their Operating Department Practice
Award. Naturally, when this occurred for the unfor-
tunate few, the LAC would have been involved
either in the decision making or after the event with
pastoral support. The decision not to continue with
a trainee ODP would have been taken through a
thorough process, looking at achievements, reten-
tion of knowledge, general demeanour and suitabil-
ity for perioperative practice. The LAC would have
provided information and given their account of
the individual’s abilities. Following this decision,
the LAC would have provided emotional support
for those who perceive they had ‘failed. In this
situation, the LAC would have used counselling
skills, such as active listening and paraphrasing to
assist the individual to make sense of the outcome.
Not all LACs had undertaken learning about coun-
selling skills and, therefore, relied on their own
thoughts on how to offer emotional support. This
is a particular area where access to further educa-
tion for staff in this role could have strengthened
the quality of support provided.
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Likewise, the work-based trainers and assessors
may have felt that they had failed in their duties in
helping the trainee to gather enough evidence
proving their competence. Anecdotal evidence at
the time from work-based assessor meetings indi-
cate how involved the work-based assessor became
with the trainee’s progress. If a fail occurred, many
reflected on their activities and wondered how they
could have improved the opportunities for the
trainee. Although there were elements of reflection
in their practice, the reflective cycle of Gibbs, Kolb,
Driscoll and others were not necessarily in use.
This came much later as the ODP award progressed
into higher education.

In any award, be it NVQ or higher education,
there are internal and external quality assurances
that ensure that the learner’s achievements have
met national standards. Within the NVQ structure,
the guardians of these were the internal and exter-
nal verifiers. Rigorous scrutiny of the trainee’s work
took place and it was then ‘signed off’ by the exter-
nal verifier. This report triggered the final process
within the City and Guilds London Institute by
awarding the certificate of achievement. This is
similar to what takes place today in universities.

Moving into higher education

During the 1990s, the ODP programme took a leap
of faith into higher education as the polytechnics
were being reshaped and becoming universities.
From the mid 1990s, universities offering the ODP
NVQ Level 3 Award also offered a Certificate of
Higher Education in the ODP programme. The dual
award gave the recently renamed student ODP (for-
merly trainee ODP) recognition of the detailed
knowledge and practice the ODP was expected to
attain. Likewise, the change of status from trainee
to student was a mark of acceptance that their
studies were not just vocational but also academic.

The dual award ran for almost five years until a
campaign led by the Association of Operating
Department Practice came to fruition in 2001,

where the new ODP award was the Diploma of
Higher Education in Operating Department Prac-
tice. This award, and accepting ODPs as a profes-
sion by the Health Professions Council in 2004,
meant that their new award would face further
scrutiny.

Today, universities offer ODPs access to higher
education awards, such as diplomas, first degrees
and masters. As the ODP award became set within
higher education, many universities managed
applications themselves. However, as the Depart-
ment of Health increased the funding made avail-
able to universities, there was a rise in numbers of
student ODPs. The larger cohorts required new
systems and processes to keep up with demand.
This meant organization change in how applica-
tions were processed. The application process
for the Pre-registration Diploma in Operating
Department Practice is similar to the nursing pre-
registration programme administered by the cen-
tral body, the Universities and Colleges Admissions
Service (UCAS). Their service provides students
with information to make the correct informed
choice about their health career. Moving ODP
applications to this service removed any subjective
elements to the recruitment process that may have
existed previously.

Recruitment of qualified ODP and nurses to post-
registration courses (i.e. the degree and master pro-
grammes in perioperative practice) is managed
internally by the university. This is often devolved
to faculty or college level, where the numbers of
students are often much lower.

Previously, the central team for ODP training
carried out administrative duties and teaching, the
change in application process has meant that the
teaching staff is free to enrich the student learning
experience. This change may be straightforward
but changes in an organization’s systems or pro-
cess evoke different responses within and from
individuals.

Changes in any system should be initiated by first
considering what you wish to change and why. In
the example above, the desire to change the appli-
cation process to UCAS was primarily to show



parity between professional groups: the nurses and
ODPs. A second reason included the rise in student
ODP numbers and the demand this would have
placed on teaching staff time.

When viewing the advantages of change, we must
consider who it will affect and how they might react
to it. Any change should ideally have a ‘win-win’
situation, where all affected by the change will
benefit.

Mode neutral approaches to operating
department practitioner education

Further changes are afoot as many universities con-
tinue to break new ground into learning, teaching
and e-learning research. Given that the National
Health Service (NHS) has a strong e-learning strat-
egy and values the flexibility of developing staff
without removing them from the clinical setting,
universities continue to explore and invest into
blended and online learning.

Orthodox classroom teaching often involves an
academic providing a linear and didactic approach
to transferring knowledge to the student (ODPs and
nurses). This style of teaching and learning is
referred to as instructivism. Absorbing the ideas or
directives from those delivering the session has been
through repetition either in clinical skills laborator-
ies or within the clinical setting. It can be argued that
in healthcare it is necessary to appreciate what is
best practice in order to lessen the risk of a patient
being harmed. Indeed, this is paramount to the
learner’s practice; however, the internalization of
the repeated events does not necessarily show deep
levels of cognition. It has been claimed that the
student merely memorizes sequences or responses
to the situation in instructivist learning cultures.
They may respond to a question or clinical situation;
however, most recall the detail without making
sense of what they have learnt.

The alternative, which is gaining popularity, is
constructivist learning and teaching. Instead of stu-
dents being passive recipients, they are expected to
actively construct their knowledge and ideas from
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interaction with others and drawing on resources.
Inherent within this style of facilitating learning,
there are elements where the student can reflect
and deconstruct their understanding of a particular
matter. This can occur in any ‘learning space’, such
as the classroom, online or in the clinical setting.
The key difference here is how the academic and
clinical staff act as a resource rather than a source
of knowledge. Increasingly within the digital society
there is a harnessing of collective intelligence,
where one learns from another, and this offers
greater opportunity for deeper learning to take
place. The work of Smith, who incidentally is a peri-
operative practitioner, has stimulated a new wave in
learning and teaching not only for perioperative
staff but also for other disciplines through publish-
ing principles of teaching and learning known as
‘mode neutral pedagogy’ (Smith et al. 2008).

Mode neutral was first hypothesized in 2006,
where the creator tested the theory with post-
registration students; theatre nurses and ODPs
studying anaesthesia and/or recovery. The teaching
and learning experience in mode neutral is
designed to embrace each learner’s characteristics,
as described by Landsberger (2004:8): ‘learners
increasingly will be from different backgrounds.
They will desire and require flexibility in the ways
that they study, the resources they use, the sorts of
activities that they do and the ways in which they
interact and communicate.’

Therefore, ‘Mode Neutral is a method that allows
students to progress across modes of delivery at
any point throughout their study when their pref-
erences, requirements, personal and professional
commitments demand, without compromising
their learning experience’ (Smith et al. 2008).

One research study found that there was greater
connection within the clinical setting using this
method, suggesting that the much-acclaimed
theory-to-practice gap in nursing (Landers 2000)
was, in fact, closing (Smith & Rawling 2008:191).
Similarly, Smith & Rawling (2008) reported how a
mixed group of learners, ODPs and nurses, inter-
acting online or in the classroom, were breaking
down barriers and working collaboratively.
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The findings of Smith and colleagues have
brought insight into how perioperative education
can be reconceptualized to offer freedom to explore
and learn without causing any risk to the patient.
Although mode neutral pedagogy is not fully dis-
cussed here, in short the key principles are:

1. Encouraging the learner to own and control how
they learn

2. Modes of learning are more prevalent than
modes of delivery

3. Harnessing collective intelligence enriches per-
sonal learning

4. A flexible single learning space encourages a
single community of practice.

Given that this new pedagogy differs from trad-
itional methods of delivering perioperative educa-
tion, some challenges may be faced by students,
staff and the organizations.

A student of perioperative practice with a previ-
ous educational experience involving conditioning
to be recipients of information may find that
internal adjustments have to be made to the new
experience. As one of the mode neutral principles
suggests, the student (learner) will own and control
their learning: that is, they will have autonomy to
seek out information rather than wait to be given it.
By shifting the ‘Locus of Control’ (Rotter 1996), they
can learn in multiple ways outwith the classroom
environment. That is, the use of their own digital
technology (mobile phone, MP3 players, com-
puters) and that made available by the universities
will encourage continual learning at times conveni-
ent to the student.

Similarly, academic and perioperative staff using
digital forms or conventional forms of teaching will
have to reconcile to the fact that they are no longer
the ‘controllers’ of knowledge information. Instead,
they act as one of many sources of specialist know-
ledge that the student can draw on. Mode neutral
style of teaching will also place demands on staff to
create closer alignment of theory with practice.
This involves fostering effective conditions within
the learning space (physical and virtual) for the
student to become involved in communication for
learning.

Within the clinical setting, the change that would
be necessary to promote an effective learning experi-
ence is to gain access to the ‘academic’ curriculum.
That is, academics, clinical and mentoring staff
should have an identical view to the perioperative
student. Mode neutral offers this view by presenting
the curriculum through a single learning space; a
virtual learning environment or other social and con-
tent management systems. Campus sessions can be
recorded and archived within the space, offering an
opportunity for learning to be extended beyond the
traditional classroom session. For the perioperative
staff supporting the learner, this means that they can
assist with integrating the student’s knowledge into
clinical practice by using the virtual learning environ-
ment as a teaching resource. Discussions in the clin-
ical setting may also occur from the online activities,
leading into a sense of shared learning among the
operating team, including medical colleagues.

For this new approach in perioperative education
to continue successfully, perioperative practitioners
will need to develop closer affinities with the uni-
versities and this will provide encouragement and
direction for becoming effective mentors. That is,
such staff will be able to see how their contribution
has a significant part to play in deepening the
knowledge, skills and attitudes of the student in
perioperative practice.

Furthermore, the university embracing mode
neutral to enrich the student experience will pro-
vide the appropriate resources (human and digital)
so that students can exercise their learning wher-
ever and whenever they want. This will place
demand on the academic rigour for supporting
and encouraging student progression.

Conclusions

Perioperative education has faced and conquered
many challenges since the late 1970s. The continu-
ous reshaping of health education has brought
many benefits to the student, the provider and the
health service; however this does not mean that the
current programmes (pre- and post-registration) are



without any flaws. The health demographics in the
UK population do change and this creates chal-
lenges not only for the health service but also for
providers of health education. As the health service
continues to find new ways of working to meet new
demands, researchers in higher education methods
investigate the impact of such education within
healthcare. Their search to discover new ways of
teaching and learning, as well as subject-specific
links between poor and good health, provide timely
education. This means that they can provide educa-
tion that enriches the learner’s experience but they
also realize that there will never be a ‘perfect’ pro-
gramme because of the continual changes in health
matters. Moreover, they realize that providing a flex-
ible experience that stimulates the practitioner to
embrace their learning and to use that knowledge
as a scaffold will lead these practitioners to become
‘fit for purpose’.

This chapter has considered key milestones in
the timeline of perioperative education that have
caused confusion, conflict and challenges requiring
management. Those who have dealt with these
milestones during the ODA and ENB training have
provided a legacy for future generations of peri-
operative staff in clinical, academic or researcher
roles to draw upon when searching for new ways of
aligning theory with practice and of enriching the
perioperative student experience. For some,
accepting change can cause internal conflict; how-
ever, reconciling and embracing the change may
offer a more collaborative and personally satisfying
experience. Ultimately, it will show that periopera-
tive practitioners who continue to adopt an
evidence-based approach to their practice will offer
their patients a high quality of care.

Managing change in perioperative education
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The role of the operating department manager
within the context of the organization

Paul Wicker

Key Learning Points

¢ Explore the role of the manager

« Define the roles and functions of management
e Discuss organizational structure and function.

The purpose of this chapter is to introduce some of
the concepts associated with management in the
context of the operating department, the hospital
and the health service. Management is manage-
ment, wherever it is carried out. But operating
department management is special because of the
context of patient care, the management needs of
diverse groups of staff and the challenging envir-
onment, distinctive by its high technology, fast
pace and constantly changing requirements. This
chapter introduces some of these challenges for
the operating department manager by looking at
the context in which managers work, what man-
agers do and why they do it.

What comes to mind when thinking about mana-
gement? Some of the key concepts are shown in
Table 2.1.

According to Koontz & Weihrich (1990), manage-
ment is the process of designing and maintaining
an environment in which individuals work together
in groups efficiently to accomplish their goals
or aims. These principles apply at all levels of
hierarchy in an organization. The role of the man-
ager is, therefore, concerned with increasing prod-
uctivity, effectiveness and efficiency. It is the art, or
science, of ‘getting things done’ In the operating

department, this can be identified as ensuring the
maximum numbers of patients are treated safely
and quickly and that the best treatment is delivered
in the best way, with the least cost. To do this,
the manager has to coordinate and integrate the
department’s activities through planning, organiz-
ing, directing and controlling resources to achieve
patient expectations and to accomplish their spe-
cific departmental goals and objectives (Sullivan &
Decker 1988).

Aside from these functions, Mintzberg (1973)
suggests that managers also have to perform sev-
eral roles. For example, in the course of a day, a
manager might have to be a figurehead (such as
inspiring the team to do a better job), a leader
(guiding the team through a difficult situation) or
a liaison (acting as a link between surgeons, anaes-
thetists, practitioners and ward staff). At the same
time, the manager will also have to manage the flow
of information within the organization, for example
receiving information (about an operating list), dis-
seminating information (about a patient’s proced-
ure) or acting as a spokesperson (at a meeting). And
of course the manager has to be a decision maker,
adopting the role of entrepreneur (e.g. identifying
opportunities, encouraging and initiating change),
allocating resources (rostering staff) and nego-
tiating (discounts on purchases of equipment).
Add to this the never ending task of dealing with
the sometimes conflicting needs of other man-
agers, patients, surgeons, anaesthetists, operating
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Table 2.1 Key concepts in management

Area Concepts

The organisation Structure
Function
Authority
Accountability
Hierarchy

The functions of the manager Planning
Organizing
Directing
Controlling
Staffing
Budgeting
Productivity
Leadership

Power

The roles of the manager

Delegation
Efficiency
Effectiveness

department practitioners and nurses, and it is little
wonder that the operating department manager’s
job is sometimes cited as challenging, demanding,
onerous, thankless, exciting and rewarding -
amongst others!

Managers are charged with the responsibility for
taking actions that will maximize the contribution
of each member of the organization. The goal of
management is, therefore, to increase the product-
ivity of the organization (Mintzberg et al. 1998). In
an operating department, this means achieving
higher utilization of operating rooms and treating
more patients, with the least number of staff
possible. This situation is balanced by the need for
safety and quality; for example, checking account-
able items during a surgical procedure may be
enforced even though it slows down the operating
list. The overall result sought is still increased effi-
ciency and effectiveness of the department.

So, is management an art or a science? In some
ways it is both. The way a manager develops is the
sum of the individual’s experience and education or
training. Experiential learning is acquired by people
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in different ways — what is a learning experience to
one will completely pass over the head of another.
In addition, the range of experiences that are
experienced by the time a practitioner is ready to
become a manager is so vast as to be indescribable.
Finally, the element of creativity, the ability to see
things differently from everybody else, is also
unique to each individual.

So is there really a need for a creative manager?
As the world of art has shown us, creativity exists in
every aspect of life (Thinkexist 2008), from a tin of
beans to a rusty iron angel standing in a field — and
maybe creativity even exists in the decision-making
processes of an operating department manager.
So perhaps the way managers practise, the nuances
of their daily work and the jigsaw of daily decision
making, is, in fact, an art that is unique to the
individual. However, it is an art with a scientific
core, supported by an increasingly complex know-
ledge base. This unique combination of art and
science is what makes each manager’s approach
to management unique - and what makes some
managers merely acceptable, while others excel.

Organizational structure and function

An organization is a framework within which
people in various groups carry out activities
(Meeker & Rothrock 1991). The purpose of an
organization is to enable the workers to carry out
these activities more efficiently than they could do
if working alone. Organizations work within each
other; hence the operating department works
within the hospital, which works within the NHS.
A huge amount of organization theory has devel-
oped to help to explain the way organizations work
(Mintzberg et al. 1998). The modern day NHS is
very different to the old NHS; it is more flexible,
more responsive to change and much more effi-
cient and effective. This has been achieved through
a huge investment in resources and massive and
continual changes since its inception (NHS Educa-
tion Scotland 2008).
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One way in which organizations can keep up with
change and ‘stay ahead of the game’ is through
strategy formation (Mintzberg et al. 1998). The
way that an organization works is often dependent
on the approach to developing its strategy (Hatch,
1997). While a hospital’s strategy is likely to be
published widely in a ‘glossy’ document, a depart-
ment’s strategy is more likely to be implied in
the way policies, procedures, committees and pro-
jects are operated, and the way managers manage
people.

The classical approach to management is the
oldest and most influential (Whittington 1993). It
heavily depends on a rational approach to decision
making and analysis and quantification of the vari-
ous factors influencing the organization. The
rational approach has often been used in the past
because of the clear and logical approach taken.
However, while the classical model encourages the
generation of hard data to underpin developments,
it is less able to account for unpredictable and
sudden changes in practice or knowledge, which will
require several innovative approaches to develop
to address the change (Hatch 1997). For example,
consider the difficulties with introducing swab
racks, universal precautions and quality assurance
in the early 1970s and the 1980s. The classical
approach to management valued stability, whereas
the revolutionary ideas being introduced at the
time required explosive and ongoing change. The
classical model is also unable to take account of
the cultural values in the organization. Both these
factors are very important in today’s NHS, where
change occurs almost daily and the workforce com-
prises several groups of highly trained, influential
workers. Hence the classical model of manage-
ment, while still enduring, is rapidly being replaced
by more flexible and dynamic approaches.

The Cultural School sees the approach to man-
agement developing as a result of social interaction
based on the beliefs and understandings of the
organization’s members (Mintzberg et al. 1998).
The manager subscribes to the organization’s
culture, and vice versa. One advantage of this
approach is that resistance to change is likely to

be reduced because the need for change (that is,
the role of managers to manage) is supported by its
members (Burnes 2004). A negative aspect is that
a strong culture might encourage a status quo
because people on the whole would rather avoid
change, especially change with a negative impact
on their own situations (Scott & Jaffe 1989, Burnes
2004). The culture of the operating department
impacts on the way that it works, particularly in
regard to recruitment and retention of staff, the
way staff are managed and the use of resources
(Bate 2002). For example, a dictatorial manager is
more likely to support an arrogant and overbearing
surgeon, and a staff composed of forward thinking
and dynamic members is more likely to require
‘light touch’ management. It is likely, therefore, that
the management of departments or hospitals will
be aligned in some way or other to the Cultural
School model.

Followers of the Learning School believe that
every informed member of an organization takes
part in developing their organization as they learn
about the situation they are in (Mintzberg et al.
1998). A learning organization is one where there
is constant change and developments as its mem-
bers learn how to manage changing situations. The
learning organization values individual learning,
which contributes to the overall organizational
aims and objectives. This approach takes account
of the fact that life is not rational or linear, and
that those who are closest to the customer (or the
patient) may be best placed to effect worthwhile
change. While this approach to management might
seem likely in the operating department, given
the high numbers of learned professionals working
there, it appears to have little use in an environ-
ment where only a small amount of time is set aside
for dialogue and debate, and precedence is given to
quick decisions and action taking. Nevertheless, a
learning organization is seen as being valuable and
managers should do their best to ensure that their
organization is influenced by this model.

Williams and Tse (1995) believe that the entre-
preneurial approach is one where there is a strong
leader, who wusually makes the key decisions.



The leader is charismatic and often highly effective
at leading an organization down a particular path.
Many operating department managers adopt an
approach like this, because of the need to respond
quickly to changes in the internal and external
environments of their department. To a certain
extent, this type of manager reflects Williams and
Tse’s (1995) ‘opportunistic entrepreneur’ who is
characterized by a leader with a middle-class back-
ground, who is well educated formally and who has
broad work experiences. Such a leader favours
decentralized management and is highly orientated
towards the future, following developments in the
service and focusing on output and efficiency as
key measures of success.

There are many ways to think of the management
and organization of an operating department, and
these are just a few of them. What is clear, though,
is that the way the operating department works, its
culture, management ethos and its strategy affect
the way its workers work with each other, and the
way patient care is delivered. The operating depart-
ment manager is a key influence on the underlying
strategies employed by the department to achieve
its goals. This is discussed further in Chs. 6 and 12.

Organizational structure

Every organization has a chain of command, or a
hierarchy. This is especially clear in an operating
department, which has a long history of a ‘pecking
order’. Officially, the operating department man-
ager is in charge of staff, resources, the day-to-day
operation of the service and its ongoing develop-
ment. However, the reality is more complex be-
cause other groups also have a say in the way the
department runs. The surgeon, for example, may
insist on operating on a particular patient first, or
an anaesthetist may make a demand for a particu-
lar level of practitioner to assist him or her in the
anaesthetic room. Similarly, an experienced practi-
tioner may refuse to work in a particular way if he
or she feels that it compromises their patient’s care.
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Managing the informal culture, by an approach to
leadership, may, therefore, be one of the most
important roles of the manager in the operating
department (Ch. 8).

The chain of command is a path of authority and
accountability from one person to another: every
person in an organization has a manager within
the organization, apart from the chief executive or
chairman, who often will have their managers out-
side the organization. The different layers of the
chain of authority are represented by post holders.
Normally, the management roles of those at the
bottom of the chain are less complex than those
at the top of the chain. So, for example, while a
practitioner in an operating room may be respon-
sible for allocating the workload for the day, a clin-
ical manager may be responsible for allocating
the staff in all the operating rooms. Furthermore,
an operating department manager will be respon-
sible for ensuring that all resources are available,
and also that the service develops in response to
changing needs of the users. Consequently, the
span of control of managers, and their influence
over the strategic direction of the organization, in-
creases as they climb the hierarchy (Hatch 1997).
The ultimate control normally lodges with the chief
executive, who has a corporate responsibility for
the entire organization. This concept is discussed
further in Ch. 6.

Levels of management

There are three recognized categories of managers:
top level, middle level and first level.

Top-level managers are responsible for strategic-
ally managing and guiding the organization as a
whole. The posts have titles such as chief executive,
chief operational officer, chief nurse and director of
nursing. They recognize and respond to internal
and external influences and are able to make deci-
sions that have few guidelines because they often
move into new territory where decisions have not
been made before. Leaders at this level are more
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Figure 2.1 A simple organization chart for an operating department.

concerned with ‘strategy’ than ‘operational’ meas-
ures and so do not get caught up in the minutiae of
daily living. They determine the philosophy of the
organization, the strategic direction and they create
goals and priorities for resource allocation. Post
holders in these positions usually have excellent
leadership and interpersonal skills as they have to
lead and inspire their organization to move in new
directions or to take certain paths.

Middle-level managers coordinate the roles of
the lower levels on the hierarchy. They act as a
conduit for information between the lower levels
and the higher levels. Their roles include day-to-
day operations, long-term planning, establishing
unit policies and managing staff. They, therefore,
have a foot in each camp: on one side are the
workers doing the day-to-day work of an organiza-
tion and on the other side are the upper level
managers who oversee the strategic direction of
the organization. Examples of middle managers

are nurse supervisors, head nurses, unit managers,
business managers and administration managers.
Many middle managers see their positions as diffi-
cult because of tension between the lower and the
upper parts of the organization. Such is the life of
the middle manager!

The first-level managers are usually concerned
with specific unit work flow and they deal with
immediate problems with daily operations. Ex-
amples of first-level managers are charge nurses,
team leaders and coordinators.

Most organizations, and some operating depart-
ments, have organization charts to represent their
formal structure, the post holders and the relation-
ships between them (Fig. 2.1).

An organization chart is useful for visualizing
the structure of an organization quickly; however,
it does have its limitations. For example, it does
not show informal relationships (such as managers
from different departments who have similar



interests); neither can it illustrate the degree of
responsibility or authority for each level. It is also
at risk of becoming obsolete quickly, since some
departments seem to change annually in response
to changing workload or environment.

An organization chart can also show the type of
organizational structure that is used by the depart-
ment. The following discussion looks at two of the
main types of structure: tall or centralized, and flat
or decentralized.

A tall or centralized organization allocates
decision-making authority and power to people in
a few central positions. The typical operating
department structure follows this model. For
example, the operating department manager is at
the top of the hierarchy, followed by a deputy, a
selection of team leaders and then the practition-
ers. The assistants often do not line-manage staff
and are not part of the centralized structure. There-
fore, an assistant to an operating department man-
ager will not necessarily be the natural successor to
the post if the manager leaves. The structure will be
supported by others, such as secretaries, who are
not part of the formal structure themselves. The
persons in authority are responsible only for those
directly below them, usually small in number, and
the structure is likely to have many levels.

Centralized structures such as this benefit from
providing close supervision to subordinates; there-
fore, less-skilled individuals can be supported well.
Additionally, individuals in key positions can also
show and develop their expertise because there are
fewer of them (on that level) compared with other
structures and so they stand out more: their deci-
sion making, for example, is more visible. Top man-
agers are spared from unnecessary communication
because it can be dealt with by subordinates, and
those at the top have a great deal of power to
delegate tasks and activities down the levels. There
are several disadvantages. For example, skilled indi-
viduals may be stifled and restricted by the close
control of their manager, therefore reducing their
contribution to the department (Hatch 1997).
Communication normally only travels up and
down the structure from one level to the next. This
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can take a long time, if it is impeded at any stage,
and this may delay the implementation of deci-
sions. For example, a decision to change practice
may be quickly made by a group of practitioners
but may then be delayed for weeks if a line manager
is on holiday.

Traditional hospital structures adopt this type of
structure, although its inflexibility and inability to
handle complex and rapidly changing situations
have forced hospital managers to move towards
other structures.

A flat or decentralized structure has fewer levels
and a broader span of control since decision
making is carried out amongst several managers.
There is no close supervision because each man-
ager is responsible for many people; therefore,
communication is easy and occurs directly be-
tween members of the organization. For example,
a large operating department might have several
managers, such as a directorate manager, business
manager and clinical manager, and several coord-
inators or team leaders. The business and clinical
managers may be on the same or similar levels,
facilitating discussions and meetings on equal
terms. Similarly, several team leaders may find that
it is easier to discuss problems and opportunities
with other team leaders who are in the same posi-
tion as themselves. However, the flat structure also
has several disadvantages. For example, it is more
difficult to supervise individuals closely because
there is a broad span of control — and there may
be confusion if a person has more than one ‘boss’.
There is also less opportunity for one individual to
excel because responsibilities are shared between
several people. There is, consequently, more of a
need for ongoing education.

The inherent disadvantages of each of these struc-
tures have led organizations to look for other struc-
tures such as matrix (where a second structure
overlays the primary structure) and parallel (where
the structure of the department is not linked to the
structure of the larger organization) structures.
The reality is usually that organizations develop
organically in response to the internal and external
pressures exerted on them, and they adopt structures
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that most closely align them to their goals. There is
little doubt, however, that some organizations fail
to respond to these pressures, and in such cases, there
is often employee unrest and problems with output,
efficiency and effectiveness.

Organizational functions

An organization functions according to its aims
and goals. The functions are usually set out in
documents such as philosophy statements, job
descriptions, policies and procedures. What the
organization achieved in previous years is reported
in an annual report; what it intends to do in the
future may be described in a strategic plan. In
combination, these documents, or others like them,
set out what the organization ‘does’.

The philosophy or mission statement usually sets
out in broad terms the purpose of the organization.
It states the beliefs and values that are basic to its
operation and may include a list of goals or object-
ives. Mission statements are often criticized as
being too vague or not having substance. However,
the real value of a mission statement is the way
it guides the overall approach to work within the
organization. A mission statement within an oper-
ating department may state the core values that its
members hold, and the way that the department
treats its staff and its patients. Often the mission
statement says what the organization is going to do,
how it is going to do it and who it is going to do it to.

Job descriptions help to define the organizational
structure and function by defining the responsibil-
ities of each individual or position in the organiza-
tion. Job descriptions tend not to give a complete
description of the post-holder’s role, but encom-
pass in a wider sense what the individual needs
to do to fulfil his or her obligations. In this way,
the job can be made flexible to allow for changes
and developments. Job descriptions are a key way
of controlling individuals within an organization
to ensure that each individual contributes to the
overall organizational objectives.

Policies and procedures are official statements
that guide the behaviour of individuals within the
organization. In most cases, they are required by
law and by accrediting institutions. For example,
the regulatory bodies (Health Professions Council
and Nursing and Midwifery Council amongst
others) and Quality Assurance Agency regularly
review organizational policies to ensure that they
help healthcare practitioners to achieve the require-
ments for registration. Policies exist at every level
of an organization from high-level policies relating
to overall organizational functions to very specific
departmental policies relating to patient care and
working practices. The policy manuals of most hos-
pitals are very comprehensive and detailed. They
will usually have been written over a period of time
in response to situations where decisions had to
be made.

The policy manual, therefore, acts as a legal safe-
guard for the organization or department by estab-
lishing standards for practice and quality control.
The best policies are evidence based, reviewed
regularly, written with input from the people who
do the job and written clearly and comprehensively.

Formal communication within an organization is
usually enhanced through the use of committees
and meetings. The main purpose of committees and
meetings is to assist in information gathering
and decision making. Their aims are normally to
perform a task that cannot be carried out by individ-
uals alone.

Advantages of committees include disseminating
ideas and information, coordinating projects and
activities, deterring hasty decision making, coord-
inating actions and broadening individual view-
points. However, committees often get bad press
because of their disadvantages, which can include,
for example, difficulty in achieving the action
required, excessive time consumption, lengthy dis-
cussions, subversion of aims by strong-minded
individuals and lack of output. In my experience,
the best committees are formed when its members
have an inherent desire to achieve their goals.
When the need for action is imperative, through
urgency or short timescales, then often committees



work at their best. When aims are loose or woolly,
or the timescales for action are lengthy, the commit-
tee meetings can last forever and be unproductive -
there is nothing more demoralizing!

While committees are often regulated, formalized
and form an important part of the organizational
structure, meetings tend to be less formal and often
temporary or occur once only. Meetings have
three general functions: informational, advisory
and problem solving. Meetings need to be struc-
tured to work properly, so decisions need to be
made beforehand about the purpose of the meet-
ing, who is going to lead it and how the meeting
is going to be conducted. While people often dis-
parage committees and meetings for the length of
time they take and the possible poor outcomes,
meetings and committees are nevertheless two
of the most important and powerful tools in the
manager’s toolkit to help them to perform their
functions and roles.

The informal organization

While the formal structure forms the machinery
that makes the organization work, the informal
structure often oils the bearings to make it work
better — or applies the brakes to stop it changing
its pace or direction. The informal organization
arises to meet the social and interpersonal needs
of the members of an organization. The informal
organization allows people to negotiate shortcuts to
what otherwise might be an onerous process. For
example, a company representative who wants to
see a consultant surgeon at work might bypass the
usual appointment system if he or she develops a
good relationship that allows him or her to speak
to the surgeon directly. Or a manager might allow
a practitioner to finish early one day in return
for staying late another. The informal system is very
important to ensure the smooth working of the
organization, improving communication, preser-
ving the organizations values and for encouraging
leaders to develop.
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However, as can be anticipated, there are also
problems with the informal organization. It can
work against the formal organization’s rules. For
example, the wearing of cover gowns has, for years,
been a bone of contention in some areas. A policy
that states that cover gowns must be worn while
outside the operating department, or that surgical
attire must be changed on return to the operating
department, can be easily flouted if people ‘turn a
blind eye’ in the interests of speed or convenience.
While this is a simple example, such flouting of
official policies can, if unchecked, be a major risk
to an area’s integrity. The informal system might
also support resistance to change (Burnes 2004),
may turn ‘newcomers’ into ‘outsiders’ and may lead
to rumours and misinformation through the ‘pipe-
lines’ or ‘grapevine’. The operating department
manager must, therefore, be part of the informal
organization in order to be able to manage situ-
ations such as these. Entry to the informal system
is usually through developing interpersonal relation-
ships and a manager who can do this effectively
has a great advantage over the manager who
cannot form effective relationships with their sub-
ordinates. Chapter 12 discusses informal culture
further.

Conclusions

This chapter has skimmed the surface of the role
of the operating department manager within the
greater organization. Untouched are subjects
such as budgetary management, risk management,
information systems, quality assurance and audit.
Some of these topics are covered in the other
chapters in this book; other topics can be found in
the wealth of books relating to management.

What is clear is that the operating department
manager holds a key position in the hospital. The
operating department is a challenging environment
that provides a baptism of fire for junior managers.
However, the skills and knowledge learned in this
environment have been proven through experience



18

Paul Wicker

to prepare people for managing at all levels of a
hospital structure. The unique environment of the
operating department offers the opportunity to
solve problems related to staffing, clinical emergen-
cies, managing large budgets, risk assessment and
all the other challenges that managers have to face,
deal with and learn from.

Operating department managers of the future
will have new challenges to contend with as the
internal and external pressure s on the organization
change (Ch. 4). For example, the demography of
the UK is changing, with an increasing number
of elderly. Public expectations of safety and quality
of care continue to grow, while the government
expects ever greater efficiency and value for money:.
Much surgery is slowly but surely moving out into
the community as people expect treatment closer
to their own homes. The roles of staff within the
operating department continue to change and
grow in response to the increasing specialization
of surgery and anaesthesia.

The art and science of management is partly
learned and partly inherent. The managers who
make a difference will be those who can recognize
the potential for change and can capitalize on it,
have a vision for the future and can develop a good
team of people to carry out their department’s
activities.
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Action learning: a new way of problem solving

in perioperative settings

Key Learning Points

¢ Provide an understanding of the concept of action
learning

e Explore the role of an action learning set and its
potential as a continuing professional develop-
ment experience within perioperative settings

¢ Examine the potential for action learning as a
problem-solving process in the context of a
dynamic NHS

Introduction

In 2000 the NHS Plan was launched (Department of
Health 2000a). Current frameworks for the design
and delivery of responsive services are built on the
principle of ensuring that clear national standards
are developed that are supported by evidence-
based guidance. This is in order that the quality of
care provided by healthcare professionals is raised
(Department of Health 2000b).

In addition, the government is committed to put-
ting quality at the forefront of the NHS: healthcare
professionals have a key part to play in this. Quality
assurance or health governance requires an inclu-
sive approach embracing all those working within it
inclusive of patients and carers. The aim is that
clinical practice is evidence based and that best
practice is disseminated throughout the service.

Within the NHS Plan there was a commitment to
ensuring that the NHS should be a model employer
(Department of Health 2000a). The provision of
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lifelong learning opportunities was seen as funda-
mental to this. A framework for lifelong learning
was developed (Department of Health 2001), which
outlined a programme for modernizing learning
and development. This was underpinned by the
‘Skills Escalator’, which is a strategy for recruiting
a more diverse range of people to the NHS and for
enabling new and existing staff to develop their
skills continuously and take on new roles.

In addition to these national directives, the con-
text of practice is enhanced by initiatives to create
more flexible working environments, develop more
family-friendly policies and address issues related
to violence, equality and diversity in the workplace.
A significant change was brought about by the
introduction of the new national framework for
pay, Agenda for Change (Department of Health
2003). Within The Knowledge and Skills Framework
of Agenda for Change, NHS jobs were evaluated
against a national job evaluation framework with
rewards for knowledge and skills as opposed to
rewards for time served. In essence, this should
provide incentives for staff to take on new responsi-
bilities, change old and existing patterns of working
and create new roles that cross boundaries. Given
the dynamic nature of change in the NHS, staff
members are challenged to change old and existing
patterns of working.

The NHS Plan (Department of Health 2000a) set
the vision for the NHS for the twenty-first century
in a 10 year strategy. The Department of Health
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(2008a) High Quality Care for All: NHS Next Stage
Review Final Report represents the ‘next stage’ of the
reform journey and provides the infrastructure. This
document is underpinned by the belief that change
should be led within and for the local community by
clinicians. This provides opportunities for health-
care practitioners to work in partnership, to redesign
services and to develop innovative solutions to meet
the needs of a patient-focused NHS. The document
A High Quality Workforce: NHS Next Stage Review
(Department of Health 2008b) recognizes that to
enable the reforms articulated in High Quality Care
for All there needs to be corresponding changes to
the planning, education and training of the health-
care workforce. The document emphasizes the
importance of team-based integrated approaches,
with clinicians operating as ‘practitioner, partner
and leader’ (Department of Health 2008b:9).

The challenge presented is to subscribe to life-
long learning and, subsequently, to enhance and
improve the quality of service and care. Illes
(2006) would argue that, as healthcare profession-
als, they have a body of professional knowledge and
practice they need to maintain. In addition, they
are in a position to see themselves as possessing
positive characteristics of professionalism and have
a valuable self-belief.

In setting the context for lifelong learning and
continuing professional development, this chapter
is focused on action learning as a method of prob-
lem solving and learning in groups, in order to
bring about change for individuals, teams and their
respective organizations in the context of a
dynamic NHS. The chapter is grounded in the
belief that action learning as a strategy is particu-
larly pertinent to the education and development of
healthcare professionals, who face unique and
often complex practice issues requiring new ways
of thinking and partnership working.

Action learning: Where does it come from?

In order to contextualize the action learning
approach and its application to the NHS, it is useful

to revisit its beginnings. The first reference to what
has since become known as action learning was by
Revans in 1982. He traced the origins of action
learning back to a report about the future of the
British Coalmining Industry written in 1945. In this
report was the recommendation that a staff college
was set up for the industry. The proposal was that
in the college the field managers would be encour-
aged to learn with and from each other. This would
be by their use of a group-review strategy in order
to find solutions to the immediate problems that
required action - those issues about which some-
thing needed to be done. The report specifically
said that the college ought not to have any perman-
ent staff of experts or lecturers. However, there was
no objection to them being invited in for particular
missions, after clarity of purpose had been estab-
lished. The Mining Association did not go ahead
with the proposal, since the coalmining industry
was nationalized. It was some years before the
National Coal Board did set up its own staff college
and partly implemented the first recommenda-
tions. Action learning, in the meantime, took on
another form, with small groups of managers out
in the coalfields working together upon their own
and each other’s operational problems: deployment
of men at the start of every shift, when the mean
absenteeism rate might be as high as 15%; main-
tenance of new and unfamiliar machinery; ration-
alization of supply systems, particularly for timber
and other roof supports with escalating costs of all
raw materials; and improvement of underground
transport systems, which previously utilized the
labour of boys and ponies.

