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Introduction to Day Surge

Phillipa Ryan With

Historical background

The evolution of day surgery has heralded a new era of medical, anaesthetic
and nursing knowledge, skills and practice. Surgical techniques and techno-
logical advances coupled with developments in anaesthetic approaches have
contributed positively and significantly not only to the initial but ongoing
developments within the field of day surgery, which today accounts for
50-80% of all surgical procedures. The international drive to increase day
surgery rates is grounded in the well articulated benefits including: reduced
demand for overnight or weekend staff, hence reduced costs; more rapid
throughput of patients; reduction in the number of patients on waiting lists
and reduction in the number of patients who fail to attend for surgery.
Potential problems associated with surgery (post-operative nausea, vomiting
or pain), responsibility for which may fall within a self-care remit or entail
an increased burden on community services, require attention to ensure that
day surgery services appropriately address these requirements. The political,
economic and policy-driven demands for greater bed utilisation, value for
money and cost containment measures have influenced the expansion and
development of day surgery throughout its history.

The growth of day surgery, albeit a substantial one, is not a new concept.
In the early stages of nursing, its founder, Florence Nightingale, noted that
patients should not stay a day longer than is absolutely necessary in all
hospitals and in particular children’s hospitals (Nightingale 1914). In recog-
nising the significant value a shorter hospital stay has for the patient, her
opinion was not based upon economic or political perspectives, but on
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reducing the possibility of patients contracting further illness or diseases as
a result of hospitalisation.

One of the earliest references to day surgery is that of the now landmark
publication by Dr Nicoll in the British Medical Journal in 1909. Nicoll
outlined his ten-year surgical experience of performing 8988 day surgery
procedures at a Glasgow outpatients clinic for sick children. Over half of
the children were less than three years old. The procedures included treat-
ment of cleft palate, hare lip, hernias, talipes and mastoid diseases. Nicoll
disapproved of hospitalisation and was adamant that children should return
to their nursing mothers as early as possible. Even at this early stage of day
surgery, he drew attention to the necessity for suitable home conditions in
addition to General Practitioner (GP) support, a feature that was reiterated
in 1955 by Farquharson.

In 1916 Ralph Waters wrote about his establishment of a free-standing
anaesthesia clinic in Iowa, providing day surgery for dental and minor
surgery cases. The revolution had begun. Hospital-based ambulatory units
were developed in 1959 by Webb and Horace in Vancouver, in 1962 by
Cohen and Dillon in Los Angeles and in 1970 by Levy and Coakley in
Washington. The first successful free-standing ambulatory facility was
established in 1969 by Ford and Reed in Arizona (Epstein 2005).

The day surgery revolution within the United Kingdom (UK) was slower
to progress since first being mooted by Nicoll in 1909. It was not until over
50 years later, in 1960, that the first stand-alone day surgery unit within a
hospital in the UK was developed at Hammersmith (Calnan and Martin
1971). In response to the evolution of day surgery, the Royal College of
Surgeons in England published Guidelines for Day Surgery in 1985, based
upon a working party report which stated that day surgery was the best
possible option for 50% of all patients undergoing surgical procedures
electively. At the time of the report the national average for day surgery was
as low as 15%, despite Palumbo et al. (1952) outlining the possibility of
greater bed utilisation owing to a shorter length of stay.

In 1989 the British Association of Day Surgery was established with a
multidisciplinary membership, recognising the necessity for quality in the
delivery of day surgery and the potential benefits, not only for patients but
for the health service. Key drivers for day surgery within the UK were a
number of pivotal reports published over a short period of time, which
brought into intense focus the proliferation of day surgery units and facilities
within the National Health Service (NHS). The first of these, the Bevan
Report (1989), was undertaken by the NHS Management Executive Value
for Money Unit. Support for day surgery expansion was indicated, given
the significant impact it would have on waiting lists and financial costs. In
1990 the Audit Commission, an external auditor for the NHS, published A
Short Cut to Better Services. This report is now recognised as one of the
major catalysts for the development and advancement of day surgery within
the UK. It examined the expansion of day surgery within England and
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Wales, concluding that the rate of expansion was slower than anticipated;
it also identified significant variances in day surgery between health authori-
ties. A consequence of the report was the introduction of what became
known as the ‘basket’ of 20 common procedures - still in use today — that
could be performed as day surgery cases. The rationale for the introduction
of this ‘basket’ of procedures was to develop uniformity and limit the vari-
ance in day surgery procedures across the health service, with a view to
improving cost-effectiveness by increasing the number of patients that could
be treated as day cases. The Audit Commission also reported on possible
barriers to the growth of day surgery, such as lack of facilities, poor man-
agement structures and a preference for traditional approaches, and sug-
gested methods to overcome them.

Building on the Audit Commission report, in 1991 the Value for Money
Unit published Day Surgery: Making it Happen. This report focused on the
design, practice and management of day units, outlined recommendations
on staffing, training and quality, and highlighted the financial rewards for
the NHS. Also in 1991 the Audit Commission reported on day surgery from
the patient’s perspective: their investigation found that 80% of patients pre-
ferred day case surgery, with 83% recommending this approach to a friend.
This report reinforced awareness of acceptance of day surgery by patients,
thus justifying the continued expansion of this approach to surgery.

One of the motivating factors for the expansion of day surgery was
clearly the resultant financial rewards for the NHS, although significant
funding for the establishment of day surgery facilities would first be required.
In recognition of the financial implications, a regional task force to oversee
investment was established in the early 1990s. The task force produced a
toolkit for managers and clinicians as an aid for the establishment and
review of day surgery facilities, and set a target of 50% for all elective
surgery as day case procedures. Despite significant investment, the report of
the task force in 1993 revealed that few proposals had been implemented,
with considerable variation in progress towards meeting the 50% target
across the NHS, and raised the target to 75%. Not surprisingly, in 2001
the Audit Commission confirmed that no service was achieving 75%, with
a number of units not being utilised to maximum capacity. Consequently,
£31 million was invested from the Funding treasury Capital Modernisation
in order to achieve the target of 75%. In conjunction with the launch of the
Day Surgery Strategy in 2002, the Day Surgery Operational Guide was
published in order to support the drive towards achieving the target of 75%
and the Department of Health’s commitment to this strategy was evidenced
by the inclusion of day surgery for inpatient stays as one of the NHS Mod-
ernisation Agency’s ‘10 High Impact Changes’.

By 2003 the Healthcare Commission was created and given the authority
to take over responsibilities from other commissions, including the Audit
Commission. In a review of the acute hospital day surgery portfolio in 20035,
the Healthcare Commission reported that variability in the organisation of
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day surgery continued to exist. Determining the overall achievement of the
75% target proved difficult as a result of this variability. The report con-
cluded that support for increased capacity and measures to improve the level
of uptake of day surgery should be continued.

