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From The

PRESIDENT

Good day my fellow peri-operative practitioners of South
Africa. We are currently on day 592 of the COVID-19 pandemic.
A pandemic that taught us lots of different and new ways
of nursing patients. Daily, patients respond differently to
medication and the impact that this pandemic has had on all
our South Africans is, quite frankly, scary! Our unemployment
rate is currently sitting at an unprecedentedly 34.4% with
analysts saying that South Africa's unemployment rate surged
to the highest on a global list of 82 countries monitored by Bloomberg. The joblessness rate rose
to 34.4% in the second quarter from 32.6% in the three months through March, and we have
‘no more than 400 000 registered nurses according to the South African Nursing Council’s latest
published figures on 18 May 2021’. At the same time, there are believed to be only 17 802 GPs
and 9 630 specialists - or 27 432 doctors - caring for the South African population that, as of 11
May 2021, was sitting at 60 298 890. That, my friends, is even scarier! Our nursing profession is
in dire straits - it is on it’s death bed.
Births per Day
Deaths per Day
Migrations per Day
Net Change per Day

3 203
1 540
344
2 007

We just had emerged from the Municipal Elections in South Africa. For the first time in this
country’s history we had the lowest number of voters turn up at the polling stations since voting
was introduced in this country. You might ask what this has to do with the number of nurses and
doctors we have in this country. It has EVERYTHING to do with it.
WE HAVE BECOME A COUNTRY DOMINATED BY APATHY NOT ACTION. THIS IS OUR LIVED
REALITY. AND IT NEEDS TO CHANGE IF WE ARE TO SURVIVE.
Everybody reading this, please let’s make a difference. The time has come for US to make things
happen. WE need to start doing more; training more nurses, peri-operative practitioners; our perioperative practitioners are an agéd population, and we need new blood in our profession. We
need to take control of our own destiny and training needs to be our top priority. We also have
to push our youth to get vaccinated. There is apathy towards getting vaccinated - whether for
religious or other reasons. Currently, less than 20% of our population has been vaccinated ... we
have to address this before the next wave hits us - because, regrettably, there is going to be
another wave. So if you have a Festive Season gift, let it be a gift of inspiration to our youth. Let
us inspire them to strive for greatness and a future filled with hope. Let us aim for a tomorrow
that offers inspiration to the next generation. Let us hope that 2022 will be a great year for all
South Africans.
Nkosi Sikelel i’Afrika
Marilyn de Meyer
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From The

EDITOR’S DESK

I am sure, like many of you, shock and horror was my first
reaction when I heard of the brutal murder of Babita Deokaran,
the Gauteng Department of Health’s accounting boss who was
assassinated after blowing the whistle on corruption in the DoH
on 23 August 2021.
This diminutive civil servant was gunned down allegedly after co-operating with the Special
Investigating Unit (SIU) of the Hawks into the massive corrupt outflow of funds from the Gauteng
DoH’s budgets. Her honesty cost her her life, and the six men arrested for her murder are said
have ties not only to organised crime, but are also allegedly reported to be linked to the now
disgraced former Minister of Health, Dr Zweli Mkhize.
What has happened to this country? What has happened to our healthcare system? Have we
become so morally bankrupt that we can justify the stopping of any whistleblowing by taking
out hits on honest, law-abiding citizens merely because they refuse to buy into illicit schemes?
Do we lack the moral fibre to stand up for what is right? Have we become too scared to defend
the indefensible?
The PPE scandals that have rocked our healthcare system for the last 18 months have seen
thousands of healthcare workers being supplied inferior masks and gloves - or no masks and
gloves - because the money supposed to have been used to buy them was syphoned into the
back pockets of greedy people more interested in lining their own pockets than saving people’s
lives. Money meant to be used as food aid, and for DSD grants meant for our most impoverished
communities was used to buy fancy cars and houses for the ‘already rich and famous’. And it
was done with no conscience or worry.
My heart breaks for those people who lost loved ones to COVID-19 - but more to those who lost
loved ones as a result of COVID-19 corruption in whichever form it took. We have, indeed,
become a morally bankrupt country.
My wish for all of us at this time of year is that when we come back to work in 2022 we do so
with a better moral compass. One in which we find ourselves, once again, willing to be of service
to humanity and to honest in our dealings with each other.
Next year, please, let us be good and kind to each other. Let us be honest in our work and in our
interactions with each other - in our relationships and in our work.
If you are going away this Festive Season, please drive safely. To those of you who are working,
be safe and thank you, for giving of yourself so that we can be safe if we land up in your care.
Madeleine Hicklin
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QUALITY IMPROVEMENT
During Covid-19

By Kate Woodhead, RGN, DMS
INTRODUCTION
The tsunami in healthcare over the last year, caused by a novel virus, has had an enormous
impact - as everyone working in it will know. The unprecedented volume of change which had to
happen over a very short, acute and critical time as the NHS began to deal with the pandemic,
is now able to be reviewed, a year on.
Many Trusts used the existing structures for quality improvement which they had in place and can
now reflect on the service delivery changes which had to be made.
Quality improvement, or health and care improvement, mean different things to different people.
The Health Foundation which co-ordinates a group of ‘improvers’, describes a systematic
approach which uses specific tools and techniques to improve quality, experience and
outcomes. It is focused on making healthcare safe, effective, patient-centred, timely, efficient
and equitable1. All of these are what I call ‘professional traits’, and they are expected of everyone
working in the healthcare service.
A short survey of the ‘improvers community’ reported by the Health Foundation suggests that
during the crisis that improvement’s role had generally increased at the individual, team and
organisational levels. It was used most for rapidly reviewing and improving processes and for
engaging staff in change work. However, due to the crisis, there is a note of caution that many
of the methods focused around short-term goals, of necessity, with methods used partially and
flexibly. What was largely missing from the standard methodology was the application of
systematic measurement and also the engagement of patients and carers - neither of which is
in the least surprising, given the context. However, if this continues, it has the potential for the
efforts to be wasted and not provide any sustainability for the changes2.

QUALITY IMPROVEMENT
In order for sustainable change to occur, improvement methodology - which is tested and proven
- needs to be applied so that it can be embedded into core recovery work. The principles which
underlie quality improvement can be summarised, without the jargon, into the following:
•
•
•
•
•

Understanding the problem, with a particular emphasis on what the data tells you
Understanding the processes and systems within the organisation - particularly the patient
pathway - and whether these can be simplified
Analysing the demand, capacity and flow of the service
Choosing the tools to bring about change, including leadership and clinical engagement,
skills development, and staff and patient participation
Evaluating and measuring the impact of a change

Volume 7 Issue 4

6

Regardless of the approach used, how change is implemented, including elements such as
leadership, clinical involvement and resources, is vital3. Two examples of involvement of the
whole team were from Trusts that have a culture of continuous improvement. The first was Leeds
Teaching Hospitals Trust, who had an issue with COVID tests and how long it took to reporting.
They used their experience and culture to review the process. Essentially, the leadership in
the Trust undertook to review a wide process and to investigate where it was slowing the entire
reporting mechanism down. These efforts revealed five areas for speeding up the process. In
order to get buy-in from the whole team, nurses and service managers were asked to identify and
test solutions. The Trust increased it’s timeline for reporting to 95% of all swabs being reported
within 24 hours.
The Surrey and Sussex Healthcare Trust have also been practising strategies for identifying
problems, implementing solutions and empowering people at all levels to engage with and also
lead the endeavours. The challenge facing the Trust encompassed their new protective hoods.
How could all the surfaces of the hood - which includes a helmet, visor and neck cape - be
decontaminated efficiently and effectively? After leaders framed the issue, small teams
experimented with solutions using a PDSA method to resolve the problem. The problem was
solved, albeit in a complicated fashion.
Both examples show how effective the methods for quality improvement can be, if they are
implemented involving all those in the organisations, while unlocking capacity for problem
solving and energising all their employees to achieve short-term and long-term goals4. Other, and
perhaps more familiar, examples of rapid change include the use of technological solutions.

TECHNOLOGICAL IMPROVEMENT
Increases in the use of telehealth - both in acute care for out-patient assessments and in
primary care for many patient exchanges with their GPs - has advanced the plan for technology
immeasurably. Prior to COVID-19 the Royal National Orthopaedic Hospital (RNOH) was actively
developing virtual clinics, in line with the NHS Long-Term Plan regarding reduction in face-to-face
out-patient appointments. Members of the Trust improvement team joined the COVID-19 team
to support and facilitate a rapid response in the impending COVID-19 situation. Rapid
implementation of both telephone and video virtual clinics was undertaken. Frequent use of
PDSA cycles and team meetings, via teleconference, were held. A simple evaluation tool was
used to ensure that the change would be sustainable post-COVID.
Patient satisfaction scores were high for both forms of communication, telephone and via video.
Some of the reasons for high satisfaction were given as:
•
•
•
•

The offer of an alternative to face-to-face during the pandemic
Reduced travel times
Reduced waiting times
Reduced impact of travel on symptoms5

Greenhalgh et al stated that organisational case studies have shown that implementing
video consultations is a complex change that disrupts long established processes and routines.
Some clinicians expressed concerns about technical and clinical quality, privacy, safety and
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accountability. However, randomised trials from non-COVID affected times, have shown that
clinical consultations conducted through a video link tend to be associated with high satisfaction
among patients and staff; no difference in disease progression; no substantial difference in
service use; and lower transaction costs compared to traditional clinic-based care6. They cite a
number of lessons learned from the Scottish experience suggesting that in-person support
may be needed to tackle both technical issues (such as assessing technical readiness and
installing web cameras and monitors) and operational ones (such as identifying and redesigning
key workflows - for example, for picking up prescriptions or medication) in the early stages of
implementation.
Training of clinical and non-clinical staff (preferably delivered remotely), and guidance for
clinicians and patients on how to make the most of a video consultation, is likely to help
widespread adoption7.
Primary care were very quick to change to triaging and telephone consultations at a speed
which is described as unthinkable just months before8. It was found by Kings Fund that primary
care is much more agile relating to change than it’s acute care neighbours. There is a clear
challenge to ensure that excess bureaucracy and complexity does not return. GPs want to be
able to exercise informed choice about the technology that they implement, rather than having
it imposed on them. There are also many inequalities in digital access which will need to be
the focus of a sustained effort to ensure that people’s access to care is not affected.