This followed the changes after the Second World
War and there were no experts with responsibility
for running a real pit to send out from headquarters
to tell the actual managers how to solve their prob-
lems. The men whose task it was to get the coal up
the shafts of the pits met at their places of work and
discussed what they saw there, making practical
suggestions that would then be tried out before
the next visit.

During three years of this learning from and with
each other, they wrote their own handbook on how



to run a coalmine. This was largely done by listing
questions they had learned to ask themselves when
faced with a unique and perplexing situation. It was
the beginning of action learning: to ask, as is inevit-
able in a world changing as rapidly as ours is today
in healthcare, how those responsible for getting
things done decide what are the questions to ask
themselves when all around seems uncertain and
confused and when some of what is sensed within
themselves is lack of knowledge and anxiety.
Revans (1982) reminds us of the maxim that,
when we are in an epoch of change, tomorrow is
necessarily different from today, so new things
need to be done.

What is action learning?
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McGill & Beaty (1995:21) support this in their
definition of action learning, which is: ‘The con-
tinuous process of learning and reflection sup-
ported by set members, with the intention of
getting things done. Through action learning, indi-
viduals learn with and from each other, by working
on real problems and reflecting on their own
experiences.

Reflective points

e In most of the literature on the subject of action learning,
great emphasis is placed on its ‘democratic’ nature
where each individual’s input is valued.

e What would you consider to be the challenges of
adopting action learning in your practice area?

Action learning: a framework

Pedler (1996) describes action learning as a method
of problem solving and learning in groups to bring
about change for individuals, teams and organiza-
tions. He further supports this by explaining that
action learning works to build relationships that
help any organization to improve existing oper-
ations and to learn and innovate for the future.
From this perspective, the key features of action
learning are threefold: it is a process rather than a
one-off event; it is a form of group learning; and it
leads to change.

Weinstein (1999) stresses that there are two other
important elements to action learning. These are
that it involves a group of people who work
together in their learning and that it requires regu-
lar and rigorous meetings of the group in order to
allow space and time for the questioning, under-
standing and reflecting on experience at work.
Weinstein (1999) goes on to argue that the result
of this group learning is the gaining of insights and
considerations of how to act in the future. Central
to the process of action learning, is the key role of
experience. Group members are required to articu-
late their respective experiences and share them
with each other within an environment of learning
known as the action learning set (ALS) meeting.

A useful framework to underpin action learning has
been provided by Krystyna Weinstein (1999:9), who
refers to the ‘Four P’s of Action Learning’.

‘Examining Programmed Knowledge' Each indi-
vidual brings with them knowledge from
formal and informal study and experience
values, beliefs and assumptions. In ALS, this
knowledge is explored and questioned in order
to uncover what you already know and what
you need to know.

Adhering to the Procedure’. Action learning is a
structured approach to learning and it is
important that the procedure is followed
because this differentiates an action-learning
approach from other forms of group problem
solving. The procedures involves identification
of the project/issue, the ground rules, dedi-
cated time spent discussing issues, active
listening and participation and the role of the
set, the individual and the facilitator.

‘Valuing the Philosophy’ Action learning oper-
ates in a particular ethos: one of peer support
and challenge, active participation, trust,
respect, a non-judgemental approach and the
creation of a positive enquiring environment
for learning.
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Achieving Two End-Products. The output of
an ALS has two elements, knowledge and
learning: the knowledge gained through

working through the chosen problem or

issue and the knowledge gained through
listening and questioning the experiences of
the other set members. In addition there is an
output related to a valuable insight in learning
to learn and an understanding of how you

learn best.

Reflective points

o Considering your practice area, its culture, structure, com-
munication and relationships; what do you feel are the
strengths and challenges of introducing action learning?

e Do the strengths outweigh the challenges?

How does action learning work?

Lawson et al. (1997) consider the action-learning
process in the work organization and believe that
for it to succeed in a work context the organization
should value the questioning approach on which
action learning is firmly based. They argue that the
organization’s culture should be one where per-
sonal development is respected and where employ-
ees are trusted with a fair amount of autonomy and
that ownership of a problem or task helps in getting
things done. The corollary to this then is that line
managers need to support their staff for the dur-
ation of an ALS project. One of the main contribu-
tions of action learning is the creation of a culture
of questioning and enquiry.

In an ALS, the issues that are brought to the
meeting involve tasks or projects that the group
are working on. Revans (1998) refers to these as
problems, making a useful distinction between
what he calls puzzles and problems. He argues that
there is, eventually, a known answer when dealing
with puzzles. However, he goes on to say that com-
plex issues are faced when dealing with problems
which present challenges and opportunities where
there may, in fact, be no single solution. Again, a

key feature of action learning is option appraisal,
leading to the questioning of various ideas and
assumptions and gaining fresh insights through
this process upon which to base decisions in
advance of change.

Weinstein (1999) emphasizes that there is no
teaching on what she terms a classic action learn-
ing programme. She highlights this as significant as
it is probably the most difficult aspects of action
learning for participants to understand. Weinstein
(1999) argues that action learning builds on experi-
ence and prior knowledge. In that light, by sharing
information through discussion, the group comes
to realize that they have insights and answers of
their own, for which they do not need experts to
tell them. In the early days of the development of
action learning in the coalmining industry, there
were no experts to advise those managers.

Reflective points

e Can you think of any problems in your operating theatre
which might benefit from this approach?

e Can you see any obstacles to working in this way?

e How do think your colleagues would react to this
approach to learning?

Why use action learning?

The answer to why action learning should be used
is summarized below:

e it lends itself to complex problem solving, critical
levels of reflection, action planning and change
itis based on a belief in the resourcefulness of the
individual

through its use, individuals learn with and
through each other (McGill & Beaty 1995)

it allows complex problems to be addressed by

working and learning together rather than by
working in isolation

it is based on experience and experience is a rich
source of learning.

The process of action learning may be new to you

and may possibly take longer to explain than to do.



However Pedler (1996) proposes that the best way
to understand and appreciate this innovative way
of learning, is to experience it personally, and that it
is its very simplicity which makes it difficult to
explain (Revans 1997).

How does action learning differ from
other types of group learning?

Action learning differs from other approaches to
group learning because it requires a clear structure
to underpin the process and because the issues
explored are drawn from the individuals’ own
experiences. In, for example, problem-based learn-
ing, working on case studies or self-help groups,
scenarios are developed using the experience of
others as triggers for exploration and learning. In
the ALS, the group focus is on real work-based
issues derived from the direct experience of each
individual (McGill & Beaty 1995). Action learning is
grounded in the reality of practice and the solutions
that are discovered will make a difference to prac-
tice. The other important distinction is that the
group meetings are only half of the process (Bourner
et al. 2000). The action-learning approach requires
that learning also takes place in practice by taking
forward the action agreed at the ALS. Revans
(1998:14) is clear that ‘there can be no action without
learning and no learning without action’.

The structure of action learning

Action learning is based around a small group of
people known as the ALS. Meetings follow a format
and have a clear purpose, which is to support the
discovery of solutions to questions for which there
are no simple answers or solutions (Weinstein 1999,
Marsh & Wood 2001).

Ideally an ALS has between five and eight
members: too small a group will restrict the free
flow of ideas while if the group is too large individ-
uals will not be able to spend sufficient time dis-
cussing their particular issue in any depth. Where
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possible, the set should be drawn from individuals
who have different perspectives to offer. The ALS
approach thrives where there is diversity. Homoge-
neous sets drawn exclusively from one discipline or
one small area may offer a narrow approach to
problem solving (Bourner & Frost 1996).

Reflective points

e Consider your area of practice, how many disciplines
are represented within the theatre environment?
e List problems from your experience that impact on prac-

tice and cross boundaries and individual disciplines.

How often do action learning sets meet?

The frequency of ALS meetings is determined by
the reason the group was set up. If they are being
used for academic purposes, then the time will be
dictated by the length of semesters or module
spans. If an ALS is used for personal and profes-
sional development, they may run over a 6 or 12
month period, or even longer. If the ALS is based
around a particular project, then the time span will
reflect this. In all cases, meetings need to be held
regularly but allow sufficient time between them
for participants to take their agreed action away to
follow through prior to feedback at the next set
meeting. The length of each meeting will reflect
the needs and availability of the group. To allow
sufficient time for feedback and the presentation
of new issues, set meetings are usually held over a
half or a full day.

The set operates by enquiry, reflecting back the
issue. Careful questioning allows the presenter of
the issue or problem to frame and reframe (Glaze
2002) the problem, exploring different perspectives
and gaining new insights. So what at first appears to
be the issue may actually be something else after
questioning and action. McGill & Beaty (1995:34)
suggest that there are three specific stages in the
clarification of the issue:

Stage 1: identification of the problem
Stage 2: identification of possible actions
Stage 3: identification of specific action.



24

Anne Jones and Trish Prescott

Through the process of questioning, an intractable,
seemingly messy, indeterminate problem within
professional practice gradually takes on shape and
clarity and can be viewed through different reflect-
ive lenses (Brookfield 1995).

How do meetings work?

An ALS is usually helped to get started through the
support of an adviser or set facilitator. The advisor
or facilitator encourages the individuals in the
group to share ideas and concerns with each other
and facilitates the development of the set as a
powerful learning system.

If an ALS is made up of people who are experi-
enced in this learning technique, set members
can decide whether to incorporate a facilitator
role or to self-facilitate. If the group decides to
self-facilitate, then they must decide how the roles
of the facilitator are to be shared amongst the
group. If the ALS approach is new to you or your
organization, then it is likely that a facilitated set
will be the most productive. Action learning is
exactly as it sounds - action and learning - and,
correspondingly, the facilitator role is also exactly
as it sounds: to enable and empower. Facilitating
is not telling or being judgemental, it is allowing
others to come to their own decisions about their
own issues by creating a positive learning environ-
ment (Johnson 1998).

There are specific elements of the ALS approach
for which the facilitator takes responsibility. The
facilitator’s role is to collate the ground rules and
to ensure that they are being adhered to, and to
oversee that every set member is given an equal
chance to discuss and have their chosen topic
heard. In the early stages of an ALS, the facilitator
may operate in a slightly more directional way;,
leading the questioning, keeping set members to
time, reminding set members to ask open ques-
tions and refrain from ‘telling’ and giving advice.
The aim of the facilitator is to scaffold learning and
to move the set along a continuum from depend-
ence to independence, and eventually to fade into
the background (Vygotsky 1978; cited by Holton &

Clarke 2006). Sets that run over an extended time
frame may move naturally from being facilitated to
being self-facilitated.

Reflective points

e Is the ALS process anything more than a team meeting
of the operating department staff?

e If so, what do you think action learning can offer that
differentiates it from other meetings?

o Who might facilitate the ALS and why?

The facilitator does not bring their own issues to
the group and this allows them to focus all their
energies on the set.

The structured approach of ALS means that
every ALS is required to negotiate and agree ground
rules. These are fundamental to the effective
working of the set and need to encompass and
reflect the ethos of the set. Ground rules are indi-
vidual but the list below represents some common
areas to consider:
¢ confidentiality
¢ signing up to the ALS framework
e respect
® trust
keeping an open mind
active listening to each set member as they pre-
sent their issue or problem
giving time to listen and understand their issues
e active participation in each set
commitment to action between set meetings
¢ one person to speak at a time
set members to offer support and challenge
constructive open questions
keeping a learning contract
commitment to regular attendance
mobile phones off or on silent for emergencies
where, how often and how long to meet for
flexibility in timing if a set member has a particu-
larly urgent issue or there is little to report on.
This should be used as an initial checklist and then

consideration given to adding ground rules specific
to the needs of the particular group.



Confidentiality

The set functions in an atmosphere of collegial
relationships, trust and safety. Set members need
to feel that they can discuss problems of real
importance and share with others issues that they
do not have all the answers to, without worrying
where this information may surface. As a set,
members need to decide precisely what they mean
by confidentiality. For example, consider whether
you would prefer everything discussed to remain
confidential? Would you be happy if set members
raise general, non-specific details outside of the
set? Can projects be discussed if the individuals
and organizations are not named? Would it be
appropriate for individual set members to discuss
with others what they have learned through ALS?
This takes some time to discuss and agree, but it is
important and needs to be in place before the set
begins to operate. If the set is being used in profes-
sional practice and individuals are bound by codes
of professional conduct, then this needs to be
understood and clearly stated in the ground rules.
The facilitator can also decide when it might be
appropriate to employ other problem-solving tech-
niques if they feel that the set is struggling to pro-
gress an issue and is becoming stalled. Strategies
can include fishbowl exercises, where for a limited
time the presenter of the issue sits outside of the set
and listens to the discussion but does not partici-
pate. This can act as a useful catalyst when a set
becomes stalled. Alternatively, a SWOT analysis
(strengths, weaknesses, opportunity, threats)
(Pickton & Wright 1998), force field analysis (Lewin
1951), mind mapping or an exercise to identify
circles of influence and concern (Covey 1992) may
be required to unlock a particularly difficult issue.

The role of the set member

The role of the set member has two elements. The
first is to bring issues to the group, to commit to
taking action after each set meeting, to feed back
the results of the action and to be open to new
ideas. The second element is to be part of the
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‘listening mirror’ (Weinstein 1999:57). This requires
active, focused listening when other set members
are presenting their issues. In other groups, it may
be possible to opt out, or ‘tune out’ of discussions
and choose what you pay attention to. However, in
an ALS, the expectation is that the set member will
give (and receive in return) their full attention. Each
set member will also learn from listening to how
others tackle their problems and will be able to
transfer this vicarious learning into their own work-
place. The process may feel strange at first and it is
unusual for an individual to be afforded the oppor-
tunity to focus on an issue for a period of time, but
you will quickly get used to this different and
rewarding way of working.

The set is not there to give advice but to provide
support and challenge in equal measure. The facili-
tator aims to achieve a balance between a benign
atmosphere that does not stretch its members and,
at the other extreme, a competitive, interrogatory
environment where set members are reluctant to
speak.

The set functions by shedding reflective light
through questioning, so that the presenter is
enabled to understand and focus on their issue or
area of concern and is empowered to progress an
action plan of their choosing in order to address or
resolve their concern (McGill & Beaty 1995). Ques-
tions asked by set members need to be pertinent
and asked where there is a genuine desire to dis-
cover the answer. Challenging questions may be
uncomfortable but they are constructive and are
designed to prompt the closer examination of
assumptions and beliefs. Some examples are:

e How does that make you feel?

e What else could you do?

e What do you want out of this situation?

e What are your options?

e What is the worst thing that could happen?

¢ Why do you think that is?

e What is the issue?

Set members need to be able to give time and space
to the individual presenting their issue, to accept
silences and to hear not only what is being said
but what is left unsaid. McGill & Beaty (1995) offer
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a useful analogy for ALS meetings, likening them to
episodes in a series, because the issues presented are
the threads which link each meeting. The reviews of
progress on action at the beginning of the session are
the highlights and the new issues raised are the con-
tent of this week’s episode. Action learning in this way
is concerned with reflection and learning from past
experience, but it is also future orientated because of
the focus on action and change.

Action learning: the outcome

Engagement with action learning develops a range
of valuable transferable skills. In addition to the
new knowledge and understanding gained from
working on issues and projects of your own and
others, the ALS member gains an insight into how
one learns. Action learning provides an opportunity
to be exposed to other ways of working and pro-
vides a conceptual bridge that enables awareness of
other perspectives to develop. It also develops an
appreciation of partnership and cross-boundary
working and learning; enhances communication,
active listening and discriminatory questioning
skills; and encourages the use of problem-solving
techniques, critical thinking and critical levels of
reflection. Being part of an ALS can also develop
empathy, peer support, self-awareness, time and
project management skills and the ability to accept
and respond positively to challenging questioning.

Conclusions

This chapter has provided an outline of the origins
of action learning, which has been presented as a
process of learning within a group, using real work
issues and firmly based on the experiences of the
group members. In order to distinguish action
learning from other ways of learning in groups, a
distinction was made between the ALS and other
group-learning activities such as problem-based
learning, working on case studies or self-help
groups, to name three examples.

A theoretical framework for action learning has
been offered (Weinstein 1999). The infrastructure
for the action-learning approach has been
explained in defining the role of the facilitator and
the set members. This illustrated the process and
provided a practical guide for the reader.

In this chapter, clarification of the key elements
of action learning has been provided for those who
have a general interest, prior knowledge or previous
experience. For the reader for whom this chapter
has been an introduction to the concept of action
learning, the concluding comments are in agree-
ment with Pedler (1996) and his suggestion that
the best way to understand and appreciate this
innovative way of learning is to experience it for
yourself.

REFERENCES

Bourner, T. & Frost, P. (1996). The experience of action
learning in higher education. Education and Training,
3898, 22-31.

Bourner, T., Cooper, A. & France, L. (2000). Action learning
across a university community. Innovations in Educa-
tion and Training International, 37, 2-9.

Brookfield, S.D. (1995). Becoming a Critically Reflective
Teacher. San Francisco: Jossey-Bass.

Covey, S. (1992). The Seven Habits of Highly Effective
People: Personal Workbook. London: Simon Schuster.
Department of Health (2000a). The NHS Plan: A Plan for
Investment, a Plan for Reform. London: The Stationery

Office.

Department of Health (2000b). A Health Service of all the
Talents: Developing the NHS Workforce. London: The
Stationery Office.

Department of Health (2001). Working Together: Learning
Together. A Framework for Lifelong Learning for the NHS.
London: The Stationery Office.

Department of Health (2003). Agenda for Change: Modern-
ising the NHS Pay System. London: The Stationery
Office.

Department of Health (2008a). High Quality Care for All:
NHS Next Stage Review Final Report. London: The
Stationery Office.

Department of Health (2008b). A High Quality Workforce:
NHS Next Stage Review. London: The Stationery Office.



Glaze, J.E. (2002). Stages in coming to terms with reflec-
tion: student advance nurse practitioners’ perceptions
of their reflective journeys. Journal of Advanced Nursing,
37, 265-272.

Holton, D. & Clarke, D. (2006). Scaffolding and metacogni-
tion. International Journal of Mathematical Education
in Science and Technology, 37, 127-143.

Illes, V. (2006). Really Managing Health Care, 2nd edn.
Milton Keynes, UK: Open University Press.

Johnson, C. (1998). The essential principles of action
learning. Journal of Workplace Learning, 10, 296-300.
Lawson, J., Beaty, L., Bourner, T. & O’Hara, S. (1997).
Action learning comes of age — part 4: where and when?

Education Training, 39, 225-229.

Lewin, K. (1951). Field Theory in Social Science, New York:
Harper Row.

Marsh, P. & Wood, B. (2001). Pressed for results — an action
learning project in practice. Industrial and Commercial
Training, 33, 32-36.

Action learning

27

McGill, I. & Beaty, L. (1995). Action Learning in Practice.
London: Kogan Page.

Pedler, M. (1996). Action Learning for Managers. London:
Lemos & Crane.

Pickton, D.W. & Wright, S. (1998). What's SWOT in strategic
analysis? Strategic Change, 7, 101-109.

Revans, R.W. (1982). The Origins and Growth of Action
Learning. Bromley, UK: Chartwell Bratt.

Revans, R.W. (1997). Action learning: its origins and
nature. In Pedler, M. (ed.) Action Learning in Practice,
3rd edn, pp. 3-13. Aldershot, UK: Gower.

Revans, R.W. (1998). The ABC of Action Learning:
Empowering Managers to Act and to Learn from Actions,
2nd edn. London: Lemos & Crane.

Vygotsky, L.S. (1978). Mind in Society: The Development
of Higher Mental Processes. Cambridge, MA: Harvard
University Press.

Weinstein, K. (1999). Action Learning: A Practical Guide,
2nd edn. Aldershot, UK: Gower.



Agenda for change: what do theatre

staff need to know?

Joy O’Neill

Key Learning Points

¢ Understand the genesis of the recent remuner-
ation strategies in the NHS

e Appreciate the underpinnings of the Agenda for
Change approach to pay settlement

« Identify the elements of a grade determination
under Agenda for Change

« Identify special considerations that apply to peri-
operative staff in setting pay grades

Leadership within the operating theatre is essential
to create an environment for staff development and
the delivery of effective patient care. Managers have
the responsibility to contribute to healthcare planning
and the promotion of policy development. The ration-
ale for recent modernization of the health service, to
ensure that care provision is of high quality and is
supported by the appropriate planning framework,
has been set out in strategic health and social policy
documents (Department of Health 2000, 2004a).

It is important for managers and other clinical
leaders to have a repertoire of skills and interven-
tions that can be used to motivate and engage
clinical teams in risk assessment and continuous
quality improvement at the level of patient care
delivery (Ferguson et al. 2007).

Agenda for Change

The Agenda for Change (AfC) was introduced as
an initiative to modernize pay and grading within
the NHS (Department of Health 2004b). This

significant change for managers would initiate a
new pay structure and terms and conditions for
all health-related staff including perioperative
practitioners.

In the NHS Plan (Department of Health 2000),
the government stated its intention to invest in
better remuneration for nurses in line with the
responsibility  engendered
through the rapid pace of change in healthcare
and increasing workload.

The AfC involves a process of negotiation for a
much needed pay modernization system for the
NHS: a system that will effectively replace the
existing clinical grading and local pay arrange-

increased clinical

ments. It will have a massive impact on periopera-
tive staff as discretionary points and on-call and
standby allowances will be replaced by the new
system (Beesley 2002).

Government proposals in 1999 by the four UK
countries highlighted the need for change and,
most importantly, for a pay system based on the
premise of equal pay for work of equal value.

The introduction of AfC represents a funda-
mental change to the terms and conditions of the
employment of the vast majority of staff employed
in the NHS (Health Protection Agency 2003).

All posts subject to AfC were evaluated by a panel
of trained personnel (composed of staff and
management representatives). In these evaluations,
issues considered were job experience, clinical
skills and patient care. The factors that carried the
most points or weight concerned knowledge, skills

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
Chris Jones. Published by Cambridge University Press. © Cambridge University Press 2010.




and experience, reflecting the importance of
knowledge in the delivery of NHS care. Members
of staff were given a banding based on this
evaluation.

The fundamental building block of the new pay
system is the job evaluation scheme, which will be
used to determine basic pay for all staff in the NHS
(Kirwan 2004).

All members of staff receive a knowledge and
skills job post outline relating to their banding that
contains six core elements and other specific
dimensions which identify their roles, experi-
ences and responsibilities. The practitioner’s
training and development remain central to pay
progression.

The Knowledge and Skills Framework

The Knowledge and Skills Framework (KSF)
(Department of Health 2004c) and its review
process is one of three developments of AfC imple-
mentation, the other two being job evaluation and
terms and conditions of employment.

The KSF defines and describes the knowledge
and skills which NHS staff need to apply in their
work in order to deliver quality services (Royal
College of Nursing 2006). The KSF has been intro-
duced as part of the AfC reforms in the UK to link
pay and career progression to competency (Gould
et al. 2007).

There are two purposes to the KSF. First, it is a
design tool for all staff (excluding medical staff)
in the NHS and, second, it is a link to pay progres-
sion for the different members of staff within all
departments of Trust hospitals. The KSF has been
developed as part of the AfC package and has been
designed to promote fair opportunities for continu-
ing professional development (CPD), pay and
career progression throughout the NHS (Depart-
ment of Health 2003).

The KSF can introduce changes in practice and
improve communication with patients, carers and
the multidisciplinary care team. This, in turn, can
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promote effective patient care, support effective
lifelong learning and staff development. It helps to
clarify staff roles and responsibilities and to sup-
port equality and diversity between all types of staff
within a Trust. It can improve skill mix, identify
training needs and aid recruitment and retention
of staff. It allows the manager to identify govern-
ance requirements, clinical training resources and
improve workforce planning.

The KSF has wide-ranging implications for all
non-medical staff employed in the NHS. Some of
the changes that result will be of a positive nature,
but others will represent a challenge to practition-
ers, their managers and to higher education. If
KSF operates as intended, training needs will be
assessed more accurately and this could have a
positive, albeit challenging, influence on educa-
tional commissioning, with purchasers able to
demand programmes of CPD more appropriate to
their needs (Gould et al. 2007).

The KSF should also encourage healthcare pro-
viders to develop other progressive human resource
practices such as effective recruitment, selection,
retention, service redesign and the development of
new roles (Fletcher & Williams 1985, Borrill et al.
2000).

Hospitals employing a higher proportion of well-
qualified nurses generate more favourable patient
outcomes than those which do not (Aitken &
Patrician 2000).

Banding

Each member of staff has a post outline written for
their job that describes the roles and responsibil-
ities to be undertaken in that job. Each job has six
core elements and other specific dimensions in
the post outline. The core elements are communi-
cation, personal and people development, health
and safety and security, quality and equality and
diversity. In addition, there are many different spe-
cific dimensions that define other responsibilities
in the different roles.
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At defined points on each member of staft’s pay
band, there are two gateways. These are designed to
ensure development in the job and, as a result, to
reward staff with pay increments. At these gate-
ways, a formal review takes place of the individual’s
development against the job’s full KSF post outline.
It is to confirm that individuals are applying their
knowledge and skills consistently to meet the full
demands of their post.

The foundation gateway occurs no later than
12 months after an individual is appointed to a
pay band, regardless of the pay point to which the
individual is appointed. The purpose of the foun-
dation gateway is to check that individuals can
meet the basic demands of their post.

The second gateway is at a fixed point towards the
top of the pay band. It also allows the reviewer to
examine if the practitioner has further developed
their skills and fulfils the responsibilities of their
role and is at a fixed point before the top of the
band. Having an agreed post outline in place is
crucial in measuring individual development within
a post, thus facilitating continued pay progression.
Post outlines are for individual roles, agreed in part-
nership in individual-employing organizations.
As such, there will no doubt be variability to some
degree between the post outlines set up by different
organizations (Royal College of Nursing 2006).

In the event of inadequate achievement, the
reviewer and the practitioner will devise an agreed
action plan to address the relevant issues to ensure
a successful outcome in the next few months. The
reviewer will prioritize the practitioner for develop-
ment in order to maximize the individual’s chances
of success in passing through the gateway.

If the department has not been able to meet its
responsibilities for supporting development for
the practitioner through financial constraints, lack
of managerial support as agreed in the previous
annual appraisal, limited human resources or lack
of learning opportunities in the work place, the
practitioner will progress through their gateway
and the increment paid.

An appeal can be held if the reviewer or the
practitioner is in disagreement with the result of

the appraisal. The parties should follow their Trust
appeal process.

Appraisals or personal development reviews

An appraisal is an annual process which provides
the practitioner with an opportunity for a formal
and structured discussion regarding his or her work
performance over the previous year. It is a two-way
process where it gives the practitioner the oppor-
tunity to discuss needs for CPD and progress in his
or her present role. It should be conducted in a
quiet and supportive environment. It can assist in
the planning of performance development for
the next year, promote further CPD and support
internal and external learning and development.

Traditionally the reviewer and the practitioner
agree training needs during the appraisal, which
in most Trusts take place annually. However, evi-
dence from the National Audit Commission (2001)
has indicated that for many NHS employees,
including nurses, no regular assessment of training
needs occurred.

With the implementation of AfC, appraisal is
obligatory at least once a year and possibly more
often if an individual or their manager is not satis-
fied with progress or performance.

Members of staff have an appraisal or personal
development review each year to discuss their
development, provide feedback on their progress
within their role and assess their learning and devel-
opment needs through the use of their KSF and
post outline. This two-way process is an opportun-
ity for the practitioner to discuss their progress,
any concerns, their training needs and receive feed-
back from their reviewer.

The practitioner produces a portfolio of evidence
which will be discussed during the meeting.

The appraisal

The reviewer gives the practitioner a date and time
for the appraisal. This is usually three to four weeks



prior to the date to allow time for preparation of the
portfolio.

The reviewer will pre-book a room and ensure
privacy and a quiet environment for the meeting.

The practitioner can ask the reviewer for an infor-
mal meeting to discuss the appraisal process. The
practitioner can also seek advice on completion of
the portfolio from the reviewer or their work col-
leagues. The reviewer will review the practitioner’s
portfolio evidence, ensuring that there is sufficient
effective evidence to meet the requirements of the
core and specific dimensions of the post outline.
This meeting gives both parties an opportunity to
assess whether the practitioner’s performance and
development has matched the identified objectives.
The discussion should be open and positive, iden-
tifying the strengths and weaknesses of the prac-
titioner. Constructive feedback can be given on
the previous annual performance. If further evi-
dence is necessary, time can be given to the
practitioner to gather further evidence within an
agreed timescale.

The practitioner needs to identify any personal
learning need objectives for the following year, to
be discussed with the reviewer, because, at the end
of the meeting, set objectives will be decided and
agreed.

National Health Service Careers (2007) identifies
the ‘smarter criteria’ which should be used for
the next year’s objectives. They describe these
criteria as:

specific: describing the desired outcome in as

much detail as possible

measurable: identifying what measures will be

used to judge whether or not this has been
achieved

achievable: reflecting the way the practitioner

enjoys learning and with objectives agreed
as, the more say the practitioner has in setting
the goals, the more likely he or she is to achieve
them

realistic: building on personal development

opportunities that can be taken up at work
time bound: being those new goals to be com-
pleted before next year’s appraisal, plus some
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milestones which might be set to help in moni-
toring progress
evaluated: seeing how successful the practitioner
has been as part of ongoing monitoring, not
just in the period immediately before the next
appraisal.
The appraisal is an opportunity for the reviewer
and the practitioner to have an honest, two-way
discussion on the previous and following annual
performance. It should be a positive experience
for the practitioner and give an opportunity to
assess progress and provide future expectations of
his or her role.

The portfolio

The CPD standards of the Health Professions
Council (HPC) state that operating department
practitioners (ODPs) should maintain a continu-
ous, up-to-date and accurate record of their CPD
activities (Health Professions Council 2008). From
2008, each time ODPs renew their registration the
HPC will ask a random sample of registrants to fill
in a CPD profile and return it with evidence of how
they have met the standards (Health Professions
Council 2008). This means that the first audits for
ODPs will occur in 2008. If selected for audit, the
ODP will have to provide evidence of CPD for their
previous two years of practice (Health Professions
Council 2008).

Nurses as part of their post-registration educa-
tion and practice requirements for the Nursing
Midwifery Council (NMC) need to maintain a
personal profile. The purpose of this is to record
their learning activity for re-registration purposes.
A profile is a personal document. It has two func-
tions. It contributes to registrants’ professional
development by helping them to recognize and
appreciate their abilities, achievements and experi-
ences. It also provides an information source that
registrants can refer to in order to collect material
about standards of education following registration
(Nursing Midwifery Council 2008).

Both ODPs and nurses need to produce a port-
folio for their annual appraisal to provide relevant
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evidence for the core and the identified specific
dimensions in their post outline and the compe-
tences of their job. This portfolio can also be used
for the HPC and NMC if required at annual
re-registration.

Each core and specific dimension has four levels,
with a description of how knowledge and skills
need to be applied at that level. Evidence collected
needs to correlate with the specific dimension that
the practitioner’s post outline identifies.

Layout of the portfolio is optional but it could
include personal details, curriculum vitae, post
outline, objectives, mandatory lectures’ record and
evidence.

The evidence will identify training and develop-
ment within the job on a day-to-day basis. The
reviewer will be aware of the candidate’s experience
and will have observed their practice. The evidence
could be verbal, observational, hand-written or
electronic and include reflective accounts within
the candidate’s practice.

Evidence can include a previous annual appraisal
record, any CPD records, patient documentation,
adverse incidents, work colleagues’ testimonies,
mandatory lecture attendance and reflective
accounts.

Reflection is a systematic enquiry into one’s own
practice to improve practice and deepen under-
standing in order to assist in the assessment of
career objectives, the analysis and value of daily
experiences, the development of an ownership of
practice and an appreciation of patient care, and to
allow a change, if necessary, in practice.

Reflection evidence can include critical incident
analysis, reflective accounts of practice, an audit of
practice and an account of strengths, weaknesses,
opportunities and threats (SWOT).

Use of e-learning and information
technology

NHS Elite has published a booklet for each of five of
the six core dimensions at each of the four levels.

All the KSF dimensions are mapped to relevant
associated national occupational standards (National
Health Service ELITE, 2008).

Similarly, other companies provide information
for KSF e-learning.

Teamwork

Effective teamwork between practitioners in the
operating theatre can ensure the delivery of efficient
patient care by perioperative nurses and ODPs.

Sigurdson (2001), states that the operating room
as a functional context relies on effective multi-
disciplinary teamwork, which makes the operating
theatre such a dynamic and challenging area in
which to work.

The multiprofessional and disciplinary team of
surgeons, anaesthetists, nurses and ODPs all work
together to ensure that the individual patient’s peri-
operative journey is as comfortable as possible.
Communication needs to be effective between all
the members of the team during the pre-, intra- and
postoperative care of the patient. The Kennedy
Report (Department of Health 2001: Ch. 22, p. 2)
decribed this as follows: ‘Teamwork is of crucial
importance . . . collaboration between professionals
is at the core of what we mean by teamwork . . .
teamwork as a means of serving the patient implies
amultiprofessional team and a sharing of responsibi-
lity. .. teamwork is the collaborative effort of all those
concerned with the care of the patient’. Leggat (2007)
believes that, although effective teamwork has been
consistently identified as a requirement for enhanced
clinical outcomes in the provision of healthcare,
there is limited knowledge of what makes health
professionals effective team members and even less
information on how to develop skills for teamwork.

Teamwork is essential in the provision of health-
care. The division of labour among medical, nurs-
ing and allied health practitioners means that no
single professional can deliver an episode of health-
care (Sicotte et al. 2007).

Surgery depends on interprofessional teamwork,
which is becoming increasingly specialized. If



surgery is to become a highly reliable system, it
must adapt and professionals must learn from and
share tested models of interprofessional teamwork
(Healey et al. 2006).
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The SWOT analysis: its place in strategic planning
in a modern operating department

Julie Smith

Key Learning Points

e Develop an understanding of the SWOT
(strengths/weaknesses/opportunities/threats)
analysis

* Discuss how SWOT can improve on perioperative
service delivery

¢ Develop skills in objectively analysing the clinical
environment

Introduction

Since the UK Government White Paper (Griffiths,
1984) on reforming the NHS and the introduction of
NHS Trust hospital status; the NHS has become a
business driven by productivity and income gener-
ation. Services beyond the operating department have
also been affected; in particular general practitioners
(GPs) face a more challenging workload of treating
patients and managing busy practices. Like GPs,
hospital managers have also been charged with the
responsibility and accountability of managing finan-
cial budgets for their department/services. While these
changes to health policies strengthen the manage-
ment of patient services and managerial autonomy,
they do not come free from tensions among healthcare
staff. Change management in the NHS since the late
1970s has become a key aspect of a manager’s role.
It has been argued the NHS is in a constant state of
‘flux’ and changes to staff roles are viewed as a threat,
leading to resistance to change and dissatisfaction.

Any business wishing to succeed in a constant
changing world needs to be ready and agile enough
to respond to new demands. This perhaps is what
the NHS has achieved since the mid 1970s in
response to new health demographics.

Many practitioners will have been involved in
past changes and probably recognize the terms
‘just-in-time’ management, ‘quality circles’ and so
on. While personal experiences of those manage-
ment techniques may be mixed, adopting and
evaluating their application can help managers to
cope with, and maximize their responses to, stra-
tegic change. In this chapter, the term strategic
change is used to denote change that has an impact
on the whole department, for example implement-
ing a new infection control policy or practice.

The SWOT analysis is one particular tool that
has been adopted and is in frequent use in health-
care practice. In simple terms, SWOT analyses the
strengths, weakness, opportunities and threats
associated with strategic change.

The SWOT tool has been used by many busi-
nesses since the 1970s, many of which have found
the tool to be invaluable in maintaining an advan-
tage over their competitors. Their diligent applica-
tion of the tool offers opportunities for analysis and
decision making to ensure the correct change that
is for the greater good of the organization.

In healthcare, it can be applied in the same way
to ensure the greater good for the patient as well as
the organization’s aims and objectives. This has
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been the case in many operating departments,
where more investment has been made in technol-
ogy and buildings to keep up with the demands of
the public. Operating department staff continue to
work in an environment where changing technol-
ogy, increased targets and productivity place a high
degree of pressure on their professional abilities.
Therefore, it is no surprise that operating depart-
ment practice has been likened to Henry Ford’s
production of motor vehicles: the factory produc-
tion line. Although parallels may be drawn with
commercial businesses, such as that of Henry Ford,
the distinct difference for perioperative practition-
ers is the focus on vulnerable patients.

Whatever change practitioners introduce to their
working practices they must ensure that they
uphold a ‘duty of care’ to the patient by providing
a high-quality service based on robust sources of
evidence. To achieve this, practitioners must
develop an awareness of their environment and
how they can contribute to such excellence in care.
In a modern health service, this approach will
encourage increased numbers of expert patients
who are fully informed about their treatment,
leading to a true patient-led service (NHS Plan;
Department of Health 2000).

Application of the SWOT tool can help practition-
ers to achieve this by meticulously considering and
appraising the areas of concern, identifying aspects
for improvement and addressing elements of prac-
tice in a way that can improve service delivery.

At the time of writing, many practitioners will be
part of hospitals applying for Foundation Trust
status, where the hospitals can govern their own
activities. Given the increased responsibility and
accountability of being a Foundation Trust holder,
then perioperative practitioners will also be
charged with ensuring that what they offer their
patients is timely and appropriate. Consequently,
adopting the SWOT tool in the operating depart-
ment can allow managers to analyse their practices
continuously, such as list management, staffing,
mentoring and identify the weak areas. This might
be useful in identifying future staff training on new
equipment or might assist with change in policies.
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Irrespective of what arises, the one advantage of
staff engagement is empowerment among the
‘shop-floor’ workers to make informed decisions
on how the operating department can provide a
quality service and an enjoyable career as a peri-
operative practitioner.

What is SWOT?