Approaches to day surgery development vary within the developed world.
The Republic of Ireland (ROI), for example, although in close proximity to
the UK, presents a very different picture in terms of progression and innova-
tion: the motivation towards an increase in day surgery rates in ROI was
much slower and less well defined. The reasons for this are multifaceted and
include complex factors related to gross under-funding of the health system
in addition to organisation, management and structure of the health system
itself. In 1980 day surgery rates were as low as 2%, which is not surprising
given that the number of day surgery beds recorded for that period was just
26 (DOHC 2002). In the period between 1980 and 2000, this figure increased
to 562, with a subsequent increase in overall activity from 2% to 38%. The
low level of day surgery rates in Ireland in the 1980s was indicative of sig-
nificant under-funding of services during this period. The 1990s saw a
period of reform in which the Irish healthcare system was struggling to
compensate for the investment deficit of the 1980s. The most significant
increase in day surgery rates occurred during the decade 1990-99, when
figures rose from 20% of total activity to 38% (DOHC 2002). Much of the
early developments and achievements can be attributed to the health strat-
egy of 1994, ‘Shaping a Healthier Future’ (DOHC 1994).

One of the earliest references promoting the advancement of day surgery
in ROI was made by the Report of the Commission on Health Funding
(1989), which highlighted the cost-effectiveness of increased bed utilisation
in the context of the lengthy waiting lists which were a feature of healthcare
at this period. Concluding that an improvement in the utilisation of hospital
beds as a result of day surgery would positively impact on waiting lists, the
report recommended the development and implementation of a ‘casemix’
funding approach, which would lead to a rapid move towards the provision
of surgery on an outpatient or day ward basis. This recommendation was
a major catalyst in the development of day surgery in Ireland: funding was
awarded on the basis of increased bed utilisation and activity and the
National Casemix programme was instituted in 1991 (DOHC 2004). A
national review of the casmix programme in 2004, 12 years following its
institution, concluded that 95% of all acute inpatient and day-case hospital
admissions were participating in the national casemix programme, with
20% of the activity related funding for the hospitals being casemix depen-
dent (DOHC 2004).

In a number of governmental reports, which strengthened efforts to
progress day surgery by reinforcing the benefits of this approach, a common
theme was the absence of clearly defined national targets for day surgery
rates in Ireland. The impetus for improvement in day surgery rates appeared
to rely on the motivation to procure additional funding through the casemix
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programme, based upon day surgery performance activity rates. The 1994
health strategy, ‘Shaping a Healthier Future’, outlined the significant increase
in day surgery rates, from 15% in 1987 to 25% in 1993, and indicated the
expected rise in this trend for the years ahead. Specific, quantifiable targets
for improvement in day surgery rates were not, and are still not clearly
articulated, with performance assessment based solely upon the impact on
hospital waiting lists.

Healthcare waiting lists endured as a constant feature within the Irish
healthcare system. In 1998 the report of the review group on the waiting
list initiative recommended a continued move towards day case work
(DOHC 1998) and proposed a close examination for the provision of stand-
alone day surgery units on acute hospital sites in order to address the
number of patients on waiting lists between 1999 and 2001.

Acknowledged within the report was the necessity, as a matter of urgency,
to review and address the capacity of acute hospitals. The contentious issue
of hospital capacity is one that was mirrored by the value for money audit
of the Irish healthcare system by Deloitte and Touche (DOHC 2001a). The
audit, commissioned by the Department of Health, concluded that although
day surgery rates were improving, overall capacity of the acute hospitals
was adversely affecting bed utilisation in addressing the significant waiting
list. Utilisation of day surgery beds for inpatient care was a becoming a
common feature as a direct result of capacity issues within the acute hospital
sector. The publication of the health strategy Quality and Fairness (DOHC
2001b) sought to address these issues. This report focused on equitable
access to service and set as one of its targets an increase in proportion the
number of one-day procedures. Although it did not quantify this increase
in terms of a national target, it did recommend the establishment of a
National Treatment Purchase Fund, whereby patients on the public waiting
list could avail themselves of treatment purchased by the state from private
hospitals. Since its establishment in April 2002, the NTPF has facilitated
120,000 cases/people (www.ntpf.ie accessed September 2008). The impact
on the public service has been to relieve the capacity crisis by reducing the
number of day-case beds being inappropriately used as inpatient beds, so
reducting the number of patients on hospital waiting lists. The organisa-
tional and structural components of the health system also required atten-
tion in order to drive these changes.

The Health Service Reform Programme (DOHC 2003) outlined the struc-
tural changes that were necessary in order achieve positive improvement in
healthcare delivery in Ireland. These included rationalisation and reorgani-
sation of the existing health service agencies to reduce fragmentation, and
the establishment of a Health Service Executive on the basis of three core
divisions: a National Hospitals Office; a Primary Community and Continu-
ing Care Directorate; and a National Shared Services Centre. The National
Hospitals Office is now charged with the responsibility for the management
of the acute hospitals sector.
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As a result of these reports, strategies and reforms, the number of day-
case procedures in Ireland has continued to rise annually, from 357,676
cases in 2001 to 448,676 cases in 2003 (DOHC 2005). The importance of
governmental policy in supporting the development of day-case approaches
to surgery should not be underestimated. Advances in anaesthesia, surgical
technique and nursing care in day surgery require significant financial,
managerial and organisational support, not only at a high level within an
organisation but also at governmental policy level, in order to establish
a coordinated and committed approach. Although the rate of development
of day surgery care may vary between countries and within national
health care provision, what is important is the obvious benefit not only for
providers but also for patients.

Overview of services

Day surgery services are constantly evolving and are delivered in a variety
of ways in a variety of units. In order to gain the insight required to interpret
them in detail, it is pertinent to examine specifics such as how and where
services are delivered and levels of patient satisfaction achieved; definitions,
terminology, structure, organisation and delivery of day care also require
exploration.

Traditionally day surgery is defined as the same-day admission and dis-
charge for a planned surgical procedure whereby the patient has made a
complete recovery from their procedure. The patient may undergo a pre-
assessment procedure whereby their suitability for day surgery will be
assessed. The term ‘ambulatory surgery’ is used interchangeably to describe
the same process. There are a variety of ways to provide ambulatory/ day
surgery services, each with its advantages and disadvantages.