TEAMWORK AND COMMUNICATION
Many new teams were formed during the crisis, with staff re-deployed and intensive care
units doubling or trebling their bed numbers. Communication and training had to be excellent
and continuing. The pandemic has forced all healthcare staff to work flexibly, across traditional
boundaries and many in multi-disciplinary teams for the first time. Working long shifts in full
PPE did not help the normal communications and learning, but fostered new ways of working
and learning. Teams developed a ‘one team’ approach and could see that a culture of learning
and improvement was working for many new situations. Professor Michael West advised that
sharing key principles to support emerging teams and effective team working during times of
uncertainty and ambiguity, is work to focus and integrate new team members effectively9.

KEY PRINCIPLES ON HOW TO MAINTAIN EFFECTIVE TEAM WORKING
Focus on teamwork competencies
In a crisis, our tendency is to focus on technical training but we know the focus should be at least
as much, if not more, on teamwork competencies to help people to work together in new teams
and challenging situations
Encourage a climate of compassion
It’s really important to encourage a climate of compassion in our teams; compassionate support
for each other, listening, understanding, empathising and helping each other, checking in
with each other to make sure we’re okay
Make clear team purpose
It’s important to ensure that there is a simple and clear statement of the purpose of the team’s
work that everyone understands, and that’s repeatedly re-affirmed
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Give clear objectives
It’s critically important to ensure regular setting of two to four clear, shared objectives for the
team so that there are clear priorities and a clear understanding of what the objectives are
Provide regular feedback
Wherever possible, provide feedback and data on how well the team are achieving their
objective
Clarify roles
Everyone needs to be clear about their role in the team, and the roles of others. There must be
a shared understanding of who is responsible for different types of knowledge and tasks
during the work
Minimise hierarchy
Particularly in multi-disciplinary teams, we have to minimise hierarchy and boundaries
between professionals so that we build trust. In this way, we build a valuing of everybody’s
contribution
Value everyone’s contribution
A simple but effective way is by taking the time to have breaks together, to eat together. It makes
a huge difference to our ability to work together effectively. And we know it makes a difference
to the quality and outcomes of care
Regularly plan and review
In a critical care situation, this should be done daily, maybe at the start and end of shifts
and schedule longer weekly reviews if possible. We know reviews are associated with higher
levels of productivity, care quality, and staff well-being. Remember to review how the team
communicates
Trust is key
Build a climate of faith in each other’s benevolence, goodness, and compassion. Trust in the
abilities and skills of fellow team members. Trust means that team members believe that a
person will perform their duties
Competition is disastrous
Competition and conflict within teams and between teams is disastrous for patient care. Teams
also have to work effectively with other teams in this crisis
Develop shared responsibility
Build a shared responsibility for putting these principles into practice on a daily basis

CONCLUSION
It may take the NHS a very long time to recover from a year such the one we have all just lived
through; the relentless pressure, teaching new colleagues, working very long hours and being
subject to stress, strain and many deaths will have taken its toll. Compassionate leadership will
be needed at every level for the service to return to an effective and efficient healthcare system.
Many organisations will want to embed the transformations that their hospitals have
encompassed in the last year. They may have to pick and choose the really positive benefits
and discard others. Chief executives should work with their staff to reflect on what is positive and
what has not worked during the crisis. Empowering frontline staff will be a key element of this
transformation to a different culture. The experience of working in multi-disciplinary teams may
be an element which staff will want to hold on to, to break down the organisational silos which
existed before COVID.
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There will be a great deal of effort required to establish the new norms. There is a huge and
overwhelming backlog of surgery and other specialities to catch up on – and this may take years
to accomplish. The key element is to ensure that the staff have recovered and are sufficiently
resilient to face this work and a transformed service.
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RE-INFORCING RESILIENCE

In Healthcare Workers And The Population At Large
By Sheila L Allen, BSN, RN, CNOR, CRNFA (E)
INTRODUCTION
During the pandemic, the terms ‘compassion fatigue’ and ‘burnout’ have again come
into prevalence. People from all walks of life are experiencing burnout; however, the caring
professions can experience a far more worrying and deeper condition that can ultimately
become compassion fatigue (CF). CF affects between 16% and 39% of registered nurses. Nurses
working in emergency, hospice, oncology, and paediatric settings may be most at risk; however,
all nurses may encounter the condition depending on the circumstances of their practice. The
fear and concerns generated during the COVID-19 pandemic created a whirlwind of changes
that impacted our work environments and practice settings. In the two previous articles that
have been published in this journal, we began the conversations about these conditions,
discussed the differences, and offered strategies to mitigate these conditions. There has
been much written and many resources provided; so continued discussion seems warranted.

SO, WHAT HAPPENED WITH COVID?
Our environment was drastically changed:
• Elective surgeries were cancelled
• Nurses were furloughed or fired
• Personnel were shifted to other units. A colleague of mine became part of a team that dealt
with the fact that families could not be at their dear one’s bedside. Technology helped, but
that cannot provide the touch of the hand of a loved one
• Staff were asked to do things that were way out of their comfort zone. Confronting that kind
of anguish on a continuous basis proved very challenging for many people
• Staff were asked to create protocols to meet new patient needs with very few resources.
Peri-operative nurses were stretched at the beginning of the pandemic, to meet the
requirements of dealing with COVID with few resources
• Assignments changed on a rotating basis - and this can also increase the risk of CFensuring that each day involved further change that may again be uncomfortable or stressful
In addition to those changes, peri-operative nurses became the most ‘knowledgeable resources
for our expertise’ in certain areas of practice. We were called upon to provide education or other
assistance within our facilities. Just some of the areas where peri-operative nurses became
‘experts’ included:
• PPE/Infection prevention - re-inforcing our knowledge of gowning and gloving, and the correct
way of removing PPE
• Bedside tracheotomies/airway management/procedures - assisting with these procedures or
teaching others to assist
• Positioning - reviewing of previous knowledge of this task, while re-inforcing the principles of
body mechanics
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•
•

Helping hands (Intensive Care Units, Respiratory Therapy) - peri-operative nursing skills were
essential in assisting with the care of COVID-19 patients
Teamwork/communication

While these re-assignment activities were familiar, as with all nurses, our colleagues were
concerned for their own health and the health of their families and friends. All of these stressors
required all nurses to utilise every tool available to re-inforce resilience.
All of this leads one to asking the question: In the past week, how many of you have:
• Worked an entire shift without a break?
• Skipped a meal?
• Eaten a poorly-balanced meal?
• Changed plans for work?
• Drank too much coffee/soda/stimulant?
• Slept less than five hours?
If you answered ‘yes’ to any or all of these, you may be experiencing signs of compassion fatigue.

BECOMING RESILIENT
The first step to becoming resilient is to do what the flight attendant reminds us every time we fly
when providing safety instructions: “Should the oxygen mask drop from the panel above you, put
your own oxygen mask on first before assisting others.” Patricia Potter, RN, PhD, FAAN was
part of the team that suggested five approaches to self-care for nurses that they called
CF ‘antibodies’. The strategies for nurses to re- inforce resiliency were self-regulation, perceptual
maturation, intentionality, connection and support, and self-care and revitalisation.
Being resilient doesn’t mean that a person won’t experience distress or difficulty in their lives.
People who have suffered major adversity or trauma in their lives commonly experience
emotional pain and stress. In fact, the road to resilience is likely to involve considerable
emotional difficulty and distress. While certain factors might make some individuals more
resilient than others, resilience isn’t necessarily a personality trait that only some people possess.
On the contrary, resilience involves behaviours, thoughts, and actions that anyone can learn
and develop. Like building a muscle, increasing your resilience takes time and intentionality.
Focussing on four core components - connection, wellness, healthy thinking, and meaning - can
empower you to withstand and learn from difficult and traumatic experiences. To increase your
capacity for resilience to weather - and grow - from the difficulties, use these strategies.
Research suggests mindfulness can help you become more resilient. Not only does taking time
to be present helps you to become a more resilient nurse, but it can also help you to be calmer,
less stressed, and more content. Here are some ways to help be more present every day:
•
•
•
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Stop and breathe deeply every so often
Use apps like: Stop, Breathe, & Think; Calm; and Headspace; for short, guided meditations
Read our blog posts, The Beginner’s Guide to Meditation; Meditation 101: Know Your Options;
and Channeling Mindfulness in Nursing, to help you begin a mindfulness practice
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•

Try nurse-focused meditation programmes like these from our Friends of HNHN organisations,
Transcendental Meditation for Nurses and Wellness at your Fingertips

Tools have been developed to assist professionals to analyse their feelings called The
Professional Quality of Life Measurement (ProQoL). The tool is available at https://proqol.org and
is free and can be used as a starting point for determining CF.

THE ABCs OF MINDFULNESS
Mindfulness a unique way of approaching the world each day. A practical way to stay present by
fully immersing ourselves into the reality of the here and now.
•
•
•

Awareness - a practiced mindfulness that all life is interconnected and we are not alone
Balance - by paying attention we can begin to find the middle road between ego and
selflessness
Compassion - By extending our caring spirit we realise that by helping others we are helping
ourselves.