SWOT is an acronym of strengths, weakness,
opportunities and threats. It is a tool for challeng-
ing and considering all factors relating to the topic
under question. It is also useful for team building
and is often taught or used on management
courses. Although it is well known, it is worth con-
sidering further how simple and effective it can be.

SWOT is a simple, systematic method that can be
adopted by staff at all levels. It was originally pre-
sented in Switzerland in 1964 by Urick and Orr
(Chartered Institute of Personnel and Development
2008), who in the 1970s shared the concept in the
UK with commercial companies such as WH Smith
and Sons. The tool continues to be at the heart of
the success of many commercial companies.

Albert Humphrey (Business Balls 2004), one of
the ‘founding fathers’ of SWOT, commented,

This approach captures the collective agreement and
commitment of those who will ultimately have to do the
work of meeting or exceeding the objectives finally set. It
permits the team leader to define and develop coordin-
ated, goal directed actions, which underpin the overall
agreed objectives between levels of the business hierarchy.

SWOT is easy to use, simple to present and very
cost-effective. Many practitioners prefer SWOT
because of its simplicity of use in a grid formation
(Fig. 5.1).

To complete the boxes in Fig. 5.1, the rule of
thumb among team discussions is to keep the
questions simple. Ask the questions and note the
answers that arise by filling in the grid. This will
help to reveal the specific details that are required
to lead to a strategic change.
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Strengths Weaknesses

Opportunities Threats

Figure 5.1 A simple SWOT grid.

Use of SWOT enables proactive thinking rather
than habitual or instinctive reactions; therefore, it
encourages broader thinking. Encouraging practi-
tioners to dissect an idea or aspect of the work
environment enables them to highlight areas of
concern or weakness. This method is particularly
useful in analysing and improving traditional
theatre rituals, many of which are grounded in cul-
ture and the ‘way things are done around here’. The
SWOT analysis helps to modify these practices by
applying advances in technology and the evidence
base.

Example of SWOT: the operating suite
orthopaedic education week

This project by the South Eastern Sydney Illawarra Area
Health Service was entered in the Baxter 2006 NSW Health
Awards, Education and Training category.

‘The restructure of South Eastern Sydney and Illawarra
Area Health Services resulted in transference of elective
orthopaedic services from the St. George Hospital to the
Sutherland Hospital. To assist in the transfer of services, an
education program based around orthopaedic surgery was
developed by the Nurse Educator of the Operating Suite.
A SWOT analysis and an analysis of the program stake-
holders were performed to determine the viability of
the program. A needs assessment was utilized to identify
the unit’s education deficits and this was transferred into

the program specifics. The program was implemented
after a tasks analysis and a transfer of learning framework
had been completed. Post course evaluations showed
positive feedback from the participants and it was deemed
to be successful and a valuable program for the Hospital.’
http://www.archi.net.au/elibrary/health_administration/
awards06/ed_training/op_theatres

Examples of SWOT analysis in action

In the example below, a team is looking at why
theatre lists failed to begin on time. Figure 5.2
shows use of the SWOT grid to examine problems
with the supply of orthopaedic prostheses.

Strengths

As it suggests, the strengths assessment identifies

strengths such as resources, knowledge, assets and

levels of productivity. The strengths of the team

would be identified as:

e human resources: theatre team on duty, on time
to begin the list

e resources available to operate on patients

e porter available to collect patient

e patient on ward

e surgeon and anaesthetist available on time to
begin theatre list

e operating list compiled previous day, with correct
patient details and surgical procedure

e correct documentation and equipment available
to enable the patient to be sent for

e good communication between ward and operat-
ing theatre staff.

Weaknesses

The second part of the analysis would observe

problems (weaknesses) in the system or ‘chinks in

the armour’, that is, reasons for failure to start op-

erating on time:

e staff late for duty: sickness or absence

e resources unavailable: instrument sets not
sterile through packaging damage; loan sets late
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Strengths Weaknesses

A variety of orthopaedic Reordering and delivery of

prosthesis available prosthesis can be delayed

Readily available Some sizes may remain on
the shelf

Opportunities Threats

Micro-management of stock | Overstocking may cause lack

of funding for other theatre
consumables

Figure 5.2 Example of use of the SWOT grid to examine
the supply of orthopaedic prostheses.

arriving; problems in sterile services department
such as loss of steam, volume of activity, and
reduction in staffing

too few porters to cope with demand: recruit-
ment or sickness absence issues

patient not arrived: no bed available on ward;
patient not prepared for theatre; preoperative
clinic malfunction such as blood tests or electro-
cardiography not performed or not available
surgeon or anaesthetist late in arriving

incorrect details on operating list, such as wrong
ward or patient details

inadequate system to get patients to theatre such
as send slips not available (needing printing out),
insufficient trolleys (e.g. too many out for repair)
or insufficient canvas sheets (laundry issue)
poor communication between ward, surgeon and
anaesthetist.

Opportunities

The opportunities assessment looks for potential
areas for improvement and development; using
the areas highlighted in the strengths and weak-
nesses, such opportunities can be developed:

operate a strict policy for punctuality, ensuring
all staff are aware of the importance of beginning
on time; manage sickness and absence policy

ensure resources available on the previous
evening, ordering loan equipment in adequate
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time for arrival, checking and sterilization; liaise
with sterile services department regularly

e make a business case for more porters; stagger
send times for each theatre, thus ensuring porter’s
availability; manage sickness and absence policy

e encourage liaison with ward, the previous night if
possible, regarding patient problems and change
the order of the list if required

e encourage punctuality of surgeons and anaesthe-
tists; ensure the theatre is ready for list start time,
highlighting problems with doctors; record late
start of list and reason

e checklist prior to start time for correct details;
have amendments typed up and change all lists

e ensure all documentation and resources required
to send for the patient and transport to theatre
are available at beginning of day and in full
working order; have equipment repaired as soon
as possible after reported broken

e encourage communication between all members
of the disciplinary team.

Threats

External influences that may prevent components

of the analysis being achieved are listed as threats:

e staff failing to adhere to policy; long-term absence;
overtime bill increased as staff cover other staff

e sterile service department having maintenance
problems, causing delays in equipment: joint
venture

e lack of finance to employ more staff: resource
management

e operating lists inadequate (avoid by compiling
these the previous night)

e poor communication between staff on wards and
theatre; failure to pass on information between
shifts

e doctors repeatedly late in starting; list manage-
ment impossible; patients at risk of having their
procedures cancelled; breach dates can occur or
sessions removed

¢ funding unavailable for repairs (deal with by
capital bid for replacement equipment); time
factor increased with reduced equipment.
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Conclusions

The SWOT analysis is not a sophisticated tool that
needs detailed training on how to use it. It was
designed (Chartered Institute of Personnel and
Development 2008) to offer a guided exploration
of an aspect of business or commerce, and now
health practice, which might need to undergo some
change. Simple but informed questioning of prac-
tice assists staff at all levels to contribute and take
ownership of the strengths, weaknesses, opportun-
ities and threats and make recommendations to
their employer based on their findings. The grid
diagram used in SWOT is simply a representative
picture of the debate that might take place among
operating department staff when challenged to find
a solution or a strategic approach to yet another
change in their clinical practice. Although this

has been a brief overview of SWOT, the best way
to appreciate the value of the tool is by applying
it in practice.
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Corporate governance: setting the scene

for perioperative practice

Key Learning Points

¢ Appreciate the nature of corporate governance

¢ Understand the public policy initiatives that gave
rise to corporate governance in healthcare

e Appreciate the implications of failing corporate
governance

Introduction

Corporate governance is the way in which
governing boards direct, control and manage
organizations and public bodies. One of the roles
of stakeholders is to recognize an organization’s
obligations to society. Good governance leads
to good management, performance and financial
management, and ultimately to good outcomes
for patients and organizations.

This chapter will identify the core principles of
good governance, the underlying corporate govern-
ance codes, their application and the roles and
responsibilities of all involved. The aim of good
governance is to understand accountability for the
benefit of all stakeholders, including patients.

Adopting a comprehensive corporate governance
framework is the cornerstone of sound business
conduct and is fundamental to the success of an
organization. Failure in governance is a threat to
the future of organizations. This was seen in recent
examples of poor corporate governance in health-
care, for example in the organ retention scandals,

Claire Campbell

and in business, for example the events at Enron
and Maidstone (discussed later in this chapter).

Healthcare bodies in the UK and worldwide
subscribe to corporate governance codes; conse-
quently, organizations and those who work within
them should challenge substandard governance.
The information provided in this chapter will
focus on information about the NHS in England,
although NHS Scotland and Wales use similar if
not identical principles.

NHS boards run within an integrated governance
context but also need to run within the broader
governance perspective. This is particularly true
when considering legal frameworks as described
by Monitor (the Independent Regulator for NHS
Foundation Trusts), which bring a more com-
mercial approach to regulation within the NHS
(Department of Health 2006).

The Organisation for Economic Co-operation
and Development (2004:11) defines corporate
governance as ‘a set of relationships between
a company management, its board, shareholders
and other stakeholders . . . providing the structure
through which the objectives are set and the means
of attaining those objectives and monitoring
performance’.

In this context the ‘company’ can be seen as
the organization. ‘Shareholders’ normally hold
shares in private companies. However, members
of organizations or Foundation Trusts could also

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
Chris Jones. Published by Cambridge University Press. © Cambridge University Press 2010.

39



40

Claire Campbell

be seen as shareholders because of the role they
play in supporting the organization. Finally ‘stake-
holders’ within the health context include staff,
patients, the local population, voluntary and char-
ity organizations related to health and patient
groups.

The Audit Commission (2003:4) offers a more
succinct definition for corporate governance: ‘The
framework of accountability to users, stakeholders
and the wider community, within which organiza-
tions take decisions, and lead and control their
functions, to achieve their objectives’.

So, why is this relevant? Everyone works in an
organization, whether in a permanent or agency
role and, therefore, understanding and appreci-
ation of corporate governance will enable each
person to challenge poor or substandard govern-
ance within their organization.

These principles can refer to places of work, such
as healthcare establishments, but also nursing,
perioperative, education or management organiza-
tions, for example the Association for Perioperative
Practice or the College of Operating Department
Practitioners.

Reflective point

e What is the relevance of corporate governance to your
healthcare system, your organization and you as an
individual?

Corporate governance in the United
Kingdom

In the UK, corporate governance considers prin-
ciples of good practice that encompass common
law and political contexts. A desire for more trans-
parency and accountability has stimulated the
introduction and development of corporate gov-
ernance. High-profile financial and corporate scan-
dals have also driven NHS Trusts to implement
corporate governance.

Corporate governance has not developed in a
vacuum but has arisen because of a series of

investigations that have taken place in the UK over
recent years (Jones & Pollitt 2003).

The following reports and guidance have been
developed by committees appointed by govern-
ment departments and include support or leader-
ship from respected individuals from business and
industry, who have given their name to the final
report. They are overviewed by Jones & Pollitt
(2003).

The Cadbury Report in 1992 identifies board
responsibilities in financial reporting. It outlines
expected behaviours within business and public life
to ensure good practice in governance. This
includes the setting up of governing boards, and
the reporting and control mechanisms.

The Greenbury Report (1995) recommends prin-
ciples on director’s salary. This includes setting
up remuneration committees containing non-
executive directors and full disclosure of the indi-
vidual remuneration package. The NHS has carried
out these recommendations and they are readily
seen in the annual reports of hospitals and
Primary Care Trusts and independent healthcare
providers. The Hempel Report (1998) reviews the
Cadbury and Greenbury Committee recommen-
dations and approves the findings of the precursor
reports.

The Higgs Review (2003) contains many recom-
mendations, including the structure of the board,
the role and other commitments of the chair, the
role of the non-executive director, the recruitment
and appointment procedures to the board and the
induction and professional development of direct-
ors, including board tenure and time commitment.

The Smith Review (2003) highlights the import-
ance and clarified the role of audit committees,
particularly about the need to ensure systems of
control are in place but not to undertake the moni-
toring themselves.

The Combined Code (1998) drew together the
recommendations of Cadbury, Greenbury and
Hempel in its original publication and was updated
in 2003 (Combined Code 2003) to include guidance
from both the Higgs and Smith Reviews and it
represents best practice for UK companies.



International governance

Healthcare bodies in the UK and Europe subscribe
to corporate governance reform particularly within
public health. All countries subscribe to voluntary,
non-binding principles of corporate governance
and have resisted taking an enforced approach
within healthcare and business systems. Compari-
sons of European companies show some to have
obligatory guidance and some to have recommen-
dations or non-binding guidance.

Following the passing of the Sarbanes-Oxley
(SOX) Act in 2002 in the USA, regulatory and legally
enforceable corporate governance rules were intro-
duced that detailed criminal and civil penalties for
non-compliance; these became effective in 2006.
This Act came into being because of the US cor-
porate financial scandals involving Enron and
WorldCom.

UK health organizations undertaking joint enter-
prises, or where partner organizations have US
connections, need to consider the SOX Act 2002
(Department of Health 2006).

The principles of public life

As well as subscribing to the principles of corporate
governance considered above, most NHS boards
are also required to uphold the ‘seven principles
of public life’ from the Nolan Committee (1995).
They are not statutory but apply to all aspects of
public life and were set up by the Nolan Committee
for the benefit of all those who serve the public in
any way from ministerial or UK Government level
to NHS Trust boards and organizations. Over the
years, many bodies have adopted them or their own
versions of them. The seven principles are:
selflessness: requires holders of office to take deci-
sions solely for public interest, not to gain
financial or material benefits for themselves,
family or friends
integrity: requires holders of office not to place
themselves under any financial or other
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obligation to individuals or organizations that
might influence their performance of their
duties

objectivity: requires that individuals make deci-
sions or choices solely on merit

accountability: requires decision makers to be
accountable for their decisions and actions

openness : requires holders of office to be as open
as possible, only restricting information when
the wider public interest clearly demands
this, for example during tender applications
or when disclosing patient information

honesty: requires holders of office to declare any
private interests about their public duties, for
example declaration of interests of speakers at
conferences

leadership: requires holders of office to promote
and support these principles by leadership and
example.

Reflective point

e How do these seven principles apply to you in everyday
working?

Codes of conduct

The National Health Service Code of Conduct for
NHS Managers (Department of Health 2002) com-
plies with the Nolan principles. All NHS bodies
have to take all reasonable steps to comply with
this managerial code. This clearly applies to the
NHS, under its title, although the Department of
Health states that it also applies to independent
healthcare units providing services to the NHS
and to NHS staff managed by them (Shifrin 2002).

This code has two purposes; it provides guidance
for managers in the decisions and choices they
make, and it reassures the public that managers
make these decisions against a background of
accountability and professional standards.

The managerial code of conduct was imple-
mented as a response to the Bristol Royal Infirmary
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Inquiry Final Report (Department of Health 2001a),
known as the Kennedy Report.

Reflective points

e Review the Code of Conduct for NHS Managers and
your professional code of conduct (if applicable).

e How do these compare with the Nolan principles: are
there common characteristics?

Principles of good governance

There is much information published that identi-
fies principles of good governance in the NHS and
other public bodies. This includes, for example, the
following documents:
e Corporate Governance, Improvement and Trust
in Local Public Services (Audit Commission
2003)
Governing the NHS, A Guide for NHS Boards (NHS
Appointments Commission 2003)
Building Effective Boards (Barker 2004)
® Good Governance Standard for Public Services
(CIPFA, JRF & OPM 2005)
NHS Audit Committee Handbook (Department of
Health 2005)
NHS Foundation Trust Code of Governance
(Monitor 2006)
Integrated Governance Handbook (Department
of Health 2006)
e The Intelligent Board (2006)
e The Intelligent Commissioning Board (2006).
The following section reviews several of these
documents, to help to identify common themes
that support good governance.

Corporate Governance, Improvement and Trust
in Local Public Services (Audit Commission 2003)

suggests that good governance combines ‘hard’
factors — systems and processes — and ‘soft’ factors —
leadership and behaviour - and integrates the
following internal and external environmental
factors:

e visionary leadership

e open and honest culture

e systems and processes that support accountabil-
ity, for example internal controls with reliable
and robust supporting information

e consideration of external diverse opinions.

The document also offers six core principles

of good governance. It states that good governance

means:

¢ focusing on organizational purpose and outcomes

e performing effectively in clearly defined roles

e promoting values for the organization and dis-
playing these values through behaviour

e taking informed, transparent decisions and
managing risk

¢ developing the capacity and means of the govern-
ing body to be effective

¢ engaging stakeholders with genuine accountability.

Governing the NHS, A Guide for NHS Boards (NHS

Appointments Commission 2003) identifies the

roles of the board, chair and chief executive and

outlines the governance framework as containing:

e strategic planning and objective setting

e ensuring clinical, risk and finance procedures
support achievement of the objectives

e ensuring ways of working demonstrate satisfac-
tory controls.

Building Effective Boards (Barker 2004) identifies

three features that high-performing boards require:

e the structures and roles of the organization and
the board and the relationships between the
board, the organization and key stakeholders
are clear and fit for purpose

e the actions and behaviours of the board and its
key stakeholders work in the best interest of the
public to deliver outcomes

e the organization uses objective and constructive
performance evaluation to ensure performance
improvements.

The principles contained within the Good Govern-

ance Standard for Public Services (CIPFA, JRF & OPM

2005) build on Nolan by setting out six core

principles of good governance for public service

organizations. These principles aim to encourage
organizations, departments and individuals to re-
view their own effectiveness, providing common
principles for assessing good governance practice



and providing a basis for both staff and the public to

challenge substandard governance (CIPFA, JRF &

OPM 2005). This document states that good

governance:

e focuses on the organization’s purpose and on
outcomes for citizens and service users

e performs effectively in clearly defined roles

e promotes values for the whole organization and
displays the values of good governance through
behaviour

e takes informed, transparent decisions and man-
ages risk

e develops the ability of the governing body to be
effective

e engages stakeholders and makes accountability

‘real’.

The Integrated Governance Handbook (Department

of Health 2006) identifies the following key prin-

ciples for boards to deliver good governance:

e clarity of purpose

e a strategic annual agenda

e an integrated assurance system in place

e intelligent information to support decisions

e review and simplification of committee struc-
tures, with clear terms of reference

e strengthening of the audit committee

e appointing board support, for example the com-
pany secretary role

e selection, development and review of board
members

e agreed board etiquette

e development of individual board members.

The Intelligent Board (2006) focuses on the infor-

mation required by the boards of Acute Trusts

to perform their work. It identifies the need for

those charged with governing NHS organiza-

tions to have access to high-quality, timely infor-

mation. This would, in turn, enable the board to set

the strategic direction, manage progress towards

strategic goals and monitor performance.

These documents contain several themes which
are overriding and commonly stated in good
governance. The organization should have:

e clearly defined organizational purpose, strategic
direction and objectives
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e clearly defined work, roles and responsibilities of
individuals and groups (e.g. committees)

¢ informed, transparent and collective decision
making

e decision making supported by robust, reliable,
‘intelligent’ information

e capacity and capability development of the indi-
viduals charged with governance

e regular reviews of board and
performance

e clearly stated values of the organization that are
displayed through behaviour

o effective stakeholder engagement

¢ good leadership

e internal and external controls in place that
support accountability

e board assurance of major organizational risks,
financial performance

e a strategic annual agenda cycle in place.

individual

Warning signs of service failure

How can managers recognize substandard govern-

ance? The analysis of public inquiries has identi-

fied common themes which have been developed

into the seven generic warning signs of service

failure:

1. Poor leadership

2. Low levels of accountability

3. Failure to address known problems in working
relationships

4. Insular organizational culture with poor cus-
tomer focus or community engagement

5. Poor strategic risk management

6. Lack of clarity of roles, responsibilities and ac-
countabilities within and between organizations

7. Poor decisions based on inadequate information.

If leaders do not set an effective tone and culture

for the organization, a ‘club culture’ can prosper,

which can result in small influential power bases

within which climates of fear, misinformation,

malpractice and lack of supportive governance

systems can flourish.
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Poor working relations can lead to a ‘toxic’
working environment with communication be-
tween professional groups breaking down and
hierarchies hindering effective team or multidis-
ciplinary working.

A closed culture can lead to an internal focus
with weak or hostile relations with external agen-
cies and lack of appreciation or adoption of good
practice. This, in turn, can also lead to failure to
engage users and the public, leading to a lack of
understanding of community concerns.

A lack of clarity can lead to poor staff and per-
formance management practice, poor supervision
and performance, a lack of current policies and
inadequate staffing as an outcome.

Poor information for decision makers can result
in organizations failing to recognize the impact of
policy decisions, failing to challenge information,
accepting information at face value and accepting
outdated information (Audit Commission 2003).

The section below on examples of poor govern-
ance outlines how ignoring these warning signs can
result in disastrous results for end-users (patients)
and the organization.

Challenging standards of governance

Several of the documents listed above under ‘Prin-
ciples of good governance' offer self-assessment
tools to monitor, review and challenge an organiza-
tion’s governance.

By asking the following questions, operating
department managers can test their department’s
or organization’s governance and identify areas for
development.

Purpose and outcomes:

e What does your department/organization do;
what is it for?

e Is there a clear explanation of what your depart-
ment/organization is doing?

¢ How widely known are the department/organiza-
tion’s aims and objectives, both internally and
externally?

e What is the quality of perioperative and organiza-
tional services provided?

e What is being done to improve perioperative/
organizational services?

e How does the department/organization spend its
money?

e Does the department/organization show any of
the signs of organizational failure, as outlined by
the warning signs of service failure?

Roles, responsibilities and functions:

e Who is in charge?

e How are they appointed (or elected)?

e Who is responsible for what at departmental/
board level?

Organizational values:

e What are the department/organization’s values?
e Are the values followed in practice?

e What standards of behaviour should be expected?
e Are the Nolan principles put into practice?

¢ Whatis the culture of the department/organization?

Decision making and management of risk:

e Who is responsible for which decisions in the
department/organization?

e What decisions have been taken and how were
they made?

e Are decisions based on robust, timely informa-
tion and guidance?

e What risks are there to the department/organiza-

tion? How are these communicated?

Who is the department/organization accountable

to and for what?

Leadership:

e Are there clear support systems in place for staff
development?

e [s there an appraisal system in place?

¢ Are independent staff surveys carried out to show
how effective are the two-way communication,
information and management systems in place?

Engagement:

e Are there opportunities for people (staff and
stakeholders) to make their views known?

e Are there opportunities to get involved and is
this encouraged?



e What support is available for people who do get
involved?

e Are decisions made because of opinions being
asked for and listened to?

e Does the department/organization provide

opportunities to question the leadership about

plans and decisions?

Is there a clear complaints process and proced-

ures to respond to suggestions in place?

e Does the organization publish an annual report
containing accounts and other information
about the organization’s progress against ob-
jectives? Is the content made interesting and is
it freely available?

e Are answers to all these questions easily
obtained?

Corporate governance is the brain and nervous
system of the organization; when it is working well,
this provides clear direction, anticipation of danger
and good communication, movement and action,
while receiving information to enable remedial
action and changes of course if required.

Reflective point

e What systems are in place within your organization that
are underpinned by good governance?

Examples of poor governance

So why should managers carry out corporate gov-
ernance? Is it of value to an organization? Poor
governance can result in a poor experience for
service users, such as failures in care because of
poor understanding or appreciation of the organ-
ization’s values. There have been many examples of
inquiries in the health service and commercial
business in recent years because of poor govern-
ance. Three examples are given below.

Organ retention inquiries

Three major organ retention inquiries have been
held so far in the UK: Alder Hey (Department
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of Health 2001b), Bristol (Department of Health

2001a) and more recently the Isaacs Report

(Department of Health 2003). These inquiries iden-

tified the following governance issues:

e failures to involve patient’s families

e a lack of informed consent and medical ignor-
ance of the considerations of religious or cultural
beliefs

e a lack of insight, openness and honesty by med-
ical and other hospital staff

e lack of leadership and teamwork with an imbal-
ance of power

e lack of internal reviews of quality, resulting in
continuing poor mortality rates

e concerns when raised were not taken seriously

e Jack of independent external monitoring to re-
view patterns of performance over time and to
identify good and failing performance.

The organ retention inquiries stemmed from

the long-standing and widespread practice of

removal and retention of organs following post-

mortem examination. The lack of consent for

these procedures and the unlawful practices

carried out were contrary to the rules of the Human

Tissues Act 1961 (cited by Chief Medical Officer

2001).

Because of these inquiries, a new Human Tissues
Act (2004) was passed and the Human Tissue
Authority was set up to regulate the removal, stor-
age, use and disposal of human bodies, organs and
tissues. The Human Tissue Authority is responsible
for giving advice and guidance on the Human
Tissue Act 2004. It has issued codes of practice to
give practical guidance and lay down the standards
expected by those carrying out activities which lie
within its remit.

Enron

The collapse of Enron in 2001 started a chain of
events resulting in the identification of financial
irregularities within other leading corporations
and a later sequence of major bankruptcies in the
USA. The outcome of this was the passing of the
SOX Act 2002 in the USA.



46

Claire Campbell

The Enron company resulted from the merger
of two Houston pipeline companies, which then
diversified into a trading company for the energy
industry and later plastics, metal and telecommu-
nications. The company had a reputation publicly
as a model company, with the executives enjoying
close working relations with the highest level
of politics in the USA and supported by reported
high earnings. The media reported the company’s
success positively to the business community and
added to the organization’s competitive culture.
Before declaring bankruptcy in 2001, the energy
trading firm was the seventh largest company in
the USA. The following examples of poor govern-
ance led to the demise of Enron:

e failure to disclose financial irregularities, and
fraudulent reporting on the balance sheet

e lack of transparency, which misled investors,
creditors and market regulators and prevented
them having a clear understanding of the finan-
cial standing of the company

e systematic conflicts of interest, which enabled
bending of rules for organizational and person-
al gain; this included conflicts among the
chief financial officer and other senior officers
of the company and role confusion and over-
lap between the external auditor and the
management

¢ a leadership and organizational culture actively
cultivated by the president and chief execu-
tive officer that was independent, innovative
and aggressive, with unchecked ambition,

‘stretching’ of rules and an erosion of ethical

boundaries
e failure of the moral and ethical boundaries of

decision making, with resulting deception and
exploitation of investors and customers
e absence of internal controls
e poor, inaccurate and misleading board
information.
The collapse of Enron resulted in thousands of
people losing their jobs, savings and pensions.
Criminal proceedings found Kenneth Lay, Chief
Executive Officer, and Jeffrey Skilling, President
and Chief Operating Officer, guilty of 25 of 34

charges of conspiracy and fraud in 2006. This
followed four years of investigation by the US
Department of Justice’s Enron Task Force. Many
other Enron executives have subsequently been
convicted in court cases across the USA (Sims &
Brinkmann 2003, Clarke 2004).

Outbreaks of Clostridium difficile infection

The Healthcare Commission (2007) investigated

outbreaks of Clostridium difficile infection at

Maidstone and Tunbridge Wells NHS Trust. Section

52(1) of the Health and Social Care (Community

Health and Standards) Act 2003 empowers the

Healthcare Commission to conduct investigations

into healthcare provided by or for an English NHS

body. The Commission investigates when allega-
tions of serious failings are raised, chiefly when
these include concerns of patient safety. The

Healthcare Commission’s findings raised many

examples of poor governance:

e Jack of attendance at various governance and risk
committees, with these committees not provid-
ing acceptable leadership and support to the
directorates

¢ the system intended to highlight clinical risks to
the board did not work effectively and the board
were not aware of issues and problems faced at
ward level

¢ confusion over accountability because of several
changes to the governance structures and re-
sponsibilities within the organization

e the board rarely considering or resolving matters
requiring strategic input as a board or within the
committees with authority delegated by the board

¢ no robust systems in place to follow up actions
required or consider lessons learnt

e the chief executive controlled board information
and there were delays in reporting information
and following actions required; information was
incomplete and inaccurate about the outbreaks,
which resulted in the board not carrying out its
accountability to the public effectively

e new board members were not provided with
effective induction on their assurance role or



basic infection control information, resulting in
an inability to study and challenge information,
an integral part of the role of a non-executive

e leadership style of the chief executive and the
culture of the organization was described as
autocratic and reactive, with poor delegation,
an unfocused direction and a difficulty to
challenge.

Reflective point

e In reviewing each of the examples, which of the seven
generic warning signs of service failure can be identified?

Conclusions

Good corporate governance is more than making
sure things do not go wrong or fixing them if they
do. It adds value and ensures effectiveness in an
ever changing environment.

Corporate governance is concerned with both
the internal and the external running of an organ-
ization, and it offers essential mechanisms that
support achieving objectives by contributing
performance measurements to sustain progress
towards this achievement.

The UK NHS has adopted common core prin-
ciples following the publishing of several reports;
such changes have gained momentum in recent
years because of several high-profile governance
failures.

Corporate governance is relevant not only to
healthcare organizations and their departments or
directorates but also to other educational, commer-
cial and professional organizations.

All members of an organization have the responsi-
bility to challenge poor or substandard governance.
Governing boards and managers must take final
responsibility for the organization’s performance,
complying with principles of good governance.

Well-governed organizations are well placed to
achieve and sustain high-quality services, which
will lead, eventually, to improved patient care.

Corporate governance and perioperative practice

47

REFERENCES

Audit Commission (2003). Corporate Governance,
Improvement and Trust in Local Public Services. London:
Audit Commission; http://www.auditcommission.gov.uk.

Barker, L. [for HM Treasury Public Services Productivity
Panel] (2004). Building Effective Boards: Enhancing the
Effectiveness of Independent Boards in Executive Non-
Departmental Bodies. London: The Stationery Office.

Cadbury, A. (1992). Report of the Committee on the Finan-
cial Aspects of Corporate Governance. London: Gee.

Chief Medical Officer (2001). Report of a Census of Organs
and Tissues Retained by Pathology Services in England.
London: The Stationery Office.

CIPFA, JRF & OPM (2005). Good Governance Standard for
Public Services. London: CIPFA, JRF & OPM.

Clarke, T. (ed.) (2004). Theories of Corporate Governance.
London: Routledge.

Combined Code (1998). Combined Code, Principles of
Corporate Governance. London: Gee.

Combined Code (2003). The Combined Code of Corporate
Governance. London: Gee.

Department of Health (2001a). The Report of the Public
Inquiry into Children’s Heart Surgery at the Bristol Royal
Infirmary 1984-1995: Learning from Bristol [Cm 5207
(ID]. London: The Stationery Office.

Department of Health (2001b). Royal Liverpool’s Children’s
Inquiry Report. London: The Stationery Office.

Department of Health (2002). National Health Service
Code of Conduct for NHS Managers. London: The
Stationery Office.

Department of Health (2003). The Isaacs Report. The Inves-
tigation of Events that Followed the Death of Cyril Mark
Isaacs. London: The Stationery Office.

Department of Health (2005). NHS Audit Committee
Handbook. London: Department of Health and the
Healthcare Financial Management Association; http://
www.library.nhs.uk/healthmanagement.

Department of Health (2006). Integrated Governance
Handbook. A Handbook for Executives and Non-
executives in Healthcare Organisations. London: The
Stationery Office.

Greenbury, R. (1995). Directors’ Remuneration. London: Gee.

Hempel, R. (1998). Committee on Corporate Governance:
Final Report. London: Gee.

Health and Social Care (Community Health and Stand-
ards) Act 2003; http://www.opsi.gov.uk/acts/acts2003/
ukpga_20030043_en_1.


http://www.auditcommission.gov.uk
http://www.library.nhs.uk/healthmanagement
http://www.opsi.gov.uk/acts/acts2003/ukpga_20030043_en_1
http://www.opsi.gov.uk/acts/acts2003/ukpga_20030043_en_1
http://www.library.nhs.uk/healthmanagement

48

Claire Campbell

Healthcare Commission (2007). Investigation into Outbreaks
of Clostridium difficile at Maidstone and Tunbridge Wells
NHS Trust. London: Healthcare Commission.

Higgs, D. (2003). Review of the Role and Effectiveness of
Non-Executive Directors. London: Department of Trade
and Industry.

Human Tissue Act (2004). Chapter 30; http://www.opsi.
gov.uk/acts/acts2004/ukpga_20040030_en_1.

Jones, 1. & Pollitt, M. (eds.) (2003). Working Paper No. 277:
Understanding How Issues in Corporate Governance
Develop: Cadbury Report to Higgs Review. Cambridge,
UK: ESRC Centre for Business Research, University of
Cambridge; www.cbr.cam.ac.uk/pdf/wp277.pdf (accessed
20 April 2009).

Monitor (2006). The NHS Foundation Trust Code of
Governance. London: Monitor; http://www.monitor-nhsft.
gov.uk/home/our-publications/browse-category/guidance-
foundation-trusts/mandatory-guidance/code-governance
(accessed 20 April 2009).

NHS Appointments Commission (2003). Governing the
NHS, A Guide for NHS Boards. London: NHS Appoint-
ments Commission.

Nolan Committee [Committee on Standards in Public
Life] (1995). First Report into Standards in Public Life.
London: The Stationery Office.

Organisation for Economic Co-operation and Develop-
ment (2004). Principles of Corporate Governance. Paris:
OECD.

Sarbanes-Oxley (SOX) Act (2002). US Legislature.

Shifrin, T. (2002). Public Sector is bound by code. Health
Service Journal, 112, 6-7.

Sims, R. & Brinkmann, J. (2003). Enron ethics (or culture
matters more than codes). Journal of Business Ethics, 45,
243-255.

Smith, R. (2003). Audit Committees Combined Code
Guidance. London: Financial Reporting Council.

The Intelligent Board (2006). The Intelligent Board
Point 10: The Intelligent Board for Acute Trusts. London:
The Intelligent Board Steering Group; http://www.
appointments.org.uk/docs/intelligent_board_report.pdf
(accessed 20 April 2009).

The Intelligent Commissioning Board (2006). The Intelli-
gent Board: Understanding the Information Needs of
SHA and PCT Boards. London: The Intelligent Board
Steering Group; http://www.appointments.org.uk/docs/
intelligent_board_report.pdf (accessed 20 April 2009).

FURTHER READING

Clarke, T. (ed.) (2004). Theories of Corporate Governance.
London: Routledge.

Mallin, C. (2004). Corporate Governance. New York: Oxford
University Press.

McLean, B. & Elkind, P. (2004) The Smartest Guys in the
Room: The Amazing Rise and Scandalous Fall of Enron.
London: Penguin Books.


http://www.opsi.gov.uk/acts/acts2004/ukpga_20040030_en_1
http://www.opsi.gov.uk/acts/acts2004/ukpga_20040030_en_1
http://www.cbr.cam.ac.uk/pdf/wp277.pdf
http://www.monitor-nhsft.gov.uk/home/our-publications/browse-category/guidance-foundation-trusts/mandatory-guidance/code-governance
http://www.monitor-nhsft.gov.uk/home/our-publications/browse-category/guidance-foundation-trusts/mandatory-guidance/code-governance
http://www.monitor-nhsft.gov.uk/home/our-publications/browse-category/guidance-foundation-trusts/mandatory-guidance/code-governance
http://www.appointments.org.uk/docs/intelligent_board_report.pdf
http://www.appointments.org.uk/docs/intelligent_board_report.pdf
http://www.appointments.org.uk/docs/intelligent_board_report.pdf
http://www.appointments.org.uk/docs/intelligent_board_report.pdf

Managing different cultures: adversity and diversity
in the perioperative environment

Key Learning Points

e Importance of managing differing cultural
assumptions within an overall culture of theatre
practice

* Development of policies in the theatre environ-
ment that respect cultural and lifestyle diversity

e Consequences of failing to address bullying and
disrespect among the theatre workforce

At the outset in this chapter, it is necessary to point
out that much of the literature around some of
these topics is generated from research outside
the UK and is related to nursing. However, the
origins of the material do not mean that it is lack-
ing in relevance or resonance for all perioperative
practitioners in the UK. A manager in an operating
department, regardless of seniority or length of time
in post, has the role of managing that area and in
doing so can contribute to the creation of a more
productive and healthy workplace environment
(Advisory Conciliation Arbitration Service 2008).

Evidence of problems

There is a plethora of legislation to protect all
workers in the UK, in particular those who belong
to minority groups, and it could be argued that any
issues around the management of these groups
should have become history a long time ago.

Rita J. Hehir

Despite this, it is all too common to hear of the
NHS being described as ‘institutionally racist’
(McPherson 1999). In fact, ‘One in five nurses in
Scotland has been bullied in the past year’ (BBC
News 2006:1). Quine (1999) also states that 42% of a
sample of British nurses who participated in a
study on bullying believed they had been victims
of bullying in the previous year.

The phrase ‘nurses eating their young’ was used
by Griffin (2004) to describe disapproving attitudes
towards newly qualified nurses, suggesting that
there is a culture amongst more senior qualified
staff of not being supportive or encouraging
towards newly qualified practitioners, who should
continue to be taught and sustained.

In 2005, Trevor Phillips, Chair of the Commission
for Racial Equality, described the NHS as ‘a snow-
capped mountain where the boss is almost always
white’. The lack of senior executives from ethnic
minorities (estimated at just 1% of chief executives
and 7% of executive directors) is especially stark
when one considers that nearly 35% of doctors,
16% of nurses and 11% of non-medical staff are
from ethnic minorities. Esmail (2005) and Giga
et al. (2008) both conclude that there is a higher
incidence of bullying experienced by black and
ethnic minority members in the workplace com-
pared with other members.

Although difficult to quantify, anecdotal evidence
gleaned from discussions with students and clinical
colleagues suggests that the dominant culture
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within many operating theatre departments is that
of ‘survival of the fittest. In keeping with this
culture is the suggestion that to be overly sensitive
or to expect the most basic respect from your co-
workers sets someone apart as not being quite
tough enough to function effectively within the
perioperative team.

The clarion call can be heard from different gen-
erations of perioperative practitioners that in ‘our
day’ the absence of equality laws and ‘political cor-
rectness gone mad’ made for a better working life.
The supposition seems to be that valuing and
respecting colleagues somehow undermines the
quality of the care delivered to patients.