Office or outpatient surgery

Day surgery operations or procedures carried out in the medical practitio-
ner’s own office or outpatient department, by their very nature, do not
require treatment or observation in a day surgery centre or unit. This type
of service offers patients swift access to minor surgical procedures, without
the necessity for admission or observation (IAAS 2003; Australian Day
Surgery Council 2004).

Free-standing day surgery centre or day surgery facility

Free-standing day surgery centres are self-contained units designed solely
for day surgery, which ultimately result in greater patient satisfaction rates
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(DH 2002; Seibert et al. 1999), typically contain their own admission unit
and clinical, theatre and recovery areas. Although the initial development
costs are high, these units prove to be the most cost-effective option long-
term (Bureau of Health Planning and Resources Development 1997), because
they offer a more streamlined approach to the patient’s surgical journey.
A noteworthy disadvantage of these facilities is their limited access to
broader services, such as intensive care and radiology, which may be neces-
sary as a result of unforeseen complications in the post-operative period
(Cahill and Jackson 1997). This is an issue specifically addressed in emerging
guidelines and standards, whereby some such units will need to have imme-
diate access to facilities for unforeseen major complications (Australian Day
Surgery Council 2004). Dedicated teams solely employed by these facilities
are necessary, as movement of staff, in particular of surgeons between
healthcare facilities has the potential to reduce the efficiency of day surgery
centres.

Dedicated day surgery and shared day surgery facilities
within a hospital

Dedicated day surgery facilities are purpose-built units within an existing
hospital, with their own admission suite, theatre, recovery and discharge
areas. This type of unit is the most desirable, as it operates independently
of the hospital but has the considerable advantage of immediate access to
facilities such as radiology and intensive care or inpatient admission in the
event of unforeseen complications. Shared day surgery facilities within a
hospital denotes the establishment of a day surgery facility with separate
admission, pre-assessment and clinical areas but shared theatre and recovery
areas. The advantage of this type of facility is the separation of inpatient
and day-patient activity. A dedicated pre-assessment area within the unit
offers patients not only the advantage of familiarity with the unit’s geogra-
phy but also the opportunity to meet the clinical staff who will be caring
for them. Disadvantages include sharing of recovery and theatre space; in
particular the latter may lead to an increase in day surgery cancellations in
favour of inpatient lists; day surgery patients may also be delayed until later
in the daily theatre list, resulting in a later discharge or the risk of cancella-
tion and unplanned overnight admission.

Parallel day surgery facility within a hospital

In this type of unit, day surgery patient admission, theatre and recovery are
all carried out in parallel to existing in-patient services. The patient in this
unit is at a significant disadvantage in comparison to the previously described
units: the possibilities for delay at the point of entry, cancellation or even
admission overnight, are enhanced. In comparison to a free-standing unit,
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the increase in the rate of overnight admissions rises from 2.4% to 14%
(Cahill and Tillin 1995). Moreover, the complex nature of some patients’
demands in the clinical area requires increased nursing-care time, limiting the
level of attention available for less complex day surgery patients. One great
advantage of this type of facility is that they are less costly to establish.

Extended day surgery facility

Some services have developed extended day surgery facilities. These may be
purpose-built, free-standing, or within a day surgery centre or hospital spe-
cifically designed for purposes of extended recovery from day surgery pro-
cedures. Extended recovery includes any admission and discharge within 23
hours. Once the 23-hour period is exceeded, the patient is no longer a day-
case patient and is classed as an inpatient. One key advantage of this type
of facility is the ability to perform complex major surgical cases, which are
suitable as day surgery but require an extended period of recovery not
exceeding 23 hours. These facilities also permit evening surgery, facilitating
recovery and discharge the following day within the 23-hour period, rather
than discharge at an unsociable hour. One potential challenge is that sur-
geons and patients may choose to avail of an optional overnight stay which
may not be absolutely necessary, thus leading to an overall reduction in
reported day surgery rates. One way to address this difficulty is to separate
fully day surgery and extended day surgery facilities. However, in practice
this is not practical or feasible, as it would mean separation of clinical
expertise rather than concentration and cohesion of clinical expertise at one
site. The cost of overnight staffing also requires careful examination in the
choice of this facility.

Limited care accommodation

This innovative initiative includes accommodating day surgery patients in
hospital, hotel or hostel accommodation, where professional healthcare is
available on an on-call basis. This type of accommodation is also utilised
to support patients requiring a longer stay due to social rather than medical/
nursing needs. As this is a new concept in day surgery, there is as yet little
evidence to demonstrate its effectiveness or its limitations. The Australian
Day Surgery Council report recommendations on the use of this type of
facility include: physician-only determination of patient suitability; con-
nected to or on-site with the acute hospital; immediate availability of a
manager or attendant, such as a nurse or person trained in CPR; an emer-
gency 24-hour call system in the room; CPR trolley; medical utility room,
arrangements for immediate transfer to an acute hospital; and appropriate
records (Australian Day Surgery Council 2004).
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Whatever the service location or type, the quality of the service delivery
to patients is of paramount importance. Within the realm of day surgery
services, quality is high on the agenda, with numerous reviews and research
initiatives on the efficacy of this approach to surgery from the patient’s
perspective, utilising patient satisfaction levels as a clinical indicator of
service delivery. In conjunction with the development of day surgery in the
UK, the Audit Commission and later the Healthcare Commission completed
a number of reviews of day surgery in the NHS to ascertain patient satisfac-
tion with the delivery of this service (Audit Commission 2001; Healthcare
Commission 2005).

Today’s Day surgery units are providing improved outcomes for both
patient care and indeed satisfaction as a direct result of process improve-
ments in a number of key areas such as: patient pre-assessment within six
weeks of admission; choice of appointments at the booking phase; individu-
alised patient arrival times; telephone reminders about admission date and
time to patients; pre-admission and discharge written information; all of
these initiatives have positively resulted in a reduction in non-attenders
(Healthcare Commission, 2005).

Additional key indicators of patient satisfaction in day surgery are the
management of post-operative pain, nausea and vomiting. Post-operative
pain control is a prominent and well documented feature in surgery and,
indeed, within day surgery (Yeng et al. 2002). Within day-case surgery,
several studies have demonstrated an association of well managed post-
operative pain control, nausea and vomiting with increased levels of patient
satisfaction (Jenkins et al. 2001; Gan et al. 2001; Bain et al. 1999; Scott
and Hodson 1997). Overall day surgery is viewed positively not only from
the health service providers’ perspective but — more importantly — from the
patients’ perspective.

Common presenting conditions

The scope of day surgery procedures has steadily expanded since the initial
concept was described. By the end of the twentieth century, day surgery
procedures had increased profoundly, with significant growth in the number
of facilities offering treatment. The largest influencers of day surgery prac-
tice and, more essentially, procedures include governmental organisations,
national and international dedicated day surgery associations, and colleges
of surgery.