For nurses, a place to begin is to be aware when washing your hands. As you wash your hands,
it is suggested that you become focused on the world around you ... your heartbeat, your breath,
whatever practices that bring you to the present. Strive to avoid feeling FINE! How often do we
ask, “How are you?” Then the person answers, ‘Fine’. Perhaps take the time to explore if the
person is really saying they are ... Feeling Insecure, Numb and Empty.
In the USA, we talk about fried chicken. K - for kindness; F - for forgiveness, and C - for
compassion. Whether or not that’s your favourite kind of chicken, those are values we all share.
When I think about kindness, I think about a story from Jim Humbard:
One day a maths teacher asked her students to list the names of the other students in the
room on two sheets of paper, leaving a space between each name. Then she told them to think
of the nicest thing they could say about each of their classmates and write it down. It took the
remainder of the class period to finish their assignment, and as the students left the room, each
one handed in the papers. That Saturday, the teacher wrote down the name of each student on
a separate sheet of paper, and listed what everyone else had said about that individual. On
Monday she gave each student his or her list. Before long, the entire class was smiling. ‘Really?’
she heard whispered. ‘I never knew that I meant anything to anyone!’ and, ‘I didn’t know others
liked me so much’; were most of the comments. No one ever mentioned those papers in
class again. She never knew if they discussed them after class or with their parents, but it didn’t
matter. The exercise had accomplished its purpose. The students were happy with themselves
and one another. That group of students moved on.
Several years later, one of the students was killed in Vietnam and his teacher attended the funeral
of that special student. She had never seen a serviceman in a military coffin before. He looked
so handsome, so mature. The church was packed with his friends. One by one those who loved
him took a last walk by the coffin. The teacher was the last one to bless the coffin. As she stood
there, one of the soldiers who acted as a pallbearer came up to her. ‘Were you Mark’s maths
teacher?’ he asked. She nodded: ‘Yes’. Then he said: ‘Mark talked about you a lot.’
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After the funeral, most of Mark’s former classmates went together to a luncheon. Mark’s mother
and father were there, obviously waiting to speak with his teacher. ‘We want to show you
something,’ his father said, taking a wallet out of his pocket. ‘They found this on Mark when
he was killed. We thought you might recognise it.’ Opening the billfold, he carefully removed
two worn pieces of notebook paper that had obviously been taped, folded and refolded many
times. The teacher knew without looking that the papers were the ones on which she had listed
all the good things each of Mark’s classmates had said about him. ‘Thank you so much for
doing that.’ Mark’s mother said. ‘As you can see, Mark treasured it.’
All of Mark’s former classmates started to gather around. Charlie smiled rather sheepishly and
said: ‘I still have my list. It’s in the top drawer of my desk at home.’ Chuck’s wife said: ‘Chuck
asked me to put his in our wedding album.’ ‘I have mine, too’, Marilyn said. ‘It’s in my diary.’
Then Vicki, another classmate reached into her purse, took out her wallet and showed her worn
and frazzled list to the group. ‘I carry this with me at all times,’ Vicki said and without batting
an eyelash, she continued: ‘I think we all saved our list.’ That’s when the teacher finally sat down
and cried. She cried for Mark and for all his friends who would never see him again.
The density of people in society is so thick that we forget that life will end one day. And we don’t
know when that one day will be. So please, tell the people you love and care for, that they
are special and important. Tell them, before it is too late. There are so many ways that we can
be kind to one another and remember how alike we are. I am sure you could name many more
than I can.

STRATEGIES TO MITIGATE CF
The facilities in which nurses work have developed some approaches to help their employees
cope with daily stress. These are small suggestions that at least will provide a place to begin.
•
•
•
•
•
•
•
•

Talk about it [Compassion Cart] - cart contains favourite snacks, treats, creative comforts
Form support groups [education] - prepare a list of groups that meet
Provide information on where to seek help [on-site counselling] - many nursing organisations
offer such lists
Change meeting times from one hour to 50 minutes which eliminates the stress of having to
get to the next meeting
Identify meeting-free days - allow leadership a free-day to be on their unit to catch up with
staff and unit issues
Agree on no-meeting times (before 08:00 or after 16:00)
Minimise use of ‘reply-all’ in emails. Being thoughtful about not having a group receive extra
emails
Start email with ‘not urgent’, ‘reply by’, or ‘no response needed’

SUGGESTIONS FOR SELF-CARE MAY SEEM SIMPLE; NEVERTHELESS, THEY ARE OFFERED
AS A PLACE TO BEGIN
• Mindful breathing
• Physical activity/exercise
• Eat smart
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•
•
•
•
•

Ask for help
Take time to do what you love
Express gratitude
Laugh much
Rest/sleep

As we continue to learn to deal with the outcomes of this pandemic to our colleagues in
healthcare, we need to recognise that compassion fatigue and burnout exist, and work toward
minimising the impact on patient care. Importantly, we need to focus on the care we give
each other to keep from running on empty. We are obligated to work together to create a
work environment to maintain a positive outcome for both patients and the healthcare team.

TAKEAWAYS
• Compassion fatigue (CF) may affect as many as 16% to 39% of RNs
• Moving from one situation to another increases risk for CF
• Acknowledge what is hard about healthcare and them improve culture/support offered to the
nursing profession
• Remember ways to mitigate CF
• Don’t forget the fried chicken...
Regardless the size of the action you take to impart kindness, the impact can be immeasurable.
Frequently the small acts of kindness are cherished most and remembered fondly. Forgiveness - ask for it and give it freely. Compassion - this is the easiest one, it’s part of your makeup and
who you are.
Thank you for the many things you have shared with me over the years. May you continue to give
and receive the ‘little things’ that mean the most ... a smile, a kind word, and a hug.

References:
1. https://www.incrediblehealth.com/wellness/
2. https://www.healthynursehealthynation.org/
3. https://www.nami.org/Your-Journey/Frontline-Professionals/Health-Care-Professionals
4. https://engage.healthynursehealthynation.org/blogs/27/3265
5. https://www.apa.org/topics/resilience
6. http://www.oncnursingnews.com/publications/oncology-nurse/2016/april-2016/
compassion-fatigue-how-nurses-can-care-for-themselves?p=2
7. https://proqol.org/
8. https://proqol.org/proqol-measure

Sheila Allen served as the National AORN President between 2001 and 2002 and the IFPN
Secretary between 2001 and 2007. She is a regular contributor to the APPSA Journal and offers
contemporary studies and opinions of great value and interest. She wrote this paper specifically for
the APPSA Journal.

Volume 7 Issue 4

16

‘CAN YOU HEAR ME?’

Barriers To And Facilitators Of Communication In
The Presence Of Noise In The OR
By Louise C Grant; Pat F Nicholson; Bronwyn Davidson; and Elizabeth Manias
BACKGROUND
The operating room (OR) is busy, with activities such as opening paper packets and handling
instruments and equipment, and noisy with phones ringing, alarms sounding, music being
played and devices emitting noise1–6. Such noise-emitting devices may include suction, forcedair patient warmers, high-volume suction units and the anaesthetic machine which may sound
alarms. Health professionals in the OR include anaesthetists, surgeons, nurses and theatre
technicians. When trying to communicate effectively, these health professionals must
compete with the noise generated by devices and activities. When surveyed about noise and
communication, health professionals acknowledged that the OR was a noisy environment which
impacted negatively on their ability to deliver patient care7.
There are three main sources of noise in the OR - conversations, equipment and music. These
result in average sound pressure levels ranging from 55 to 70 decibels (A weighted) (dB(A))8, 9.
The average sound pressure levels for various types of conversation are 45 to 55 dB(A) for quiet
conversations9, 60 dB(A) for normal conversations10 and 61 to 70 dB(A) reported for speaking
with raised voices11,12. Therefore, with the diverse range of average sound levels in the OR, health
professionals would be required to raise their voice in order to be heard.
Past research has found that health professionals, whether they were undertaking a task or not,
experienced diminished ability to communicate effectively with the sound levels commonly in the
OR13. In their research, Way et al.13 assessed the surgeon’s ability to understand and repeat
words, with and without undertaking a task, with and without music playing, and with typical OR
noises including quiet, filtered noise and background OR noise13. In another study, that used a
cross-sectional design to survey the effects of noise on work practices in the OR, surgeons
expressed that they found noise distracting during OR activities such as completing the
surgical safety checklist14. Two cross-sectional studies surveying anaesthetists found that good
communication among health professionals was an important factor in delivering patient care15,
and poor communication resulted in surgical or procedural delay16. In another cross-sectional
study, OR health professionals were surveyed on teamwork and communication, with nurses
explaining that a hierarchy within the healthcare team led to reluctance to raise concerns about
patient safety issues17. Past research into communication failure in the OR found the failure rate
ranged from nine%18 to 57%19 of all communication events, depending on the type of procedure,
surgical speciality and the phases of the surgical procedures observed. Communication
between OR health professionals is an essential component of delivering patient care, with
communication failure negatively impacting patient safety20.
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Communication failure is a common cause of adverse events that originate in the OR with
consequences including surgical count errors leading to retained surgical products, patient harm
or death; wrong site or side surgery, and wrong implant inserted21,22. A qualitative study identified
communication failure, with information not being communicated, to be a result of hesitancy
and reservation23. In a grounded theory study using semi-structured interviews, communication
failure was interpreted as a lack of respect by the surgeons and other team members who
participated in the study24.
Past research into communication in the OR has used surveys focussing on communication
between OR health professionals, quality of communication during laparoscopic surgery,
communication and teamwork, and the impact of noise on OR health professionals’
work practices14–17, 25. In studies where qualitative designs were used, the focus was on team
communication23, the impact of tension on communication26, interdisciplinary communication
dynamics24 and communication behaviours for effective workplace practice27. There has been
little previous work on how noise impacts communication. Health professionals’ perceptions and
experiences of communicating in the presence of noise needs to be further explored to enable a
deeper understanding of communication and the influence of noise in the OR.

AIM
The aim of this study was to explore operating room (OR) health professionals’ perceptions of the
impact of noise on communication in the OR.

SAMPLE AND SETTING
The research was undertaken at a tertiary university-affiliated hospital, which services a large
rural and remote area of Northern Australia. Participants were 205 health professionals employed
in the operating suite, including surgeons, surgical trainees, anaesthetists, anaesthetic trainees,
peri-operative nurses and theatre technicians. Information about the research was presented to
health professionals during weekly meetings and followed up by email and with information
notices placed at various sites in the operating suite. Further information was given to those who
expressed an interest in participating, and a mutually-agreeable interview time was organised.
Interviews were conducted in a quiet room within or adjacent to the operating suite. Purposive
sampling was used to recruit participants from each health professional group to ensure
representation from each group, and a wide range of ages, years of experience and number of
years working at the research site28. Inclusion criteria for participating health professionals
were a minimum of two weeks worked, and at least one day per week working in the ORs at
the research site. Exclusion criteria were working only in the pre-operative or post-operative
care of patients.