The premise of this chapter is to suggest that
there is no contradiction or conflict of principles
between managing an effective, productive work-
force and creating an environment in which all
grades of staff are treated fairly. In addition, I hope
to demonstrate that there is no disparity between
being responsive to the needs of minority groups
within a team and the responsibility as a manager
to address individual performance deficits or resort
to disciplinary procedures when and if necessary
without fear of accusations of bias and prejudice.
This principle should apply equally to all staff,
including majority groups, disabled persons, ethnic
minorities, and those with differences in gender,
sexual orientation, religious or health status.

This may seem a tall order and it could be ques-
tioned what has it to do with culture and diversity
within the perioperative team? Where is the link to
patient care, which is our primary goal?

Capable leadership and management in system
structures within healthcare are fundamental to the
delivery of a positive patient experience (Depart-
ment of Health 2007). Fortunato (2000) comments:
‘The patient is the reason for the existence of the
healthcare team. He or she looks to the periopera-
tive team to fulfil his or her diverse needs during
the perioperative, intraoperative and postoperative
phases of care’.

A useful starting point may be to define the use of
the word culture within the context of this chapter.
Taking one of the available definitions of culture,

‘the customs, civilization and achievements of a
particular time or people’ (Concise Oxford Diction-
ary 1992:282), frees the discussion from the more
frequent and rigid interpretation of culture as refer-
ring to the needs of members of ethnic minorities,
individuals with alternative lifestyles or those who
are not members of the majority faith group.

A restricted interpretation of the word can also
suggest that ‘cultural differences’ is something dis-
connected from the majority that has to be endured
and accommodated in order to avoid getting into
difficulty with such concerns as ‘the race card/dis-
abled card’ or any other ‘card’ being used against
managers when they are required to address legit-
imate concerns about the work or ability of an
individual from a minority group.

Information point

The term ‘race card’ may be perceived as a derogatory
phrase. It is not intended to be offensive in the context of
this chapter. The term has its origin in card-playing par-
lance meaning to play a trump card to gain advantage. It
appears in this chapter because it is a common element of
the lexicon of management in perioperative settings (The
Phrase Finder 2008).

Drennan (1992; cited by Brown 1998:3) provides a
definition of culture in more accessible terms,
describing culture as ‘how we do things around
here’. It is what is typical of the organization, the
habits, the prevailing attitudes and the pattern of
accepted and expected behaviour that has grown up.

This, in turn, leads to reflection on the culture of
the operating theatre. In each individual depart-
ment, there is the question of how we do things
around here and how we initiate new members of
staff into that culture. Is the culture of the theatre
suite a positive or a negative one? How does a
person work out how to fit in? What are the conse-
quences of being seen as ‘different’? To explore
some answers, it is interesting to reflect on the
following points.

The overall goal of the NHS is to create a culture
based on the following principles: a place where all
staff, whatever their differences, feel valued and



have a fair and equitable quality of working life;
where differences between individuals are accepted
and where the benefits that diversity brings to the
staff, the organization and to patients and clients in
particular are valued. Everyone wants to feel part of
a workforce that feels valued and confident.

All employees are protected by Equal Opportun-
ity, Race Relations and Human Rights Acts. Many
members of staff may also be protected by the
Disability Discrimination Act. This comprehensive
umbrella of defensive shielding may suggest that
the possibility of being a victim of discrimination
as an employee is negligible if not downright
impossible, yet the material reviewed above pro-
vides some evidence that this is not the case.

How is racism, bullying, lateral violence, discrim-
ination and incivility manifested in the workplace?

Lateral violence, which is sometimes referred to
as horizontal violence (Patterson 2007), is seen as
inappropriate behaviour between members of the
same social or professional group: for example,
hostility that is nurse to nurse or practitioner to
practitioner. It can be visible in the following
unprofessional and oppressive behaviours: ‘Non-
verbal innuendo, verbal affront, undermining activ-
ities, withholding information, sabotage, infighting,
scapegoating, backstabbing, failure to respect priv-
acy, and broken confidences’ (Griffin (2004) cited
by Stanley et al. 2007). Further actions that may
constitute lateral violence and incivility include
verbally abusive language; intimidation tactics such
as threatening team members with retribution, liti-
gation, violence or job loss; sexual comment; racial
slurs and ethnic jokes; shaming or criticizing team
members in front of others; and throwing instru-
ments or objects around.

Bullying has been described as offensive behav-
iour though vindictive, cruel, malicious or humili-
ating attempts to undermine an individual or group
of employees.

The ‘silent’ treatment is another common expres-
sion of bullying behaviour: communicating through
a third party, discussing a team member as if they
were invisible and criticizing accents, appearance
or work performance.

Managing different cultures
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The Health and Safety Executive (2005) defines
bullying within its policies on work-related violence
as ‘any incident in which a person is abused,
threatened or assaulted in circumstances related
to their work’.

When considering these concepts of oppressive
conduct, it would be very difficult to categorically
insist that such behaviour is never witnessed in the
perioperative environment.

Reflective points

e Are any of these behaviours visible in your workplace?
What is your contribution to the culture of your theatre?

e Do you support patients and colleagues, or do you see
no harm in ‘having a joke’ at their expense even though

it might be damaging?

Causes of problems

Tradition is frequently blamed for this culture. The
unequal balance of power between medical staff,
historically playing a patriarchal role, and nursing
staff, occupying a subsidiary role, is considered one
of the culprits (Kelly 2006). Lack of resources,
increased workload and raised stress levels can
contribute to a burgeoning in bullying behaviour
(Stevens 2002). Discriminative and oppressive
behaviour thrives in poorly managed, unaccommo-
dating working environments where members of
staff feel undervalued through the failure to provide
chances of continuing learning or career develop-
ment (Taylor 2004).

In periods of financial restraints, it is not uncom-
mon for these conditions to be found in all areas of the
NHS; consequently, it is easy to see why this culture of
aggression can become an insidious and unchal-
lenged part of everyday life in the operating theatre.

The consequences of poor working relations

It is important to bear in mind that poor working
atmospheres, tension and conflict within a team
inevitably lead to the delivery of a poor service to
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the client (Bolchover & Brady 2004). Bullying can
lead to mental health problems and to financial
problems for the victim if they are forced to leave
work. Discord in the workplace can give rise to poor
practice, which has a direct adverse impact on the
care patients receive.

Discrimination and bullying play a big part in
creating staff shortages as this kind of culture com-
pels its victims to seek alternative employment.

The annihilation of a very valuable and scarce
resource is another potential consequence of
oppressive behaviour. A study by Hadikin &
O’Driscoll (2000) found that over half the midwives
interviewed in their investigation of bullying
intended to leave the midwifery profession.

In a report commissioned by the International
Labour Organization, Hoel et al. (2001) estimated
that the cost of work-related stress could be in excess
of £1.8 billion per year. This figure does not include
loss of productivity as this is impossible to assess.

The highest price of bullying is probably that
paid by the victim, however, who suffers loss of
confidence and self-esteem and is denied the right
to work in their chosen career. It is entirely possible
that the ultimate cost of oppressive behaviour can
be the act of suicide by the victim.

The responsibility of a manager

The responsibility of a manager (at departmental
manager level or team leader level 1) is to achieve
the outcomes set for the department by managing
people and resources effectively. It is the manager’s
job to function with integrity. Managers have to con-
tribute to reaching the targets set for the department
and to the overall aims of the entire organization and
also will teach, supervise, maintain standards, over-
come obstacles, motivate staff and resolve conflicts
(Morris 2001).

Templar (2005:xi) specifies the obligations of the
manager’s role:

you are responsible for a whole gang of people that you
probably didn’t pick, may not like, might have nothing in

common with and who perhaps don'’t like you very much.
You have to coax out of them a decent day’s work. You are
responsible for their physical, emotional and mental
safety and care. You have to make sure that they don’t hurt
themselves or — each other. You have to ensure that they
carry out their jobs according to whatever legislation your
industry warrants. You have to know your rights, their
rights, the company’s rights, the union’s rights.

This may seem a tall order taken in the context of
running an operating department, with the added
responsibility of managing diverse groups of staff as
well as ensuring, above all, that the patient receives
the best care and treatment. The good news is that
there is an endless supply of down-to-earth prac-
tical initiatives that can be employed by a manager
to eliminate all forms of poor practice in their
department. The principal tools available to a man-
ager in an operating department are the Code
of Conduct for Nurses (Nursing and Midwifery
Council 2008a) and the Standards of Conduct, Per-
formance and Ethics for operating department
practitioners (Health Professions Council 2008a).

Both of these documents make clear the necessity
for anti-oppressive, non-discriminatory practice as
a core principle for all registered practitioners to
ensure that they do not bring their profession into
disrepute. The regulatory bodies state that practi-
tioners should ‘be open and honest, act with integ-
rity and uphold the reputation of your profession’
(Nursing and Midwifery Council 2008a:1) and
‘Behave with integrity and honesty. Make sure your
behaviour does not damage your profession’s repu-
tation’ (Health Professions Council 2008a:1).

Reflective point

e As aleader and role model, do unprofessional and occa-
sionally distasteful comments or gossip about colleague’s
gender, ethnicity, sexual orientation, religion or disability
contravene your professional Code of Conduct?

Clear, unequivocal and specific legislation exists
in order to prevent discrimination on the grounds
of race, gender, sexual orientation, age, religious
beliefs or disability, for example the Disability



Discrimination Act 2005, Age Discrimination Act
2006, Equality Act 2006, Gender Equality Act 2007,
and Gender Recognition Act 2004, the last giving
transsexual individuals the legal right to recogni-
tion of their acquired gender (all accessible at
directgov.com). There is no shortage of information
on the provision of these Acts, which are enshrined
in law and should be respected and enforced.
Another instrument to combat oppressive behav-
iour is the ability of a manager. The skills required
include knowing the job, being an excellent com-
municator, being a good role model, being able to
set clear goals and being able to set outcomes for
the team (Fincham & Rhodes 1999). A manager
should be in touch with their team and be access-
ible to them. Bennis (1997:53) suggests that ‘too
much distance makes leadership like pornog-
raphy . . . just a mechanical act. A manager must
know their team and know what is happening in
their department. The most sought-after qualities
that perioperative practitioners look for in a leader
are fairness, integrity, professionalism, trustworthi-
ness, approachability, ability to empower staff,
honesty, good communication skills, clinical com-
petence and good interpersonal skills (Dunn 2003).

Reflective point

e How many of those qualities would your team say you
possess?

The Health Professions Council (2007a) has pro-
vided a very comprehensive guide to a disabled
person’s rights and needs in becoming a health
professional. Each organization will also have its
response to the Disability Discrimination Act
2005. This will reiterate the rights of disabled
members of a team, including a section on making
‘reasonable adjustments’ in the working environ-
ment to empower a disabled person. The human
resource department of the employer will refer a
manager to the appropriate person within the
administration to help in carrying out a risk assess-
ment to ensure the rights of a disabled person while
meeting the duty to protect the public.
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The Nursing and Midwifery Council (2008a,
2008b) is also unequivocal in its support for equal-
ity on the grounds of race, gender, religion, sexual
orientation and disability.

When there are specific problems arising from
cultural differences, it is the manager’s duty to deal
with these problems and find solutions, particularly
if these have an adverse impact on patient care.

some common cultural conflicts

This discussion above is far from exhaustive but the
following section highlights some of the topics that
frequently arise in discussions on diversity in the
perioperative environment.

Conflicts can arise when working with inter-
nationally recruited staff with poor command of
English. The Standards of Proficiency of the Health
Professions Council 2008b:8) states that aspirant
registrants must ‘be able to communicate at level
7 of the English language Testing System with no
element below level 6.5. The Code of Conduct
(Nursing and Midwifery Council 2008a) and the
Standards of Conduct, Performance and Ethics
(Health Professions Council 2008a) state clearly
that effective communication is essential for safe
patient care.

If a problem of this type arises for a manager, the
answer may lie in referral to ‘English as a second
language’ classes, which are very often to been
found free of charge in a local further education
college. Cultural differences in the speed of physical
movement expected in theatre need to be explained
to practitioners from outside the prevailing culture.
It is vital to explain that an apparently ‘laid back’
approach to responding to urgent perioperative situ-
ations can be misconstrued as being lazy.

People in Western cultures are thought to be more
aggressive in their activity than Asians. It is common
to disagree strongly with someone on single issues
and yet remain friends. Westerners often place a
great deal of weight on individual rights and achieve-
ments. By contrast, Asians tend to be more passive
and defensive and they strive for social harmony;
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consequently, they will try to avoid a public show of
disagreement (Humayun Ansari & Jackson 1996).

There are some Asian cultures in which it would
not be considered appropriate to offer even the least
challenge to a doctor; in contrast, the culture and
regulatory bodies in the UK dictate that nurses and
operative department practitioners are the patients’
advocate. Therefore, it is expected that such staff
will speak up on any matter that concerns patients’
physical and psychological wellbeing.

The Nursing and Midwifery Council (2008b)
advises the use of supervised practice for nurses
from outside the UK to ensure that they meet the
standards of practice demanded for registration.

The Department of Health (2007) in its publica-
tion The Positively Diverse Process provides exten-
sive details on maximizing the benefits of meeting
the health needs of communities through the
recruitment, development and retention of a work-
force that reflects the diversity of the population.
The policy initiative seeks also to ensure that the
NHS is a fair employer offering ‘equality of oppor-
tunity and outcomes in the workplace’.

Reflective points

e How would you cope with working in a foreign country
where the language, social mores, food and working
practices were unfamiliar?

e What would be your coping mechanisms if you were
there alone and homesick?

The use of mentors in such problem situations is
invaluable. ‘Mentors are role models. Showing a
new nurse a specific task is not the same as explain-
ing why the task is performed and modelling the
behaviour’ Fawcett (2002:950). Clutterbuck (2004:3)
enlarges on the role of mentors: ‘Mentors provide a
spectrum of learning and supporting behaviours,
from challenging and being a critical friend to
being a role model, from helping build networks
and developing personal resourcefulness to simply
being there to listen, from helping people work out
what they want to achieve, and why, to planning
how they will bring change about’.

If problems exist with the ability of any of the
practitioners being managed, the same policies and
procedures should apply, irrespective of differences
in race, religion, gender, disability and sexual orien-
tation (Thompson 1997).

1. Establish the facts concerning any alleged
wrong doing, incorrect practice or misconduct.

2. Do this professionally and confidentially.

3. Follow the disciplinary procedures laid down
by the organization.

4. Inform the line manager and take advice.

5. Seek guidance and advice from the human
resource department, especially if this is a situ-
ation that has not been encountered previously.

6. Inform the individual who is subject of investi-
gation what the issues are, what their rights are
and refresh them on the details of the disciplin-
ary procedures being used.

7. Avoid listening to gossip or encouraging it.

8. Collect facts from eye witnesses not from hear-
say and opinions (both of which can be offered
in generous amounts).

9. Approach the investigation into the alleged
incident with an open mind.

10. Remember that in cases of gross misconduct it
is usual to suspend the employee from the
workplace while the enquiry is ongoing. This
is to protect the interest of the employee and
in some cases to protect the public.

Depending on the findings of the investigation, the

manager, on behalf of the organization, has the

following options.

1. Make the person who does not meet the
required standards of performance in their role
subject to the organization’s ‘capability’ policy.
This allows the individual to continue to work
under close supervision. It sets explicit aims,
objectives and time frames to help him or her
to bring their work up to the required standard.

2. Refer to the appropriate professional regulatory
body. If the person in question is a registered
practitioner, there is a very clear pathway to
follow in such a referral.

3. Refer the alleged misconduct to either a conduct
and competence committee or a health



committee. The outcome may be a decision
requiring suspension for a set period of time,
referral for medical advice and possibly care, a
time of retraining on areas of practice or removal
from the register (Nursing and Midwifery Coun-
cil 2008b; Health Professions Council 2007b).
The simplest way for a manager to find out the
particular cultural needs of the diverse members
of their team is to ask them. It is incumbent on a
manager to create a healthy working environment
that fosters an atmosphere in which the talents of
all the team are optimized to deliver the highest
standards of care to the patients in the team’s care.
Making a strength of diversity is compared by
Herriot & Pemberton (1995:8-9) to culinary endeav-
ours. The ‘vindaloo’ model of diversity assimilates
everything into the dish, with a consequence that
everything tastes the same. The nouvelle cuisine’
approach treats diversity as a very delicate but
apparently useless decoration on the side of the
plate. The ‘traditional English Sunday lunch’ model
amounts to all of the ingredients being of equal
value in the success of the meal. Valuing diversity
ensures that organizations have a competitive edge,
a constant input of fresh ideas and new perspec-
tives and a safe working environment where the
energy and action is focused outwardly on patient
care not inwardly on destructive, damaging and
petty oppressive behaviour.
When it comes to eliminating oppressive prac-
tices, the choice for a manager is a simple one: be
part of the solution not part of the problem.
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Leadership in perioperative settings: a practical guide

Key Learning Points

e Appreciate what good leadership is, and what it is
not

¢ Understand the nature of leadership and whether
it is a quality that can be taught or learned

* Appreciate the qualities of established leaders

« Identify ways of improving leadership in peri-
operative settings

People often misunderstand and misuse the terms
leadership and management. It is possible to be a
good leader without being a manager, or even with-
out having the word management in a job descrip-
tion. Equally, it is possible for a person to be a
successful manager without the team perceiving
that person to be a leader. The question is what
exactly is the difference between leadership and
management. There are many ways to distinguish
between management and leadership and the
following is my preferred definition.

Management is about tasks, systems and processes;
leadership is about people. You lead a team and manage
a bank account. Leadership is about identifying and
delivering a vision.

Leadership is, therefore, about people and about
developing and communicating a vision; it is also
about creating an environment in which everyone
works towards a common goal or objective. To
be successful, a leader does not require formal
academic learning or training in management

lan Cumming

techniques (although many may choose to aim for
these). The most important point to remember is
that a leader cannot be a leader without followers.

Whether good leaders are born or created is a
debate that runs and runs. My view is that it is both.
I agree with John Adair’s (1979) view that nobody
can teach leadership: it is something that leaders
learn principally from experience and practice,
which is illuminated by principles and ideas.

This chapter explores seven key principles or
skills that leaders need to become a successful
leader in healthcare. However, leadership cannot
be taught with a book; leaders will also require
experience, practice and feedback on their perform-
ance from others.

Leading a team

John Adair (1979), in his Action Centred Leadership
Model, describes the successful team leader as
spending leadership time on three distinct parts.
The first is focused on delivering the task. The
second is focused on the interrelationships be-
tween team members to make sure that everybody
is working together to deliver the maximum that
the team can. Finally, the third part is focused on
each team member’s own needs or desires. When
reflecting on how much time a team leader spends
on each of these three areas, most people find that
most of their time is devoted to delivering the ‘task’.

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
Chris Jones. Published by Cambridge University Press. © Cambridge University Press 2010.
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Within busy working lives, and especially within
front-line healthcare, it is far too easy for leaders to
focus on achieving the task — be that finishing an
operating list on time, meeting targets or ensuring
the best possible clinical outcome — at the expense
of other aspects of leading a team. While focusing
on the task is important, the leader should also
consider the needs of individuals within a team
and the dynamics within the team. Otherwise, at
best there will be an unhappy working environ-
ment; at worst not achieving the task and, there-
fore, patient care will suffer.

Adair (1979) argues that successful leaders will
split their time equally. They should spend a third
of available time as leader on delivering the task.
A second third of the time should be spent on the
dynamics between individuals within the team
and making sure the team as a whole is working
to its maximum potential. The leader should
spend the final third of the time talking to,
developing and understanding the individuals
within the team.

Reflective point

e Do you spend equal amounts of your time on the task,
the team and the individuals within that team? Forget
the latter two at your peril.

Leadership styles

There are many examples of successful leaders who
yet have differed in leadership style. Mahatma
Ghandi, Winston Churchill and Nelson Mandela,
for example, are all seen as successful leaders, but
with different styles and approaches to leadership.
In the same way, individual leaders within the
healthcare environment all have their own pre-
ferred style. Despite having a preferred style, good
leaders need to be able to develop different styles
for different occasions.

Daniel Goleman (2000) has written extensively
on emotional intelligence and leadership styles,

Table 8.1 Leadership styles

Leadership style Description

Affiliative Creates harmony and builds
emotional bonds

Authoritative Mobilizes people towards a vision

Coaching Develops people for the future

Democratic Consensus through participation

of all
Sets and expects high standards
of performance (use with

Pace-setting

caution, see text)
Coercive Demands immediate compliance

(use with caution, see text)

Source: Goleman (2000).

arguing that successful leaders should be able to
move seamlessly between six leadership styles, as
the situation dictates (Table 8.1).

For example, different clinical situations require
different leadership styles. During an emergency,
for example a cardiac arrest, a democratic leader-
ship style from the person leading the resuscita-
tion may be disastrous for the patient. In this
clinical situation, because of the critical time
factor, an authoritative leadership style is essen-
tial: issuing tasks and instructions to individuals.
This style might even have to move to coercive if,
for example, an individual was not doing as
requested. Moving on in time, and assuming that
the resuscitation had been successful, the leader-
ship style would need to change. Some people
involved in the resuscitation might be upset or
frightened; others may want to discuss why the
leader acted in a particular fashion. A good leader
would at this stage change leadership style, pos-
sibly into a coaching style to explore learning
from the event. Did it go as well as it could?
Did everyone play their part and understand what
was going on? An affiliative style might also be
needed to bring the team together, especially if
the resuscitation had been unsuccessful.

In this clinical example, the leader moved
through several different leadership styles
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Amount of authority exerted over the
team by the leader

individual team members

Amount of freedom for the team and

Figure 8.1 The Tannenbaum and Schmidt (1973) continuum.

responding to the circumstance that they faced.
The same principles apply in non-clinical leader-
ship situations. Working on a day-to-day basis,
most leaders have a preferred or ‘natural’ leader-
ship style. There is nothing wrong with this. Good
leaders should be aware, however, that their pre-
ferred style will not work in all situations. Success-
ful leaders must develop different styles. It is
usually hard for people to develop the coercive,
dictatorial style if that is not the way they naturally
behave; however, it can be done. Also, it is hard for
people who are naturally coercive to suddenly
become inclusive and use a democratic style. Good
leaders would think about their natural leadership
style and, when fitting, may try using one or more
of the other styles.

Coercive and pace-setting leadership styles
must be used with caution. The coercive style is
commonly used in the military where absolute
compliance with orders is required. While this
style can be suitable in civilian life, these occa-
sions are rare. The coercive leadership style is
often linked closely with arrogance as a leadership
trait (see below). This combination does not allow
for challenge or comment on the leader’s perspec-
tive and can, therefore, be dangerous as team
members may not speak up to prevent errors
being made.

Pace setting also needs to be used with caution
because demotivation, stress and burnout can
occur if an individual sets such high personal
standards and such a high level of productivity that
others are unable to keep up.

Delegation and development

It would be inappropriate to leave a discussion
about leadership styles without considering the
areas of delegation and development of team
members. Learning how and what to delegate is a
key developmental area for many leaders. Delega-
tion is not about passing mundane or unpleasant
tasks on to others simply because the leader does
not want to do them. Successful leaders never dele-
gate anything that they are unwilling to do them-
selves. Delegation should be seen as a fair way of
dividing tasks, but also as a way of developing indi-
vidual members of the team and, therefore, the
team as a whole. Once the leader has delegated
the task, the right balance also needs to be struck
between letting people feel abandoned and out of
their depth and letting them feel that the leader is
sitting watching their every move. Remember,
people are all individuals and some people will
want more support than others; it is up to the
leader to get to know the individual members of
the team.

The Tannenbaum & Schmidt (1973) continuum
is a model that shows the relationship between
the amounts of freedom that a team has and the
authority exerted over that team by its leader. The
continuum is probably best pictured using a dia-
gram (Fig. 8.1). As you can see, the less authority
that the leader displays over the team, the more
freedom the team members have to act. Over time,
successful leaders will ensure that their teams move
along the continuum to the right. High-performing
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Information that your
team need to know to do
their job

Information that your
team do not want to

Information that your
team want to know

know

Figure 8.2 Distribution of knowledge in a team.

teams are on the right-hand end of the continuum;
they will also have developed one or two potential
successors to the team leader.

Reflective points

e Can you define your preferred leadership style (ask
others to help)?

e Are there other styles that could be used in suitable
circumstances?

e How, what and why do you delegate?

Communication

Communication is often highlighted within many
medium and large organizations as an area in
which performance could be much improved. If
there is poor communication within a team, then
50% of the fault for this lies with the team leader —
the other 50% is balanced among the team
members. Good communication is always the
result of a two-way process.

Communicating with the team is not simply
about talking to them. The old adage ‘you have
two eyes, two ears, and one mouth and they should
be used in that proportion’ is true when it comes to
how leaders communicate with their teams. A good
leader must ensure that systems are in place for

briefing team members, but team members also
have a responsibility to ask questions. Leaders, as
well as having a responsibility for communicating
with their teams, also have a responsibility for
ensuring good communication between the team
and the rest of the organization. Good leaders never
say to their team ‘T don’t know what'’s going on; no
one tells me anything’; they find out what they need
to know.

Deciding how and what to communicate to the
team can be a challenge for any leader. Individual
team members often have different views on how
much they want to know, for example about what is
happening elsewhere in the organization.

Consider the pie chart in Fig. 8.2. The complete
pie represents all the information available to the
team. Only some of this is information that an
individual needs to know to do their job. In almost
all circumstances, this information is communi-
cated. If it were not, the job simply would not get
done. The second section of the pie represents the
information that an individual wants to know, for
example about their job or their workplace. This is
the area where many teams fail with communi-
cation. Not communicating what people want to
know leads to a knowledge gap. People may fill
knowledge gaps with rumour and speculation.
Rumour and speculation will eventually always



have an adverse impact on morale and motivation
within the team. Leaders need to find out what
their team members want to know and then com-
municate it to them. Leaders should also encour-
age their teams to ask them questions. If leaders
do not know the answer, then it is incumbent on
them to find out and go back with the answer. The
final section of the pie, described as ‘irrelevant
information’, is worthy of some consideration
too. In an attempt to be a good communicator,
some leaders pass on to their team everything that
they possibly can whether it is of any relevance or
interest to team members or not. Regularly com-
municating information that the team members
have no wish to know can be just as bad as failing
to communicate, as people will simply stop
listening. Use of e-mail communications, and ‘cc’
and ‘reply to all’, are often to blame for this.

A fundamental part of communicating with team
members is giving and receiving feedback. Feed-
back is a powerful tool in improving the perform-
ance of the team leader and the team members,
plus that of the team overall. While I am a great
supporter of formal feedback mechanisms, I want
to concentrate here on giving and receiving infor-
mal feedback — perhaps at the end of a day or over a
cup of coffee. If feedback is never given, how does
the team know if it is doing a good, a bad or an
indifferent job?

Looking at positive feedback first, consider how
often a leader says thank you to their team (while
meaning it). Highly-performing teams receive regu-
lar affirmation from their leader that they are doing
a good job. This boosts team morale and individual
motivation, leading to a happier team and
improved performance.

Conversely, badly given feedback about areas in
which an individual could improve is hugely
demoralizing and causes defensive behaviour
rather than any improvement. There are a few good
principles for giving and receiving feedback.

Leaders must consider carefully what they are
going to say before saying it. For example, saying
‘Well you made a mess of that didn’t you!’ is not
feedback, it is criticism. It may be useful for leaders
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to consider how they would like to receive feedback
if they were a team member in that situation.
A better approach would be — at a suitable time
and place - to explain to the individual the particu-
lar behaviour trait that was displayed, illustrating
with a specific occasion when they demonstrated
this trait, and then explain why behaving differently
might produce a better/different outcome.

When receiving feedback, think of it as a present.
Whenever people are given a present — whether it is
wanted or not — they always respond with a ‘thank
you'’. The same should be done when receiving feed-
back. It is difficult not to become defensive; how-
ever, feedback is only one person’s perception of that
behaviour and it may be inaccurate. As with a pres-
ent (such as a vase), there are three choices about
what to do with feedback: ignore it (throw it away),
store it away for future reference or ask others for
advice (put it in a cupboard) or decide to act on it
there and then (put it on display). Feedback should
not be ignored. An old Arabic proverb can be loosely
translated as ‘if one person tells you that you are a
camel, laugh; if two people tell you that you are a
camel think about it, and if three people tell you that
you are camel, buy a saddle!’.

Leaders who find that they are getting no feed-
back about their performance should ask them-
selves why. Is the culture of the team such that
feedback is frowned upon? Is the team frightened
of the leader? Will your team only tell the leader
what he or she wants to hear? In this situation,
leaders should try asking for feedback — they might
be surprised at what comes back. Alternatively,
leaders can use a properly facilitated feedback
instrument (ideally 360 degree feedback) to seek
the views of others on their performance and
other’s perceptions of the team’s performance.

Reflective points

e How do you communicate with your team?

e How much is ‘talking at’ as opposed to ‘listening to’?

e Find out what your team want to know and how they
want to be communicated with. Encourage giving and
receiving feedback.
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Strategic planning (creating a vision)

How do you know when you have arrived if you

don’'t know where you are going? Every successful

team and every good leader have a vision for what

they are trying to achieve. The team must consider

the following six basic steps:

1. Decide where they want to be and what they
want to achieve

2. Consider how they are going to get there

. Make a plan

4. Consider what might go wrong to stop them
achieving their objectives

w

5. Set intermediate objectives (milestones) to
measure progress
6. Measure against those objectives until the
outcome is reached.
The key to successful strategic thinking is that it
cannot be carried out alone. This is not the time
for a coercive leadership style. The leader’s job is to
merge the top-down thinking from outside the
team with the bottom-up thinking coming from
the team itself. The successful leader has a key role
to play in identifying the vision, but then an even
more important role in communicating it and
ensuring that the team delivers it.

Reflective points

e Strategy is not something that is only the province of
directors. How can you set a good strategy?

e Do you discuss with your team what you want to
achieve and how you are going to achieve it?

e Do you set milestones to measure progress?

Managing change

Change is a fact of life in healthcare. Even if the
political and policy drivers for change in healthcare
were to subside, which is unlikely, demographic
changes, technological advances and changes in
the epidemiology of disease are all going to have
an enormous impact on how healthcare is delivered
and how healthcare workers work over the next few

years. Those working in healthcare typically feel
that change is continually imposed on them against
their wishes. This can be an important factor in
team performance. When faced with significant
enforced change, the emotional response in an
individual or team is similar to that seen following
a sudden bereavement — first sadness, then anger,
then resentment and then finally acceptance (or
SARA for short).

How quickly individuals or teams move through
these phases of emotional response depends on the
significance of the change but also on the ability of
the leader to galvanize the team and to move on.

If change comes about because of ‘our idea), the
person or team who had the idea likes it, embraces
it and implements it. If the whole team is ‘on board’
with the change and it is handled properly, this sort
of change is a great boost to morale and motivation.
This is clearly a much more positive position to be
in than that of enforced change.

There are several approaches that a good leader
can use to deal with enforced change. For example,
the leader can try to ‘change the change’ into a
change that the team can control. This way, the
team has ownership and the change feels less
imposed. To be able to deliver this requires a leader
who is ‘horizon scanning’ outside the team to iden-
tify potential changes or new policies, for example
in working practices. Once identified, the idea or
policy should be discussed within the team and the
team should agree how to implement it, rather than
wait for an imposed solution.

Two final thoughts about managing change. The
first is that the leader should be aware of ‘cosmetic
change’. This is where the team lets the leader
believe that a change has been introduced when in
reality things are carrying on just as before. This is
surprisingly common, especially for enforced
changes to working practices. The leader should
make sure that he or she is involved enough to know
whether or not change is really being implemented.
The second thought is to not be afraid of ‘noise’.
‘Noise’ includes, for example, complaints, grumbles,
emails, letters or telephone calls. For major change,
even with full involvement and acceptance from the



team, there will be noise. Usually the quantity of
noise is directly proportional to the significance of
the change being introduced. No noise may well
mean that no change is actually happening, or that
the change is cosmetic. (See Ch. 19 for further dis-
cussion on change management.)

Reflective points

e Try to spot change - or the need for change - before
change is imposed.

e How would you and your team prefer to implement any
change? Understanding this can alter an enforced
change into team-led change.

Personal traits

There is an extensive amount of literature on the
personal characteristics displayed by good
leaders (Goleman 2000, Bennis & Goldsmith 2003).
Table 8.2 summarizes seven key traits that need to
be demonstrated in leaders and the effects of not
doing so.

The first traits good leaders show is enthusiasm.
Good leaders need to be enthusiastic about both
the organization that they work for and what they
and their team are trying to deliver. Maintaining
a motivated team is impossible if the leader is
constantly complaining about the NHS for
example, or indeed other departments in the same
organization.

A good leader also needs to be interested and
committed to improving their team’s performance,
not just delivering the status quo. A high-
performing team will not remain a high-performing
team for long unless the team strives for continual
improvement.

Good leaders also need to display a degree of
toughness because a good leader cannot always
be popular. Rather than striving to be popular, good
leaders should aim to be respected for making fair
decisions that are in the best interests of the team
and the team’s overall objectives. Being seen as fair
does not mean, however, that the leader always has
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Table 8.2 Traits of good leaders

Trait If trait not displayed (a bad leader)

Will show a lack of interest in team
and the task

Will give up when the going gets
tough

Will avoid difficult decisions to

Enthusiasm
Commitment

Toughness: seeks

respect rather remain popular; tolerates poor

than popularity performance

Fairness Will treat team members unfairly;
have favourites

Humility Will be arrogant, always knowing
best; will be a ‘control freak’

Confidence Will be risk averse; may be too
cautious

Integrity/trust Will be untrustworthy

to treat everyone within the team in the same way.
No two people are the same and, therefore, no two
people will necessarily be treated in the same way.

The next trait is harder to describe. It is impos-
sible to be a good leader if the leader is arrogant.
The opposite of arrogance is humility (defined by
the Oxford English Dictionary as ‘taking a humble
view of one’s own importance’). Showing humility
will undoubtedly make for a better leader. Good
leaders allow their team to take the credit for suc-
cesses but are quick to put themselves forward at
times of failure. Catherine the Great (1729-1796)
summed this up in two short sentences: ‘I praise
loudly. I blame softly’.

Leaders need to be confident, but they must
beware of becoming overconfident as overconfi-
dence leads to arrogance. Finally, leaders need to
be seen by others as a person with integrity and a
person who can be trusted.

Reflective points

e What are your traits?

e Do you complain to your team about your employer?

e Do you think you are perceived as arrogant?

e Do you always strive to be popular? If so, think about
the impact that behaving differently might produce,
and try it.
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Conclusions

‘Morale is at an all-time low!” Many people will have
heard this within the perioperative environment in
recent years. Undoubtedly, this will result partly
from enforced change, poor communication, lack
of direction and too much focus on delivering the
task, or in other words, as explored above, poor
leadership. There is more to it than just blaming
the leader though. A successful team is not just
about having a good leader; it is also about having
motivated and enthusiastic team members.

There are two sorts of people in society: those
who have a ‘can do’ attitude and those who have a
‘can’t do’ attitude. Not surprisingly, both sets of
people get exactly what they believe. There are
many instances where suggestions for working dif-
ferently have been met by individuals committing
significant amounts of time and effort into looking
at all the reasons why it will not work or cannot be
done. If just some of this time was spent on embra-
cing the idea and looking at how it could be done
and how it could be made to work, think what
impact that would have on a team’s morale and
motivation. While on the subject of morale, the
easiest way of driving down morale is by talking
about how bad morale is. Team leaders should try
to focus on the positive aspects of the job and be
optimistic about the future. Who knows it may
become contagious!

Reflective points

e Develop a can do attitude both within and without your
team.

e Be optimistic about the future.

The Key Learning Points for developing leadership

skills can be summarized as follows:

e spend equal amounts of time on the task, the
team and the individuals within that team

e define your preferred leadership style but con-
sider other styles in appropriate circumstances

¢ think about how, what and why you delegate

e consider how you communicate with your team,
how well you listen as well as speak

¢ find out how much your team wants to know and
how they want to be communicated with

e encourage giving and receiving feedback

e set strategy by discussing with your team what
you want to achieve and how you are going to
achieve it, setting milestones to measure progress

¢ Jook out for change or the need for change so you
are aware of this before it is imposed; help the
team to think about how change will be imple-
mented and so make enforced changes into
team-led changes

e consider your own traits and the impacts they
might have on the team and whether you need
to change

e develop a ‘can do’ attitude both within and with-
out your team and foster an optimistic attitude.

Note

Much of the content of this chapter has derived
from Cumming, I. (2008) The Little Black Book of
Leadership Hints and Tips for Healthcare Staff.
Littleborough: Perfect Circlee © NHS North
Lancashire/lan Cumming. Please refer to this for
further reading.
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Management and leadership of advanced practice

Key Learning Points

¢ Understand the different drivers for the develop-
ment of advanced roles

e Examine the common characteristics of an
advanced role

¢ Define advanced practice and examination of the
common characteristics of advanced roles

¢ Understand the issues involved in management of
advanced practitioners and leadership of a team
to advance the quality of service

Judith Roberts

Introduction

One of the defining characteristics of living in the
twenty-first century is adapting to the changes that
have been prompted by evolving technological,
political, economic and social developments.

Healthcare practice has not been immune to
these influences (World Health Organization 2002,
2006). Comparing current healthcare practice with
that of the 1970s reveals a whole career’s worth of
development and adaptation to these differing
patterns of disease and healthcare provision. An
operating department manager and leader must
recognize this fact (Kay 2005) and not only deal
with its impact but, more importantly, also pro-
actively anticipate possible changes or shifts of
emphasis so that manager and team are able to
adapt and meet the opportunities and challenges
they may pose (Dubois et al. 2006).

The PEST analysis

The PEST analysis (political, economic, social and
technological factors; QuickMBA 2008) is one way
of considering the impact of various factors on the
role of the advanced practitioner.

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
Chris Jones. Published by Cambridge University Press. © Cambridge University Press 2010.
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There has been no single revolutionary force pro-
moting the development of the non-medically
qualified advanced practitioner. The origins of the
advanced practitioner have been much more evo-
lutionary, organic and complex, as healthcare
systems worldwide have risen to the combined
challenges presented by these external forces.

Advances in medicine and diagnostics, for
example new drugs, treatments and techniques,
are part of the reason why people are living longer
in general, although it is recognized that this
increased lifespan is often accompanied by an
increased morbidity, especially in the later years of
life (National Statistics 2006).