From an international perspective, the International Association for
Ambulatory Surgery has completed regular, ongoing surveys of day surgery
procedures, in an attempt to define the categories not only of common
procedures but also of revolutionary procedures. As already mentioned,
in collaboration with the Association, De Lathouwer and Pouiller (1998)
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conducted two surveys, in 1994 and 1996, defining a ‘basket’ of 20 proce-
dures. The International Association for Ambulatory Surgery undertook a
further survey in 2003 (IAAS 2003), in which the original 20 procedures
were supplemented by 17 more. This increase in procedures has occurred
primarily due to an increase in the number of surgical specialities, such as
vascular and urology, in addition to developments of surgical procedures
suitable for day case surgery. These include laparoscopic assisted hysterec-
tomy and Trans Urethral Resection of the Prostate (TURP). Table 1.1 lists

Table 1.1 Surgical procedures suitable for day case surgery | (IAAS 2003)

Procedure Specialty

Cataract removal Opthalmology
Squint correction

Myringotomy with tube insertion Ear, Nose and Throat
Tonsillectomy

Rhinoplasty

Surgical removal of tooth Dental

Endoscopic female sterilization Gynaecology

Termination of pregnancy
Dilatation and curettage of uterus
Hysterectomy

Inguinal hernia General surgery and Urology
Circumcision

Orchidectomy + — Orchidepexi

Male sterilisation

Varicose veins

Pilonidal sinus

Transurethral resection of the prostate

Knee arthroscopy Orthopaedics
Arthroscopic meniscus

Removal of bone implants

Repair of deformity on foot

Carpel tunnel release

Baker cyst

Dupuytrens contracture

Cruciate ligament repair

Disc operations

Repair of cysto and rectocele General surgery
Local excision of breast

Mastectomy

Laparoscopic cholecystectomy

Laparoscopic anti-reflux

Haemorrhiodectomy

Broncho-mediasinoscopy

Bilateral breast reduction Plastic Surgery
Abdominoplasty

Removal of colon polyps Endoscopic
Colonoscopy with/without biopsy
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these procedures and their respective specialities from the International
Association of Ambulatory Surgery (IAAS 2003).

In the UK, a ‘basket’ of procedures was similarly developed over 15 years
ago, outlining 20 procedures suitable for day surgery (Audit Commission
1990). This list has been recently reviewed in association with the British
Association of Day Surgery and now constitutes 25 procedures upon
which current day surgery performance in the NHS is based. This new
set of 25 procedures details a list of common procedures in addition to
those that may be suitable for day case surgery (Healthcare Commission
2005). Table 1.2 outlines the list of 25 procedures (Healthcare Commission
2005).

Within the Republic of Ireland, determining an exact ‘basket’ or list of
procedures presents significant difficulty, as a result of the aforementioned
casemix approach to recording clinical cases. The reporting of day-case
procedures via the casemix method records the total number of day cases
by case groups which includes day case chemotherapy, radiation, transfu-
sions etc which are clearly not day surgical procedures. Moreover whereby
procedures are recorded it is as a grouping procedure rather than a state-
ment of the actual procedure. As a result extrapolation of this data from

Table 1.2 Surgical procedures suitable for day case surgery Il (IAAS 2003)

Procedure Speciality

Extract of cataract with/without implant Opthalmology
Correction of squint

Myringotomy Ear, Nose and Throat
Tonsillectomy

Sub mucous resection

Reduction of nasal fracture

Operation for bat ears

Dilatation and curettage/hysteroscopy Cynaecology
Laparoscopy
Termination of pregnancy

Carpel tunnel decompression Orthopaedics
Excision of ganglion

Arthroscopy

Bunion operations

Removal of metalware

Excision of Dupuytren’s contracture

Orchidopexy Ceneral surgery and Urology
Circumcision

Inguinal hernia repair

Excision of breast lump

Anal fissure dilatation or excision

Haemorrhiodectomy

Laparoscopic cholecystectomy

Varicose vein stripping or ligation

Transurethral resection of bladder tumour
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the casemix groups was required to generate the following list of procedures

in Table 1.3 (DOHC 2005).

Instituting a nationally agreed set of procedures has significant advan-
tages, which include: standardised safe approaches to practice and proce-
dures; clarity on the scope of suitable day procedures and revolutionary
procedures being undertaken; evaluation and review of performance relative
to national and international targets, with a clear vision on the direction of

Table 1.3 Surgical procedures suitable for day case surgery Ill (DOHC, 2005)

Procedure

Speciality

Eye procedures

Internal ear procedures

ENT procedures

Nasal procedures

Sinus procedures
Tonsil/adenoid/gland procedures
Tympanoplasty

Dental surgery

Gynaecological and peritoneal procedures
Aspirations and endoscopic gynaecological procedures
Evacuations

Spinal procedures

Knee procedures

Hand and foot procedures
Lower limb procedures

Upper limb procedures

Elbow procedures

Open reduction and fusion
Removal of internal orthopaedic devices
Tendon and muscle procedures
Soft tissue procedures

Closed reduction

Other bone procedures

Maxillo-facial procedures

Vascular procedures

Lower urinary tract procedures
Upper urinary tract procedures
Ano-rectal procedures

Male genital procedures
Cholecystectomy
Trans-urethreal prostatectomy
Lithotripsy

Mastectomy

Circumcision

Hepato-biliary procedures
Hernia procedures

Plastic procedures

Breast plastic procedure

Opthalmology

Ear, Nose and Throat

Dental
Gynaecology

Orthopaedics

Plastic Surgery
General surgery and Urology
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day surgery. Management and organisation of day surgery in this approach
also facilitates greater understanding and knowledge by patients, with
enhanced clarity on exact day surgery procedures and of the day surgery
facilities offered within their health service. This approach offers health-
care providers the opportunity to compare their individual services based
upon an agreed procedure list, in order to identify areas for process
improvement.

Recent innovations in day surgery

The rapid expansion of day surgery as a result of surgical, technological and
anaesthetic advances has demanded equal advancement in nursing practice.
Pioneering nursing roles and practices as a specialty within day surgery have
emerged in response to these developments. In particular, these advances
have signalled the development of nurse-led pre-assessment clinics for
patients attending for day surgery (Hilditch et al. 2003a; Hilditch et al.
2003b; Fellowes et al. 1999; Dunn 1998), which will be further discussed
in Chapter Three. This initiative has signalled the development of nursing
education programmes specifically designed for pre-assessment skills in con-
junction with guidelines for practice (NHS Modernisation Agency 2002;
Ormrod and Casey 2004). One of the criticisms of nurse-led pre-assessment
in day surgery is that it is medically driven and consisting of tasks (Rai and
Pandit 2003; Hilditch et al. 2003a; Fellowes et al. 1999).