METHODS
This research used an exploratory qualitative methodology with semi-structured interviews to
investigate how health professionals perceived the impact of noise on communication in the
OR29. The research was granted ethical approval from the research site ethics committee
((2017.2801) and the university (1749562).
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The interviews were undertaken by the first author using a topic guide (See Table 1) derived from
past research7,27 and guided by the first author’s clinical experience as a peri-operative nurse
working at the research site19,30. The first author underwent training, and the other authors had
experience in undertaking qualitative interviews with content expertise in peri-operative nursing,
patient safety and interprofessional communication. Semi-structured interviews were audiorecorded, transcribed verbatim and analysed by all authors using thematic analysis31, enabling
themes to be explored and interpreted.
TABLE 1: Topic guide for interviews
Topic wording
1. How do you think noise impacts communication in the OR?
2. What do you think influences communication in the OR?
3. Tell me about any problems you have had communicating in the OR.
Can you describe a situation where this has occurred?
The thematic analysis process consisted of five stages - becoming familiar with the data in the
transcripts, conceptualising the themes, applying the themes to the data, rearranging the data
into the themes and mapping the themes31. NVivo for Mac (version 11.4.3, Melbourne) was
used to manage the data during the final two stages of the analysis process. Rigour during
the recruitment and data analysis phase was maintained by the selection of participants, the use
of a reflective journal and collaborative discussion during the analysis process.
During the data collection, the first author kept a journal to record reflections after each interview.
The reflective journal was also used to prepare for the interview to ensure no preconceived ideas
were included in the data collected23. During the analysis process, the data coded into each
theme were regularly reviewed to ensure the definition of each theme was consistent throughout
the analysis process32. Each theme was discussed collaboratively with all authors to ensure
consistency throughout the coding process26,33.

RESULTS
In all, 26 interviews were undertaken ranging from 17 to 65 minutes with an average length
of 29 minutes. 10 participants were women, and 16 were men. The anaesthetists included
seven consultants and one trainee. Of the nurses interviewed, two were anaesthetic nurses, four
were instrument/circulating nurses and two were anaesthetic/instrument/circulating nurses. The
surgeons comprised five consultants and three trainees from a range of surgical specialties ear, nose and throat (n = 2), general surgery (n = 3), neurosurgery (n = 1), ophthalmic surgery
(n = 1), and orthopaedic surgery (n = 1). Four participants spoke a language other than English
at home (See Table 2).
Two major themes emerged from data analysis - ‘Barriers to communication in the presence of
noise’ and ‘Facilitators of communication in the presence of noise’.
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TABLE 2: Characteristics of participants (N = 26)

BARRIERS TO COMMUNICATION IN THE PRESENCE OF NOISE
The theme ‘barriers to communication in the presence of noise’ consisted of three subthemes hearing difficulties in noisy ORs, positioning of health professionals, and being unable to filter out
sounds.
Hearing difficulties in noisy ORs
Participants expressed that their attitudes to noise changed as they grew older. A surgeon reported
that younger health professionals were still able to communicate in the presence of noise.
However, he reported becoming less tolerant of noise in the OR as he aged. The surgeon said: “I
think younger people … in the operating [room] tolerate noise and seem to manage with
communication. Certainly, my experience has been that I was more tolerant of noise in the
operating [room] when I was younger. (SC4)”
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An anaesthetist, aged between 26 and 35 years, described that he was becoming more frustrated
conversing in a noisy OR as he grew older. Another surgeon also attributed his communication
difficulties in noisy ORs to hearing loss caused by aging. This surgeon commented that he
was unaware of noisy ORs when he was a trainee; however, as a consultant this situation
had changed and he experienced difficulties while trying to communicate.
Positioning of health professionals
The layout of equipment in an OR varied according to the room’s size and physical layout
and position of items such as gas supply outlets and power points. How the space in the OR was
used when positioning the equipment influenced where health professionals were able to
stand and move around during surgery, and thus had impact on their ability to communicate.
A surgeon observed that he was required to use the same speciality equipment irrespective of
the size of the OR. This resulted in less space for health professionals to navigate and approach
a person to converse quietly when operating in a small OR. Instead, a health professional had to
speak in a raised voice over the noise emitted by the equipment. The surgeon reported: “… in
[a small OR], the scrub nurse has to be confined to a corner because of the arrangements of the
[equipment] … So, I find perhaps the nurse has to talk more often or speak more loudly to reach
the nurse on the other end. But in [a large OR] … there is more space to move around so you
can quietly ask the nurse [for] whatever you need. (SC1).
An instrument/circulating nurse commented that positioning equipment, such as the suction
and electrosurgical units, near the foot end of the OR table negatively impacted effective
communication. Instrument/circulating nurses positioned near the equipment were required
to raise their voice in order to be heard. This was a concern raised by the nurses when required
to complete the surgical count.
An anaesthetic nurse recounted a situation affected by the position of the suction and
electrosurgical units in the OR. In this situation, a circulating nurse was experiencing difficulties
understanding what the instrument nurse was asking. The anaesthetic nurse was situated on the
opposite side of the OR and could clearly hear the circulating nurse asking the instrument nurse
to repeat the request. The anaesthetic nurse described: “I have noticed that if I’m over the other
side [of the OR] to where the [instrument] trolley tends to be … They may be going back and
forth with a ‘May I have this?’ … ‘What are you saying?’ … I can hear perfectly well what that
[instrument nurse] is saying, … and I will venture over and say this is what they want. (NAIC2)”
Being unable to filter out sounds
The ability to clearly comprehend conversations required health professionals to filter out some
of the sounds in the OR, allowing them to focus on conversations that were necessary at the time.
However, health professionals reported that when the OR was noisy, they were unable to filter out
these sounds. An inexperienced instrument/circulating nurse, with limited working experience
in the OR, became overburdened when attempting to listen to all conversations occurring
around her. The nurse recalled: “At the moment I’m trying to listen to everybody. … You have
the anaesthetists talking to their students. … You have the surgeon speaking to the other nurse
and all the other different noises and bits and pieces. … at the moment I’m just taking it all in
…, it becomes a little bit overwhelming.” (NIC1)
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When the OR was noisy, a theatre technician was unable to concentrate on requests made by
other members of the team. The technician forgot the task he was asked to complete due to
the volume of noise that was occurring at the time. This forgetfulness resulted in repeated
communication and hindered his ability to complete the task in a timely manner. Similarly, a
surgical trainee described his experiences of attempting to concentrate during complex surgery.
He related that if the OR was noisy, he experienced difficulties filtering out some of the sounds
which would allow him to concentrate on the surgical procedure.

FACILITATORS OF COMMUNICATION IN THE PRESENCE OF NOISE
The theme ‘facilitators of communication in the presence of noise’ consisted of two sub-themes
- using non-verbal communication in the presence of noise and being able to filter out sounds in
the presence of noise’.
Using non-verbal communication in the presence of noise
Non-verbal communication was described as an effective form of communication when the OR
was noisy. Participants recalled using non-verbal gestures, either independently or in conjunction
with verbal communication, and specifically using their hands, eyes, or facial expressions to
communicate. A surgeon recounted being able to use non-verbal hand gestures to facilitate
effective communication when requesting a surgical instrument during a surgical procedure. He
stated that during a procedure he tended to mumble; therefore, in a noisy OR he preferred to use
non-verbal communication. However, the surgeon qualified the use of non-verbal hand gestures
for communication by adding that this style of communication would depend on the level of
experience of the instrument nurse, whether the instrument nurse was attentive during the
surgical procedure and how often they had worked together.
The surgeon reported: “I think if it is a good [instrument] nurse and I put out my hand, they know
what’s going on in the operation, they know what I need, so it is really nice not to ask and
sometimes when it is loud you rely on that more. I have a tendency to mumble as well. … So
that comes with working together for a while, knowing the operation and getting to know each
other.” (SC7)
The use of non-verbal gestures to communicate was described by an anaesthetic consultant
when the OR was noisy. The consultant used gestures such as stern facial expressions or holding
his finger up to pursed lips to request for silence in the OR. Moreover, an anaesthetic trainee
recalled the response she received when she stood up suddenly in the OR with a stern look on
her face and projected her voice to get the attention of the other health professionals in the OR.
The use of non-verbal gestures enabled her to gain their attention during the emergency. The
trainee recounted: “I have to admit being six foot … I just tend to have to stand up. … it’s your
non-verbal stuff. If you actually are a six-foot-tall female, stand up and make eye contact with
the theatre and project your voice so that everyone just goes [clicks fingers] boom. … with the
I’m not joking tone … and it works quite well …. I’m usually laid back, all of a sudden, you’re you’re a presence in the theatre.” (AT8)
Being able to filter out sounds in the presence of noise
Another facilitator of effective communication in the presence of noise was being able to
filter out sounds in the OR. Participants reported that filtering out sounds such as concurrent
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conversations and equipment, including suction or electrosurgical units, enabled them to focus
their attention on the tasks at hand and essential conversations. An anaesthetic consultant
described filtering out some sounds during the induction of anaesthesia phase while she
observed an anaesthetic trainee induce the patient. The consultant explained that she did not
listen to sounds unrelated to the anaesthetic phase of the procedure, such as the call bell, which
enabled her to communicate effectively with the trainee. The anaesthetist recalled: “I will watch
the [anaesthetic trainee] do a whole induction … without noticing the [call bell] going off. You
are tuned into different things … We all ignore certain noises that don’t bother us and are tuned
to noises that do.” (AC5)
A surgical trainee recalled disregarding some sounds unrelated to his role during the surgical
procedure, such as the oxygen saturation alert tone. By not listening to the unrelated sounds, he
was able to concentrate on the procedure and communicate effectively with the surgeon and
instrument nurse.