The days when a patient commonly had only
one named condition and only one potential compli-
cation are now in the past. Currently, there are now
more patients with more complex conditions having
more complex treatments than ever before (Depart-
ment of Health 2005). Within a healthcare service,
including the operating department, this translates
to anincreased volume of referrals for treatments and
increased clinical acuity of the patient group, which
increases clinical risk; this has a dramatic effect
on national healthcare expenditure.

As treatment options advance, the skills needed
to manage the patient population clinically are
also more advanced. It is thought that this situation
has been one of the catalysts for the development
of new advanced practitioner roles (Cameron 2000).

Socially, patient expectations and lifestyles have
also created a demand, partially fuelled and endorsed
by government policy (Department of Health 2006a).
The public now commonly expects a shorter waiting
time for hospital appointments, treatments that
require less-invasive procedures and an accompan-
ied shorter stay in hospital (Scholes 2006).

In summary there have been broadly two inter-
connected reasons why there is an increased
demand for healthcare: increased service demands
and policy demands.

Increased service demands

Increased service demands arise from demo-
graphic, awareness and technological factors.
Demographically, there is a larger volume of
patients requiring treatments. People are living
longer but with increased healthcare needs. This
creates additional clinical demand, especially as
people are generally better informed about treat-
ment options and are more skilled at requesting
them. Research and clinical innovations (surgical,
technological and pharmacological) combined
with service developments have increased the
treatment options that are now recommended by
relevant national service frameworks, local care
pathways and governance protocols.

Policy demands

The economic impact of the UK’s changed demo-
graphics is not to be underestimated (Wanless
2004) as the Department of Health (2008) states
that ‘people with limiting long term conditions are
the most intensive users of the most expensive
services’. It is a stark and blunt fact that ill health
is far more costly to the NHS purse than early
mortality. This is why the health promotion agenda
proposed in the Wanless Report is so vital yet, as it
acknowledges, costly. This is because the health
promotion effort has to be funded while concur-
rently funding the healthcare consequences of cur-
rent unhealthy lifestyles.

These changes have all occurred within a mod-
ernizing health service dominated (quite rightly) by
a governance with a performance management
agenda (Department of Health 2000, 2004a, 2004b).
In such a situation, when there are so many finan-
cial demands on the nation’s health service, there is
little room for waste. Therefore, organizations are
expected to be both effective and efficient, thus pro-
viding the same outcomes for less expenditure or
improved outcomes for the same cost, or, best of
all, improved outcomes for reduced expenditure.
Some of these expectations have been set as oper-
ational targets; relevant to the surgical and
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CONSEQUENCES

Delays in treatments

Clinical frustration
Negative clinical consequences
Negative political consequences

Limited clinical career opportunities

Figure 9.1 Consequences of not managing increased healthcare demands.

perioperative sector is the 18 Week Patient Pathway
work streams (Department of Health 2006b).

Impact of reduction in working
hours of doctors

Importantly, this increased demand for healthcare
services, heightened clinical expertise and service
improvement has emerged at the same time as the
reduction in working hours for junior doctors to
meet the European Working Time Directive. This
reduction has been further exacerbated by the
changes to junior medical training programmes
resulting from Modernising Medical Careers (Depart-
ment of Health 2004c). Additionally other changes to
GP contracts and out-of-hours services have all
hampered the day-to-day deployment of sufficient
numbers of suitably qualified clinical practitioners.
A summary of these issues is given in Fig. 9.1.

The UK Government, no doubt influenced by the
development of advanced practitioners in the USA,
recognized that other professional groups could
start to work differently and thus act as substitutes
for the ‘missing’ doctors. Consequently, a whole raft
of policy initiatives gained momentum although, as
summarized by Mantzoukas & Watkinson (2006),

confusion still exists around the different interpret-
ation of titles and roles.

At the time of writing, proposed changes to nurse
education and post-registration career pathways are
open for consultation. One of the purposes of these
reviews is to address the current and future education
and registration requirements of practitioners, with
the aim of preparing registrants for a demanding clin-
ical career in which clinical complexity, governance
and application of technology will be key features.

Since the late 1990s and early part of the twenty-
first century, non-medically qualified healthcare
practitioners have demonstrated their ability, cap-
acity and willingness to take on further training and
development to substitute for doctors, within both
community and acute settings (Laurant et al. 2004,
Davies 2006, Rushforth et al. 2006, Cox & Hall 2007).
In the process, they have also initiated new ser-
vices, improved outdated systems and developed
new skills (Fig. 9.2).

As the Department of Health (2006¢) recognizes,
meeting the requirements of the European Working
Time Directive has been a serendipitous opportun-
ity to modernize the service, ultimately being a real
catalyst for change. Significantly, however, it must
be remembered that these developments would not
have happened if practitioners themselves had not
been prepared to take on these new roles.
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Too few doctors
Too many patients
Public expectations

Re-design

Positive political consequences
Improved clinical/service outcomes
New roles/role substitution/service

Figure 9.2 New roles: doctor substitution and service redesign.

It is safe to say (in 2008) that, in this more clinically
governed NHS, it is very likely that if these new prac-
titioners had demonstrated significantly poorer out-
comes this chapter would not have been written, for
anecdotal evidence, critical incidents, professional
bodies and even coroner reports would have
prompted a swift end of the development, far in
advance of any research findings. Nonetheless, it is
worth heeding Paterson’s (1998) warning that legal
and ethical aspects of practice will require more
reflection as practice becomes more complex and
demanding. This is echoed by Cooke’s (2006) con-
cerns thatas new roles are developed proper research
strategies should be used to evaluate their impact
thoroughly, while also undertaking rigorous audit
and evaluation to ensure that clinical safety and qual-
ity healthcare are still being maintained and that
practitioners perform to an ‘adequate standard’.

Back in 2001, Bishop & Scott (2001:12) posed this
interesting question: ‘how can the NHS provide
individualised patient care that is user centred
and meets the demands of a knowledgeable and
litigious society in an economy showing little sign
of expansion? Analysis of this quote and a full
examination of all of the solutions is beyond the
scope of this chapter but, as outlined above, the

partial answer to this question has been to use a
performance management, clinical governance
approach to improve service provision, essentially
through service redesign and service improvement
combined often with staff developing and using
new skills. Altogether, this is intended to improve
the capacity and capability of staff and services as
embodied in the Dimension G7: Capacity and Cap-
ability of The NHS Knowledge and Skills Framework
(Department of Health 2004d).

This strategy is summarized below, although it
must be recognized that this is a rather simplistic
depiction of a complex situation.

The advanced practitioner strategy

Definitions

After a number of years of evolution and debate,
the Nursing and Midwifery Council (2006) pro-
duced a definition of the advanced practitioner:

Advanced nurse practitioners are highly experienced,
knowledgeable and educated members of the care team
who are able to diagnose and treat your health care needs
or refer you to an appropriate specialist if needed.



Currently, being a relatively new profession, there is
little or no guidance about advanced practice
for operating department practitioners (ODPs).
However, this will change as the profession becomes
embedded and its horizons start to expand. In the
meantime, it is likely that ODPs undertaking
advanced roles will probably follow the same
development route and have similar opportunities
within the operating department as nurses.

Within the surgical and preoperative domains,
advanced practitioners are often involved in the
following roles or activities, doing some or all of
the example activities:

patient group/
case management:

developing plans in collabora-
tion with others, coordinating
programmes of care, admit-
ting/discharging patients, run-
ning clinics

clinical undertaking history taking and
management: clinical examinations, making
diagnoses, screening patients,
ordering investigations
performing endoscopy, working as surgi-
surgicallinvestiga-  cal or anaesthetic assistants,
tive procedures: working in surgical outreach
teams
organizational leadership, educating staff,
activity: initiating research.

However, there are so many different definitions,
national and international (International Council
of Nurses 2003), and new roles for advanced health-
care practitioners that trying to find a comprehen-
sive definition is perhaps unnecessary and best left
to the remit of human resources departments, the
job description and the Agenda for Change job pro-
file outline and NHS KSF outline (Department of
Health 2004d).

Nonetheless, there is one consistent issue that
remains within the domain of most advanced prac-
titioners. Within the context of all healthcare staff
working within policies, procedures and legislation
(that are employer, national and professionally ori-
ginated), it is the defining characteristic of an
advanced practitioner that they make autonomous
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clinical decisions without deferment to any other
professional. It is a further characteristic that these
actions are only retrospectively monitored via clin-
ical governance activities (e.g. case study review,
audit activities, peer review and clinical supervi-
sion, user feedback, and critical event analysis).

This perspective is supported by MacDonald
(2005), who found in her research (admittedly
based within the community setting) that the abil-
ity to ‘negotiate for autonomy’ with GPs and other
doctors was the significant feature of those working
at a higher level of practice. ‘Professional auton-
omy also featured as an aspect of enhanced
practice-based provision in the research findings
of Mantzougas & Watkinson (2006).

Management and leadership issues

Advanced practice can be both a verb and a noun.
An operating department manager may well be
considering how to manage the advanced practi-
tioners but may also be hoping to lead the team to
support the advancement of the practice of both
the manager and the team.

To avoid duplication with the other chapters
in this book what will follow will be an exploration
of issues and prompts to stimulate thoughts,
with further reading and opportunities for further
study.

Improving the quality of service

A manager may well be satisfied already by the
perioperative service that is offered, but this opin-
ion must be based on factual evidence and not just
on an analysis of how hard the team is working.

However, teams often have to work harder to
compensate for too few members. Occasionally,
people need to work longer to cover for unexpected
sickness and absence, and this is to be expected
within any dynamic workplace. However if staffing
shortages become entrenched then it is certainly
demanding, if not too demanding, to provide a
quality clinically safe service.
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Rafferty et al. (2007) demonstrate a clear link
between adequate staffing ratios and clinical safety
outcomes, citing research that noted that those
hospitals with poorer ratios of staff to patients
had more than 25% higher mortality. Additionally,
in those settings with poorer patient to staff ratios,
it was reported that staff were twice as likely to have
low morale and be dissatisfied with their jobs.
This work specifically looked at ratios of nurses
to patients but within the perioperative sector it
could well also include ODPs. As the NHS Modern-
isation Agency (2005) states, ‘A competent and
committed workforce is a key requirement of a
quality service’.

Therefore one of the main activities of an operat-
ing department manager may well be to ensure that
there are adequate numbers of appropriately quali-
fied people employed to meet the volume and
complexity of the work. This will mean monitoring
data that will demonstrate both the effectiveness
(e.g. lack of critical incidents) and efficiency
(e.g. volume of patients treated) of the department,
since it has been demonstrated there is a causal link
between the two (Dubois et al. 2006).

Not all staff development, however, needs to be
formal or external to the unit (Price 2007), since
there are many opportunities within the operating
department to develop worthwhile in-house devel-
opment programmes, for example through work-
shops (Nightingale 2007), or clinical supervision
and mentoring (Scholes 2006).

How the manager and the team face up to the
challenges of meeting service demands says a lot
about the culture that operates both internally
within the team and within the wider hospital man-
agement. Additionally, as McSherry (2004) indi-
cates, both practice development and healthcare
governance are also inextricably linked.

Initiating the role of advanced
practitioner

Managing the advanced practitioner

There are many considerations to take into account
if a manager decides to develop the role of
advanced practitioner in a department. An import-
ant first step is to analyse and discuss with others
the reasons why this role is needed. What is hoped
to be the impact of the appointment? Are the
expectations realistic in light of the number of
people employed in the role and their power to
influence and direct changes in practice. It will be
crucial to consider the possible disadvantages if the
new appointee will be a lone ‘advanced’ practi-
tioner rather than part of a team, which ideally
shares the workload and can offer personal and
clinical support. Lone advanced practitioners will
have few points of reference for their role, and may
find themselves isolated in terms of practice and
education. Professional and social isolation may
result in higher stress levels.

The manager will also have to come to terms with
the potential opportunities and challenges to their
own job; the manager is likely to be developing the
advanced skills of a manager not a practitioner.
However, role bereavement may make the manager
resent the new colleague, especially if he or she is
taking over aspects of the manager’s role that he or
she previously enjoyed.

Practicalities in setting up an
advanced practitioner role

The original bid for the advanced practitioner role
must include a cost-benefit analysis with agreement
on the problem, the solution and the informed
expectations of the impact of the role. Ideally, cur-
rent practice should be measured before the
appointment or change so that the outcomes can
be properly evaluated.

The job description must be accurate and pre-
cise, with further interpretation provided by the
Agenda for Change job profile and NHS KSF outline.



Ideally there should be an assessment centre
style of interview, including, if required, practical
demonstrations of skill or at least use of clinical
scenarios so that applicants can demonstrate their
application of critical thinking, clinical knowledge
and evidence-based practice.

Once an advanced practitioner is appointed, it
will be necessary to continue to audit and monitor
the practitioner’s output as part of normal govern-
ance procedures and probably more frequently
during their first year or so. Working autonomously
in clinically challenging roles is not something that
develops quickly; therefore, it must be recognized
that moving from competent to expert, using
Benner’s (1984) model, will take time.

Conclusions

I am convinced that modernizing the NHS is not
just about healthcare practitioners being able to
undertake advanced clinical skills and tasks com-
petently (as in the clinical specialist or practitioner
roles), it also has to be about health practitioners,
and consequently health professionals, thinking
and behaving differently to achieve optimum
healthcare outcomes for patients and their families.
I believe that, as the world gets more complex and
as patients, the public and politicians get more
demanding, healthcare practitioners will need to
be able to use information technology effectively.
They need to be able to access and consider the
plethora of information with discrimination and
exercised judgement.

But knowledge and information technology are
not all. We work in a human business: fallible
humans working with fallible human beings.
Patients’ needs should be at the centre of our
efforts. Coping with life events and/or ill health
can be frightening, tiring and, at times, an uncom-
fortable messy business.

I passionately believe that professional expertise
is something that is visible by the absence of dis-
harmony. The perfect team balances its priorities
and values its individuals, and the result is that
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homeostasis is achieved. The dimensions of skilled
practice look effortless, if not hidden, to the novice.
But the patient knows how ‘a real’ practitioner
makes them feel. As Reid (2001:22) states: ‘it’s the
hidden bits that make it whole. . ..
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Managing conflict in perioperative settings

Key Learning Points

¢ Understand the psychological origins of conflict
within operating theatres

e Understand the organization contribution to
conflict in theatres

e Acquire insight
resolution

into techniques of conflict

This chapter will discuss some of the reasons that
give rise to conflict within the perioperative envir-
onment, with examples. It will then explore percep-
tions and assumptions and finally discuss and
suggest some strategies that can aid conflict
resolution.

Conflict can be described as ‘A clash or struggle
that occurs when a real or perceived threat or dif-
ference exists in the desires, thoughts, attitudes,
feelings or behaviours of two or more parties’
(Deutsch 1973; cited by Huber 2000:180). Organiza-
tional conflict can be described as the conflict that
occurs when departments or factions within an
organization are competing for scarce available
resources. Job conflict can occur both at an individ-
ual or the organizational level where two or more
people perceive opposition to goals, wishes and/
or needs (Huber 2000). According to Marquis &
Huston (2000), in the early twentieth century con-
flict was regarded as destructive and if conflict
occurred it was considered to be a sign of bad
management. By the middle of that century, con-
flict was accepted as normal but dysfunctional.

Jean Hinton

Managers were taught how to resolve conflict not
how to prevent it. By the late twentieth century,
managers were taught to encourage conflict as it
was believed that conflict stimulated growth. How-
ever, conflict can be both good and bad and the
outcomes depend on how it is managed (Cavanagh
1991, Marquis & Huston 2000).

There are three primary categories of conflict:
intrapersonal, interpersonal and intergroup. Intra-
personal conflict is internal conflict where an
individual is struggling within themselves over
conflicting issues. Sometimes responsibilities
within roles and/or their responsibilities to other
members of the organization can conflict with an
individual’s own values and beliefs. Having the abil-
ity to cope with and resolve this conflict is vital to
the mental and physical wellbeing of the individual.
Interpersonal conflict occurs between two or more
people or between individuals within a group or
team. Intergroup conflict is a conflict occurring
between two differing groups, teams, departments
or organizations (Huber 2000, Marquis & Huston
2000).

Because of the nature of work carried out by
healthcare professionals, which in itself can be
stressful and difficult in any healthcare context,
staff are more vulnerable to being exposed to, or
more likely to engage in, conflict (Hipwell et al.
1989; cited by Vivar 2006). Therefore, managing
conflict is crucial to the smooth operation of an
organization, especially when effective team
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working is essential to the health and wellbeing of
the patients under its care.

Workplace conflict can be a result of different
individuals or groups seeking a resolution or
position that is incompatible with the wishes or
needs of others. Conversely, different individuals
or groups may seek to reach an agreed goal but
use methods that are incompatible to the wishes
or needs of others. During most people’s working
lives, especially in a hierarchical system, they are
placed in situations where obedience is expected.
However, society also expects its citizens to act
according to their conscience (Hayes 1998).
Conflicts of interest and beliefs do appear in the
perioperative setting and can cause stress and
distress for individuals.

Reflective points

e What situations have you experienced that fall into the
above categories?
e How did/does it make you feel?

Although most of us think of conflict as damaging
and harmful, there have been studies that have
concluded that not all conflict is destructive or
harmful but that in certain situations conflict can
be positive and in others essential (Vivar 2006).
Conflict has also been described as constructive
because it can lead to new ideas, change and
growth. According to Smyth (1985), ‘Conflict
increases creativity and innovation, provides more
energy and motivation, offers people the opport-
unity for personal growth and healthier relation-
ships, encourages self-examination and fosters
reappraising of the situation.’

An example of conflict leading to change in the
perioperative area is given in the following scen-
ario. Two gynaecological sessions are taking place
simultaneously once a week. Both sessions are
consultant led. Both sessions have always had one
or two patients listed for laparoscopic surgery. The
theatre department only has five laparoscopic sets
available, with a few extra supplementary instru-
ments. Gradually, more and more women are being

listed for laparoscopic surgery on both sessions
until up to eight or nine patients are regularly listed
each week. This situation means that at least two
or more patients each week are potentially going to
be cancelled because of lack of instrumentation.
The cancellation of less than four patients relies
on some of the laparoscopic instrument sets being
decontaminated and sterilized during the session,
which is not always possible. This problem is lead-
ing to stressed staff, angry surgeons and distressed
patients. Conflict in the form of arguments and
blame is happening each week.

Common sense may tell you that more instru-
ment sets are needed or conversely fewer patients
should be selected for laparoscopic surgery each
week. However, many staff may not feel em-
powered to do much more than complain to each
other about the situation (Garland 2003). Staff
may be disenchanted and frustrated with their
jobs and lack self-esteem because they believe that
they are undervalued within their organization
(Cain 2007). Healthcare professionals do tend to
make do, to squeeze everything they can out of
scant resources.

How does a situation like this arise? There could
be a number of reasons, for example a changeover
of staff for a few weeks could mask the problem
initially, with no-one realizing it is ongoing. The
surgeons may not themselves select their patients
nor have the relevant knowledge regarding the
availability of sets. Sometimes secretaries make up
the lists from criteria laid down by the surgeons:
for example, one major and four minor cases to be
listed. A build up of women waiting for laparos-
copies would lead to more of them being listed
together. Lack of communication between different
departments regarding maximum number of in-
strument sets can result in patients being listed
with no thought or forward planning relating to
instrumentation. Ineffective or poor communica-
tion can cause stress and lead to conflict (Cooke
2006), as in the above scenario. The conflict in this
scenario may be resolved by better communication
involving all parties and by putting a business plan
together to buy more instruments.



Conflict has many meanings: it can mean a clash
of opposing viewpoints, a disagreement, hostility or
a war. There are also different levels of conflict
starting with feelings of discomfort when witnes-
sing or being targeted in a minor disagreement
rising to a crisis level if physical violence is involved.

Although perioperative staff are not presently
subjected to the same amount of abuse and vio-
lence from the public as colleagues in accident and
emergency (A&E) departments, there is now more
contact than ever before as a result of changing
boundaries and expanding roles. For example,
with more stabilization bays being situated within
theatre suites rather than in A&E departments,
contact with patients’ relatives and friends has
increased for perioperative personnel. At one time,
no relatives, including parents with children,
were allowed through the theatre doors. This has
resulted in staff having to adapt to dealing with very
anxious, distressed people trying to cope with the
fact that their relatives, partners or friends are
gravely ill. These situations can potentially lead to
anger and verbal and/or physical abuse.

Communication is the key, utilizing both verbal
and non-verbal means to enable the practitioners
to reassure and give clear explanations but also to
recognize and understand the signals given by indi-
viduals as an indication to the possibility of po-
tential conflict. According to Molloy & Henderson
(2006:325), ‘Generally, people behave according
to certain well-established principles and if these
principles can be recognized it can give the staff
member an indication as to the likelihood of con-
flict taking place’.

There are many reasons for workplace conflict.
These include mistakes and/or accidents, poor
communication, miscommunication, misunder-
standing, being judgemental, differences in values,
differences in cultures, differences in goals/wants/
needs and expectations and personality clashes.
Some causes of workplace conflict include
competition for resources, role pressures, task
interdependency, emotions, lack of clarity on who
does what and lack of or non-conformance to
policies and procedures regarding standards of
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performance. In addition, there are also the per-
sonal factors that can lead to conflict; these include
self-concept, environmental factors, an individual’s
physical and psychological health status and an
individual’s past experiences (Rocchiccioli & Tilbury
1998, Huber 2000, Marquis & Houston 2000).

Multiprofessional teamwork is an essential aspect
of perioperative care. Delivering high-quality, holis-
tic patient care at an especially vulnerable time
for the patients requires excellent communication
skills between all the relevant professionals in
addition to the knowledge, skills and dexterity to
complete all aspects of the patients’ perioperative
experience safely. To get all the players into a theatre
together at the same time (especially for emergency
surgery) can feel like a minor miracle. Going back
to comments above about working together for a
common goal reflects this daily situation; however,
whether all the players agree on a common strategy
to reach their goal remains to be seen.

The surgeon believes he is in charge of the list; the
anaesthetist believes the same but the team leader
or designated practitioner also believes themselves
to be in charge. When all is going well, the atmos-
phere is relaxed and all the members of the team
have feelings of achievement for a job well done.
Unfortunately this is not always the way things
happen. The usual consultant anaesthetist is on
holiday and a junior has been appointed to the
theatre list. The surgeon will have expectations of
working in exactly the same way as usual. In some
cases no adjustments would have been made to the
workload in deference to a different anaesthetist.
This could be a recipe for conflict, potentially
leading to a dysfunctional team. Everyone may feel
under pressure and unhappy, and this situation
could actually lead to patients at the end of the list
being cancelled owing to lack of time. This is a lose—
lose situation that could potentially have been
avoided if good, effective communication had taken
place. Surgeons when planning lists do not always
appear to take account of the anaesthetic time. The
anaesthetists do not all work at exactly the same
pace or in the same way. A junior anaesthetist, for
instance, will not be as quick or as confident as a
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consultant anaesthetist with several years more
experience. This is, of course, true of any profes-
sional and this scenario could have the same out-
come because the usual surgeon, scrub team or
anaesthetic practitioners are on holiday or off sick.

According to Yule et al. (2006), the analysis of
adverse events in surgery indicates that they are
more likely to be caused by a breakdown in com-
munication than technological error. Yule et al
(2006:1098) explain that in their medical training
non-technical skills, such as leadership, are not
addressed explicitly. ‘However, surgeons need to
demonstrate these skills, which underpin their
technological excellence, to maximize patient safe-
ty in the operating theatre.” Yule et al. (2006) go on
to state that the medical model of training focuses
mainly on developing knowledge, clinical expertise
and technical skills. Skills such as leadership, deci-
sion making and teamwork appear to have to be
developed informally.

Perceptions

Perceptions are based on our personal experiences
in life, which means that how we interpret present-
day events is based on what we have experienced in
past events (Gregory; cited by Hayes 1998).

It is important to remember that what others feel,
see and/or experience is true and real to them
regardless of how we ourselves feel. Most people
will initially perceive an event somewhat differ-
ently. Valentine (2001), in an article on gender
perspective on conflict, reports on studies into
gender differences in approaches to conflict. She
comments that the studies demonstrated that
men and women perceived and dealt with conflict
differently. Women tend to be more empathetic and
would be more likely to deal with conflict through
negotiation and/or mediation while men will try
persuasion and influence.

What would you believe in the following scen-
ario? A fellow team member had become more
and more withdrawn over the past few months.

Most days she acted normally but you had noticed
that more often there were days when she almost
ignored everyone, appearing preoccupied. Lately,
the situation appeared to be getting much worse.
Her attendance had become somewhat erratic
as had her mood swings and concentration span.
Other members of the team were beginning to
complain about having to work with the individual
as everyone felt she was not functioning to the
best of her ability and that she was becoming a
liability to herself and others. Rumours abounded
that she had arrived for work more than once with
what appeared to be the effects of a hangover,
looking scruffy and tired. An attempt by her friends
and colleagues to speak to her had led to an angry
exchange of words, which had basically isolated her
from everyone in the team. The whole team became
stressed, arguments escalated and the high stand-
ard of work declined; mistakes occurred more often.

The above is fabricated but consider the situation
for a few minutes. What do you believe to be the
problem? Has she got a drink problem? Has she
got money worries? Could she be in an abusive
relationship? Is she ill or is someone close to her
ill or possibly dying?

The truth is that the problem could be any of the
above or maybe something totally different. The hard
part is that not knowing the facts we would all inter-
pret the situation to make sense of what we believe,
observe or feel ourselves (Hayes 1998). Valentine
et al. (1997) highlight the fact that conflict, in a team
context, can break down personal and work relation-
ships, which, in turn, can lead to the rejection of a
team member or members, as in the above scenario,
and has the potential to culminate in not meeting
individual or team goals or even in violence.

If the team member had confided in her col-
leagues, the situation would have developed differ-
ently; some of her team colleagues would perhaps
have been empathetic while others may have
offered practical suggestions. It may still have been
a difficult and emotional time for all but such
extreme conflict and stress may have been avoided.
De Drue et al. (2001:200) state that emotions arise
when concerns are expressed and that they are not



just an internal state of mind but ‘processes that
develop both within and between individuals’. For
instance, in the team context, if words are spoken
between two individuals no overt anger may be
evident; however, if other team members are pres-
ent their reaction may provoke anger and confron-
tation between the two individuals.

What changes perceptions?

Jormsri (2004) highlights the moral issues regarding
patient care. He talks about patient care as being a
many faceted phenomenon requiring the know-
ledge and skills of the multiprofessional team. This
phenomenon according to Jormsri (2004) requires
all the professionals to respect each other’s values,
beliefs and responsibilities. Moral conflict can
occur if those values, beliefs and opinions are
totally opposed.

Perceptions, assumptions and opinions can be
changed by incorporating new or additional
information into a situation, as described above.
Another way is a paradigm shift. A paradigm is a
set of assumptions, concepts, values and practices
that belong to the community that shares them
(Kuhn 1962; cited by Haralambos & Holborn 2000).
A paradigm shift, therefore, describes a basic
change in the above assumptions.

Understanding another person’s perceptions can
change your own perceptions, or at least aid in
finding solutions. If you perceive the other person’s
goals as compatible with your own, you are
more likely to engage in constructive open-minded
debate about each other’s views, values and beliefs.
If, however, you perceive others’ goals to be incom-
patible with your own, you are more likely to avoid
debate, become aggressive and/or undermine each
others decisions (Almost 2006).

Assumptions

Learn to assume nothing; things are rarely as they
seem. Ask questions as it is harder to be wrong if
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you ask first. Always try to understand the other
person’s perspective before you try to get him or
her to understand yours. If someone appears to be
acting irrationally, consider alternative reasons for
that behaviour, do not just take it at face value.

During any situation where conflict arises it is
important to try to avoid becoming defensive.
Always allow the other person(s) to verbalize their
experience(s) and perception(s) of the given situ-
ation. Sometimes the thing we believe is the solu-
tion could be part of the problem. According
to Field & Nolan (2004), work done during the
Northern Ireland conflict demonstrates that people
must be allowed to tell their own story as they wish,
be believed by others and then take responsibility
for their actions if conflict is ever to be resolved.

It is important during any conflict to remember
that the goal is to listen, not to be right. When the
other person is talking, listen actively; do not spend
the time trying to formulate your reply. Always
reiterate and repeat what is being said to make
sure you did understand and to reassure the other
person that you were actually listening to what they
were saying.

Problem-solving skills

Always focus on the actual problem. Try to avoid
thinking about or bringing up issues that happened
in the past. In other words, try not to personalize
or get emotional; focus instead on the facts of the
problem and strive to identify possible solutions.
Two or more brains can potentially generate more
ideas and possible solutions, so where relevant
mind map, discuss and analyse the problem and
empower staff to have some influence and control
when dealing with problems. Giving ownership
to others can also be helpful when instigating any
changes required in solving the problem. Problem
solving carried out under restrictions or by one in-
dividual can deny an organization or department
the benefits of utilizing collective staff knowledge
and skills and encouraging group cohesion.
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Janis & Mann (1977; cited by Cox & Thompson
2000) viewed problem solving as an opportunity
for both individuals and groups to be creative while
demonstrating both their professional judgement
and competence.

Always remember that when a solution is agreed
upon and put in place, evaluation of its effective-
ness is crucial. All healthcare personnel are used to
continually checking and evaluating the progress of
patients under their care. This is to enable reaction
to any deviations in their health that occur and
possibly to anticipate and treat any potential prob-
lems before they happen or become worse. This
maxim applies to all situations. Just because the
solution devised is believed to be the best solution
to a problem, it does not mean that some flexibility
may not be required. It may also be the case that a
good solution one day may not be so good the next,
particularly within the constantly changing and
adapting world of the NHS.

Different strategies for dealing with conflict

According to Bar-Tal (2000:354), ‘conflict resolution
refers to a political process through which the
parties in conflict eliminate the perceived incom-
patibility between their goals and interests and
establish a new situation of perceived compatibility’.

There are five common strategies used to resolve
conflict (Vivar 2006). They are:

avoidance: ‘Conflict, what conflict?’

accommodating: ‘What ever you say is OKwith me’

competition: ‘My way or else’

collaboration: ‘How can we work together to
solve this problem?’

compromise: ‘Shall we split the difference’.

How a person resolves a conflict may depend on
what personality type they are. People have
differing styles when dealing with conflict. Some
people will mentally and physically withdraw from
any kind of conflict, while others will postpone any
potential confrontation. Some people will sit on the

fence and will neither agree nor disagree in a con-
flict issue, while others become very aggressive and
argumentative. There are others who will not ex-
plicitly show their disagreement but will be covert
using gossip or sabotage to undermine the wishes
and/or actions of others. Being aware of your own
style and the fact that others have differing styles
may help to manage a positive outcome to a con-
flict situation effectively (Huber 2000, Tomey 2000).

There are various sources of potential conflict
within the healthcare environment, including badly
communicated or unexplained management deci-
sions or actions, lack of trust of the management
team and/or of co-workers, staffing levels and
workload and staff perspectives resulting in high
stress levels, low morale and a disenchanted, frus-
trated workforce (Almost 2006, Vivar 2006).

It is important to deal with conflict as soon as
possible as leaving it to fester or grow will exacer-
bate any situation. If the conflict is in groups, then
the solution may be found within the group.
A group discussion can sometimes open up the
opportunity to resolve conflict by reaching an
understanding or clearing up a misunderstanding
or miscommunication.

Example scenario of dealing with conflict

In the following scenario consider which of the five
common conflict resolution strategies you believe
to be the most appropriate. Justify your choice and
give reasons for rejecting the others.

You have been qualified for 18 months working
on a rotational basis in the operating theatres of
a busy district general hospital situated close to
several busy A’ roads and motorways. You are
gaining experience and are well thought of and
have recently been given more responsibility. You
have also been asked to deputize for the team
leader on a few occasions. Your anaesthetic experi-
ence is varied to enable you to work out of hours
on-call. Your scrub experience since qualifying has
mainly been within the general, gynaecological and
urological surgery teams. You have just moved into
the orthopaedic trauma theatre team for scrub and



are on your second week. The last time you did
orthopaedic scrub was over two years ago as a
student. You arrive on duty to find that influenza
has caused excessive sickness and that you are in
charge of the trauma list. The staff you have been
allocated are one other scrub nurse from the ENT
scrub team and an experienced orthopaedic sup-
port worker. On the trauma list is a patient with
polytrauma who needs quite extensive surgery.
You protest to the theatre coordinator that you do
not have sufficient knowledge or experience regard-
ing the procedure, equipment or surgeon and have
no experienced scrub staff to help you. The theatre
coordinator replies that owing to the staff shortages
you will just have to do the best you can. What
should you do? You will have to decide between
your professional, personal and organizational
obligations.

Discussion of conflict resolution options

You need to consider your position, the theatre
coordinator’s position and a position on which
you can both agree. Your position is that you want
to do your best for the patient, the medical team
and not contravene your Code of Conduct (Health
Professions Council 2008, Nursing and Midwifery
Council 2008). The coordinator’s position is that he
or she is trying to provide a service for everyone
without having to cancel lists and distress the
patients. A mutually compatible position could be
that neither of you want to do anything that could
potentially bring risk or harm to a patient, your-
selves or your organization.

Look at the following strategies for conflict

resolution.

Accommodating. Would you really consider this
choice? As you are inexperienced in this speci-
ality then you are unqualified to run this list
without other relevantly, experienced staff
present. You are putting your patient, yourself,
your coordinator and your careers at risk.
This does not meet your mutually compatible
position.
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Avoiding. This is a problem that needs a quick
solution and so it is not possible to avoid the
problem.

Compromising. You could possibly negotiate a
solution if there is a suitably experienced
orthopaedic scrub practitioner you could swap
with or to swap the ENT scrub practitioner
with. Or you could possibly call on staff from
a sister hospital within the Trust or a different
theatre suite within the hospital. This com-
promise could possibly meet your mutually
compatible position.

Collaborating. Discussing with your theatre
coordinator the possible repercussions of
placing an inexperienced practitioner in this
position could achieve a joint effort to resolve
this situation safely. This relies on the senior
member of staff having the time and inclin-
ation to listen to his or her junior staff member.

Competing. Sometimes competing is the only
recourse open to you in resolving conflict. It
means someone has to win or lose and in
this situation it could lead to complaints of
you being uncooperative or insubordinate.
You have to be honest and ask yourself if you
are really not qualified or experienced enough
to do this list. If you still feel unqualified then
you would have to try and adopt an assertive
approach. You could say ‘I cannot run this list
as I feel that I would not be able to give an
appropriate service to the surgeon(s) and this
could possibly result in the patient being put
at risk’. It would then be very difficult for
the theatre coordinator to enforce his or her
allocation of you.

Remember that aggressive behaviour leads to a
win-lose situation where a person may be loud and
threatening, needing to be controlling and wanting
to deny the rights of others.

Passive behaviour leads to a lose-win situation
where you deny your own rights, fail to express an
opinion and avoid eye contact with others. Assert-
ive behaviour by comparison leads to a win-win
situation where you acknowledge your own and
other’s rights; you are willing to compromise, and
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you conduct yourself in a polite, persistent manner
(Huber 2000, Tomey 2000).

Conflict solution versus conflict
management

Higgerson (1996) discusses the difference between
conflict solution and conflict management. Conflict
resolution aims to eradicate all aspects of the
conflict. Attempts to resolve conflict may require
outcomes that realistically may be unattainable or
even undesirable to the individual, the team or
the organization. Conflict management, by com-
parison, acknowledges that everyone has different
beliefs, values and attitudes and perceives the same
situations differently. Conflict management can be
utilized in a positive way to create an innovative
and productive workforce. A healthy work envir-
onment welcomes disagreement, discussion and
debate as a possible way of reaching a mutually
agreed positive outcome (Higgerson 1996).

Communication strategies

When dealing with any type of conflict, communi-
cation is the key. Personality clashes are common in
all departments and can be managed using good
communication skills and sensitivity. Always be
clear in what is said and how it is said. Do not hint,
be direct. Use ‘I’ statements and do not be vague;
utilize good listening and answering techniques
and reframe and validate the discussion contents.
Make sure everyone involved understands and are
all talking about the same thing.

When is conflict over?

Marquis & Huston (2000:363) state that ‘consensus
is always an appropriate goal in resolving conflicts
and in negotiation. Therefore, if the physical

wellbeing and feelings of self-worth of all the
relevant parties are preserved, in addition to a will-
ingness of the parties to agree one option where
other options were available, then the conflict is
over. According to Marquis & Huston (2000), the
biggest challenge in resolving conflict through
consensus is that it takes time and requires all
parties to be good communicators, flexible and
open minded.
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The management and organization

of emergency operating lists

Lee Bennett

Key Learning Points

¢ Understand the problem of emergency periopera-
tive provision in NHS trusts

e Consider the material and human resources
required to deliver efficient emergency periopera-
tive care

e Outline the political and professional drivers of
change in emergency surgical services

¢ Understand the impact of unexpected events such
as major civilian incidents on the rest of the
surgical service

Introduction

The management and organization of the emer-
gency operating list is not a static process but a
constant process of assessment and priority man-
agement. This chapter aims to provide some insight
into the organization, management and leadership
of such a surgical list.

Prior to the introduction into the NHS of dedi-
cated emergency operating rooms, urgent surgical
procedures were commonly left until the end of
elective lists. Most of these operations were usually
performed by junior grade surgeons without the
supervision of an experienced consultant, with the
majority of cases being performed out of hours
(Wyatt et al. 1990). The Report of a Confidential
Enquiry into Perioperative Deaths (CEPOD; Buck
et al. 1987) clearly demonstrated the need for
increased supervision of junior surgeons. In

response to the publication of this paper, many
NHS Trusts went on to provide dedicated emer-
gency surgical operating rooms.

Management of these emergency surgical lists is
an area that requires a great deal of communication
between the multidisciplinary team (National Con-
fidential Enquiry into Patient Outcome and Death
2007).