Nourse-led pre-assessment care offers a comprehensive approach to prepa-
ration of the patient for day surgery with the inclusion of: complete history;
physical examination; laboratory testing; ECG in determining patient suit-
ability for day surgery; identification of special, cultural and home support
requirements; written and verbal information about their procedure (Jeménez
et al. 2006). Pre-assessment is considered to be a critical requirement for
successful and safe day surgery (NHS Modernisation Agency 2002). Con-
siderable evidence also supports the benefit of nurse-led pre-assessment in
reducing the number of DNAs (Did Not Attend), positively impacting on
waiting lists by pre-selecting patients suitability in addition to increased
levels of patient satisfaction (Clinch 1997; Clark et al. 1999; Clark et al.
2000; Rai and Pandit 2003; Gilmartin 2007).

In addition to the traditional aspects of nurse-led, day surgery pre-assess-
ment, recent innovations demonstrating best practice include telephone
screening questionnaires as an effective intervention for pre-admission care
(Pearson et al. 2004; Basu et al. 2001). Telephone screening has proven
advantages in reducing the number of patients who fail to attend for day
surgery. It makes it possible to ascertain the patient’s physical condition
on the eve of the operation and allows for the reiteration of instructions
and information whilst further enhancing the nurse—patient relationship.
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Innovations in the reduction of patient anxiety pre-operatively include the
institution of distraction therapies such as music as a positive intervention
(Cooke et al. 2005; Lee et al. 2004); Mitchell (2000) found that patient
anxiety was an area for considerable development and improvement.

A further innovation in nurse-led day surgery pre-assessment is the devel-
opment of self-managing day surgery nursing teams (Macdonald and Bodzak
1999). Self-managing day surgery nursing teams combine caring, expanded
managerial roles, financial responsibility and clinical nursing services suc-
cessfully. In a longitudinal study by Macdonald and Bodzak (1999), the
self-managing day surgery nursing team demonstrated positive staff morale
and excellent quality of care, with increased activity and cost-effectiveness.
Surprisingly, this approach has not been widely implemented throughout
the specialty of day surgery care, quite possibly as a consequence of ill-
defined guidance on recommendations for staffing requirements, which
appears to be a feature of day surgery from a nursing perspective (Gilmartin
2007).

Nurse-led pre-assessment has also been identified as an area for advanced
nursing roles such as nurse practitioner roles. Wu, Walker and Owen (2007)
describe a nurse-led clinic for tonsillectomy, whereby direct referral to a
nurse-led pre-assessment clinic is by General Practitioners. The nurse prac-
titioner makes the autonomous clinical decision, within an agreed set of
protocols, to determine not just the suitability but the necessity to proceed
with a planned tonsillectomy and proceeds to complete the surgical pre-
assessment and preparation for each of these patients. In a review of the
clinic, the DNA rate demonstrated it to be effective and efficient, with com-
plication rates not significantly different from national trends. Innovative
practices and roles such as these are paving the way for revolutionary
nursing practice within the sphere of nurse-led day surgery care.

Conclusion

Contemporary day surgery has heralded a new era of healthcare knowledge,
skills, practices and approaches. Surgical techniques and technological
advances, coupled with developments in anaesthetic approaches, have con-
tributed positively to the increase in cases suitable for day surgery, thus
contributing to the expansion of services. To facilitate these growing ser-
vices, innovative methods of ensuring high quality care are required, includ-
ing specifically designed day surgery units and specialist nurses services, such
as nurse-led admission clinics.

The rapid expansion in day surgery internationally will demand ongoing,
rapid development of nursing practice to meet the requirements of patients
availing themselves of these new services. More importantly, in meeting
these challenges, the nursing profession will be required to examine the very
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nature of its processes, models of care and developments in clinical nursing
practice, in order to deliver nursing care that is holistic yet dynamic and
reflective of patients’ needs. Further consideration is given to the nursing
implications of these developments in subsequent chapters.
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Models of Care

Timmins

Introduction

Both nursing students and qualified nurses will be very familiar with the
term ‘nursing models’. There has been much time and energy devoted over
the past 30 years to both development and discussion of nursing models
and their potential contribution to nursing. Conceptual models of nursing
were developed to guide the assessment, planning, intervention and evalua-
tion of nursing care. Primarily aimed at changing nurses’ way of thinking
away from a medical approach towards care towards a more holistic model
of care that considers the person, they also have served to support a move-
ment towards the professionalisation of nursing (Timmins 2005). Most
nurses are familiar with conceptual model use in practice. The Roper,
Logan, Tierney conceptual model (RLT) (Roper et al. 1980, 1985, 1990,
1996) is an example of a commonly used conceptual model of nursing: it
underpins much assessment and care planning documentation across the UK
and Ireland; other models are less well known in the practice domain.

Despite their relative popularity, conceptual models of nursing have
undergone limited testing in terms of their ability to make a difference to
patient outcome (Tierney 1998; Taylor et al. 2000) and this fact, together
with their association with increased paper work, compound an apathy that
oft-times exists within the profession towards their use. This is disappoint-
ing, given the relative youth of many of the conceptual models, for without
comprehensive testing in practice they remain at a neophyte developmental
stage (Timmins 2005).
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This neophyte developmental stage of conceptual models is certainly
reflected in day surgery settings, for which no one particular conceptual
model of nursing has been advocated. There is also little reported use of
these models in day surgery within the literature. However, they are recom-
mended for use in day surgery to promote holistic care (Hodge 1999). A
further support for their use is patient-reported experience in the area. Given
the high volume of patients using this service and the repetitiveness of the
procedures, patients can sometimes feel that that they are not recognised as
individuals but rather as a condition while receiving care (Costa 2001).
Similarly, some studies report patient dissatisfaction due to with lack of
information received and poor discharge planning (Otte 1996; Mitchell
1997; James 2000). These factors, together with the challenge of potential
erosion to modern nursing through the taking on of tasks which were previ-
ously within the medical domain (Thompson 2002), encourage nurses to
seek out frameworks for care delivery that essentially emanate from the
profession itself and are ultimately patient-centred. It is suggested that
nurses base their practice upon nursing theory (Alligood and Marriner-
Tomey 2002a; Fawcett 1999) within the complexity of modern day surgery,
providing a more seamless, holistic and integrated approach; this may
require a conceptual model of nursing that could comprehensively provide
for patient care, which a closer examination of conceptual models of nursing
may serve to inform.