DISCUSSION
This research explored how noise affected communication between health professionals in
the OR. Health professionals struggled to communicate effectively when the OR was noisy,
revealing barriers to effective communication including positioning of health professionals,
hearing difficulties in noisy ORs, and being unable to filter out sounds. Due to the presence
of noise, health professionals used facilitators of communication including non-verbal gestures
and filtering out some conversations and noise emitted by equipment. However, restrictions
existed for when it was possible to use these facilitators. Non-verbal gestures were an effective
means of communication when recipients understood the meaning of the gestures and the
context in which they were being used. Filtering out irrelevant conversations was also an effective
facilitator of communication when the noise levels were not elevated or if filtering occurred in the
presence of experienced OR health professionals.
The arrangement of equipment in the OR was dictated by the type of surgery, door position,
power and services outlets, and anaesthetist and surgeon’s preferences. Surgical specialties
need an OR of an appropriate size for the equipment required and number of health professionals
involved in the surgery. If the equipment used for the surgery resulted in lack of space in the OR,
then the circulating nurse may not be able to stand near the instrument nurse to communicate
quietly.
Instead, the conversations occur with raised voices across the obstructing equipment. The
noise emitted by some equipment has been identified in past research14 as contributing to
communication failure. Past research found failure to meet surgeons’ expectations of positioning
and choice of equipment resulted in breakdown of communication between the surgeon and
other health professionals24.
However, in a study of how peri-operative nurses’ practice was governed, nurses became more
familiar with the surgeons’ requirements for each type of procedure as they gained experience
working with them. Through this knowledge, the peri-operative nurses were able to try different
arrangements of the equipment to overcome the barriers to effective communication posed by
the equipment34.
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Health professionals reported experiencing difficulties hearing conversations when the OR was
noisy; however, this may not necessarily be due to any hearing deficit. Past research on hearing
difficulties among orthopaedic, urological and oral faciomaxillary surgeons3,35–37 found mixed
results. Orthopaedic surgeons were exposed to noise levels over the threshold level and exposure
time required for occupational noise-induced hearing loss to occur3,35. However, a study undertaking
audiometry testing of 22 senior orthopaedic surgeons, found 11 of them had some degree of
noise-induced hearing loss but not of a degree to be classified as deafness38. Another study
undertook audiometry testing of 18 health professionals, from a range of ages and types, who
worked in orthopaedic surgery39. This study found the exposure was insufficient to pose a danger
to hearing, and no noise-induced hearing loss was present in any of the participants. Moreover,
the studies investigating hearing loss in oral faciomaxillary and urological surgeons found they
were not exposed to noise levels shown to result in hearing loss36,37.
Rather than experiencing a hearing loss, health professionals may become less tolerant of the
noise levels in the OR, especially considering the complex cognitive tasks that they undertake.
Past research showed that health professionals experienced diminished ability to communicate
with the noise levels present in the OR, regardless of whether they were undertaking an activity
or not13. Furthermore, communication was more likely to breakdown if a health professional was
undertaking complex cognitive tasks, such as those undertaken in the OR, while communicating
in the presence of noise13.
For health professionals to be able to use non-verbal gestures as an effective means of
communication in noisy ORs, their colleagues needed to be aware of the meanings of the
gestures as well as the context in which they are used. If the instrument nurse can see the
surgical field and is familiar with the surgery, then hand gestures used by the surgeon may be
an effective means of communication. In an observational study of the transfer of objects
between the instrument nurse and the surgeon during surgical procedures40, the use of nonverbal gestures by the surgeon was an effective means of communication when they could be
observed by the instrument nurse. This finding was confirmed by another study that found
the recipient of the gestures needed to be able to see them as they occurred41. Despite these
restrictions, participants recounted situations where the use of non-verbal gestures were an
effective method of communication without contributing to the sound levels in a noisy OR.
The ability of health professionals to filter out some sounds or conversations to facilitate
communication depended on their level of experience and the noise level in the OR. Health
professionals who were new to the OR environment experienced difficulties adapting to the
communication styles used in the OR42 and had more breakdowns in communication than
experienced OR health professionals43. The results from this study were consistent with past
research that found elevated noise levels degraded the quality of verbal communication, placed
stress on health professionals and resulted in breakdown of communication13. Accounting for
these difficulties, experienced health professionals need to support and foster inexperienced OR
health professionals to adopt an effective communication style in the OR18.

LIMITATIONS
This research was undertaken at one research site and may not be representative of the
experiences in other operating suites. However, health professionals with a range of work
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experience in other operating suites were included in the research. Further research in this area
could include multiple sites to expand these findings and provide further insight into the barriers
to and facilitators of communication in the presence of noise in the OR.

IMPLICATIONS FOR PRACTICE
A number of implications for practice have been derived from this research, relating to
positioning of equipment in the OR, the use of non-verbal gestures, and consideration of
inexperienced health professionals and their inability to filter the sounds. The positioning of
equipment in the OR is influenced by many factors and impacts the team of health professionals.
Surgical procedures need to be undertaken in an OR that leaves adequate space for health
professionals to manoeuvre around the equipment. Health professionals need to endeavour to
reduce the noise levels in the OR. One measure that could be further used is non-verbal gestures,
provided that colleagues are aware of their meaning and are able to see the gestures.

CONCLUSION
Health professionals of all levels of experience encountered difficulties communicating in the
noisy environment of the OR. Inexperienced health professionals struggled with communicating
effectively and thus need to be supported until they acclimatise to the competing sounds in the
OR and learn methods of effective communication. More experienced health professionals were
able to filter out unwanted sounds, providing the OR was not too noisy, to enable them to
concentrate on vital conversations. Attention to the positioning of equipment and optimal
utilisation of space is required to optimise communication in the OR. Furthermore,
communication can be facilitated by the judicious use of non-verbal communication.
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STRATEGIES FOR REDUCING THE RISK

Of Surgical Patient Incidents And ‘Never Events’
By Kate Woodhead, RGN, DMS
INTRODUCTION
Around 20 ago, a sentinel report, To Err is Human, started an awareness of the safety of patients
during treatment. While it was a report published in the USA, it began the development of a new
science and many new activities in global healthcare particularly in the NHS. A great deal of
progress has been made since that initial report, but there is always more to do.
Healthcare is dynamic and there is a need to continuously evaluate processes in order to improve
patient safety and services. NHS Improvement’s patient safety strategy1 cites three distinct
strategic aims. They are:
• Improving understanding of safety by drawing intelligence from multiple sources of patient
safety information (Insight)
• Equipping patients, staff and partners with the skills and opportunities to improve patient
safety throughout the whole system (Involvement)
• Designing and supporting programmes that deliver effective and sustainable change in the
most important areas (Improvement)
There are many patient safety incidents reported by acute and primary care, by mental health
facilities and also by ambulance trusts. They are regularly recorded on the National Reporting
and Learning System and can be accessed individually by staff members and patients to report
incidents. The number of adverse incidents reported in 2019 which resulted in death was 4 600.
This is a shocking statistic - even if there were 4 356 277 patient safety incidents2. It was also
noted recently that in the 2019/2020 period, there were 435 Never Events in NHS care, and that
annually this number remains stubbornly the same3.
The Care Quality Commission4 was asked to look at the patient safety culture in NHS, and in 2018
they reported on the different attitudes of healthcare and other high-risk industries. The other
industries regard their work as high-risk and this informs everything they do. Safety alerts are
implemented effectively and consistently; an understanding of team dynamics, situation
awareness, and human factors are central to how they work. Safety protocols are followed
without question. Staff are expected to raise matters of safety concern and do so as a matter of
course. If safety is in any way compromised, then operational processes are stopped without
hesitation. Safety training is never considered to be optional.
Healthcare on the other hand, which in statistical terms is higher risk than other industries, took
the view that safety was the norm and things only go wrong exceptionally. Staff are not expected
to make errors. This leads to a search for quick fixes and technical solutions when ‘Never Events’
occur. The culture is one which the workforce considers is essentially safe. Staff are generally
unwilling to raise safety concerns as it challenges the cultural norms of the workplace. The
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findings all suggest a weakness in the underlying safety culture in the NHS. There is often
defensive behaviour displayed when things do go wrong and despite many initiatives in the past,
there is a continuing blame culture5.

SURGICAL NEVER EVENTS
A report written by NHS Improvement reviewed 38 cases incurred during surgery in 2016 that
reveals that very little has changed in that ‘Never Events’ which occurred then and now, and all
fall into the same categories of incidents. This demonstrates that despite local actions and the
implementation of national safety standards for invasive procedures (NatSiPPs) as well as local
protocols (LoccSiPPsP) which were designed to standardise practice and reduce risk to surgical
patients6 little has changed about human behaviour! Clinical Incidents are reviewed and also the
Trusts action plans to record the learning and any changes made after the events. The cases
analysed include 20 of ‘surgery at the wrong site’; four of the ‘wrong implant being inserted’; and
14 of ‘retained foreign objects’.

BARRIERS TO PATIENT SAFETY INCIDENTS
It is human to make mistakes, so we - the NHS - need to continuously reduce the potential
for error by learning and acting effectively when things go wrong. One of the anomalies of patient
safety incidents which are examined in often minute detail after the event by the process of
root cause analysis, is that due to the nature of the culture - which tends to view incidents in
the light of individual behaviour - is confidentiality of the event. This means that learning from
the event across a hospital or more widely in the NHS, is minimal. Solutions to incidents or
changes to protocols are rarely shared, even among the speciality or within peri-operative care.
Other barriers are that protocols and policies are often not followed, which offer mechanisms
for protection for things going wrong. There is data to suggest that even an obvious task,
undertaken to reduce risk such as the swab and instrument count, is not always done in a
standardised, according-to-protocol, manner.
There are many other reasons that things are not done properly. These include - but are not
limited to - workforce shortages, workforce capacity and capability, and stress and fatigue.
Anecdotally, practitioners are making more mistakes at present, due to both shortages of
peri-operative team members and fatigue from a year of COVID-19. The predictability of
this should alert every practitioner and manager to put additional barriers and obstacles into the
system to reduce risk.
Another aspect of capacity and capability is the lack of speciality teams in many Operating
Theatre Departments. With the development of teams who work regularly with the same
surgeons, confidence and knowledge grow in everyone in the team. Familiarity helps the
atmosphere, encourages learning and provides a knowledgeable, well-supervised means of
undertaking complex surgery. This has to be balanced with the development of complacency,
which may result from knowing too well the task at hand and losing the sense of situational
awareness which prevents incidents from occurring.
The development and implementation of the Safe Surgery Saves Lives – or WHO Checklist8 as
it has become known - was entirely created to reduce risk by highlighting elements known to
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be high-risk during anaesthesia and surgery, is undertaken in a very complacent fashion in
some operating rooms (ORs) and by some surgical teams. Often these teams appear to have
forgotten why the Checklist came into being in the first place. Inherent in the Checklist
mechanism is that all members of the team, whether it is a permanent team or one convened for
the operating list, have the authority to speak up if they see things going wrong. Weinger9 writes
of a study undertaken by Muensterer et al10 showing that lower hierarchy clinical providers are
less likely to ‘speak up’, even when they are aware of major safety violations.
The NHS is known to be a hierarchical environment where seniority counts more than expertise or
respect for individual observations. This indicates that while flattened management structures are
ideal, they are rarely enacted. In ORs in particular, surgeons view themselves as the captain of
the ship and will frequently use intimidation to quieten any apparent speaking up which they think
is inappropriate, as it challenges their authority. This does not lead to a culture in which positive
safety attitudes and behaviours can flourish. This insidious effect of hierarchy can demean the
process of the Checklist and ensure that it is a process for safety which is not taken seriously.