Definition of an emergency patient

The definition for an emergency patient is taken from
the CEPOD report (Buck et al. 1987), which groups
emergency patients into two clear categories:

emergency: immediate operation usually within
one hour of surgical consultation,
usually lifesaving, resuscitation carried
out simultaneously with surgical
treatment

operation required as soon as possible
after resuscitation, usually within 24

hours of the surgical consultation.

urgent:

Patients who are booked on the emergency list and
are classified as urgent will have surgery prioritized
according to the availability of the surgical team
and the length of time waiting for surgery. When a
patient with an emergency classification is added to
the list, then that patient takes clinical priority over

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
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the other urgent patients. A surgical team wishing
to interrupt the list should be advised to communi-
cate with the other surgical teams whose patients
are waiting surgery. An emergency coordinator may
be useful at this point to ensure that the most
effective use is made of operating room time and
resources.

To help to reduce the incidence of out-of-hours
operating on urgent patients, many Trusts now
operate a trauma/semi-urgent list where patients
have their operations during working hours. The
Royal College of Surgeons of Edinburgh (1998) state
that the use of such lists leads to 80% of urgent cases
being performed in normal working hours. These
lists should not contain elective patients and have
a perioperative team available to take urgent
patients from the emergency list, allowing them to
undergo their surgery in normal hours while freeing
up the emergency list for emergency patients.

Many Trusts also operate a 9-to-5 urgent trauma
list where patients with orthopaedic injuries are
cared for. So, from the point of view of management,
it is of paramount importance to have two operating
rooms for urgent or emergency patients, each having
a coordinator with communication between the two.

Utilization of these lists also depends on the
availability of other members of the team, includ-
ing radiographers and other allied health profes-
sionals, and the availability of surgical equipment.

According to Who Operates When I and II
(National Confidential Enquiry into Patient Out-
come and Death 1997, 2003), in an ideal world
hospitals that admit emergency trauma victims
should have a dedicated trauma list daily, and those
that admit surgical emergencies should also have a
dedicated operating room that is funded for anaes-
thetic and surgical cover and have the appropriate
skill mix of nursing and allied health professionals.

Staffing

Adequate skill mix for the staffing of emergency
operating rooms is suggested by several leading
bodies. The Standards and Recommendations for
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Safe Perioperative Practice (Association for
Perioperative Practice 2007) defines the minimum
recommended numbers and skill mix of the practi-
tioners. These guidelines suggest the following
Association for Perioperative Practice (2007:121):
e one qualified anaesthetic assistant practitioner
for each session involving an anaesthetic
e two qualified scrub practitioners
e one appropriately trained circulating person
e two trained circulating practitioners where the
operative procedure involves two cavities being
opened simultaneously and has two operating
teams at the operating table
e one appropriately trained recovery practitioner
to care for the patient; there may be occasions
where two qualified practitioners are required if
there is a quick throughput of patients requiring
minor procedures such as in the surgical day unit.
The Association of Anaesthetists of Great Britain
and Ireland (2003) suggest the use of senior anaes-
thetists and surgeons when staffing the emergency
operating room. Overall management of the list
and coordination should occur with a senior prac-
titioner undertaking the role of emergency surgical
coordinator. The coordinator is responsible for the
management of the operating list and should work
alongside the senior medical staff in the emergency
operating room, communicating with the peri-
operative team and coordinating the booking of
patients for surgery. The role of emergency surgical
coordinator is crucial for ensuring the list runs
smoothly and so should be carried out by a senior
practitioner with experience of the area and a
defined job description.

Skill mix is important for staffing the emergency
operating list and it is important to consider the
level of experience and qualification of the team
working in the emergency operating room. Com-
mitments outside the operating department also
need to be taken into consideration. For example
the operating department practitioner providing
anaesthetic support services may be required to
attend cardiac arrest calls, trauma calls, emergen-
cies in the accident and emergency (A&E) depart-
ment or give assistance on the ward. If the hospital
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receives trauma patients, assessing the most appro-
priate skill mix is vital in out-of-hours emergencies
because of the wide range of surgical problems that
the patient may present with.

It is the responsibility of the surgical coordinator
to ensure that there is an appropriate skill mix in
order for the service to work efficiently. With peri-
operative practitioners who are able to take on
more than one clinical role, the coordinator may
have the availability and flexibility to change them
around according to the surgical requirements and
the practitioner’s experience.

It is important that the coordinator maintains
overall responsibility for the coordination and the
management of the list; however, there may be
occasions when the department gets so busy that
the coordinator may have to become involved in
clinical practice. This should be avoided wherever
possible given that the busier the department is
then the more need there is for the coordinator to
maintain control and provide direction for the
team. A coordinator cannot coordinate if he or she
is taken up with scrubbing for a procedure. If this
happens on more than the occasional basis, it
needs to be addressed by senior management to
ensure that the skill mix and staffing levels are
appropriate for the level of work carried out in the
department.

There is also the risk that practitioners who only
work on emergency lists might lose their clinical
skills in specialist areas that only have operating
lists during normal working hours. A solution
carried out in some Trusts is to rotate practitioners
around the clinical areas to ensure that clinical
skills are not lost.

The role of the emergency
surgical coordinator

The role of the surgical coordinator is predom-
inately that of a leader, having the responsibility of
controlling, directing and supporting the progres-
sion of the operating list. Depending on experience

and grade, this role may be allocated to the senior
scrub practitioner or, in some cases, the anaesthetic
practitioner. The coordinator is responsible for the
booking, sending and overall care of the patient in
the emergency operating room. Good leadership
skills are required, with the practitioner under-
taking a mainly non-clinical role.

Although assessing clinical need and priority is
mainly a medical decision, the coordinator will
have a large input into the prioritization of the list
in order to ensure that resources are used effi-
ciently. The coordinator must have excellent com-
munication skills and the ability to delegate tasks to
members of the team. The coordinator may also be
able to mediate discussions between the medical
staff when, for example, there are disagreements
over which case has priority.

The coordinator should possess excellent organ-
izational skills and have the experience required to
be able to provide support and expert advice when
required to every member of the emergency team.
The ability to control the list is of paramount
importance when it comes to fasting of patients
which is discussed further in this chapter.

The surgical coordinator has the overall man-
agement and responsibility for the non-medical
staff who are working in the emergency operating
room and also has a large input into the organiza-
tion of the operating list, although overall clinical
responsibility will be held by the consultant
anaesthetist who is allocated to the emergency/
trauma operating room. At times of stress, it is
important that all members of the team have
input into the decision making. For example, it
would be wasteful if the anaesthetist sent for a
patient before any anaesthetic assistance was
available, regardless of the urgency of the case.
Similarly, an orthopaedic surgeon insisting that
his or her case needed to go first would be well
advised to check that specialist equipment was
available first. This juggling of priorities, negotiat-
ing with surgeons, anaesthetists, perioperative
practitioners, ward staff and others, and under-
standing of resource implications are the most
valuable skills that the coordinator needs.



A clearly defined role for the emergency coord-
inator should be developed to minimize misunder-
standings and to optimize the surgical time on the
emergency operating list. The coordinator has to
ensure that the perioperative team are suitably
refreshed and have adequate support during their
clinical work. In situations where there is a trau-
matic event, such as death during surgery, the
coordinator may need to arrange for counselling
or support for practitioners.

The role of the coordinator is a challenging role
that requires high levels of knowledge and experi-
ence, and excellent skills in communication, man-
agement and delegation.

Booking patients

The booking of patients for surgery requires good
communication between the admitting surgical
team, the perioperative team and the nurses on
the wards. The surgical team should book patients
and discuss the patient’s condition with the anaes-
thetist to minimize risks during surgery. Time
should be allowed for the anaesthetist to assess
the patient preoperatively (Association of Anaes-
thetists of Great Britain and Ireland 2003).

The surgical team must be aware of fasting times
and clinical priority when rapid sequence induc-
tion and ventilation are required for acutely ill
patients. Anecdotal evidence suggests that delays
in operating department admission are often
caused by patients not being prepared for surgery
appropriately. It is the responsibility of the admit-
ting surgical team to ensure that the patient is
ready for surgery and that all investigations and
clinical tests have been booked with the appropri-
ate laboratory.

Sometimes surgeons will ask for a specific time for
booking the patient on to the operating list because
they have other commitments, such as clinics. It is
normally important not to book emergency patients
for specific times as delays can occur because of
equipment failure, inadequate staffing levels and
in preparing the patient for surgery.
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Again, communication is paramount between all
specialties and the operating department. Prior to
requesting the patient to be brought to the operating
room from the ward, the coordinator should ensure
that the patient has been fully prepared for surgery.

Emergencies sent directly
to the operating room

There may be some occasions when seriously ill
patients are transferred directly to the operating
room (Box 11.1) and surgery and resuscitation will
run concurrently. When this happens, the coordin-
ator needs to be aware of the need to carefully
integrate all the members of the team to ensure
the patient receives optimal care. There may have
been no time to organize tests or investigations
such as transfusion status, consent status and star-
vation times. Here good communication is particu-
larly important to ensure that important tests or
investigations are carried out prior to surgery.
Excessive bleeding, rupture of great vessels, severe
limb trauma and, in paediatrics, torsion of the testis,
require a patient to be brought directly to the operat-
ing room to ensure there is minimal delay for surgery.
In cases such as this, the coordinator needs to
show their leadership and people management
skills to ensure that the operating room is ready
and the perioperative team are allocated tasks to
ensure safe and optimal care for the patient.

Box 11.1 Situations requiring direct transfer
to the operating room

Aortic aneurysm (adults)

Torsion of testis (paediatrics)

Pulse-less fracture

Patients that require urgent surgical intervention for
bleeding while undergoing fluid resuscitation or car-
diopulmonary resuscitation

Patients with neurological conditions with a reduced
level of consciousness, for example a blocked shunt
with raised intracranial pressures

Patients with time critical heart conditions, for example
cardiac tamponade
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Patient fasting

Managing the fasting times of patients can be a
demanding process in itself. The admission of
emergency patients to the operating list, change of
surgeons, availability of surgical sundries along
with delays in getting patients to the operating
department can all increase the length of fasting
times in all categories of patient.

In the document Preoperative Assessment and the
Role of the Anaesthetist published by the Associ-
ation of Anaesthetists of Great Britain and Ireland
(2001), it clearly states that the risk of aspiration of
the contents of the stomach into the lungs should
be minimized by ensuring that patients do not eat
or drink prior to anaesthesia and surgery. The docu-
ment goes on to suggest that patients should
undergo the following fasting times in accordance
with guidance taken from the American Association
of Anaesthesiologists:

e solid food, infant formula or other milk: 6 hours

e breast milk: 4 hours

e clear fluid (non-carbonated): 2 hours.

These times may need to be waived for emergency
patients requiring urgent surgery. Such cases
require careful balancing of the risks and where
required guidance should be sought from medical
staff. When fasting has not occurred, the use of
rapid-sequence induction of anaesthesia with
cricoid pressure is recommended.

The Association of Anaesthetists of Great Britain
and Ireland (2001) go on to suggest that patients
who have undergone bowel preparation, pregnant
mothers, sick patients and children should not be
fasted for long periods of time without consider-
ation of their hydration needs.

Where patients have been admitted to the oper-
ating department and have been waiting for a long
time, they may need rehydrating with oral clear
fluids, if they can be tolerated, for up to two hours
prior to surgery, or intravenous fluids prescribed
by the anaesthetist, to prevent dehydration of the
patient prior to surgery.

Although it is in the best interests of the patient,
care should be taken when giving patients fluids to

drink as this may cause a delay in the patient
having surgery if other patients are cancelled on
the emergency list. Close liaison should occur with
the anaesthetist on the emergency list prior to
giving patients drinks.

Particular care is required for patients with dia-
betes. If possible, such patients should have their
surgery at the earliest opportunity in order to main-
tain their blood sugar levels. Patients may require
intravenous fluids and dextrose in order to control
their blood sugar levels.

Local policies and protocols should be drawn up
in conjunction with the anaesthetic department to
reduce misunderstandings and to ensure that the
risks to the patient are minimized.

Clinical priorities

Assessing the clinical priority of patients requiring
surgery is an ongoing process between the surgi-
cal and anaesthetic staff and can often be
observed as a constant fight between surgical
specialties in order to get their patients treated
first. It is common, for example, for surgeons with
patients with acute abdominal symptoms to try
and prioritize their patients before those of an
orthopaedic surgeon with elderly patients with
fractured necks of femurs. Clinical priorities are
a medical matter and the practitioner should be
careful not to be pulled into the discussion. How-
ever, even in these discussions, the coordinator
can help the medical staff to make their decisions
based on resources, such as equipment and staff,
which are available. Commonly, patients on the
emergency list are operated on in accordance
with the time at which they were booked. In cases
where the medical staff feel that their patient
requires surgery sooner than anticipated, then
they should liaise in the first instance with the
anaesthetist and coordinator in order to identify
patients needs and then agree with the other sur-
geons to move their patient forward on the list.
Only if all other specialities are in agreement may
the surgeon do this.



Major incident

The management of a major incident is a vast and
complex event that requires multilevel communi-
cation not only in a single department but across
the hospital and in many situations outside the
hospital too. Dedicated texts have been produced
in order to define major incidents. The Advanced
Life Support Group (2003) defines a major incident
as a need for ‘special or extraordinary arrange-
ments’ needed for services to cope.

A major incident is usually triggered by one of the
emergency services if the incident is external or by
the hospital if there is an internal emergency. The
NHS Trusts have devised plans in order to cope
with major incidents and practitioners must be
aware of these.

Most NHS Trusts also have local plans drawn up
in case of a major incident being declared that
consider how to deal with the incident and how to
deal with the impact that this may have on both
emergency and elective surgery. If the incident is
declared as a medical incident, then the impact on
surgery may well be lower. Assistance may be
required for airway assessment and management
in the A&E department. If the incident is a surgical/
trauma incident, then the demand for surgery will
increase.

When the incident is a surgical crisis, practition-
ers may need to be sent to the A&E department
(primarily anaesthetic support staff) for the resus-
citation of patients. Elective surgery may have to be
delayed in order to free operating rooms for the
immediate surgery of patients suffering from
pulse-less limbs, cardiothoracic trauma or neuro-
logical insult.

Patients listed for elective procedures may be
cancelled to free up surgical beds when there are
high numbers of patients likely to be admitted to
the hospital following a major incident. Careful
management may be needed to avoid the A&E
department becoming overcrowded with staff.

The following items relating to the management
of a major incident are important when drawing
up plans:
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job roles of staff groups relevant to a major

incident

e communication link with the A&E department
and the emergency operating department
coordinator

e formulation of a role for the most senior member
of staff to coordinate the operating department
activities especially in the event of an out-of-
hours emergency

e call-in policy for perioperative practitioners

e a representative of the operating department
staff to attend hospital planning meetings

e cancellation of patients.

This is not an exhaustive list but hopefully gives an

insight into the key points surrounding major inci-

dent management. Further reading should be taken

from dedicated books and literature relevant to the

planning and management of a major incident.

During a major incident, communication is the

key factor that defines the running of a smooth

operation.
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Organizational culture

Key Learning Points

« Identify the issues relating to ‘culture’ within an
organization and team

e Understand how the concept of culture can be
applied to an organization and team

¢ Understand the unwritten rules

¢ Understand how culture can be influenced

¢ Develop self-awareness within a leadership role

Introduction

There are several keys to successful leadership. One
is an understanding of the critical role culture
plays, particularly when implementing change and
promoting innovation. Another is an awareness of
how culture can be manipulated to promote a more
effective and receptive learning environment. How-
ever, cultural manipulation is not easy. Further-
more, the concept is hard to define, analyse and
measure (Schein 1997). The aim of this chapter is to
challenge personal views about culture within both
the organization and the team; uncover some of the
unwritten rules; reflect on the links between cul-
ture, change management and leadership; and
provide some tips for success and for empowering
the development of effective leadership skills. To
support the translation of theory to practice, a
reflective model to aid cultural awareness will be
proposed.

Throughout the chapter, reflection points
have been included to aid self-awareness. The

Charlotte Moen

information in the boxes will allow reflection on the
context of the text in terms of personal experience
and position on the leadership learning continuum.

What do we mean by culture?

Defining culture is not as easy as may be thought
(Handy 1993). So a clear understanding of what
culture means seems an appropriate place to start.
Ask any healthcare worker about culture and
everyone agrees it exists; often it is apparent
that there are different subcultures operating at
different levels of an organization, in different pro-
fessional groups and also in different wards,
departments, clinics, theatres, GP surgeries and
so on. Issues of culture are not just pertinent to
healthcare but affect any organization (Handy
1993). It is also recognized that having the right
culture is vital for the successful implementation
of change, for the performance of individuals and
teams, and for quality and patient safety. However,
ask anyone to define what they mean by culture
and you are met with silence. Culture has been
defined in several ways:
e ‘Something that is perceived, something felt’
(Handy 1993:191)
e ‘Sets of values and norms and beliefs — reflected
in different structures and systems (Handy
1993:180)
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e ‘A pattern of shared basic assumptions that the
group has learned as it solved its problems.. . . the
way to perceive, think and feel in relation to those
problems’ (Schein 1997:12)

e ‘Prevailing values and ethos of a particular
nation’ (Vincent 2006).

Can these definitions be applied to a health service?

They can in that culture implies shared values,

assumptions and beliefs, which are generally

deeply embedded and affect the behaviour of staff.

Hardacre (2001:32) defines health culture as the

‘values and beliefs espoused by the organization’

or ‘the way we do things around here’. Sullivan &

Decker (2005) discuss culture in terms of ‘the

norms and traditions’ of the organization and

Handy (1993) adds that customs and traditions are

a powerful influence on behaviour. This is particu-

larly true in health where many aspects of care are

ritualistic and are not challenged, partly because of
the hierarchical nature of the NHS and partly
because of the difficulties associated with imple-
menting change. So a definition of culture in rela-
tion to health must encompass the concept of
ritualistic practice and reflect the need to decipher
a ‘secret code’ of rules that allows staff to under-
stand the expected patterns of behaviour and ways
of working. Culture also encompasses the organiza-
tion’s past successes, philosophy, goals, standards
and attitudes (Palmer 2001). So to understand the
concept of culture, the following must be con-
sidered (Institute for Innovation and Improvement

2005):

e culture is about how things are done within a
workplace

e culture is the way things are done within a team
and is heavily influenced by shared unwritten
rules

e culture reflects what has worked well in the past.

In other words it is about how people make

judgements and whether they are receptive to

change; it determines how people behave, what
they say and how they say it and it impacts on
how people work together under normal working
conditions and in a crisis. Culture is, therefore,
embedded into every level of the organization and

its influence should not be underestimated (Faugier
& Woolnough 2002).

Reflective points

e What set of values, beliefs and styles of behaviour char-
acterize your organization and your team? Are the two
sets similar? If not, why not?

e Do operating theatre staff need to generate anything
special in the way of culture? If so what?

e Do theatre staff regard themselves as fully integrated
into hospital life or rather set apart from the main hos-

pital culture?

Describing organizational culture

There are various methods to categorize culture.
Palmer (2001) describes two types of culture:
formal and informal. Formal culture is what can
be seen and measured, for example the organiza-
tion’s philosophy of care, objectives, annual pro-
spectus, strategy, policy for handling complaints
or patient safety incidents. Informal culture is the
way the culture operates and this may differ from
the formal culture an organization believes or
would like to believe is in place. Examples include
accepted values, beliefs and behaviour; attitudes
towards sickness; dress code; dealing with conflict;
implementing change; acceptable practices, such
as when is late considered late — 5 minutes, 10
minutes, half an hour? Palmer (2001) argues that
informal culture is based on reality and this sup-
ports the previous definition of ‘the way things are
done around here’ (Hardacre 2001:32). Senior &
Fleming (2006:138) describe formal culture as the
‘more easy-to-see’ and formal aspects of an organ-
ization, where the focus is on goals and objectives.
By comparison, informal culture is ‘hidden ... com-
posed of the more covert aspects of organizational
life’ and these norms of behaviour are rarely articu-
lated or discussed. The largest influence is the
informal culture (Senior & Fleming 2006) and it is
this that drives and, it could be argued, determines
the outcomes of the decision-making process and
dictates whether changes are successful.



Handy (1993) defines four types of culture —
power, role, task and person - and discusses a
descriptor for each type to illustrate his ideas. In a
‘power culture’, the power is held by an individual or
a small group of individuals (the analogy is a spider
in the middle controlling what happens) whereas in
‘role culture’ the power is hierarchical and deter-
mined by position (like a Greek temple representing
logic, rules and regulations). In ‘task culture’, the
focus is on a task, which determines the method of
work (akin to a net with matrix-type structures) and
with ‘person culture’ the individuals are central with
no hierarchies (likened to a galaxy of individual
stars). Handy (1993) does not claim that the descrip-
tors can accurately define a culture; however, they
can be used to gain a feel for the way an organization
does things (Senior & Fleming 2006).

Reflective points

e What is the formal and informal culture within your
organization and your team?

e Which of Handy’s descriptors would you associate with
your organization and your team (a web, temple, net
or stars)?

e Does the culture of your theatre department come from
the nature of anaesthesia and surgery?

e Is it determined for you or is it generated by the people
who work in the department?

e Do different theatres have differing cultures or are there
common cultural assumptions to all theatres?

Culture can also be explored at different levels.
Schien (1997) describes three different levels, which
are, from the shallowest to the deepest, artefacts
level (the visible products in terms of organiza-
tional structures and processes such as environ-
ment, language, technology and style observed in
values and rituals), the espoused values (the organ-
ization’s strategies, goals and philosophy) and basic
underlying assumptions (the unconscious, taken-
for-granted beliefs, perceptions, thoughts and feel-
ings). In order to understand a group’s culture,
Schien (1997) argues that its shared assumptions
and how these assumptions came to be held need
to be determined.
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Another method to explore the culture is to
examine the conflicting perceptions of culture
within an organization. For instance, an NHS chief
executive in the Improvement Leaders’ Guide (Insti-
tute for Innovation and Improvement 2005) sug-
gests that there are four organizations operating
within each NHS Trust: the one that is written
down, the one that most people believe exists, the
one that people wished existed and, finally, the one
that the organization really needs. Thus the
espoused level described by Schein (1997) equates
with the formal culture that is written down;
the basic underlying assumptions level equates to
the informal culture that staff believe exists and the
artefacts level, one could argue, relates to what has
worked well in the past.

Reflective points

e How would you describe the culture of your organiza-
tion and your team? Are you aware of different levels?

o Is there any tension between what is written down and
what you feel exists?

e Are there differences in cultural assumptions between
the nurses and the operating department practitioners?

e Do these two groups have more or less in common with
each other than they have with the medical staff or do
people in theatres not break down into homogeneous
blocks like this?

What are the unwritten rules?

The unwritten rules are one of the most powerful
parts of the culture (Institute for Innovation and
Improvement 2005) and, therefore, require careful
consideration. From experience, it is more difficult
to change culture in a mature organization than
create it in a new organization. This is because the
shared underlying beliefs and assumptions are
implicit and unconscious (Yukl 2006). The rules
are described as unwritten (Institute for Innovation
and Improvement 2005) because they:

e are not often openly discussed in meetings and

formal documents
e are rarely questioned or challenged
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are usually shared by most, if not all, the people
who work within the team

e provide a common way for people to make sense of
what is going on around them, to see situations
and events in similar ways and behave accordingly
often influence people without them necessarily
realizing it

¢ have a powerful influence on how people behave

in work.

Because people are often unaware of the unwritten
rules, this makes identifying them difficult. However,
as they influence most of the things we do and how
we behave, we need to become politically astute by
increasing our cultural awareness. By doing this we
are empowered to challenge practice, ask questions
and implement any required changes.

In a study by Cullen et al. (2000), 40 senior
healthcare professionals were asked to list the
unwritten rules in the NHS. Here are just a few:

e We know best

e The patient won't like it or won’t want it

e Knowledge is power

e Everyone understands the jargon

e Only someone of my profession understands my
problem

Our work has no effect on other areas of the NHS
Be honest as possible without saying anything
out of line

e The more senior you are, the more you know
Doctors know better than nurses

e I don't have to do it, someone else will

Don’t admit to mistakes

But I've always done it that way

e Meetings = activity

Unless there is a protocol for it, it’s not happening
Let’s lie low and wait for the change to pass

e People don't change — change is hard

I haven't got the staff or had the right training to

do that

There are no rewards for doing well

Filling in the form makes it happen

¢ You have to do things cheaply

Number of hours worked = value of outcome

¢ You have to work as long as the person who works
the longest

e The past was much better
e Pass ‘problems’ up the line
¢ Only women do ‘touchy/feely’.

Reflective points

o Do these rules sound familiar?

e Does your team have any other rules?

e Are any of the rules helpful to the promotion of a safe,
innovative learning culture? If not, why not? Do any of
the rules hinder innovation and change?

Does culture play a role?

A strong culture is the foundation for a strong
organization (Handy 1993). Senior & Fleming
(2006) support this idea and add that the greater
the strength of an organization’s culture the greater
the degree to which it permeates all levels, and
consequently the more difficult it is to influence.
They suggest that one of the positive aspects of a
strong culture is that it helps to avoid conflict and
encourages team morale; however, a negative
aspect is that a strong culture can be controlling,
which can stifle innovation and change. This is
particularly applicable in the health service, where
cultures tend to be strong and even the smallest
change requires ‘jumping through hoops’ and
negotiating several brick walls. This is because
practice tends to be based on tradition and ritual
and challenging practice norms can be difficult.
However, it is becoming increasingly important to
justify healthcare practice and to explore the
underlying evidence base. This requires all health-
care professionals to challenge the ‘way we do
things’ and ask why. A strongly held culture is going
to be more difficult to challenge and influence and
so may require a different strategy to one that can
be adopted in a weak culture.

Reflective points

e Is the culture of your organization strong or weak?

e What is the effect of both the organization’s culture and
the subculture on the management of change and team
performance?



e Think about the last time a major change was intro-
duced into your theatre. What cultural considerations
were at play in promoting change and delaying change?

e What cultural assumptions drove the change through?
Was it ‘Lets get together and make this a success’ or was
it ‘We have no choice but to comply’ or even ‘T am the
boss, just do it’.

Why is understanding culture so important?

The introduction of clinical governance and the
modernization agenda in the NHS recognized the
importance of leadership and support to enable
changes to be delivered (Department of Health
1997). The publication of A First Class Service
(Department of Health 1998) emphasized clinical
and cost-effectiveness, promotion of evidence-
based practice, learning from past mistakes and
involving patients and the public in the decision-
making process. At this point, it was realized how
much the culture and the ‘way we do things’
needed to change and that this would require
change champions to lead and implement the
reforms. The aim was to promote a culture that
celebrated and encouraged success and innovation
(Department of Health 1998) and this required a
shift in the culture to enable and empower health-
care workers to improve quality locally (Depart-
ment of Health 1998). It was acknowledged that
this requires visionary leaders who are motivated,
self-aware, socially skilled and able to work with
others (Department of Health 1999). It was also
recognized that leadership is critical to the quality
of care, treatment and outcomes and that poor
clinical leadership leads to poor standards of care
(Department of Health 2000a). The NHS Plan
(Department of Health 2000a) also recognized the
need to invest in the development of first class
leaders at all levels of the NHS. The need for lead-
ership at all levels is a theme that runs through
most of the subsequent publications (Department
of Health 2003, 2004a, 2005a, 2005b, 2006, 2007,
2008a, 2008b, 2008c). In addition it was recognized
a culture responsive to change and sustained
leadership need to be developed (Department of
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Health, 2004a, 2007, 2008c, 2008d). Braine (2006)
argues that creating this type of culture, which
embraces change and innovation, should be part
of the role of every member of an organization. The
aim is to create a supportive, reflective culture that
encourages staff to discuss problems, report inci-
dents and learn lessons (Braine 2006). This is a
major change in working and thinking (Department
of Health 2005a) that will not happen overnight and
requires effort and commitment (Braine, 2006);
whether these reforms are successful will depend
on effective leaders (Cook 1999) at all levels of the
organization. If these reforms are going to be
embedded, it will require a type of leadership that
inspires and motivates staff. To be successful, indi-
vidual staff members need to ‘buy into’ the leader’s
vision and strategy and, most importantly, under-
stand how this will improve the quality of patient care.
It can be argued that the key to these cultural reforms
is transformational leadership (Outhwaite 2003,
Cook & Lethard 2004, Murphy 2005, Vincent 2006).
The role culture plays in improving patient safety
is highly topical. An Organization with a Memory
(Department of Health 2000b) states that culture
can exert influence on barriers and safeguards to
patient safety — for better or worse. Often the occur-
rence of adverse events results from poor systems,
such as ineffective communication or teamwork,
and often these issues themselves result from prob-
lems with leadership, culture and attitudes to
patient safety (Vincent 2006). The dependency of
patient safety on the culture is further highlighted
by Cameron & Quinn (1999; cited by Institute for
Innovation and Improvement 2005), who state that
‘it is the culture . . . that influences how people
think, what they see as important, how they behave
and which ultimately determines the success of
structural reforms’. Developing a safety culture is,
therefore, a precursor to improving patient safety
and reducing risk. It has also been recognized that
when change does occur it takes a long time, and
that the lessons from patient safety incidents have
not been consistently learnt (Department of Health
2000b). It, therefore, follows that organizations
need to develop a safe, open, fair blame-learning
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culture (National Patient Safety Agency 2004) and
it is the leader’s role to promote and maintain
safe, high-quality patient care. An understanding
of why culture is so important has evolved from a
growing awareness of the issues underlying patient
safety incidents/high-profile investigations and the
link between reforms, change and service improve-
ment (Institute for Innovation and Improvement
2005).

At a deeper level, it is worth considering that ‘the
one constant in today’s healthcare environment is
continuous change’ (Girvin 1998:90). However,
what changes all the time but stays the same? The
NHS! Maybe this is because it is acknowledged that
implementing change is important but it is difficult
(Yukl 2006). The first step to improvement is to
convince people to leave the safety of their ‘home
area’ (Bridges 2003; cited by Institute for Innovation
and Improvement 2005) and, therefore, the chal-
lenge is to inspire staff with your vision so they
are convinced the change will be mutually benefi-
cial. The reason why so many change projects fail is
neglect of the human dimensions of change (Insti-
tute for Innovation and Improvement 2005). This
means failure to involve staff, communicate the
vision effectively and justify the reasons why
change should occur plus failure to listen to staff,
act on their ideas and recognize their emotions and
feelings, particularly fear. So the next step after
initiating a change project is to involve staff so they
are committed to coming up with the solutions to
the problem (Lewin 1951; cited by Yakl 2006), and
in this way their involvement will act as a catalyst
for change (Covey 1992).

At a more visible level, culture affects practices
and procedures (Sullivan & Decker 2005) both
within the organization and within the team. Con-
sider the following. Are patients/carers empowered
to take responsibility for their care? Are research
and audit encouraged? How much emphasis is
placed on, and time devoted to, staff development?
How are policies and guidelines enforced and are
they adhered to? How is the uniform policy
enforced? Are staff members permitted to leave
theatre in ‘greens’? Do the same rules apply to all

groups in this policy or only some groups? How
accurate is documentation? How long is lunch
time? Are staff members encouraged to be involved
in the decision-making and problem-solving pro-
cess? Are staff members permitted to challenge
decisions? For example, it is unlikely that there
is a written policy about whether junior staff
members are permitted to question decisions made
by senior staff or managers but most staff will know
if it is acceptable or frowned upon. Do all staff
speak up at meetings or are meetings dominated
by one professional group?

Culture also has an impact on team and individ-
ual performance, which, in turn, impacts on qual-
ity, performance, motivation and job satisfaction.
For instance, a study was undertaken by Davies
et al. (2007) to explore the relationship between
senior management, team culture and organiza-
tional performance in 197 English NHS Acute
Trusts. They used a culture-rating instrument
(competing values framework) to assess senior
management team culture and they found a direct
relationship between culture and performance.
Furthermore, an article in the Nursing Times (Smy,
2007) highlights the need to listen and act on
nurses’ views; the respondents to the questionnaire
singled out the importance of having a strong voice
at every level of the organization. A consistent
theme was a need for respect and for their work to
be valued. Having a voice and being valued was
‘powerfully motivating’ as this was felt to raise
standards and improve job satisfaction (Smy
2007:16). Further research has shown the import-
ance of culture in contributing towards high-quality
patient care (Institute for Innovation and Improve-
ment 2005). For example, in a study of over 5000
patients in intensive care, significant differences in
death rates between hospitals were found despite
similar staffing levels, funding and populations.
These differences appeared to be related to the qual-
ity of interaction and communication between
healthcare professionals (Knaus 1986; cited by Insti-
tute for Innovation and Improvement 2005).

An awareness of culture will, therefore, facilitate
influencing a team’s performance, implementing



change effectively and improving staff motivation.
In addition, involving staff in the decision-making
process and demonstrating action following such
consultation will not only improve quality and
patient safety but will also have a positive impact
on staff morale and, again, motivation. This
encourages the team to ‘go the extra mile’ and
have real pride in their work. In this way, the atti-
tudes and vision of a leader can have a positive
impact on the culture of the organization (Faugier &
Woolnough 2002).

Reflective points

e How will your cultural awareness inform the way you
behave and inspire your team and inform the way you
implement change?

e How does culture impact on the practices and proced-
ures in your work place?

e Are there any aspects to ‘theatre culture’ you think ought
to be challenged? What about ‘gallows humour’? Is this a
collective coping mechanism or is it something you
regard as unprofessional?

Can the notion of ‘professional’ be explained in any-
thing other than a cultural way?

Culture and change

It is evident that culture has a dominant influence
on the whole organization (Senior & Fleming 2006)
and, therefore, to implement change successfully a
leader must be politically aware and be able to
positively influence the culture. Major change usu-
ally requires a change in the culture (Yukl 2006) and
permanent change will only happen by first
changing people’s attitudes and values (Senior &
Fleming 2006). So how is change implemented suc-
cessfully in the NHS and how can an individual
know what is within their control to change?
A good starting point may be to consider what is
within their sphere of influence, in other words to
be aware of what can and what cannot be changed.
A useful tool to illustrate this is Covey’s (1992)
circles of concern/influence (Fig. 12.1). The tool
can be utilized as a self-awareness exercise to
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Circle of concern

Circle of
influence

Figure 12.1 Circles of concern and influence.

determine a personal degree of proactivity and thus
empower for implementing change. Covey (1992)
argues that everyone has a wide range of concerns;
however, some of these concerns are ones over
which they have no real control and others are
amenable to change.

Reflective points

e Using Fig. 12.1, draw a circle of concern and add all your
concerns about the culture of your organization and
team. Consider the attitudes and values of both the
organization and your team. Now consider the concerns
that you can do something about and circumscribe
them within a smaller circle of influence (Fig. 12.2).

e Which of the issues (within your circle of concern) are
within your power to influence?

Covey (1989:82) argues that by determining
which of these two circles is the focus of most of
our time and energy we can discover much about
the ‘degree of our proactivity’. Proactive leaders
focus their efforts in their circle of influence, that
is, they are aware of what they can do something
about and concentrate on these areas. As their
energy and influence is positive, it causes their
circle of influence to enlarge and their confidence
to grow. However reactive leaders focus on their
circle of concern, that is the things that they have
no control over. As this energy is very negative, they
fail to do something positive where they have the
power to do so and their circle of influence shrinks
(Covey 1989).
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Add issues about organizational/
team culture

Which of the issues (within your circle of concern)
are within your power to influence?

Circle of concern

Figure 12.2 Using circles of concern and influence.

Furthermore, Covey (1989:84) argues that if we
continue to work in our circle of concern ‘we
empower the things within it to control us. By
working within our sphere of influence, we are ‘con-
sciously’ in control; we have the power to choose our
responses and we are empowered to implement
change, problem solve and be creative. This is
opposed to being a ‘victim, where control is lost
and change is forced upon you or having a defeatist
attitude of ‘anything I do will make no difference’.

Reflective points

e What are the issues within your circle of concern that
you can influence?
e Where and how will you now direct your energy?

How is culture related to leadership?

Culture is not stable; it is something that develops
and changes over time (Palmer 2001) and it can be
strongly influenced by the leadership styles of key
personnel. This means that an individual can make
a difference. In fact, if an individual can understand
the environment, he or she can then plan how to
respond to it (Yukl 2006).

Circle of influence

Cultures are moulded by ‘events of the past, the
climate of the present, by the technology ... by
[organization’s] aims and the kind of people that
work within them’ (Handy 1993:180). In order for
leaders to be effective, they need to be aware of the
culture within their organization and team otherwise
the culture will manage them (Schein 1997). Suc-
cessful leaders are also proactive, taking the lead,
and this requires taking ownership of the challenges
that occur and the responsibility for finding solu-
tions. This, in turn, requires leaders to build effective
teams and to empower their staff to implement the
team’s vision and philosophy of care. It is important
at this point to reflect on what was discussed above
about spheres of influence (Covey 1989) to ensure
that energy is focused on what can be changed. If a
manager enlarges his or her sphere of influence, this
empowers both manager and the team and has a
positive impact on their circle of concern.

How can you determine the culture
within an organization?

A starting point to explore how an organization
and team would like their culture to develop is
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Table 12.1 Indications of the type of culture at a macro- and microlevel

Macro indication (organization level)

Micro indications (team level)

Themes from complaints and incidents
Type of safety culture: blame, fair blame, no blame

Quality indicators (annual health check, clinical governance assessments)

Compliance with risk management standards
Internal/external audit

Patient/user feedback

Staff recruitment and retention, ‘staff exit’ questionnaires
Effective two-way communication

Staff involved in decision-making process

Evidence of lessons learnt from incidents and complaints
Stakeholder feedback

Publicity

Effective, high-performing teams
Effective communication
Multiprofessional collaboration
Multidisciplinary team working
Staff satisfaction

Conflict management

Quality of care

Staff morale

Staff ownership and responsibility
Patient empowerment

Staff involved in decision making
Problem solving with evidence of action

to evaluate their philosophies of care. When was
the philosophy written? Is it current? Who wrote
the philosophy and for what purpose? Were all
staff groups involved? Does it reflect your goals,
vision and aspirations? Are members of staff
aware of the philosophy? Does it reflect their
views? Does it meet the needs of patients, carers
and staff? It is then important to consider if the
team’s philosophy reflects that of the organiza-
tion. This could be demonstrated if the team
member’s personal objectives are aligned with
the ward/departments objectives and these, in
turn, are linked to those of the organization. Once
an understanding of the rationale underpinning
the philosophy is gained, consider if a new shared
philosophy needs to be written by the multidisci-
plinary team.