Outline of conceptual models of nursing care

Hodge (1999) suggests that all conceptual models are concerned with the
individual, health, nursing and the environment or society, and that each
theorist’s view on these aspects of living are influenced by their particular
philosophy. This is a very easy way to understand the traditional abstract
presentation by Fawcett (1995) of the metaparadigm, defined as global
concepts that identify the phenomena that are of interest to any discipline.
This delineation of a metaparadigm relates to a conceptual understanding
of the hierarchy of nursing knowledge: firstly there is a metaparadigm; sec-
ondly a philosophy; thirdly theory; and fourthly a conceptual model of
nursing. It is the conceptual models that practicing nurses are most familiar
with, and their use provides for a logical, systematic approach, with particu-
lar emphasis on assessment, planning, implementing and evaluation of care,
one that is less reliant on tradition and personal nurse preference. Applying
this systematic approach to nursing care has particular resonance in day
surgery settings. In particular, accurate patient assessment, which is required
to determine suitable patients and prepare them for surgery to prevent
unnecessary delays, cancellations and disruption to patients. Increasingly
nurses in day surgery settings are involved in pre-admission assessment of
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patients to address some of these issues and this will be discussed in Chapter
3. This congruence between nursing practices in day surgery and a system-
atic approach to nursing care suggests that conceptual model use in this area
may be useful.

Selection and use of a conceptual model of nursing has, in the past, often
been a matter for the individual hospital concerned (Hodge 1999). In
general, if conceptual models are used in a hospital setting, one model is
used or adapted for use across all health care settings. There are obvious
advantages to this, as having several models in operation could prove diffi-
cult to manage, but disadvantages also arise when attempts are made to
ensure that one model fits all, if appropriate modifications are not made.
This is particularly so in day surgery; it can be quite disadvantageous if
the accepted hospital conceptual model based documentation (CMBD) is
lengthy, as might be required in areas with a lower patient turnover. It is
reassuring to know that there is a move towards careful and thoughtful
selection of conceptual models of nursing within specific areas (Timmins
2005), which means that the hospital’s approach to CMBD can be suitably
adapted to the day surgery unit. Even if a conceptual model is in use in the
day surgery area, a thorough re-examination of its usefulness and contribu-
tion can prove a useful exercise, perhaps through local audit. By identifying
areas that may require improvement, successful adaptation may increase
their usefulness.

Selection of a conceptual model of nursing entails liaison with key
members of staff to identify the philosophy of the unit and matching the
philosophy to the most appropriate model (Timmins 2005). An innovative
approach that invites ownership from nursing staff is beneficial to successful
adaptation and there are several examples of this in the literature (McClune
and Franklin 1987; Sutcliffe 1994; Graeme 2000). Selection of a conceptual
model can also follow with suitable adaptation of the model to the area.
Fawcett (1995) recommends an eight-stage, phased approach to conceptual
model selection, firstly articulating a collective vision and in the second
phase getting together a dedicated group of nurses to determine whether
implementation is feasible. If the use of conceptual models appears feasible,
a third phase begins, whereby a specific planning group is developed to
oversee the project. In phase four documents from the area are reviewed,
including the mission statement and philosophy (Fawcett 1995). In the fifth
phase a conceptual model is chosen by staff, having compared various con-
ceptual models to the unit’s beliefs and values. Education of nursing staff
is essential and forms the sixth phase. Phase seven, a pilot introduction of
the model, is followed by the eighth and final phase of widespread adoption.
From a practical perspective, Sutcliffe (1994) outlines a good working
example of staff coming together to develop a unit philosophy and subse-
quently using this to aid selection of a model of nursing. During a previous
audit it appeared that the model in use was not achieving its overall aims,
as nurses were using their own personal approaches to care, which caused
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confusion for nursing students and new staff. The staff subsequently used
and adapted the RLT conceptual model (Roper et al. 1980, 1985, 1990,
1996), renamed the Mead Model (Sutcliffe 1994).

Ensuring that a conceptual model is congruent with the unit philosophy
or the values held by the nurses is crucial to decision-making when consider-
ing model usage (Alligood and Marriner-Tomey 2002b). This matching of
philosophies and beliefs is an approach that is also suggested for model
selection day surgery settings (Hodge 1999). By outlining the core elements
of day surgery nursing, Hodge (1999) suggests that these could be used to
determine the suitability of choice of conceptual model (Box 2.1).

One difficulty that can arise in the practice setting is ambivalence towards
conceptual model use (Murphy et al. 2000). Conceptual model use, while
providing detailed documentation to support assessing, planning, imple-
menting and evaluating nursing care, has become synonymous with docu-
mentation. Nurses spending long periods completing this documentation
can feel frustration that it may take away from direct patient care (Mason
1999). It is also found that documentation of nursing care is not taken to
completion, for example, the evaluative component may be missing (Murphy
et al. 2000). Furthermore, this compartmentalising of conceptual models
within documentation served to develop a somewhat lip-service approach
(Mason and Chandley 1992; Hyde et al. 2006). This means that while many
clinical areas profess to use conceptual models, they may be little more than
a paper exercise (Griffiths 1998). Studies indicate that nurses continue to
operate from within their own personal or organisational frameworks; these
are not necessarily linked to the underpinning philosophy or orientation of

Box 2.1 The core elements of day surgery nursing (Hodge 1999)

m  Man: a unique biosocial complex human being who has individual
needs of a spiritual, physical, social and psychological nature,
which when addressed will:

1. promote safe preparation for surgery and care in the unit
and

2. promote reintegration to role and society following discharge
from the unit

m  Nursing: achieved through partnership and interaction using a
systematic approach to care to promote a safe and speedy return
to role and society by the patient; the nurse is a specialist in the
area of day surgery and an expert communicator and educator.

m Environment: provides a feeling of safety, reassurance, comfort
and expertise.

m Health: the integration and re-integration following surgery to the
individual’s usual role in society.
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the conceptual model in use (Mason and Chandley 1992; Griffiths, 1998;
Murphy et al. 2000; Treacy and Hyde 2003). The process of selection and
subsequent buying into a conceptual model of nursing is vital: otherwise,
conceptual model use becomes an exercise that is burdensome on staff and
has little impact on overall quality of care. In particular, excessive docu-
mentation associated with assessing, planning, implementing and evaluating
care in day surgery settings would be not only burdensome but almost
impossible to fully complete in a timely fashion, thus rendering the exercise
of limited use. Selection of an appropriate conceptual model of nursing
requires an examination of how the model can be succinctly applied to day
care.