HUMAN FACTORS
The science of human factors enables us to understand the way in which we work as human
beings and function in our environment in relation to patient safety. The complexity of healthcare
nowadays shows that we need effective science, mechanisms and studies from which to
learn, so that prescribing is safe, handovers to other team members are effective, and that we
communicate well in our teams. While we cannot eliminate risk factors, we can reduce them by
acting to moderate the risks by understanding them. In surgery, the means by which surgery
is best facilitated by surgeons and the rest of the peri-operative team is to have exceptional
situation awareness which remaining alert at all times. It is best accompanied by high-level
communication and is maintained by ensuring mental alertness and not by fatigue.
It is said that the two factors which have the most impact on safety strategies and ‘Never Events’
are fatigue and stress. Prolonged work hours, as far as a deterioration in performance is
concerned11, has been shown to be equivalent to a person with 0.05 mmol/l of alcohol in their
blood stream - which would make it illegal to drive a car in many countries. High levels of stress
are likely to distract individuals from the task in hand, and it should also be noted that low levels
of stress can also be counter productive by enabling a lack of attentiveness to the job in hand.
There is also the issue of ‘workarounds’ which seems to be very prevalent in surgical care. Team
members find an alternative method of undertaking a task in order to do it more quickly more
easily, often leaving out the fundamental ‘checks and balances’ which have been built in to
ensure stability of the task and safety for the patient or the member of staff. This often means
ignoring the protocol or ‘tweaking’ it to suit the moment.

LEADERSHIP
Leadership of the unit or hospital has a great influence on the culture of safety in the working
environment. This entails providing leadership by establishing a patient-centred approach
and emphasising and prioritising safety at all times. It also relates to ensuring that the ideas of
the frontline workers who identify hazardous situations and flaws in the system, are listened to
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and the solutions enacted. One of the positive effects of COVID - and there are not many - are
that the hospital leadership in many places has had to get much closer to the clinical situation
and the workload of the staff. Understanding their stresses has also been a wake-up call for many
hospital administrators. This can only assist staff going forward.
One of the elements which makes a difference to staff and to effective safety during surgery is
a constant application of audit and audit findings. Audit uncovers areas of practice which are
not necessarily known until they are reviewed. Protocols can either be updated, as they should
be regularly, or workarounds discovered and replaced. There are some obvious areas which
deserve frequent audit attention, such as scrub times, aseptic technique, count mechanisms,
marking of patients, skin care of staff, pressure area care of patients and there are many
many more.
One of the solutions to audited outcomes can be simulation training where the entire team gets
together and, with the clever use of technology, has to solve a dynamic set of clinical issues
between them, using patient models. This action - which is debriefed - can be very frightening for
junior members of staff, but if run well and facilitated effectively, can give staff a voice and be a
huge learning leap towards improved teamwork and communications. This creates a far better
and safer environment for patient care and is thereby safer for the patient.

CONCLUSION
There are many different areas of surgical practice which should have the light shined upon them
as we have discussed. Perhaps now as we stride towards a very long waiting list and a queue of
patients needing to trust that everything will be safe, practice should be examined and audited
carefully to ensure it is as safe as it can be.
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PREVENTION IS BETTER THAN CURE:

Understanding Metabolic Syndrome (MetS)
By Daniel Turnbull and Paula Foran
ABSTRACT
Metabolic syndrome (MetS) is a condition with interconnected abnormalities of the metabolic
system that has been labelled by the World Health Organisation as a main cause of death
worldwide. Risk factors for MetS include occupational stress, disturbances to circadian rhythms,
sleep disorders and changed eating habits, which are all associated with shift work.
As shift work and occupational stress are common in peri-operative nursing, the risk of developing
MetS is increased for peri-operative nurses. This discussion paper aims to bring an awareness
and understanding of MetS to peri-operative nurses and identifies the occupational risks in the
peri-operative environment that may lead to its development. It also presents some possible
strategies to mitigate the risk factors, or prevent this condition for peri-operative nurses in the
future.

INTRODUCTION
Metabolic syndrome (MetS) was previously known as ‘Syndrome X’ and was first recognised
by Gerald M Raevan in the 1980s1. The pathophysiology of MetS is complex and comprises
interconnected abnormalities of the metabolic system including lipid and glucose metabolism1.
MetS is diagnosed by the simultaneous presence of three or more of the following factors:
hypertension, dyslipidaemia, central obesity and hypertriglyceridemia1–4. The syndrome has been
linked to co-morbidities of the liver and reproductive system, thrombotic states and inflammatory
diseases. It has been identified as having an increased risk of mortality, with the World Health
Organisation (WHO) labelling it as a main cause of death worldwide alongside cardiovascular
disease, Type-2 diabetes mellitus and breast cancer1,5,6,7. Research has also theorised that MetS
affects approximately 30% of the adult population worldwide8.
A systematic review of literature by Ranasinghe et al. in 2017 provided an alternative estimate of
the prevalence of MetS, estimating that 20% to 25% of the adult population may be suffering
from the disorder1. This review was the first to complete a comprehensive systematic evaluation
of literature regarding prevalence of MetS in the Asia-Pacific region; however, from a possible 51
countries, only 15 studies were found revealing the importance of further data collection1. In
Ranasinghe’s study several variables were considered, including age, occupation and gender1.
Females generally had a higher prevalence of MetS except in some specific areas, one of which
was rural Australia1.
More recent studies found similar findings where MetS had an increased prevalence in women;
however, data around prevalence in shift workers varied from 9% to 30%, with some studies
suggesting a 2% prevalence in nurses specifically3,6,8,9. While most studies found age to be a
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factor in prevalence - the under 40 age group were at high risk - other studies acknowledged
the presence of MetS in all age groups3,4,6,9. Despite the variation in data and research on the
prevalence of MetS, which may be due to different study designs, it is important for the health of
all nurses to investigate the occupational risks of shift work and the potential to develop MetS
with its associated risk of mortality10,11.

MetS AND PERI-OPERATIVE NURSING
Peri-operative nursing often involves shift work, being on-call and changing rosters. Meal breaks
can be short, requiring nurses to alter their dietary habits and eat quickly while at work. Perioperative nurses may experience occupational stress with long work hours and physically
demanding tasks such as lifting heavy instrument trays, moving and positioning patients and
wearing lead aprons. Thus there are a number of occupational risks for MetS associated with
working in the operating room (OR).
Shift work
Shift work has been identified as increasing the risk of developing MetS3,4,6,10,12,13. A systematic
review and meta-analysis by Wang et al. looked at the risk of MetS associated with shift work.
The review of 36 studies, with a combined total of 216 527 participants, revealed that shift
workers had an increased risk of developing MetS compared to regular day workers (OR = 1.35,
95% CI:1.24–1.48; I2 = 74.6%)12. Wang et al. also identified a further increase of risk in rotating
shift workers12, and this was also highlighted by Khosravipour et al. in their similar systematic review
of 38 observational studies10. The increased risk of developing MetS in shift workers has been
attributed to the desynchronisation, or misalignment, of the circadian rhythm and workers’
disrupted sleep-wake cycles5,6,7,12.
Circadian misalignment
Circadian rhythm influences temperature and the sleep-wake cycle and is synchronised by
the retina’s exposure to light which stimulates photo-sensitive cells connected to the suprachiasmatic nucleus in the hypothalamus gland in the brain14,15. The supra-chiasmatic nucleus
then innervates the sympathetic nervous system which regulates humoral, neural and endocrine
signals that lead to predictable behaviours of metabolism and physical cellular performance14,15.
Extended exposure to light disrupts this circadian rhythm, especially in night shift workers, and
may result in insulin resistance and glucose intolerance from altered hormonal secretions,
potentially leading to the development of MetS3,14.
A systematic review of metabolic and cardiovascular consequences of shift work by Kervezee
et al. identified evidence that disruption to circadian rhythms, or circadian misalignment, is
linked to elevated glucose levels and insulin resistance in varying degrees, particularly in the
majority of night shift workers14. The review also found that shift workers were at a greater risk of
developing metabolic disorders from short-term circadian rhythm misalignment14. The risk of
developing MetS from circadian misalignment is compounded by disrupted sleep and altered
eating regimes7 both of which are common with shift work.
Sleep deprivation and sleep disorders
Sleep deprivation has been theorised to affect the endoplasmic reticulum within cellular
structures. These organelles are responsible for processing secretory and membrane proteins
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which have a link to insulin functionality, lipidystrophy, obesity and Type-2 diabetes7. Shift work,
quick turn-around times between shifts, duration of shifts and night shift may all contribute to the
development of sleep disorders, which are known risk factors for MetS6,7,15. A small cross-sectional
study on MetS in night shift workers (n=60), revealed that insomnia symptoms were found in
40% of the participants9.
Rosa et al. also identified in their systematic review of randomised control trials and observation
studies (n=24) of shift work and nurses’ health, that sleep disorders were more prevalent for
staff rotating onto morning shift from night shifts when following a three x eight-hour rotation
schedule6. Other studies have suggested night-shift workers sleep less than day workers, and
some studies show workers on a rapidly-changing shift rotation sleep fewer hours than workers
permanently on night shift6,14. Rosa et al. also noted that all shift-work hours interfere with at
least one main meal and that appetite levels are affected by short sleep cycles6.
Changes in eating regime and appetite
Increased risk of MetS may come from appetite changes in shift workers due to unregulated
meal times, sleep disturbances, changes in lifestyle and demands of shift work6. Changes to
eating regimes can lead to altered insulin responses, and disrupted secretion of appetite
hormones may lead to higher caloric consumption6,14. A small study by Molzof et al. comparing
female day-shift and night-shift workers (n=17) and the impact of meal timing on cardiometabolic syndrome indicators, revealed that irregular eating patterns were observed more in
shift workers, and that night-shift workers’ food intake was associated with multiple risk factors
specific for MetS5. This study also found that increased lipid levels and weight gain was
associated with increased food consumption in the evening5. While the research by Molzof et al.
had a small sample size and was restricted to female shift workers, other studies have also shown
that high calorie consumption by shift workers and calorie consumption in the evening increases
the risk of developing MetS2,7.
Another interesting finding, from a cross-sectional data analysis of nurses (n=1638) by Jung
et al. is that faster eating speeds have been associated with weight gain and MetS2. Jung
et al. also found that nurses have meal breaks, on average, between six and 28 minutes long2.
Higher caloric consumption by nurses during these meal breaks could also be attributed to
occupational stressors16.
Occupational stress
Research has shown that occupational stress may increase the risk of MetS8. Increased stress has
been associated with shift work, specifically rotating shift work, with research theorising that one
in every four nurses are being affected6. In addition, the peri-operative environment can be a
stressful environment. Excess stress during work can increase the production of cortisol which
could potentially lead to insulin resistance and development of MetS17,18. Cortisol production by
the adrenal gland is stimulated by adrenocorticotropic hormone from the hypothalamicpituitary-adrenal axis in times of stress, leading to increased energy from gluconeogenesis
and lipid mobilisation in adipose tissue7,17. A cross-sectional analysis of a multicentre cohort of
civil servants (n=15 105) by Santos et al. observed that higher levels of cortisol were noted
in irregular shift workers on their rostered days off, thereby resulting in prolonged stress
responses13. Although this analysis did not focus on the nursing profession, the analysis revealed
that shift work contributed independently to the risk of developing MetS13.
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Chronic stress can also cause burnout with some studies suggesting a link between burnout and
MetS17. Others studies suggest there has been no definite association between MetS and
burnout, although association with components of MetS were found18. Due to the inconsistency
of evidence from multiple studies, more research is required on stress-related burnout and
MetS18.