To help in thinking about and determining the
culture of a particular team, consider the following
five questions, which are based on the Improve-
ment Leaders Guide (Institute for Innovation and
Improvement 2005):

Decision-making. Who 1is involved? Do these
people represent the multidisciplinary team?
Are both senior and junior staff involved?

Communication. Do you use a range of
communication channels, both formal and
informal?

Teamwork. Does the team consist of a group of
individuals or an effective team with a
common purpose and shared vision?

Handling conflict. Are issues discussed openly
and constructively?

Change and innovation. Does the team have a
proactive approach to change, continuously
looking for new ways of working? Does the
team brainstorm ideas and look for creative
solutions to problems?

This analysis will give a ‘feel’ for the culture and
an understanding of the way staff think, work and
how situations are dealt with within the team. The
issues discussed above could be considered if an
understanding of the culture at a deeper level is
needed:

e the formal and informal cultures (Palmer 2001)

e what type of culture is operating (Handy 1993)

e what are the values and behaviours

e what are the unwritten rules (Cullen et al. 2000).
This information can then be linked to the issues
discussed subsequently:

¢ the organization’s safety culture

¢ the macro- and microlevel indicators (Table 12.1)
e the recruitment preferences for key leadership

positions (Sullivan & Decker 2005).

It is difficult to put the indicators in Table 12.1 into
just one of the columns as it is clear that there is a lot
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Levels of maturity with
respect to a safety culture
E. Risk
management
is an integral
part of
D. We are everything
always on that we do
C. We have the alert for
systems in risks that
B. We do place to might
something | manage all emerge
when we identified
have an risks
incident
PATHOLOGICAL  REACTIVE BUREAUCRATIC PROACTIVE  GENERATIVE

Figure 12.3 The Manchester Patient Safety Framework tool.

of overlap between the micro- and macrolevel indi-
cators, but the indicators should provide a catalyst
for reflection and will allow consideration as to
whether there are any other applicable indicators.
Another method of measuring the organization’s
culture, which is both highly topical and applicable
to the NHS, is to determine the safety culture. The
reason that this is so important is that patient safety
is partly determined by the attitudes and values of
staff (Vincent 2006). For example, measuring the
safety culture will provide a good indication of the
type and maturity of the culture embedded within
the organization. Determining the safety culture
not only provides a focus as to where challenges
lie but also provides an insight into whether the
organization is reactive or proactive. This affects,
for example, how conflict is managed, how change
is received, whether the culture is open or closed
and if lessons are learnt and, in turn, it will influ-
ence communication and teamwork. An awareness
of the safety culture will also help to determine
where resistance to change is likely because of
incompatibility between strategy and culture
(Senior & Fleming 2006). This, in turn, provides an
opportunity to consider an approach and helps in
making an informed decision on how to manage
the situation. For example, the culture could be a

restraining or driving force (Lewin 1951; cited
by Yukl 2006); so does the culture need to be
changed to fit the project (or whatever change is
intended) or the project changed to fit the culture?
To help in understanding the safety culture
within healthcare, the National Patient Safety
Agency (NPSA) has collaborated with Manchester
University to develop a safety culture tool. The
NPSA is a Special Health Authority with responsi-
bility for improving patient safety in organizations
providing NHS-funded care and the tool is based
on The 7 Steps to Patient Safety (Department of
Health 2004b). The tool for reflecting on the safety
culture is concerned with the first one of the seven
steps, building a safety culture. Reflection on the
safety culture provides an insightful evaluation of
the maturity of the culture within the organization
and also an indication of its strengths and weak-
nesses. The NPSA have defined a safety culture as:
e where staff have a constant and active awareness
of the potential for things to go wrong
¢ open and fair and one that encourages people to
speak up about mistakes.
The Manchester Patient Safety Framework tool
(Fig. 12.3; National Patient Safety Agency 2004).
was initially used in primary care but there is now
a version specifically for mental health, and for
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Aspect of patient safety culture

1. Commitment to overall continuous improvement
. Priority given to safety
. System errors and individual responsibility
. Recording incidents and best practice

. Evaluating incidents and best practice

2
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6. Learning and effecting change

7. Communication about safety issues
8. Personnel management and safety issues
9. Staff education and training
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10. Team working
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Figure 12.4 Format for completion of the Manchester Patient Safety Framework tool; items A-E are defined in Figure 12.3.

acute and ambulance trusts. Five different types of
organization are defined in terms of how they pro-
cess information: pathological, reactive, bureau-
cratic, proactive and generative.

The tool is completed following consideration of
different aspects of the safety culture and can be
completed in terms of a specific organization or
team (Fig. 12.4). This enables culture to be explored
from examination of the philosophy of both the
organization and the team and the behaviour of
the teams. The evidence can be gathered from the
micro- and macrolevel indicators and specific
evaluation of the safety culture.

Reflective points

e What is the culture within your organization and team?
e What actions do you need to take to move your team to
the next level of the safety culture? Consider Covey’s
(1992) circles of concern/influence in order to deter-
mine your proactive response.

Do you believe that these models of organization have
any bearing on your theatre? Or are ‘one size fits all’
models of no use in the very particular circumstances
of a busy operating theatre?

Organizational development continuum

The influence of a leader on the culture is directly
related to the development stage of the organiza-
tion (Yukl 2006). So a starting point is to consider
the stage of development and whether the culture is
mature or is still evolving. Handy (1993) argues that
organizations gradually change their dominant cul-
ture and although most start as power cultures,
the culture changes through growth and maturity
(e.g. when the organization’s success is no longer
dependent on the chief executive). If power is dele-
gated and decision making shared, then a role cul-
ture may develop (Handy 1993). The next change
comes when the organization realizes greater flexi-
bility is required in order to compete and stay
ahead of the competition, for example through the
use of technology. The key then is to find the appro-
priate cultural diversity (Handy 1993); in other
words, organizations need to adapt to change con-
tinually and adopt the most appropriate culture.
For example, the accident and emergency depart-
ment (power culture: the management of crisis)
should be organized in a different way to the
outpatient department (role culture: routine
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procedures, clinical guidelines, policy). However,
there will be times when a different approach is
required: consider the effect of restructuring, new
staff, new management or new vision/purpose.

Attention must also be paid to the trust—-control
relationship, which according to Handy (1993)
needs to be complementary. If control is high, trust
is low. An increase in trust is only achieved and,
therefore, only effective, if a reduction in control
occurs in tandem (Handy 1993). Furthermore, in a
low-trust culture, it is difficult to empower staff and
thus embed win-win agreements or promote self-
supervision and self-evaluation (Covey 1992).

Once the nature of the culture is understood,
consideration can be given to its level of maturity
and the trust—control relationship. This will inform
strategies for how to influence it.

Reflective points

e Where is your organization on the development
continuum?

e Do you have a high or low degree of trust and control?

e How does your organization’s development relate to the
level of safety maturity (the NPSA model)?

The leadership role

Effective leadership is recognized as being critical
to the modernization of the NHS and this,
together with teamwork, effective communication,
ownership and systems awareness, forms the
foundation of clinical governance (Braine 2006).
An awareness of the organizational culture and
how it works is essential in order to appreciate
the complexities and help in identifying where a
manager fits in and what leadership role they play.
The role of the manager in the development of
highly performing empowered teams cannot be
underestimated. Teamwork lies at the heart of
any cultural shift (Cullen et al. 2000) and the first
steps are a shared philosophy, vision and mutually
agreed values, behaviours and standards of care.
The team manager needs to sell his or her vision
of a better future in order to move people out of

their comfort zone and into sharing these aspir-
ations. At the same time, the manager needs to be
able justify the hardships and sacrifices the
change will bring (Yukl 2006). Once there is com-
mitment from the staff, the next step is to create a
climate that allows teams to reflect, be creative
and problem solve in a supportive environment.
This environment needs to be open and question-
ing (Cullen et al. 2000).

The key to cultural change is empowerment of
staff so that the organization becomes a learning
organization. When clinical leaders are empowered
they can influence the broader culture of an
organization (Smith & Edmonstone 2001). What
is meant by empowerment? Simply put, empower-
ment means ‘letting go so others can get going’
(Blanchard 1994:110). This means leaders need to
‘skill up’ staff, clearly communicate their vision
and involve staff in the decision-making process
so staff have a vested interest in providing solu-
tions to the daily problems. Leaders who can
achieve this have the ability to inspire staff to
challenge ritualistic practice and to empower staff
to think of creative, ‘third option’ solutions.
According to Covey (1992), an empowered organ-
ization is one in which individuals have the know-
ledge, skill, desire and opportunity to succeed
personally in a way that leads to collective suc-
cess. This can only happen if power and responsi-
bility are delegated and the culture supports
change, creativity, innovation and fair blame. In
other words, the organization becomes a learning
organization. Braine (2006) argues that this
requires clinical governance to be embedded into
everyday practice, the culture needs to support
critical inquiry and lifelong learning; members of
staff need to embrace accountability and respon-
sibility, and the organization needs to be reflective
so that failures are openly discussed and lessons
are learnt. Furthermore, Hardacre (2001) describes
a learning organization as one that is continuously
ready for change, evolution and transformation,
and that this requires a safe, supportive environ-
ment built on a continuous cycle of learning and
improvement.



In order to nurture empowerment in organiza-
tions there are six conditions that need to be in
place (Covey 1992):

1. win-win agreements: to motivate staff to align
organizational goals with personal objectives

2. self-supervision: staff should supervise them-
selves in terms of their objectives (in the win-
win agreement)

3. accountability: staff are performance managed
against their agreed objectives via self-evaluation

4. helpful structures and systems: to support self-
directing, self-controlling individuals to fulfil
their win-win agreement (e.g. job design, infor-
mation, communication, constructive feedback
about performance, training and development)

5. skills awareness: what a person can do (e.g. com-
munication, problem solving, planning) related
to the Knowledge and Skills Framework (KSF)

6. character awareness: what a person is (e.g. values,
maturity, action).

The last two, skills and character, are the compe-

tencies required to establish and maintain the other

four; that is, the foundations required to establish

trusting relationships, win-win agreements, self-

supervision and self-evaluation. According to Covey

(1992), the six conditions are so interdependent that

if any one of them is out of balance it will affect the

other five, so a leader’s role is to embed the six

conditions and then monitor closely.

The leader’s role is, therefore, to embed quality
and patient safety into routine practice, become a
‘change champion’, empower the team and create a
learning climate.

Reflective point

e How will you nurture empowerment within your team
and organization?

How can culture be influenced?

The place to start is personally, and this is probably
the most important step: self-reflection. However,
understanding yourself is not easy (Jooste 2004); it
takes time and a great deal of soul searching. So a
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manager may need to reflect on and explore his or
her own values and beliefs initially and then strive
to develop self-awareness (Outhwaite 2003) of
strengths, weaknesses and areas for personal devel-
opment. It is important that self-leadership comes
before leading others, and this means setting per-
sonal aims and objectives as well as high standards

of care and communication (Adair 2006).
Reflection does not stop with the person. It is also

important to consider behaviour and attitude

towards the team and the type of team culture that
the manager is aspiring to develop. Is there any
tension between personal philosophy (principles,
the type of leader you are aspiring to become and
the type of culture you would like to develop) and
behaviour? It is recognized that leaders need to
develop their own team (Outhwaite 2003, Adair,

2006); however, it is also worth remembering that

a manager is only as good as the team he or she

leads. The manager is the team’s role model and the

way managers act and behave, and what they say
and how they say it, has a profound effect on their
team. The aim is to empower others to act and fulfil
their potential (Adair 2006) through leading by
example, support and guidance. A critical factor in
determining the success of highly performing
teams is principle-centred leadership (Hardacre

2001). Principle-centred leadership is based on

The 7 Habits of Highly Effective People (Covey

1989) and because it focuses on fundamental prin-

ciples and processes, cultural transformations often

occur (Covey 1992). The seven habits are as follows.

1. Be proactive: based on self-awareness. Responses
to external stimuli are a value-based choices
or responses; take the initiative (think about
expanding your circle of influence).

2. Begin with the end in mind: based on clear
thinking. Start with a clear understanding of
what you want to achieve and this will inform
the direction and action you take: your vision
(what can you do within your circle of
influence).

3. Put first things first: based on willpower. Time
management ensures that you are in control and
are dealing with prevention rather than crisis.
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4. Think win-win: based on seeking agreement. It
is better to find solutions that are mutually bene-
ficial and mutually satisfying; this is the third
alternative (not your way or my way but a better,
higher way).

5. Seek first to understand, then to be understood:
based on courage balanced with consideration.
Use empathic listening to enable the problem to
be understood first; this is the key to effective
interpersonal communication.

6. Synergise: based on creativity. The whole is
greater than the sum of the parts so value differ-
ences, build on strengths, compensate for weak-
nesses (teamwork), which leads to a synergistic
third alternative where solutions are better than
either side initially proposed.

7. Sharpen the saw: based on continuous improve-
ment and preserving and enhancing your
greatest asset (you). This ensures a healthy, bal-
anced life, with physical, spiritual, mental and
social/emotional self-renewal.

So the seven habits teach us to lead by example,
reflect on and renew our skills, treat others as we
would expect to be treated ourselves and value
teamwork. In addition, when a manager is
empowered from within (Covey 1992), he or she
is both governed and grounded by these core
principles. This allows the manager to maintain
judgement in times of crisis and provides insight
and balance (e.g. with ethical dilemmas), thus
providing a guiding light and a strong frame of
reference. The habits encourage leadership
through modelling behaviour and this has a piv-
otal influence on moving staff in the right direc-
tion and influencing culture. The habits are
actions that a manager should strive to develop
over time and with experience, interpreting them
at new higher levels as his or her leadership skills
mature.

To summarize, in order for an individual to
grow and develop these habits, it is first import-
ant to be self-aware and then through experience
and reflection to learn if personal principles are
enacted.

An eight-step reflective model
for cultural awareness

This section summarizes what has been discussed
in this chapter and proposes an ‘eight-step reflect-
ive model’ that can be utilized to raise cultural
awareness and thus determine how you can influ-
ence the culture. The model is based on a figure of
eight (Fig. 12.5). The aim of the model is to allow
places to stop and think, thus providing opportun-
ities to choose and plan responses. For each step,
additional questions have been proposed to guide
understanding (Fig. 12.5).

Step 1 is reflection to aid self-awareness (as dis-
cussed above).

Steps 2—4 are exploration and evidence gathering.
These three steps involve exploring the formal/
informal culture and unwritten rules in order to
gain a deeper understanding of the organization.
What are the shared values of the organization
and the team? Identify as many behaviours as pos-
sible and compare these with the stated values and
behaviours. Search for the unwritten rules and con-
sider how they came about and why they persist.

Step 5 is critical analysis. Here any tensions
between what is written and the realities of practice
in terms of the informal, formal, team and organ-
izational culture are considered. Following this
analysis, how can the organization and team be
described in terms of Handy’s (1993) descriptors,
the micro- and macrolevel indicators, with respect
to safety maturity and where the organization sits
on the development continuum. This step may
result in return back around the top circle (of the
figure of eight figure) again, as following analysis it
may be determined that further reflection is
required and this, in turn, may require further infor-
mation. Progress to the lower circle only occurs once
you are confident you have sufficient insight.

Step 6 is reflection. Here is the point at which
consideration is given as to what can and cannot
be influenced in terms of your sphere of influence.

Step 7 is action. Action is taken in light of your
principles and values, vision and aspirations (aims
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Figure 12.5 The eight-step model for cultural awareness.
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and objectives), and understanding of the organiza-
tion. A manager should consciously adopt the most
appropriate leadership style and approach to influ-
ence the culture positively, motivate the team and
implement change effectively.

Step 8 is monitor, review and evaluate. This final
step requires an objective assessment to monitor,
review and evaluate and thus judge whether the
style/approach, change implementation and team
building have been successful. Further reflection,
information and critical analysis are then required
to consider what should be done differently next
time and what skills may need to be developed (in
terms of personal development).

The figure of eight thus becomes a continuous
loop where the user is moving around its total
length but may need to move around the top circle
several times before progressing to the bottom one.

The model demonstrates that cultural awareness
is a dynamic process that cannot be considered
once but needs to be continuously monitored,
reflected upon and analysed. This will enable con-
tinuous adaptation as the organization matures,
priorities change, new strategies are introduced
and staff change. This structured approach will
promote proactivity, raise confidence and empower
a manager to take control and respond appropri-
ately to the given situation and choose the most
direct path. In this way, culture can be influenced
deliberately and positively.

Conclusions

The consensus of opinion is that until culture
changes within healthcare, nothing else will
(Vincent 2006). This view is further supported by a
plethora of Department of Health policies (1998,
1999, 2000b, 2003, 2004b, 2005a, 2006, 2007,
2008a, 2008b, 2008c, 2008d). Although there are a
number of factors at play, one of the key elements
in why culture has not changed and lessons are not
learnt (Department of Health 2000Db) is a feeling of
futility: that a person is a slave to the culture and
not master of it. This has led to attitudes of it being

pointless trying to do anything new as nothing ever
changes for the better, or ‘we’ve tried it before and it
didn’'t work’; thus change (or a project) is doomed
to failure before it is implemented. In other words,
by having a negative attitude and expecting a nega-
tive outcome, failure becomes a self-fulfilling
prophecy. Furthermore, the person trying to imple-
ment the change feels powerless and out of control.
This negativity also leads to a lack of creativity and
innovation. In this type of culture, it is difficult to
challenge routine practice and adopt the new
methods of working espoused by the Department
of Health (2005a, 2006, 2007, 2008a, 2008b, 2008c,
2008d) and the cycle of disempowerment is per-
petuated. Throughout this chapter, the require-
ment for the leader/manager to be proactive and
take control has been emphasized as a key to suc-
cess. Having some control over what is happening,
an insight of what is round the corner, what devel-
opments are on the horizon and why these devel-
opments are required empowers individuals to be
able to shape the future. Not only can a manager
feel personally empowered but the members of the
team can also be empowered to feel in control if the
manager communicates effectively, embeds mutual
trust, values the team, treats staff fairly, anticipates
change and involves staff in the decision-making
process.

It is recognized that the approach taken to leader-
ship and management is affected by the culture and
that local culture is critical to the successful applica-
tion of leadership principles (Hancock & Campbell
2006). In order to manipulate the culture, healthcare
professionals need to be culturally flexible but con-
sistent (Handy 1993, Smith & Edmonstone 2001),
and to implement a change in culture and atti-
tudes, the NHS needs strong leaders that are
capable of challenging routine practice (Faugier &
Woolnough 2002). Therefore, the challenge is to
adopt a leadership style appropriate not only to
the current situation but also to the local culture,
and in my opinion principle-centred leadership
provides the solution. Principle-centred leaders
empower staff, challenge current mindsets, take
risks, innovate, have a common vision, anticipate



change and take ownership and responsibility
(Cullen et al. 2000). To create a culture that cele-
brates and encourages success and innovation and
that acknowledges and learns from past mistakes
(Department of Health 1998) requires a culture that
is patient-centred, encourages improvement and
innovation, recognizes the value of learning, is
based on honesty and trust and promotes effective
teamworking and two-way communication (Insti-
tute for Innovation and Improvement 2005). This
supportive climate is demonstrated by day-to-day
leadership behaviour, by setting an example
(Larson & Lafasto 1989). Thus effective leadership
not only empowers staff but also creates a culture
that is open to change and innovation (Braine 2006).
Consequently, cultural manipulation requires
transformational principle-centred leadership: that
is, leaders who challenge the way things are done
and what the organization does and who lead
change through engagement and collaboration.

In summary, it is within the control of a manager
to influence culture and empower the team.
A manager does have the power to bring about
change (Jooste 2004) and one person can be a
change catalyst, a transformer in an organization
(Covey 1992). The initial step is self-belief - to
believe you can make a difference — if you do not
believe it, how will you inspire others? It is import-
ant, however, for a manager to think very carefully
about why the culture needs influencing or the
change implemented and how it is proposed to do
that. This is so that, first, there is a clear vision that
staff can commit to and, second, the manager is
focused and sets achievable outcomes that are
linked to improvements in patient care. Changing
the cultural paradigm is not easy nor will it happen
overnight but it can be done. It requires sustained
effort based on transformational principle-centred
leadership, not quick-fix solutions. Providing the
right culture allows the right attitudes and behav-
iours to flourish (Vincent 2006) and it is on these
foundations that the leaders of tomorrow will grow.
This fertile culture is a reward worth striving for.
The journey begins with self-reflection and the
path takes an endless loop (or figure of eight) of
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continuous reflection, critical analysis, anticipation
of change and finally adaptation to change.
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Development matters in the NHS; including
a perioperative approach to the KSF

Key Learning points

¢ A discussion of the relationship between national
health service development and education

e (Current influences on and key aspects of profes-
sional development

e Fundamental factors in implementation of the
Knowledge and Skills Framework

e A practical approach to PDP evidence collection
and recording for perioperative practitioners

Development matters in the NHS

The cumulative effect of several significant Depart-
ment of Health (DH) initiatives has arguably con-
tributed to the current emphasis on performance
development within the National Health Service
(NHS). Consideration of the literature suggests
that policy appears to be driven by two key and
connected aspects of reform: modernization of
services including, the efficiency and effectiveness
of those services; and continuing development of
health care professionals. Directives including the
introduction of the National Patient Safety Agency —
Building a safer NHS for Patients (DH 2001),
Creating a Patient-led NHS (DH 2005a) and the
development of Foundation Trusts (DH 2005c) are
instrumental to the modernization agenda and
strive to ensure a safe approach to care that is
not only patient focused but patient led. Initiatives
supporting continuing professional development,
including Modernizing Medical Careers (DH 2004a),

Lorraine Thomas

Modernizing Nursing Careers (DH 2006¢), and the
regulation of Health Professionals in the twenty-
first century (Secretary of State 2007) could be con-
sidered the vehicles by which service developments
may be achieved. The DH (2004c) would appear to
support this view, introducing the aim of Agenda
for Change (AfC) Knowledge and Skills Framework
(KSF) as ‘the development of services so that they
better meet the needs of service users and the
public through investing in the development of all
members of staff’ (DH 2004c, p. 3). This perspective
places service delivery as a main focus of health
care services with education and staff development
in a secondary or supporting role. This approach
undoubtedly describes at least one function of
education, as it could be argued that any health
service improvement necessitates some degree of
education to facilitate its implementation and
the wider the application of the initiative the more
standardized and robust the educational pro-
grammes have the potential to be. A number of
NHS-wide initiatives demonstrate a direct link
between education and service improvement, sug-
gesting education to be pivotal in improving struc-
tures and systems of care. The current emphasis on
developing existing roles and responsibilities is evi-
dent and wide reaching. The DH document Mod-
ernizing Medical Careers (DH 2004a) aims to
reform post-graduate medical education and
defines the driver for change as ‘the need for better
care systems for patients’ (DH 2004a, p. 1). A similar
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approach to reform is taken with Modernizing
Nursing Careers (DH 2006¢). This document refers
to the ‘profound changes taking place in the struc-
ture of health care delivery’ and seeks to support
nurses in ‘flexible, diverse and rewarding careers’
(DH 2006¢ p. 3). The National Practitioner Pro-
gramme aims to support role development with
the Anaesthesia Practitioner (DH 2005b), Surgical
Care Practitioner (DH 2006a) and Advanced Scrub
Practitioner (Perioperative Care Collaborative 2007)
amongst those initiatives designed to improve peri-
operative service development. The portfolio of
programmes aims to support post-graduate and
post-registration career pathways and new ways of
working, including assisting non-medical profes-
sionals to perform what are traditionally considered
medical roles.

The DH modernization agenda is additionally
supported by professional regulatory organizations
notably the General Medical Council (GMC) (2006),
Nursing and Midwifery Council (NMC) (2008b, 2006)
and Health Professions Council (HPC) (2008a,
2008c) (HPC 2008b), who similarly advocate the
influence of continuing professional development
in achieving improvements in health care provision.

Accepting that education plays a significant role
in supporting service improvements, a surface
approach might be to perceive professional devel-
opment as an essential tool in implementing best
practice and therefore a useful and necessary
accompaniment to service development. This
approach is arguably supported by the fact that
the concept of health care service delivery is gen-
erally defined in a way that is almost synonymous
with the concept of patient care. Certainly, the
collective approach of the health professions
(NMC 2008a), (HPC 2008a) (GMC 2006) is to
uphold the provision of safe and effective patient
care as the primary guiding principle of profes-
sional practice and that remains beyond question.
Arguably, however, the term service delivery can
only be defined as synonymous with patient care
when it represents a quality service with a focus on
individual needs. Such a model remains the pri-
mary aim of the modernization agenda and a

reality towards which the NHS continues to strive.
This is evident from the requirement for the intro-
duction of the National Patient Safety Agency, the
implementation of the DH initiative an organiza-
tion with a memory (DH 2001), the launch of
Valuing People (DH 2009) and the recent and sig-
nificant initiative Safe Surgery Saves Lives (World
Health Organization) (WHO) (2008). All of these
documents highlight the need for improvement
in health care delivery systems and in some cases
an urgent need (WHO 2008). An environment
where much is still to be achieved in terms of
quality health care services and staff development
presents a considerable challenge for education
and educators and it would seem that moderni-
zation initiatives are both significant in number
and increasing, with each apparently requiring
some level of educational response. Whilst this
environment continues, education services could
be considered a supporting, but not a secondary,
service as it provides an essential resource in
achieving NHS goals. Accepting adequate
resources, it is more than probable that education
in the form of instruction or imparting and dis-
semination of knowledge can achieve the imple-
mentation and embedding of quality systems,
standardization of best practice and, to some
degree, new ways of working. If, however, educa-
tion is to be utilized to its optimum benefit, then
the NHS has the opportunity to harness the role of
education as the initiator of the health care innova-
tions including the patient involvement programmes
it is striving to achieve.

It could be argued that the value of a resource is
most apparent in its absence. The question of
whether, in the absence of health education, an
effective health service would exist could provoke
an interesting hypothesis and an intriguing line of
enquiry. It could, of course, prove problematic to
test such a hypothesis and in view of the current
reliance on education services, it may be more
appropriate to acknowledge that the validity of
some phenomena can be accepted without being
subject to the rigour of scientific method (Pell and
Smith 2003).



An alternative approach may be to contemplate
health care practice from a relatively recent,
historic perspective (Ellis 2009; Nightingale 2006)
and consider the contribution of education to the
development of quality health services. Arguably,
this demonstrates that education in its widest
sense, i.e. including experiential learning, reflec-
tion and research serves not only as a vehicle to
implement service developments, but is in some
instances the catalyst for, or instigator of, funda-
mental and reformative service developments.
Consideration of the two services from this per-
spective raises perceptions of education from a
position of supporting co-existence to a point
where health services and education services are
linked inextricably to a point of symbiotic exis-
tence. This approach acknowledges the contri-
bution of education as a potential key driver of
professional practice and health care improve-
ments and emphasizes the need for continuing
investment in education services.

Professional development

The current influence on effective management
within the NHS has developed a culture of high
expectations in relation to team and individual
performance and has highlighted the need to
review processes, structures, roles and responsi-
bilities. The increasing demand on individuals to
perform well within a climate of efficiency and
effectiveness means that, for health professionals,
there is a need to continually strive towards attain-
ing and maintaining the highest performance
standards. In essence the current approach to
health care policy has raised the bar on both organi-
zational and individual performance.

The DH has produced a plethora of literature
relating to practice standards and continuing pro-
fessional development (DH 2004a, 2005b, 2006a,b,c;
Secretary of State for Health 2007) and professional
regulation organizations have similarly demonstrated
their commitment (HPC 2008a,c; NMC 2008b, 2006;
GMC 2006). This signifies a collective approach to
achieving and maintaining improved professional
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standards and developing an environment that is
focused on teaching and learning.

The DH has set the scene and it is for individual
NHS organizations and, in particular, NHS man-
agers and educators to engage health care practi-
tioners in professional development. Arguably,
professional development is a process that benefits
from a ‘top down’ approach in order to ensure
quality processes and effective mentorship. Cathart
et al. (2004) cite the longitudinal study on employee
engagement conducted by the Gallop Organization.
‘They discovered that talented employees need
great managers’ (Carthart et al. 2004, p. 396). Based
on this finding, in order to encourage and support
‘talent’, it would be advisable to have sufficiently
able managers in key roles. Although the relevance
of the Harvard Business School (HBS) to the NHS
might be questionable, it is notable that they take
a similar view. The HBS discuss the concept of
‘C performers’, this term might imply average
ability but interestingly is used by HBS to describe
a manager of low ability. The HBS found that
‘C performers’:

‘aren’t good role models, coaches or mentors for others.
Eighty percent of respondents in our survey said working
for a low performer prevented them from learning, (and)
kept them from making greater contributions to the
organization’ (HBS 2006, p. 114).

Interestingly, the HBS (2006) question the enor-
mity of the level of impact on both employee
talent pool and morale if such individuals each
line manage or substantially influence ten people
within an organization. Consideration of the
potential scope of that influence within the NHS
would suggest that under-performing managers
should, as a minimum measure, be performance
managed with the aim of improving outcomes
for the individual, the staff they manage and
ultimately for service users including patients.
Within the perioperative environment, the term
manager could be defined widely and applied
equally to team leaders and clinical supervisors
with the potential resultant effect magnified
across the department.
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Depending upon factors such as leadership style
and level of experience, development of others in
the form of delegation could prove problematic for
some line managers as they may question the
effectiveness of personally completing a task
over the facilitation of others. They may potentially
feel a loss of authority or feel de-skilled by delega-
tion but, arguably, the responsibility of supporting
others in new activities can in itself prove challeng-
ing and rewarding. Belbin (2004 p. 120) suggests,
‘Some managers are as remarkable for what
they refrain from doing as for what they do’. This
approach would appear to define delegation
as strategic and developmental rather than de-
skilling or exploitative. Belbin (2004) advocates
the benefit of identifying and delegating specific
responsibilities that add value to team outcomes
advocating;

‘The skilled teamsman sets up others in appropriate team
roles for which he prepares the ground by creating a void
into which they can enter’ (2004, p. 121).

This analogy offers a graphic depiction of the facili-
tation process. Within the perioperative setting,
however, it may be interesting to indulge in seman-
tics and exchange the word ‘void’ for platform or
stage as the words theatres, stage and performance,
when used in combination, conjure up a dramatic
image of the facilitation process directing the spot-
light on individual achievement. When delegating
specific responsibilities to team members it is
essential that the individual and other team
members understand the purpose of that activity
and its relevance to defined goals including organi-
zational goals. In the current climate of ‘choose and
book’; a manager would be wise to define in what
ways a delegated responsibility contributes to
added value of patient services, acknowledging that
‘Value is defined by the receivers . . . more than the
givers’ (Brockbank and Ulrich 2005, p. 11).

In consideration of the potential need to further
develop individuals, NHS organizations need to
ensure structure, consistency and equity in per-
formance management systems and, when taking
remedial action to manage performance, they

should consider in what ways managerial or organi-
zational actions or omissions may have impacted
on performance outcomes. Roland et al. (2001)
discuss a system for managing poor performing
general practitioners (GPs). They describe a per-
formance panel approach within which it is notable
that decisions to instigate supportive improvement
procedures are based on concerns raised rather
than on routine performance monitoring. Arguably,
the general practitioners, their associated teams
and those individuals for whom the GPs represented
a cause for concern, would have benefited from
the pre-existence of a more structured, supportive
and timely approach to performance development
monitoring.

A report by the Chief Medical Officer ‘Good
doctors, safer patients’ (DH 2006), the title of which
succinctly identifies the first priority in perform-
ance development, was commissioned by the
Secretary of State for Health following publication
of the Shipman Inquiry; fifth report. In relation
to public and professional attitudes the report
acknowledged that:

‘Both the public and doctors have firm views as to which
aspects of practice can and should be assessed; these
views are not very different’ (DH 2006, p. xi)

In addition to clinical skills, issues of communica-
tion, involvement, dignity and respect were de-
tailed as important to patients (DH 2006). The
document offers 44 recommendations for achiev-
ing improvements, including developments in
relation to the appraisal process.

The Government White Paper ‘Trust, Assurance
and Safety — The Regulation of Health Professio-
nals in the 21st Century’ (Secretary of State for
Health 2007) addresses Regulation of the Health
Professions in the wider context. The emphasis of
this document similarly focuses on patient percep-
tions and aims to preserve trust, thus promoting
effective relationships between patients and
health professionals. The report offers proposals
in relation to revalidation of registration and edu-
cation and confirms support for the NHS appraisal
process.



The NHS knowledge and skills framework
and perioperative template system

Personal Development Reviews are central to staff
development and therefore arguably central to
organisational development in that they direct and
record development activities and progress. The
Introduction of Agenda for Change and with it the
Knowledge and Skills Framework has established for
the first time within the NHS a national performance
review system that operates across the organization.
The system ‘provides a single, consistent, compre-
hensive and explicit framework on which to base
review and development for all staff’ (DH 2004c,
p- 3). It aims to nurture a culture of performance
development within the NHS and within that
environment support individuals on a continuous
basis to achieve the performance level required of
their role. Its structures necessitate support and pro-
vision of opportunities for employees to assist their
achievement including regular development review.

Knowledge and skills framework: four
things you need to know

1. KSF scope and purpose

The DH (2004c) details application of the KSF system
to be inclusive of a whole range of professional, tech-
nical, clerical and support service roles, and exclu-
sive only of doctors, dentists and the most senior
managers. The purpose is described to include the
establishment of a uniform, structured approach to
the development of individuals and teams, empha-
sizing support in terms of resources, and assistance
for people to develop both within their current role
and through a range of career pathways.

2. KSF dimensions

The KSF is described as comprising a range of
dimensions or groups of objectives (DH 2004c). They
include ‘core dimensions’, which are applicable to all
roles for example the communication and health and
safety dimensions and ‘specific dimensions’, which
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are designed to support the individual requirements
of some posts. Each dimension is available at four
levels and all offer indicators which describe ‘how
knowledge and skills need to be applied at that level’
(DH 2004c, p. 7). In addition, a range of examples
of responsibilities or activities are offered through
which the indicators can be met.

3. KSF outlines

The KSF (DH 2004c) enables the formation of out-
lines to support individual NHS roles. The outlines
necessarily incorporate the six core dimensions
that relate to key NHS objectives as reflected in
the AfC National Agreement and a selection of
specific or speciality dimensions that reflect the
key responsibilities of a particular post. The appro-
priate level for the role is defined for each dimen-
sion, thus allowing organizations to demonstrate
progression within career structures.

The inclusion of outline subsets accommodates
preceptorship practitioners and newly promoted
employees by defining a preliminary achievement
level that reflects the ‘basic knowledge and skills
required from the outset in a post coupled with that
needed after 12 months of development and sup-
port’ (DH 2004c p. 26). In instances of promotion
the dimension level required of the subset may be
equal to that required of the immediately subordin-
ate post, i.e. the level the individual was achieving
before promotion.

A further advantage of the KSF is that it offers
individuals the opportunity to develop above the
level required for their current post.

‘Career progression and development might take place by
moving up levels in the same dimension or by adding on
different dimensions as individuals move into new areas
of work’ (DH 2004c, p. 36).

For example, practitioners who are experienced in
their roles and achieving all of their current role
requirements as detailed in the KSF post outline
may choose to discuss with their line manager
opportunities to develop to a level above the
requirements of their role in some key areas. This
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achievement would, of course, be evidenced and
the benefit of this facility to individuals and organ-
izations is that it assists both the reviewer and the
reviewee to prepare towards promotional oppor-
tunities. Not all employees are interested, or con-
tinue to be interested, in career development. The
DH (2004c) acknowledges this as an acceptable
approach for some individuals,

‘Provided that the individuals are able to apply their know-
ledge and skills to meet the demands of the post for which
they are employed — which means they will be able to pass
through the second gateway at the due time’ (DH 2004c, p. 37).

Individuals preferring this option will, of course,
continue to be subject to the AfC Personal Devel-
opment Plan (PDP) process in order to assist devel-
opment within their current role. The DH advises
that, in these circumstances, the PDP is likely to
‘focus on enabling the individual to maintain their
current knowledge and skills and develop these to
meet any changing requirements’ (DH 2004c, p. 37).

4. The gateway phenomenon

The term ‘gateway’ is defined as ‘an opening that
can be closed by a gate’ (Oxford English Dictionary,
2005, p. 375), which perhaps reflects why many
practitioners approach the concept of AfC payband
gateways with trepidation. Possibly, KSF discus-
sions do not sufficiently emphasize that the gate-
way is expected to be open, particularly with
sufficient preparation. Fortunately, a further defin-
ition is offered ‘a means of entering somewhere or
achieving something: the gateway to success’
(Oxford English Dictionary, 2005, p. 375). This def-
inition with its depiction of a gateway as a point on
a journey and allusion to opportunities would seem
more positive, progressive and pertinent to the AfC
concept. A gate may, of course, be monitored by a
gatekeeper and, in this instance, the role of gate-
keeper falls to the PDP reviewer who holds respon-
sibility to consider the gathered evidence and
confirm whether the reviewee has right of passage
in the form of a successfully achieved PDP. This
in essence does no more than signify that the

individual is currently fulfilling the required ele-
ments of their role, at which point the gatekeeper
will ‘hold open the gate’.

The Agenda for Change paybands incorporate
two gateways that act as pause points for confirma-
tion of progress and link to pay progression. The
‘Foundation Gateway’ takes place no later than
12 months after an individual is appointed to a
payband regardless of the pay point to which the
individual is appointed. At the foundation gateway,
an individual would be expected to meet the
defined KSF outline subset levels as a minimum
requirement. The DH (2004c¢) stipulates that

‘At the second gateway the development review focuses on
confirming that the individual is meeting the full demands
of the post-as expressed in the NHS KSF post outline’
(2004c, p. 24).

This statement does not, however, negate the fact
that individuals should arguably be aiming to meet
the full demands of the role before that time as
consideration of the paybands would demonstrate
that at the point of reaching the second gateway,
individuals may have held a post for some 5-6 years.