In relation to suggesting a conceptual model for use in day surgery,
Hodge (1999) does not proffer any answers. Acknowledging that there are
‘similarities’ between several conceptual models and the approach required
in day surgery, she suggests that ‘no one established framework has the
complete answer’ (Hodge 1999:147). Given the short stay of patients in day
surgery settings, a conceptual model of nursing approach that is not overly
cumbersome is recommended. Hodge (1999: 150) devised a framework for
care in day-care surgery, outlining several ‘care phases’: pre-admission
assessment (suitability for day surgery); arrival and preparation; procedure;
recovery; discharge; and immediate and long-term follow up.

Interestingly, Hodge (1999) does not suggest any similarities between the
RLT model (Roper et al. 1980, 1985, 1990, 1996) and core elements of day
surgery nursing, although Orem’s Self-Care Deficit Nursing Theory (SCDNT)
(Orem 1971, 1980, 1985, 1995, 2001) is suggested. Given the popularity
in practice of the former and the relatively widespread testing associated
with the latter (Berbiglia 2002), these two conceptual models will now be
briefly discussed to examine their potential contribution to day surgery
nursing. Reference to seminal texts will be necessary to develop a deeper
understanding of the topic under consideration.

The Roper, Logan and Tierney model

Developed in UK (Edinburgh), the RLT model (Roper et al. 1980, 1985,
1990, 1996) identifies five factors associated with the condition of living:

The need to perform Activities of Living

The nature of a persons lifespan

The presence of a dependence/independence continuum

Factors that can influence a persons ability to perform Activities of Living
A persons’ individuality.

These factors explain, from the authors’ perspective, the human condi-
tion. We all need to perform certain activities in order to live — Roper et al.
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Box 2.2 Activities of Living (Roper et al. 1980, 1985, 1990, 1996)

Maintaining a safe environment
Communicating

Breathing

Eating and drinking
Eliminating

Personal cleansing and dressing
Controlling body temperature
Working and playing
Mobilising

Sleeping

Expressing sexuality

Dying

(1980, 1985, 1990, and 1996) identify 12 of these (Box 2.2) — and we are
all influenced by where we are in terms of our own lifespan. Individual
activities and needs vary depending upon one’s age, and also when the
dependence/independence continuum is considered. A young baby is con-
sidered dependent and an adult independent, but there are a variety of
levels in between. Of course not all adults are fully independent. There
are many factors that affect a person’s ability to perform Activities of
Living and many of these necessitate nursing care. A person who has
a bunion (Hallux Valgus), for example, may have difficulty walking
and thus require day surgery and associated nursing and medical care
(Kitson 2007).

Individuality in living is probably where the RLT model has made its
biggest contribution (Tierney 1998), assisting nurses to move away from
what Fawcett (1999) terms ‘romance’ with the medical profession,
manifested by preoccupation with the medical approach, which isn’t
always appropriate for nurses or patients. Considering the patient’s
individuality as Roper et al. (1980, 1985, 1990, 1996) have done, provides
for a more meaningful and personalised approach to patient care. Within
day surgery settings, patients are often not satisfied with an approach
that they perceive not to be individualised, hence the benefits of using
this model are immediately obvious. There is a tendency in specialised
areas like day surgery, where there is a high throughput of patients with
similar conditions all requiring treatment under intense time pressures,
for a routine approach to care to occur that can become depersonalised.
While routines are obviously important, it is also important for nurses to
retain an individual, patient-centered focus, whether or not conceptual
models are used.
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Using the nursing process (assess, plan, implement and evaluate) within
the RLT framework provides the nurse with an opportunity to interview
the patient and their family and document the patients’ problems or needs
related to each particular activity. It has already been identified that paper-
work associated with conceptual model use is very cumbersome for practis-
ing nurses, and with the short turnaround times associated with patient care
in day surgery settings, the level of documentation required could prove
even more onerous and perhaps even self-limiting. Furthermore, an oft-cited
difficulty with use of the model is the appropriateness of all activities to
each area. Should a nurse in day surgery require to know about a patient’s
expression of their sexuality? The potential non-requirement of some areas
may need consideration during potential adaptation. Consideration of the
RLT model for particular day surgery units may be carried out using the
processes mentioned later in this chapter. A further conceptual model is
briefly considered to help to inform local choices. Orem’s conceptual model
will now be described.

Orem'’s self-care deficit theory of nursing

Orem’s Self-Care Deficit Nursing Theory (SCDNT) (Orem 1971, 1980,
1985, 1995, 2001) comprises firstly a Self-Care Deficit Theory of Nursing
(SCDNT) that underpins the models developed. This represents a theory
of what nursing is and should be and is a general guide to practice. The
SCDNT theory suggests that:

m  People require continuous input from both themselves and their envi-
ronment in order to function.

m  There is a agency associated with being human, represented by an ability
to act deliberately that motivates and drives needs-based self-care and
that of others.

m  Agency is something that develops gradually in people, over time, and
allows independence with regard to personal actions and decisions.

m  Humans experience limitations on their own self-care and that of
others.

Within the SCDNT theory there are three intertwining theories of self-
care, self-care deficit and nursing systems (Orem 2001). These explain the
human condition. Self-care is learned and permits people to deliberately
care for themselves and others. Self-care deficit explains why people may
require nursing care, whereby they are unable to independently perform
self-care or care of others. People require nursing care if their need for
care exceeds their own capacity to attend to these needs, which can be
temporary or permanent. In the day surgery setting this deficit relationship
is usually temporary. The theory of nursing systems explains that nursing
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is a deliberate human action by nurses arising from their nursing agency to
provide care to people with self-care deficits. The nurses’ role within this
theory is very much that of a helper (Orem 2001):

Acting for or doing for another

Guiding and directing

Providing physical or psychological support

Providing and maintaining an environment that supports Personal
development

m Teaching.

Within this nursing system, nursing care can be described as either wholly
compensatory (doing for the patient), partly compensatory (helping the
patient to do for himself or herself), or supportive-educative (helping the
patient learn to do for himself or herself).

Orem (2001) also describes self-care requisites that exist or potentially
exist within the human condition. These are universal self-care requisites,
developmental self-care requisites and health deviation self-care requisites.
Universal self-care requisites are eight universally required goals that are
met through self-care or dependent care to maintain adequate functioning
and human development:

m  Maintaining sufficient intake or air, water and food and elimination
processes

m  Maintaining a balance between activity/rest and solitude/social
interaction

m  Preventing hazards to human life

m  Promotion of human functioning and development within social
groups.