RECOMMENDATIONS
Managers need to have an awareness of the risk factors for MetS and put strategies in place to
mitigate the occupational risks that could result in nurses developing MetS3,6,13. Strategies include
raising awareness of MetS, education about diet and the importance of physical exercise in
avoiding metabolic disorders, and promotion of healthy behaviours2,3,6. Benefit could be gained
by introducing a healthcare programme for staff with increased risk of developing MetS and
implementing a food diary to help control calorie consumption2,16.
It is known that peri-operative nurses suffer fatigue due to emotionally and physically demanding
work and staffing practices19. Thus, managers also need to critically think about shift scheduling
and rotations, and frequency and length of shifts, as well as ensuring adequate rest periods to
reduce detrimental effects on staff and increase well-being6,15. As the risk of developing MetS is
ever present in the peri-operative environment, it is important for organisations to screen workers
who are exposed to shift work, identify those at high risk of developing this dangerous disorder,
and provide education and resources to reduce the risk.
Finally, as research into MetS in the peri-operative domain is limited, it is recommended that
organisations facilitate research in operating suites across Australia to explore the prevalence of
and prevention strategies for this potentially dangerous disorder to improve the health of nurses6.

CONCLUSION
MetS is a complex and potentially fatal condition believed to affect nearly a third of the world’s
population. Shift work and the associated disturbances to circadian rhythms, sleep and eating
habits, as well as occupational stress, are recognised as risk factors for developing MetS and are
occupational risks for peri-operative nurses.
Further research into, and reporting about MetS, will improve the understanding of the physiological
mechanisms underlying MetS and the risk factors that contribute to its development. Increasing
awareness among the peri-operative nursing profession will enable the development and
implementation of strategies that may mitigate the risks factors of MetS and reduce its
prevalence thus improving the overall health of the peri-operative nursing workforce.
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IDENTIFYING BARRIERS TO PATIENT ADVOCACY
In The Promotion Of A Safety Culture:
An Integrative Review

By Teena Shoemark, MCN (Anaesthetics and Recovery Nursing), RN, MACORN
and Dr Paula Foran PhD, RN, FACORN, FACPAN, MACN
ABSTRACT
Promoting patient safety, through patient advocacy, is an important part of the peri-operative
nurse role. However, identified barriers to effective patient advocacy have also reflected deficits
in the characteristics of safety culture. This integrative review aims to highlight these barriers and
discuss strategies for promoting patient safety within the peri-operative context by presenting
links between patient advocacy and safety culture.
An electronic search of the databases, EBSCOhost, Academic search ultimate, Cumulative Index
Nursing and Allied Health Literature (CINAHL), Healthsource, MEDLINE and PubMed, was
undertaken and yielded 10 articles for inclusion. Primary research included in this review consisted
of five qualitative studies, three quantitative studies and two case studies. Further literature was
used to provide background into this subject and guidance on writing this paper. The selected
research was critically appraised for methodological quality using JBI-critical appraisal checklists
for case reports, qualitative and prevalence research.
A data extraction table was used to record, group, compare and inform the integrative process of
thematic analysis and data synthesis, generating themes that emerged through the selected
literature. Synthesised findings will highlight the importance of patient advocacy by the perioperative nurse to increase patient safety. This review of the literature will present barriers to
patient advocacy and discuss the suggestion that the key to greater patient safety may be an
organisational commitment to enhance patient advocacy by peri-operative nurses, allowing them
to speak up on behalf of their patients.

INTRODUCTION
Patients put their trust in the healthcare system to provide high-quality, safe care that will meet
their needs and expectations1. Acceptance of accountability for practice and acknowledgement
of the nurse’s role in protecting a patient’s autonomy and right to care that is of high quality, and
both clinically and culturally safe, is paramount2. This could not be more important than in
the peri-operative context, where patients are exposed to the vulnerabilities associated with
undergoing anaesthesia when they are temporarily unable to act on their own behalf3.
In the words of Virginia Henderson, a famous nursing theorist, when defining patient advocacy
in nursing: “ ... the nurse is temporarily the consciousness of the unconsciousness, the love of
life for the suicidal, the leg of the amputee, the eyes of the newly blind, a means of locomotion
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for the infant, knowledge and confidence for the young mother, and a ‘mouthpiece’ for those
too weak or withdrawn to speak4 p.63.”
The objectives of this review are to understand the relationship between patient advocacy
and safety culture in the peri-operative context; to present the peri-operative nurse role in patient
advocacy; discuss some of the barriers to patient advocacy, including hierarchy in the perioperative environment and fear of blame; and identify strategies to overcome these barriers, including
flattening the hierarchy, open communication and non-punitive approaches to risk reporting.

PROBLEM IDENTIFICATION
Patient advocacy in the peri-operative context has been widely researched over the last
two decades. Results have shown that peri-operative nurses view their role as a protector
from harm and a human rights activist3. Patient advocacy provides nurses with the opportunity
to exercise their professional, moral and ethical perspective, promoting empowerment and
professional satisfaction5. Barriers to peri-operative nurse advocacy, such as hierarchy and
communication constraints, have been well described in discussion papers reflecting on clinical
practice6, 7, 8. These papers also highlight the relationship between advocacy and the concept
of safety culture6, 7, 8.
As recognised by the Australian Commission on Safety and Quality in Health Care (ACSQHC),
safety culture is a key element in the collaborative delivery of high-quality, safe care and
is demonstrated through organisational attitudes that shape the behaviours of clinicians and
leaders9. Despite this, the role of patient advocate has been impeded; therefore, identifying and
overcoming the barriers to patient advocacy by peri-operative nurses is vital for patient safety3.

LITERATURE SEARCH
Search strategy
An electronic database search of the literature was conducted. Included in the search were,
PubMed and, via EBSCOhost, Academic search ultimate, Cumulative Index Nursing and Allied
Health Literature (CINAHL) complete, Healthsource: nursing/academic edition, MEDLINE, and
MEDLINE complete. Key terms used in the search were ‘patient’, ‘advocacy’, ‘peri-operative’,
‘operating room’, ‘nurse*’, ‘patient advocacy’ and ‘safety culture’. The PubMed MeSH and
PubMed search builder were utilised to include medical subject headings (MeSH) terms in the
search. MeSH terms were, ‘patient safety’[Mesh], ‘Peri-operative Care/ethics’[Mesh], ‘Perioperative Care/legislation and jurisprudence’[Mesh], ‘Peri-operative Care/organisation and
administration’[Mesh]. Boolean phrases, AND and OR were applied to narrow the search terms
and the truncation ‘*’ applied to include plurals of key terms.
Inclusion and exclusion criteria
To access the most up-to-date primary research and scholarly, peer-reviewed literature,
the search results were limited to the years 2015 to 2020 and articles from peer reviewed
journals only. Included articles referenced the key terms and were in English due to language
constraints of the authors. Exclusion criteria included research not related to nursing, patient
advocacy or safety culture; secondary sources of research; protocols; guidelines and research
not transferrable to the peri-operative context.
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DATA EVALUATION SYNTHESIS
Data extraction and evaluation
Data extraction included the author, date of publication, origin of the study, population and
sampling method, study design, level of evidence, key findings and limitations. In agreeance
with Whittemore and Knafl, the diversity in research design of the included studies indicated
the appropriateness for the application of quality appraisal tools10. Reliability and validity of the
selected research was determined using the levels of evidence as described by Jirojwong,
Johnson and Welch from level I, the highest, to level VII, the lowest11.The selected research
was critically appraised for ‘methodological quality’ using the JBI critical appraisal checklists for
case reports, qualitative and prevalence research12. Each checklist had between eight and 10
questions that was allocated a score, ‘yes’, ‘unclear’, ‘no’, ‘not applicable’, which was interpreted
by the author with a rating of low-quality, moderate-quality or high-quality research.
Data analysis and synthesis
As suggested by Whittemore and Knafl, the integrative review method was followed to analyse
and synthesise the data through thematic analysis10. Data reduction initially involved grouping
the research by study design. The data extraction table, used to record extracted data to be later
used for comparison, is included as supplemental material. Data display was achieved through
the applied table by grouping similar data. Comparison of the grouped data was used to generate
themes and connections. The themes and connections were integrated for discussion and
synthesised for verification and to draw conclusions.
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Descriptive findings
As indicated in the PRISMA flow diagram seen above as Figure 1, the search strategy identified
347 articles and four articles were identified through a search of the reference lists in the selected
literature, as recommended by Liberati et al13. After duplicates were removed from the total 351
articles, 163 remained. Of the 163 articles, 113 articles were excluded after titles and abstracts
were screened against the inclusion and exclusion criteria. The 50 remaining full-text articles
were screened for relevance to the review aims resulting in 40 articles being excluded.
The majority of the excluded full-text articles were found to be relevant to patient advocacy
and safety culture; however, based on the recommendations of Jirojwong et al.11 and Joanna
Briggs Institute (JBI)12 they were excluded as they were determined by the author to be low level
discussion papers or low-quality case reports where reliability and validity of the results could
not be determined. Three full-text articles were also found to be relevant to the review aims, but
were excluded as they were review articles. A total of 10 primary research articles were selected
for inclusion. The origin of selected articles were the USA (n=7), Sweden (n=1), Australia (n=1)
and Canada (n=1).
Quality assessment
The 10 included articles were assessed for quality according to Jirojwong et al.11 and JBI12.
The three quantitative studies were found to be level III-3 cross-sectional studies and were
critically appraised across nine criteria for prevalence research to be of moderate quality. Quality
was reduced by low response rates and description of sampling methods. The five level VI
qualitative studies included four that consisted of semi-structured interviews and focus groups,
and one with an etic approach that was observational with informal interviews. All qualitative
studies included field notes or journaling, coding and thematic analysis. The five qualitative
studies were critically appraised across 10 criteria for qualitative research and found to be of
high quality. Of the two level IV case studies, one was critically appraised against eight criteria
and one against six of the eight criteria, due to no applicability to the study. Both were found to
be of high quality.