The perioperative template discussion

In view of the vastness of the NHS and the incorp-
orated roles, the KSF is defined by the DH (2004c,
p- 5) as ‘a broad generic framework . . . it does not
describe the exact knowledge and skills that people
need to develop’. The DH advises;

‘The examples of application in the NHS KSF are designed
as triggers to help this process but they are not the whole
answer. The actual areas of application should be worked
out for each post’ (DH 2004c, p. 21).

In consideration of this inevitable limitation it may
be valid to consider whether a co-existing frame-
work with examples of perioperative knowledge
and skills designed to link directly with the require-
ments of the dimension indicators could play a
useful supporting role in assisting perioperative



practitioners to measure and plan their learning
and development. The following discussion sum-
marized in Appendix I explores the potential bene-
fits and constraints of such a system and offers a
practical approach to how it might be implemented
as demonstrated in Appendix II.

With the current focus on personal development
plans, both reviewers and reviewees might initially
recoil at the prospect of a KSF template system for
perioperative roles, considering it a prescriptive
approach to performance measurement objectives.
The motivation to establish a perioperative template
system (PTS) is, however, founded in economy,
efficiency and standardization of processes. The
PTS would aim to do no more than illustrate the
dimension indicators in perioperative terms and
assist the recording process.

It could be argued that the estimated time factors
would be substantial should each organization and
more likely each individual be required to interpret
the KSF indicators in terms of specific roles. The
proposed template approach would be linked inex-
tricably to the existing KSF performance develop-
ment system with the added advantage that it offers
examples of activities and responsibilities that are
specific to perioperative practice. The PTS would
aim to operate in acceptance of the abundance of
aspects that are key and common to the range of
perioperative roles within NHS Trusts and to define
those factors in terms of relevant examples of appli-
cation. Most importantly, the PTS would offer a
time-reduced and therefore cost-effective approach
to interpreting the KSF within perioperative prac-
tice, thus affording individuals the maximum time
to focus on the more personal task of directing their
activities and contributing to team aims, thereby
supporting their personal development. Contem-
plating the KSF Dimensions and their indicators,
and interpreting them to enable identification and
presentation of evidence towards a particular
criterion, might be described as a skill in itself. In
consideration of the diversity in the range and level
of NHS roles, experience in this area could not be
guaranteed. It is therefore questionable whether
interpretation of the indicators in terms of an

Development matters in the NHS

113

individual’s role and responsibilities should be a
prerequisite skill to a point where it is an essential,
integral ingredient of all dimensions. It may, how-
ever, be equally questionable to deny employees the
opportunity to exercise that skill albeit in a more
limited and focused manner. Arguably experience
in this area would be sufficiently explored in ‘Core
Dimension 2 Personal and People Development’
(DH 2004c). This dimension supports respon-
sibilities including defining learning objectives
and measuring progress against criteria. For those
with extended responsibilities in this area, ‘Specific
Dimension G1 Learning and Development’ (DH
2004c) supports further development of these
skills. Accepting this approach, the PTS would offer
individuals sufficient scope to meet the indicators
relating to their development and that of others.

There is limited information available at this
stage on the implementation of the KSE but a
potential point of concern is equity in the level of
evidence collected and presented to inform devel-
opment review decisions. Arguably, in essence,
evidence must be individual in order to be valid
and traceable in order to facilitate monitoring
processes. The DH (2004c p. 30) stipulates there
must be a ‘sufficiency of evidence’ and that both
the reviewer and the reviewee must;

‘gather information on the individual’s work against the
NHS KSF outline for the post - this could be their own
views of the individual’s work, outputs from the individ-
ual’s work (e.g. records, accounts) or be information from
other people who have worked with the individual’
(DH 2004c, p. 30).

In an attempt to support the KSF system and assist
the development review process, the proposed PTS
offers an optional system that would provide clear
and specific perioperative examples of evidence
that might be gathered and reviewed. The template
would equally allow more experienced or innova-
tive individuals amongst reviewers and reviewees to
collect or request other forms of evidence that
could be recorded within the PTS or the parallel
system (Appendix III). In the first instance, how-
ever, examples of activities and evidence types in
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relation to perioperative roles would be available
and afford both the reviewer and the reviewee more
specific guidance and the confidence to commence
the evidence gathering and recording process. Most
essentially, the template would direct reviewers and
reviewees alike to consider the wide range of poten-
tial activities in which perioperative practitioners
might be involved.

It is intended that familiarity of both the reviewer
and the reviewee with the PTS would optimize the
time available for the development discussion and
would facilitate consensual approval of directly
observed or more common types of evidence and
encourage detailed dialogue in exploration of more
individual or complex evidence. Ultimately the
discussion would specifically focus on personal
evidence rather than on the general responsibilities
of the role and would encourage involvement in
activities designed to develop the individual to the
upper limits of the role.

The system would aim to support the reviewer in
their obligation to seek and ensure development
opportunities for reviewees in that the appearance
of a specific example of application might prove
a helpful prompt for discussion. In this way the
system would aim to minimize the instances where
indicators may not be achieved due to lack of
opportunity. It is intended that the PTS might also
serve to assist both reviewers and reviewees to open
up discussion to areas where an individual’s per-
formance may be below the expected level for the
role. Supportive dialogue in relation to a predeter-
mined example would afford both the reviewer
and the reviewee confidence in the relevance and
equity of the developmental discussion, in that the
example would represent an accepted aspect of the
role and one which the reviewee and other post
holders could be expected to meet.

It is essential to note that reviewees would not
be required to provide evidence of all the PTS
examples listed at each review or even within a
12-month PDP cycle. The examples of application
are intended to provide a selection of ways in which
each indicator could be met. The specific examples
for which evidence is to be gathered could be

discussed and agreed between the reviewer and
the reviewee within the initial PDP planning
dialogue. The scope of the examples evidenced
could, of course, be varied over the duration of
the annual review or extended to PDPs in subse-
quent years. The ultimate decision as to what
constitutes sufficient evidence to demonstrate
meeting of the Outline Indicators would remain
with the reviewer.

As a recommendation examples of application
provided within the PTS would be subject to review
as required in order to ensure that the types of
evidence listed continue to reflect developments
within perioperative practice and roles.

The process for recording evidence gathered and
development review discussions and outcomes
would remain flexible within the boundaries of
Trust or regional documentation. The PTS would,
however, aim to support the process by providing a
record of the evidence presented and considered at
the development review. The PTS would not, in
itself, hold the gathered evidence, but could assist
audit processes by recording traceable evidence on
which development decisions had been based.

Conclusion

There is currently a determined ‘Agenda for
Change’ in the NHS, a fundamental review of what,
when, where and how services are delivered. The
DH aims to reform health service delivery
(DH 2001) (DH 2005a) (DH 2005c) and the influ-
ence and intervention of education would appear
to be essential to the implementation of the
modernization agenda. In order to achieve the
required improvements, DH and professional
policy (DH 2006b; GMC 2006; HPC 2008a,c; NMC
2008b) have focused on professional development
and effective mentorship as an essential resource
and mechanism in achieving quality improvements
and arguably the development review system is
central to this process. The DH (2004c) acknowl-
edges that essential service improvements, patient



safety and public confidence will be best achieved
and supported by investment in a continually
developing workforce. To this purpose, the DH has
implemented a review of professional regulation
processes (Secretary of State for Health 2007),
emphasizing the responsibilities of regulatory
bodies to provide for, and monitor, educational
needs of registrants and the responsibility of indi-
viduals to provide evidence of fitness to practise to
support professional revalidation.

The DH has invested for the first time in a uni-
form staff development structure within the NHS
that is organization wide with the flexibility to sup-
port the development of individuals in specific
roles. For the multitude of employees it provides
for, the KSF represents a generic structure for sup-
port and performance measurement and a frame-
work for the development of individuals both
within their roles and within new career pathways.
The structure simultaneously assists registered
practitioners towards their responsibility to dem-
onstrate competent practice and continuing pro-
fessional development as required by professional
regulation organizations.

The proposed Perioperative Template System
(Appendix II, III) would aim to assist that require-
ment, making the KSF indicators more accessible to
perioperative employees by interpreting them in
perioperative terms.

The PTS would aim to facilitate this without inhi-
biting the initiative and innovation of individuals
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in interpreting the KSF indicators and gathering
evidence to demonstrate personal development.

The KSF (DH 2004c) incorporates structures and
processes to assist the transition of health care
employees towards, and through, the AfC payband
gateways as a natural consequence of supportive
and directed development. A possible measure-
ment of its success would therefore be the opti-
mum development of individuals at the earliest
point post-foundation gateway.

The development of the KSF national structure
has created a firm foundation towards standardiza-
tion of the development review system, but argu-
ably a framework with the scope of the KSF is open
to both local and individual interpretation and
there is a potential for standards to vary. The
success of the KSF is therefore dependent upon
the commitment of NHS managers to ensure the
system is implemented in a manner that is suppor-
tive, equitable and robust. Arguably, systems audit
as an intrinsic and essential factor is necessary to
assure quality of processes.

Accepting this, it is expected that the introduc-
tion of the KSF across the NHS will facilitate
demonstrable improvements to the opportunities
available and development experienced by NHS
employees which is likely to enable the provision
of value-added services, with the ultimate test of
quality being measured in terms of increased
patient safety, improved patient experience and
positive public perceptions of health care.
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Appendix | Frequently asked questions

Question 1 Is the perioperative template system
intended to replace the NHS KSF?

Answer No, the PTS is not intended to replace the
NHS KSE it closely adheres to the KSF core and
specific dimension indicators and interprets these
in terms of perioperative roles, offering relevant
examples of how they may be achieved.

Question 2 The PTS appears to be quite prescrip-
tive. Does it allow for personal development and
individual interpretation of the evidence to be
collected?

Answer Yes, the PTS offers a semi-standardized
approach by identifying a range of perioperative
examples of application. Equally it allows for
additional personalized evidence to be provided in
support of the indicators and ‘free text’ in the
parallel system.

Question 3 Does the PTS allow for individuals to set
individual objectives for the reviewee?

Answer Yes, the PTS provides scope for reviewers to
define individual objectives for reviewees and
allows reviewees the opportunity to demonstrate
their skill in objective setting within ‘Core Dimen-
sion 2: Personal and People Development'.

Question 4 Will the standardized format inhibit the
free flow of discussion during the review and prevent
the reviewer from making their own decisions?

Answer No, the semi-standardized format and
recording system encourages some standardization
in the evidence collected and measured and there-
fore allows more time for discussion of more indivi-
dual objectives and evidence within the PDP meeting.

Question 5 How would the PTS help a reviewer to
review the development of an individual who was
perceived to be under-performing?

Answer The PTS is likely to direct the discussion
towards the specific areas of practice that are the
causes of concern. Predetermined examples would
assist in advising and reassuring the reviewee that
the objectives are expected of all individuals within
the role.

Question 6 Is a system that incorporates tick boxes
more open to misuse as reviewers who are not
committed to the process could approve all evidence
listed by the reviewee without full consideration?

Answer If individuals are not committed to the
development review process, any system would be
open to misuse including the NHS KSE The PTS
tick boxes offers assistance in getting started and
the parallel system provides a recording system for
more experienced individuals. In order to ensure
quality processes it is recommended that the pro-
cess be audited, and the level of documentation is
designed to assist audit processes.
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Appendix Il lllustrative Example of the Perioperative
Template System

Core Dimension 3 Health Safety and Security Level 2

KSF indicators

Examples of application: Indicators may be achieved by Annual development Review

involvement in the following types of activities Number/Date
1 2 3
10.4.08 11.9.08 15.1.09

(a)

(b)

(©

Undertakes work
activities consistent
with:

- legislation, policies
and procedures

— the assessment and
management of risk

(d)
(e)
®)
(@) (b) (c) (d) (e) ()

Manages risks in patient transfer. . . .

Utilizes waterlow score. . . . ..

Has attended mandatory training sessions

Has attended essential training

Has completed all relevant perioperative medical device
competency forms Conducts safety checks and prepares
equipment for operative procedures

Effectively completes patient perioperative checks
Demonstrates an understanding of Health & Safety
Legislation and Trust and Perioperative Care policies and
procedures and guidelines for practice

Including

Demonstrates safe practice in relation to Trust and
perioperative policies, procedures and guidelines for
practice.

Protects others from immediate risks in the perioperative
environment

Reports any noted risks to the appropriate person
Understands the risk assessment process

Adheres to documented risk assessments

Suggests an area of practice that would benefit from audit
Contributes to audit of safe practice

Conducts audit of safe practice

Completes electronic Trust untoward incident or near miss
form

Record of learning from Health & Safety Seminar

Record of learning from shadowing Risk Lead

Written assignment/article on Health and Safety Practice

Reviewee examples include:

Reflection on untoward incident

Evidence from HPC Portfolio

Cares for patients in emergency situations for example. . . .
Aware of process for reporting. . . .

Evidence gathered and reviewed to support the above:
Mandatory Training Record
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Appendix Il (cont.)

Core Dimension 3 Health Safety and Security Level 2

KSF indicators

Examples of application: Indicators may be achieved by
involvement in the following types of activities

Annual development Review

Number/Date
1 2 3
10.4.08 11.9.08 15.1.09

Review of Speciality Equipment Competency Folder
Copies of Attendance & Learning Records from Audit
Day Training Sessions

Reviewer’s observations of reviewee’s performance in
patient care activities

Infection control audit form completed by reviewee
Recently completed untoward incident form

Reflection of Untoward Incident completed by reviewee
Record of learning from Tissue Viability module

Record of learning from Infection Control study day
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Appendix Il lllustrative Example of the Perioperative
Template System

Core Dimension 2 Personal and People Development Level 4

KSF indicators Evidence of achievement: The following examples represent Annual development
traceable activities the reviewee has been involved in. Review Number/Date
Evidence of these examples can be provided on request 1 2 3

10.4.08 11.9.08 15.1.09

(a) evaluates the This document and accompanying completed PDP form. v v v
currency and Determines above in relation to organisational and v v v
sufficiency of own departmental objectives and current role requirements as
knowledge and discussed with reviewer/line manager.

pratice against the
KSF outline for the
post and identifies
own development
needs and interests

(b) develops and agrees Contributes to PDP discussion with reviewer/line manager v v v
own personal Suggests areas for own development e,g. C&G 9295 v v
development plan Certificate in Adult Learning support, Mentorship in Practice.
with feedback from Defines how above learning will support role and enhance v
others achievements (Learning objectives available).

(c) Utilized information from C&G 9295. . . ... v

(d) Discusses records of reflective practice with. . . . .. v

(e) Devises Development Programmes to support. . . v

(f) actively promotes the  Provision of monthly Audit Day Perioperative Development v v v
workplace as a Programme.
learning Ensures opportunities for staff members to share information
environment and update knowledge on health & safety policies and
encouraging practices, medical device training and other development
everyone to learn issues for example mentorship updates, NVQ (perioperative
from each other and care) workshops
from external good (Copy Programmes, attendance and evaluation forms available). v
practice Ensure adequate number of trained mentors in perioperative

areas (Training records available)
Ensures allocation of mentors for pre and post-registration v v

students. Implemented weekly mentor allocation record
(records available)

Provision and monitoring of learning resources e.g. library v
books reference documents
Provision of protected learning time and ‘student status’ for v
individuals on development programmes.

(g Procured Perioperative Moving and Handling DVDs v

(h) Ensures inclusive opportunities to develop for example. . . v
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Equipment procurement: a purchaser’s guide

for theatre managers

Key Learning Points

¢ Understand the models used when considering
purchases

e Appreciate the value of differing actors in the
purchasing process

¢ Enhance effectiveness in purchasing for theatres
by engaging more effectively with the purchasing
team

Introduction

There are many sayings to do with looking
after finances. Two are are ‘Look after the pennies
and the pounds will look after themselves’ and
‘Penny wise pound foolish’. While the first saying
has truth, it can often distract you from the
second.

This chapter is intended to provide some
advice and guidance on how to look after an oper-
ating theatre budget and get the most for each
pound. It is often a lot easier to save money from
current spending than it is to get new funding for
improved patient care, and it can also be more
rewarding.

Purchasing has grown in recent years from a
clerical function to a strategic function (Ellram &
Carr 1994), becoming a leading profession in busi-
ness. The big supermarkets, car manufacturers and
service providers — transport, leisure and banking —
all rely heavily on their ability to specify, buy and
manage their goods and services to give them a

Peter Norman

competitive and leading edge in the market. Similar
to accountants and surveyors, purchasing profes-
sionals build on their academic qualifications and
further develop their specialist knowledge, experi-
ence, tools and techniques in purchasing and
supply. The profession is represented by its own
institute, the Chartered Institute of Purchasing
and Supply (2008).

Purchasing is not just about buying at the lowest
cost or ‘face’ price, it is about whole life costing —
which means the total cost of products or services
across their lifetime (Whole Life Costing Forum
2008).

That total cost includes the cost of purchase plus
the time taken to draw up the business case or
justifying the need:

e writing the specification: often including input
from a team of appropriate specialists
¢ obtaining quotations: which can take up to four
months and cost up to £20 000
¢ putting the purchase in place: which can include
specialist fitting or training
e consumable costs: which often are more over
time than the initial purchase

e running costs: for running and maintain
equipment

e disposal costs: which, because of new regula-
tions, are often built into the purchase price,
and the cost to the environment such as air

miles, deforestation, ethical considerations (e.g.

slave and child labour).

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
Chris Jones. Published by Cambridge University Press. © Cambridge University Press 2010.
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These are just some of the issues to be considered
when making a purchase decision. Purchasing can
be used to have broader societal or environmental
benefits and impacts (Walker et al. 2008).

Sales and marketing

To understand how to buy well it is important to
understand how you are ‘sold’ to by suppliers (Ford
2002). Suppliers to the healthcare market are no
different to suppliers in other markets as they are
there to sell you their products. They take into
consideration a number of issues. What is a profit-
able area to be in? How difficult is it to enter the
market? Do we have the product or service to com-
pete? Can we break in, stay in and make a sustain-
able profit? If a positive answer can be given to
these questions, they now have to decide the best
route to market.

In many cases the supplier will have to develop a
product (e.g. a piece of equipment) that they
believe is better than their competition. This is
often done by developing new or additional ‘fea-
tures and benefits’ that are said to be better than
the alternatives available. This gives them advan-
tage over their competitors (Porter 1998).

Features and benefits are a standard part of any
sales representative’s presentation. If you buy a
DVD player from the High Street, the sales person
will point out all the additional features that will
help you record easily or fast forward to a specific
place or remember where you last stopped watch-
ing — all additional features and all to ‘benefit’ you.
Often these additional features do not necessarily
bring any actual benefit to the customer (ask your-
self how often you use the additional ‘gadgets’ you
have been sold), but the purpose is to set the prod-
uct apart from alternatives or to justify an add-
itional or premium price.

Once suppliers have their product, they then
‘segment’ their customer base (Cooil et al. 2007)
and identify the people who can make or influence
the purchase decision in some way. In carrying
out this segmentation, they can identify certain

key audiences and craft their sales presentation
accordingly.

In most cases, there is a decision-making unit
(Robinson et al. 1967), which could consist of the
team of specialists mentioned above, and the sup-
plier’s sales team will target this team and each
member specifically with the messages, the fea-
tures and benefits that they want to hear. This will
be delivered over a range of media, for example
through meetings, presentations, conferences,
sponsorship, training events, bursaries and so on.
Avisit to the conference of the National Association
of Theatre Nurses will give you some idea of the
money that is spent in targeting messages in add-
ition to the company representatives who visit the
workplace bringing their latest product news.

Suppliers will concentrate their efforts on making
the potential customer want their product. Once
they have done that, they will talk price and help
the customer find ways to afford and justify the
purchase. The pricing of products is a complex area
and, as discussed above, it is not just the initial
purchase price but the whole life cost. All these
costs need to be identified and evaluated.

Remember, a supplier will want to influence the
theatre manager and the clinicians to have a prefer-
ence for their products over others. This is under-
standable for the supplier, as it is for clinical staff.
Most people have different tastes and preferences in
their home life but in theatres a more pragmatic
approach must be taken to ensure that products
are truly evaluated on the basis of quality, efficacy
(Does it do what it is supposed to do? Is it effective?),
availability, cost and so on. It is important that clin-
ical preference (Cox et al. 2005, Zheng et al. 2006) is
not the only parameter for selecting the best prod-
uct or piece of equipment and that an open and
robust sourcing exercise takes place and the alter-
natives are assessed and evaluated properly.

Know the theatre’s spend

Key to getting the best out of a budget is knowing
the spend. This can be found by meeting with the



assigned accountant and reviewing the budget and
spend detail. Ask for spend information for the past
12 months and sort it by spend type (equipment
purchase, consumables, services, maintenance), by
supplier and, if possible, by product - this is known
as a ‘spend cube’. Once this has been done, it is
possible to analyse and categorize the spend in
many useful and informative ways.

It may be that the information is hard to sort and
review. This may be because of poor coding. Your
organization’s finance and supply functions will
have a coding system to identify and charge prod-
ucts and services. This will include a budget code,
an item code and a supplier code, and it is by these
codes that the spend information can be sorted. It
is important, therefore, to follow the coding struc-
ture and avoid using ‘bucket’ or ‘dump’ codes. The
information obtained from the accountant often
reflects the information provided through the
coding of orders. Raise this issue with the account-
ant and familiarize yourself with and follow the
correct coding practice.

Pareto analysis (the 80/20 rule)

A good way to begin to understand a unit’s spend is
to carry out at Pareto analysis. The Italian Vilfredo
Pareto observed that, regardless of the country
studied, a small portion of the population con-
trolled most of the wealth, and this concept was
adopted by business writer Joseph Juran (1964).
This observation led to the Pareto rule (or curve),
the general principles of which hold in a wide range
of situations. In purchasing and supply, the Pareto
rule usually holds for items purchased, number of
suppliers, items held in inventory and many other
aspects. The Pareto curve is often called the 80/20
rule or ABC analysis.

This can be illustrated with a home budget that
lists expenditure and the number of ‘suppliers’
(Table 14.1). The actual amounts filled in column 3
would probably demonstrate that about 70% to 80%
of spend (mortgage and utilities) goes with possibly
two or three suppliers whereas 20%-30% (the rest)
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Table 14.1 A home budget

Expenditure Suppliers Value
Mortgage 1
Utility bills lor2
House ‘equipment’ 3
Rates 1
Food 8
|
Difficult |
| Mortgage
> : gag
o
n_ .
2 Q Furniturel
% 4 ———._. - —
X |
] :
b
@ ! Q Car
@ |
@ :
u O Food [
Easy | o O !
]
Low Value High

Figure 14.1 Mapping supply against value for a home
budget. The size of each circle represents amount of
spend.

goes with 10 or 12. Hence, 80% of the household
spend is with 20% of its suppliers.

Spend profile

Once spend is sorted into categories, it is possible
to begin to consider how important each category
is and/or how easily available it is. More often than
not, simple economics dictates that a product or
service that has high demand but few to supply has
a higher market price, whereas a product or service
that has a low demand with high supply has a lower
price. A new medical technology (equipment or
drug) owned by one supplier and that is high in
demand will be expensive. Polythene bin liners,
mass produced, will be relatively cheap.

Consider the home budget and map out the cat-
egories of spend on the two axes (Fig. 14.1). Certain
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things will be regular items of expenditure, such as
food and drink, newspapers or petrol, and these
will be bought from the local shop/supermarket or
be delivered. These items would be in the bottom
left corner of the matrix as they are low in value and
there is an abundance of supply. The largest pro-
portion of expenditure is usually the house (mort-
gage), the car and all insurance payments. All of
these are likely to fall towards the top right. Elec-
trical products such as televisions, freezers and
washing machines would all fall somewhere
between. It is worth noting that people often
manage the low value spend and shop around to
get a better comparable price for what is effectively
a small proportion of their budget and yet do not
manage the highest piece of expenditure (e.g. the
mortgage) in the same way. While looking after the
pennies, we are often foolish with the pounds. For
those who want to know more, the above is based
on a Boston matrix (2 x 2) and is known amongst
the purchasing profession as the Kraljic model or
the supply positioning model (Kraljic 1983), con-
trasting the supply risk and profit impact of prod-
ucts/services.

Once an analysis of this type has been carried
out, it is possible to start considering how to deal
with suppliers in each category. For those where
there is an abundance of supply, it is advisable to
look to an integrated delivery service with a low
‘acquisition’ cost (the list price plus normal inci-
dental costs to acquire the item including prepar-
ation, transportation and installation). The days of
travelling from shop to shop in search of the lowest
priced loaf or bag of sugar are past and now one-stop
shopping is the norm and this may even be done
online and delivered. This is often the choice
because time lost is more ‘costly’ than the money
saved. This ‘time’ would be better used in consider-
ing what the best mortgage is. All of this is true in
theatres.

As well as the above, it is important to consider
how costs may be reduced through reduced use.
The obvious ones for a theatre are reducing the
use of electricity, hitting two targets: spend reduc-
tion and environmental impact.

Working with the supply manager

The discussion above gives a flavour of what should
be considered when managing a theatre budget but
there is more to it than that.

All big hospitals have a supply or procurement
manager and the theatre manager should get to
know him or her. The role of the supply manager
is to carry out the analysis above across all the
expenditure of the organization. If this has been
done propetly, it is highly likely that theatre man-
ager and supply manager will already have contacts
as the latter will want to know all about the theatres
as they have a high level of spend: the Pareto analy-
sis again.

A good supply manager will:
¢ understand the organizations spend profile and

will have strategies to get best value for that

spend: this will be done by working with key
decision makers and groups

e have good systems and procedures in place to
manage the low-level expenditure items effect-
ively: this is often done through the introduction
of ward materials’ management or top up with a
focus on getting the lowest acquisition cost (cost
of ordering the product, receiving it and getting it
on the shelf for use)

e understand the high areas of expenditure and
working with clinical colleagues and accountants
to specify and agree the right products and evalu-
ating their efficacy in use

¢ understand and take into account the organiza-
tion’s governance requirements (standing orders
and financial instructions), procurement legisla-
tion (European Union regulations and UK law;
Business in Partnership 2008) and health and
safety requirements

e ensure that relevant health and safety issues are
taken into account during purchase and instal-
lation (e.g. electrical checking, fire retardant
properties).

This is a small sample of what procurement

does. Procurement is a rapidly growing profession,

both in its importance and in its influence in organ-
izations. That said, one of the basic and most



important roles of the supply manager will be to
help the theatre manager to draw up and communi-
cate his or her requirements, most often done
through a detailed specification (Ramsay 1991). As
well as improving the buying price, it is possible to
negotiate additional services such as training, free
product or improved warranty terms.

Some leading NHS Trusts have full-time clinical
staff working closely with procurement staff. These
people are known nationally as clinical procure-
ment specialists (CPSs) and their job is to work
effectively between clinical and procurement staff.
They ensure that clinical requirements for products
and services are properly specified and evaluated to
ensure the most cost-effective products are identified
and supplied. The CPSs often work with their
clinical colleagues and establish standard prod-
ucts to be used across all wards and departments.
They do an excellent job.

The specification: lead do not be led

This chapter began with how products and ser-
vices are developed and promoted: new, improved
products, with additional features and benefits,
sold at a premium price. It is important, therefore,
to identify specific needs and develop a personal
specification to meet those needs and not to work
in isolation. Consultation with other theatres (and
other organizations) will identify what they use;
the supply manager can help in doing this. The
more a theatre’s specification is developed in line
with one particular supplier’s product the more
the theatre will be tied into that product and the
higher the overall cost that is likely to be incurred.
The more general the specification, the more
competition there will be and the more likely
it is that a lower price will be achieved.
A specification should contain the features that
are needed not the ‘nice to haves. Not only is it
bad procurement to write a specification that may
unnecessarily preclude suppliers it may be illegal
under English law.
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The price paid

Everyone is a buyer. Most are good buyers. So when
it has been decided what is needed and the specifi-
cation has been developed and sent out to market,
it is then the time to consider the price that should
be paid. This is done by considering other products
and comparing their quality and relative price, the
size of ‘our’ business (we might be buying a lot) and
many factors.

For light relief, a price list is given for a product
with variations in price with quantity purchased:

1-10: 100p

10-20: 80p

21-30: 60p

31-40: 40p

414-: 20p.

What should be paid for 20? The price list dic-
tates, or suggests, that the price is 80p and that is
what most will pay. Some people would look to pay
60p, maybe through some ‘hard nose’ negotiations
with the salesperson. But consider this: the first
batch of product (1-10) is 100p each: so that is
equivalent to 10 at £1, or £10. The second batch is
£8. Take the cost of the first batch of 10 from the
second batch of ten and there is a difference of £2.
Divide that £2 by the second batch of ten and you
have a price of 20p each. The trick is to try and buy
the second batch of ten at the ‘marginal’ price. It
takes a while to understand this at face value but it
becomes clear when you understand how suppliers
price and sell their goods based on fixed and mar-
ginal costs.

Another ‘tool’ in the procurement kit is to con-
sider the cost of making the product. This is called
product price analysis (Lysons & Gillingham 2003).
It can be done formally by requesting a full break-
down of costs for manufacturing a product and its
cost to supply and maintain. This understanding
is very useful when contesting price increases
resulting from, say, a rise in oil and, therefore, plas-
tics prices. It also helps in understanding the true
cost as opposed to the market or brand value. Just
recently, there was a television advert for a large
supermarket advertising one of the ‘top two’ cola
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drinks at £1.50 (half price) for two litres. However, if
this item is product re-engineered and the branding
element discounted, its constituent costs are pri-
marily water plus sugar syrup in a plastic bottle.
Consumers may wish to pay for other factors such
as brand or nice aesthetics or design in their home
life but when spending public money managers
need to take a more pragmatic and sensible
approach. Further explanation of price tools will
not be given here, but the above should demon-
strate that there is a lot more to understanding
‘price’.

The cost of acquisition

As well as the costs identified and outlined above,
there is also the cost of acquisition. These are the
costs incurred to identify, specify, source, contract,
purchase, deliver and pay.

The cost for the process of placing, receiving
and paying for one order alone by a large organ-
ization is estimated to be in the region of £40-70.
Consider, therefore, placing an order for a piece of
stationery for £10. The total costs will be more in
the region of £50.

As highlighted above, a good supply manager will
understand the spend profile of a department and
will identify the freely available low-cost products
and will put arrangements in place to ensure an
integrated and dependable supply system that has
the lowest acquisition cost. The car manufacturing
industry, for example, uses ‘just in time’ method-
ology (Karlsson & Norr 1994) to keep the cost to the
absolute minimum. This method ensures that sup-
plies are not ordered (and paid for) until they are
needed - just in time.

The main method used in the NHS to minimize
these costs is materials management (Caridi &
Cigolini 2002) or ‘top up’ This is a system similar
to that used in supermarkets to replenish stock and
is used in most wards and departments now. Stock
levels are pre-agreed by departmental managers
and are maintained by stores, theatre or house-
keeping staff. The process is set to help to maintain

the most optimum stock levels and, more import-
antly, the most cost-effective supply route. In the
main, products supplied via this route will be from
a major one-stop distributor such as NHS Supply
Chain (nww.nhssupplychain.nhs.uk).

As well as reduced acquisition costs, using a
supply system such as materials management or
equipment library (Audit Commission 1996) will
ensure continuity of supply and that products and
equipment are available and ready for use when
they are needed. Again, the supply manager can
help and advise on what is best for a particular
department.

Collaboration

The NHS has seen many changes since the mid
1990s and many of these changes have been to do
with competition and collaboration. These changes
affect procurement as there have also been
many changes to the NHS ‘supply’ infrastructure —
primarily around centralizing and decentralizing the
service. While this may continue to change, it is still
true that there are real benefits to be had through
collaboration. The more colleagues with a similar
spend profile can join together and agree standard
specifications and supply routes, the stronger they
will become as a buyer or buying group.

There are many levels where collaboration can
happen (Bakker et al. 2008) but the main place to
start is at home within the hospital or Trust. Com-
pare going out to market for several types of infu-
sion pump from several suppliers, with several lots
of consumables and several lots of training, storage,
cleaning and maintenance, with going out once for
one standard pump with standard consumables.
Then imagine that equipment being bought and
held in one place, cleaned and maintained and
delivered only when needed. One standard pump
would mean better training and understanding and
reduced clinical risk, as accidents often happen
through people being unfamiliar with equipment.
This seems common sense, but a look around a
hospital will show how much the equipment differs



from ward to ward or department. Often equipment
has a range of additional features and benefits, but
are these extras necessary?

As well as local collaboration, there are wider
NHS collaborative groups or purchasing arrange-
ments that can be used, such as NHS Supply Chain,
and also National Framework Agreements put in
place by the NHS Purchasing and Supply Agency
(www.pasa.nhs.uk). Both are part of the NHS and
access to their agreements is free.

There are also collaborative arrangements put in
place at a local level within health authority
boundaries (collaborative procurement organiza-
tions: confederations and hubs) or across special-
ties such as cardiac and paediatric care. There are
also collaborations across public sector organiza-
tions for buying common items such as recycled
paper, energy or travel. The supply manager will
know more.

Supplier representatives

This chapter has been quite adversarial in setting
apart the buyer from the seller in this competition
or power struggle (Cox 1999) to maintain margin or
improve or reduce the purchase price. This should
not be the way we do business. It is the suppliers
who work to understand patient and clinician
needs and make products and services to meet
them. It is suppliers who are innovative and who
develop and create better solutions to problems —
the healthcare sector needs them and they are very
important to hospitals and patients. Collaborating
and communicating with suppliers has been shown
to be beneficial for innovation and for bringing
environmental benefits into the supply chain
(Phillips et al. 2007, Vachon & Klassen 2008).

This leads to the suggestion that Trust purchasers
should work with suppliers but on their own terms.
Clinical procurement specialists are one way to
improve the way Trusts source and evaluate prod-
ucts (ensuring efficacy in use — does it do what it
says it does?) and another way is through product-
evaluation teams. These teams work across wards
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and departments, together with procurement and
finance colleagues, in identifying common equip-
ment and products and ensuring the best-value
products are selected and supplied. Remember
there are real benefits in standardizing when nego-
tiating with suppliers and there is real power when
a Trust has the ability to change or switch product
en masse.

By having such a group of specialists, the pur-
chaser is able to target areas of spend and invite
suppliers to come in and present to the group on
what its members are looking for and not on what
the suppliers are looking to sell. It also helps the
sales people to concentrate on putting their efforts
into where they are more likely to sell on a more
sustainable footing and helps to bring in new
innovations. Many Trusts now have a ‘reps’ policy
which dictates that supplier representatives will not
be allowed to visit wards or be seen by clinical staff
unless they have visited the supplies department
first to outline the purpose of their visit. By doing
this, it may be decided that it is more appropriate
for the supplier representative to present to the
evaluation team, where a proper evaluation will be
carried out (including current and future supply
issues), rather than visiting each theatre or ward.
These teams can also look at the life costing of
equipment and consumables as there are cases of
equipment being sold to one department at a
knock-down price only for another department to
pay excessive running or consumable costs.

This chapter is intended to give insight into some
of the complexities of procurement. The main
advice is to understand the spend. A manager
should work with colleagues in supplies and
finance to understand and get the best out of his
or her budget and should collaborate to obtain a
wider understanding, remembering that there is
strength in numbers. Suppliers are not the enemy
but they are there to do a job: selling their products
or services. So, a manager needs to understand
what is needed, to articulate that need through a
good specification and to work with suppliers to get
the best, most cost-effective solution in an organ-
ized way on the manager’s terms.
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The reflective practitioner in perioperative settings

Key Learning Points

¢ Understand the concept of reflective practice

¢ Explore the role of reflection in practice

e Use critical incident analysis as a basis for
reflection

Introduction

In recent years, healthcare provision has changed
significantly. It is with a degree of certainty that we
can assume change will continue, as society under-
goes progress and transformation. The rapid trans-
formation has, and will continue to have, a direct
impact on the role and function of all healthcare
practitioners. Evolutionary history teaches that all
organisms must adapt with their environment or
die, and that organisms developing a feature that
helps them to succeed in their environment pros-
per at the expense of those who do not (Handy
1989).

The changing environment in healthcare follows
national direction as set out in the current govern-
ment’s policies. These were first outlined in the
White Paper The New NHS: Modern, Dependable
(Department of Health 1997), followed by the
strategic framework presented in The NHS Plan
(Department of Health 2000). These policies pre-
sented the vision for the NHS in the twenty-first
century. More recently, further challenges in the
reform journey within the NHS are presented in
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High Quality Care for All: NHS Next Stage Review
Final Report (Department of Health 2008). This
document recognizes that to enable the reforms
articulated within it to be implemented there needs
to be corresponding changes to the planning, edu-
cation and training of the healthcare workforce.
There is emphasis on the importance of team-
based integrated approaches, with clinicians oper-
ating as practitioner, partner and leader (Depart-
ment of Health 2008:9).

For healthcare practitioners, the lesson from
Handy (1989) is that change is essential when there
are changes in the environment. However, he goes
on to argue that change is necessary, if a change in
the organization will help it be more successful,
even though there are no changes in the environ-
ment. In essence then, necessary change can be
prompted internally or externally (Handy 1989). As
professionals, perioperative practitioners are in a
prime position to develop their role and knowledge
as lifelong learners. They have a body of profes-
sional knowledge that they need to maintain (Illes
2006). Reflective practice is an important tool in
facilitating individuals to explore their own practice
and examine the clinical decision-making process.
It requires individuals to question practice. It is,
therefore, important in enabling them to move
away from ritualistic practice towards an evidence-
based one. This is pertinent in perioperative
practice and its development.

Core Topics in Operating Department Practice: Leadership and Management, ed. Brian Smith, Paul Rawling, Paul Wicker and
Chris Jones. Published by Cambridge University Press. © Cambridge University Press 2010.
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The concept of reflective practice

The process of reflective practice

Reflective practice is defined as ‘a set of abilities
and skills, to indicate the taking of a critical
stance, an orientation to problem solving or state
of mind’ (Moon 1999:63). This encapsulates the
wide range of activities associated with thinking
about learning and practice experience. Another
view on the process of reflection is that it occurs
when an analysis or an evaluation is made of
more than one experience and an attempt is made
t