RESULTS
The analysis of the data was mapped through comparison for similarities in the methodology,
aims and findings of the selected research. Through this iterative process the overarching theme
to emerge linking peri-operative patient advocacy and safety culture, was ‘peri-operative nurse
role in patient advocacy’. Subthemes generated under barriers to peri-operative advocacy were
‘hierarchy in the peri-operative environment’ and ‘fear of blame’.

DISCUSSION
Perioperative nurse role in patient advocacy
Four qualitative studies researched the perspective of peri-operative nurses as patient
advocates14, 15, 16, 17. Two qualitative studies found that peri-operative nurses viewed their patients
as vulnerable and that attentiveness to patients’ needs and expectations builds trust and
promotes advocacy14, 15. Through the collective experiences of pre-operative nurses, and
end users of pre-operative care, Malley et al. found that there is often a gap between patient
expectation and specialist knowledge that can negatively impact transitions of care14. This
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study found that patients coming in for surgery expected that all the information pertaining to
their care would be available when they arrived14. When gaps in information occur, distrust
and fear builds, and patient outcomes are negatively impacted14. This research revealed that
nurses perceived themselves as important in filling these gaps to build trust, and that by
gathering all the necessary information nurses put themselves in a position to protect their
patients from harm14. Echoing these sentiments, Ingvarsdottir et al. reiterated the importance
of these findings, explaining that while there was limited time pre-operatively to spend
with patients, peri-operative nurses identified this as being very important to filling the gaps
in information and building patient trust15.
Sundqvist et al. highlighted that, despite the limited time, peri-operative nurses have with a
conscious patient during transition to the operative phase, trust building was still achievable
through acts of advocacy that promote psychosocial support, integrity and autonomy16. For
example, in one study a nurse was observed to be conscious of meeting the patient’s needs
in addressing the patient by name, checking for comfort, assisting with transfer onto the theatre
table, talking the patient through steps in the process and pulling the blinds down to cover
the window into the theatre16. During the phase of anaesthesia, where the patient was unaware,
members of the theatre team were also seen to protect the patient through constant surveillance,
collaborative interactions, acts of information sharing at different points in the patient’s
transition through the peri-operative environment and challenging each other on decisions
in patient care16.
The findings of challenging decisions and surveillance for patient protection are also
consistent with a qualitative study by Bacon that researched the nurse experience of ‘failure-torescue’ (FTR) post-operatively17. Although the concept of FTR is not specific to the perioperative context, the results are generalisable through application to current Australian
standards in recognising the deteriorating patient18. It was found that the participants in this
study viewed their role as patient protectors through patient surveillance in relation to their
abilities to escalate care17. This was linked to patient advocacy, as the study highlighted both
the importance and the difficulties in speaking up on behalf of the patient when deterioration
is detected17. Through rich description, it was also found that junior nurses, in particular, have
difficulty in knowing when or how intensely to pursue escalations of care when they have
concerns for a patient’s welfare17. FTR, even with experienced nurses in the PACU and
despite efforts to advocate and escalate care for their patients, has resulted in adverse events19.

BARRIERS TO PERIOPERATIVE ADVOCACY
Hierarchy in the perioperative environment
Rich data from two qualitative studies found that the ability to escalate care is often associated
with fear15, 20. In a phenomenological study, the lived experience of participants described the
view of being ‘unpopular’ for speaking up in the best interest of patients15. A grounded
theory study found that culture in the perioperative environment was characterised by a ‘steep
hierarchy’ that played a central role in the functioning and mood of the environment20.
Although this study was of surgical resident doctors working in the operating suite, it was
relevant in its insight into the culture of the peri-operative milieu20. The experience of participants
was described as avoiding conflict with both nurses and consultant doctors, suppressing feelings
or using questioning, either indirect or direct, to challenge decisions20. This is consistent with
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the findings of Rainer and Schneider that suggest that nurses feel subordinate to doctors,
hindering their ability to speak up21. In support of this notion, one case study described a nurse
raising concern with a surgeon over the viability of a written consent and, despite the nurse’s
concern, the surgeon insisting the patient still be transferred to the operating suite22. Feeling
pressured by the conflict between their professional obligations to the patient and the
perspectives of the surgeon, the nurse transferred the patient to the theatre; however, the
nurse did escalate her concerns to the manager22. The manager pursued the nurse’s concerns
with the surgeon, thus supporting the nurse and flattening the hierarchy, and the patient’s
surgery was subsequently postponed until a valid consent was obtained22.
Fear of blame
Fear of blame was a common barrier to risk reporting within the selected literature15, 20, 23, 24, 25.
The data from one quantitative study showed that 59 out of 352 participants revealed they had
not reported a patient safety concern, with 33 of those citing the reason as fear of blame24. In
the same study, data revealed that even though 94.8% of participants believed their facility
was supportive of risk reporting, 37% did not report an unsafe practice they had seen24. One
qualitative study also found that low rates of reporting risks to patient safety was due to a lack
of opportunity for formal, open discussion and a fear of documented risk reports being used to
leverage individual blame15.
Links to safety culture
Fan et al. hypothesised that surgical site infection (SSI) rates were linked to the concept of
safety culture25. This research used a survey with twelve dimensions of safety culture that
examined perceptions of open communication, feedback, risk reporting processes and
approaches, management of and support for patient safety, and teamwork25. Findings
(r= -0.90; CI95%= [-0.45, 0.99]) revealed that poor organisational commitment to safety
leads to low perceptions of safety culture by staff in the workplace, which in turn leads to
higher rates of SSI25.
In a quality improvement case study, Lozito et al. had identified an increase in patient harm
from surgical error and ‘near-miss’ events that were often not being reported23. It was identified
through a staff survey, that open communication and non-punitive approaches to risk reporting
needed improvement23. In this study the implementation strategy included education for safety
culture, standardising the reporting process and debriefing following reporting to promote open
discussion and reflective learning23. This study showed that implementing strategies to
improve organisational commitment to patient safety improved ‘near-miss’ reporting, with
statistically significant results (p=<0.05)23. Lozito et al. showed that an organisational
commitment to safety, through improved communication strategies, resulted in a 15% to 20%
increase in staff satisfaction with aspects of safety culture – open communication, feedback,
‘non-punitive’ approaches to risk reporting and education23.
These findings are supported by a quantitative study that explored how safety culture influences
team behaviour. The study found a statistically significant correlation between patient advocacy
in ‘speaking up’ and a positive safety culture (p=0.000)21. This study showed that a safety
culture which is supportive of questioning, risk reporting and the ability to challenge on behalf
of patient safety issues, reduced ‘moral distress’ experienced by nurses through promoting
their ability to ‘speak up’ thus advocating for the safety of their patients21.
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IMPLICATIONS FOR PERI-OPERATIVE NURSING PRACTICE OR RESEARCH
The aim of this integrative review was to understand the relationship between patient advocacy
and safety culture, and identify strategies to promote patient advocacy and patient safety
within the peri-operative context. The included literature recognises the perioperative nurse role
as a protector of patients from harm. The research highlights the complexities of the perioperative team environment and identifies hierarchical structures as a barrier to advocating
for patient safety. Open communication and non-punitive approaches to risk reporting, were
recognised as key characteristics of safety culture, greatly influencing the perioperative climate.
For perioperative leaders, the findings of this review will provide context to the recently devised
ACSQHC safety culture measurement toolkits, aimed at improving patient safety within Australian
healthcare organisations9.

KNOWLEDGE TRANSLATION
1. Peri-operative nurses view patients within the peri-operative environment as vulnerable, and
themselves as protectors from harm. Through acts of advocacy, nurses execute their
responsibility and moral compass to promote the rights of their patients and to provide the
highest standard of safe patient care
2. Nurses fearing to ‘speak up’ on behalf of their patients, when there is a perceived hierarchy
and lack of support from clinical leaders, negatively impacts communication and promotes
a poor safety culture
3. Flattening the hierarchy through open communication strategies and non-punitive
approaches to risk reporting were identified as promoting a positive safety culture that
better supports patient advocacy

LIMITATIONS
The results of this integrative review are limited by the low number of primary research articles
found through the search strategy, with only one study being Australian. Generalisability
and transferability of the results may be biased by only six of the included studies being specific
to the perioperative context. Of those, only four could be related directly to Australian perioperative nursing practice.

CONCLUSION
This integrative review explored the perceptions of the perioperative nurse role in patient
advocacy as protector from harm. Synthesised findings of the selected literature highlight that
team culture can be a barrier to advocating for patient safety when it is hierarchical and
promotes communication that is closed and punitive. The ability of peri-operative nurses to
speak up on behalf of their patients is paramount in the operating suite where patients are
vulnerable and often unable to speak for themselves. This advocacy sits close to the heart of
perioperative nursing and perioperative nurses see this task as very important. As limited
literature was available on patient advocacy and safer patient outcomes, further research into
these important links may be warranted. The literature in this review revealed that strategies
by organisational leaders to promote supportive, open communication, free from fear, have
the potential to strengthen the ability of peri-operative nurses as patient advocates,
ultimately improving patient safety outcomes.
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