Developmental self-care requisites pertain to processes of life and matura-
tion and prevent situations that could adversely affect these processes.
Health deviation self-care requisites are self-care requisites that exist for
persons who are ill, injured, disabled or undergoing medical diagnosis and/
or treatment.

Using the nursing process (assess, plan, implement and evaluate) within
Orem’s framework also provides the nurse with an opportunity to interview
the patient and their family and document the patients’ self-care deficits
related to each particular activity. Assessment involves an estimation of the
therapeutic self-care demand through analysis of therapeutic self-care req-
uisites in three distinct domains: universal, health deviation, and develop-
mental. Planning involves identification of self-care requisites and the process
for meeting these. Intervention involves nursing agency to meet patients’
therapeutic self-care demands and to promote patients’ self-care agency
(Orem 2001).

The teaching role identified within this conceptual model (Orem 2001)
has important implications for day surgery which will be further developed
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in Chapter 4. Patients report being inadequately prepared for day surgery
from an information perspective and thus being under-prepared for their
procedure (Otte 1996). As communication- and information-giving is identi-
fied as having a central role in day surgery, a conceptual model of nursing
that harnesses communication as a central tenet is now described (Peplau
1952, 1991).

Peplau’s conceptual frame of reference for
psychodynamic nursing

You may not necessarily associate Peplau’s (1952, 1991) work with tradi-
tional conceptual models of nursing, as it enjoys a close association with
informing communication skills for nurses because of its emphasis on devel-
oping a relationship between nurse and patient. Referred to in most con-
temporary nursing communication texts, Peplau’s (1952, 1991) Conceptual
Frame of Reference for Psychodynamic Nursing holds that nursing is con-
cerned with patient growth and development sustained through relationship
with the nurse. It is commonly used as a framework upon which to base
interventions in psychiatric nursing, and indeed Barker (2001) has further
developed and built upon its inherent concepts to develop an appropriate
model for care within mental health settings.

Peplau (1952, 1991) suggests that the nurse—patient relationship, or
partnership, develops in distinct phases. These phases are admission, inter-
vention, recovery and discharge. During each of these phases, the nurse may
be involved in orientation, identification, exploitation or resolution, or a
mixture of these. Peplau (1952, 1991) outlines specific nursing actions
during these phases, for example during orientation (related to admission,
intervention, recovery or discharge) the nurse may act as a resource person,
a listener or technical expert. The nurse and patient work together to iden-
tify patient needs. Identification refers to the development of a nurse—patient
relationship, whereby the patient strongly identifies with the nurse caring
for them. This professional relationship aids recovery. Once identification
takes place, the patient is encouraged to exploit, that is to say, make full
use of the services available, and the nurse can facilitate this. The patient
feels aware and confident to utilise the resources available in the health-care
context. Once goals have been achieved, resolution occurs and new goals
are formed for discharge. Peplau (1952, 1991) also identifies other nursing
roles such as teacher. The nurse—patient relationship is a central tenet within
this approach.

Although it may be argued that day surgery settings allow little time to
develop relationships between nurse and client (Otte1996), ironically the
final outcome of the experience depends upon good advice and preparation
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for discharge that the patient receives from the nurse (Howard-Harwood
1997). Increasingly there is an emphasis within health upon not only the
nurse—patient relationship but also on becoming patient-centred (McCabe
and Timmins 2004). There are also calls to improve nurses’ communication
skills — in some day surgery settings, patients report deficits in these (Rogan
Foy and Timmins 2004). Patients sometimes report a breakdown in com-
munication during their day surgery experience (Otte 1996). These factors
together with the relative simplicity of the use of Peplau’s (1952, 1991)
model make it worthy of consideration within day surgery settings. The
need for good communication within day surgery settings (further developed
in Chapter 7), makes this a useful model for consideration for use in day
surgery.

While all three conceptual models explored within this chapter contain
specific elements that may be useful to practising nurses in day surgery set-
tings, in order to determine what contribution a conceptual model could
potentially make to a particular area of nursing it is important to evaluate
this contribution prior to adoption.

Evaluation of the contribution of conceptual models
of nursing to day surgery practice

In the past, conceptual models were often adopted uncritically by nurses in
practice, with resultant apathy regarding use when they didn’t work well.
Critical appraisal is an essential step in the process of implementation of
conceptual model based practice. Use of systematic frameworks to guide
this process is a recurring theme in the literature, with most theoretical texts
offering advice in this area.

Cormack and Reynolds (1992) outlined one such framework for evaluat-
ing the clinical and practical utility of models used by nurses. They suggested
that nurses should evaluate the possible contribution of the model to prac-
tice, before selecting it for use. They presented a set of criteria that nurses
can use to evaluate a model in order to establish its value in the clinical
setting. These criteria are addressed by asking a series of questions about
the conceptual model in question (Cormack and Reynolds 1992).

Is the conceptual model:

Clearly understood by nurses?

An approach that is specific to nurses and nursing?

Based on tested and accepted theory?

Valid and reliable?

Geographically portable?

Capable of assisting with the identification of the range of human
responses to actual or potential health problems?
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Does the conceptual model:

m Provide an explanation for common human responses to health prob-
lems experienced by individuals?

Enable nurses to identify nursing interventions?

Specify the desired outcome of nursing interventions?

Comply with accepted ethical standards in nursing?

Is the conceptual model clearly delineated?

Many writers express the difficulty nurses experience with the under-
standing of conceptual models and Cormack and Reynolds (1992) suggest
that the model should be easy to understand. They suggest that if the average
nurse doesn’t actually understand it, then the model will be of limited value
in practice. The RLT model (Roper et al. 1980, 1985, 1990, 1996), which
was used extensively in Europe in the 1980s and 1990s, was noted to be
easily understood (Marriner-Tomey 2000) — one reason, perhaps, for its
relative popularity.

Cormack and Reynolds (1992) also state that the scope of the model
should be clearly delineated. It should also be clear whether or not the model
is suitable to day surgery and could potentially meet the needs of the patient
group. Most conceptual models purport to have generic application and do
not explicitly recommend specific alterations for use in particular settings.
However, examination of the theoretical underpinnings of the model, includ-
ing its definition of nursing, the environment, health and the individual,
should assist with outlining its scope.

Cormack and Reynolds (1992) further suggest that a conceptual model
should inform nurses in a way that is uniquely nursing orientated. Cormack
and Reynolds (1992) also state that a model should provide information
about its reliability and validity. This would suggest that a certain level of
testing has taken place. Validity relates to whether a model is capable of
doing what it professes to do, whereas reliability relates to the ability of the
model to produce similar results in similar situations. Finding information
on this particular requirement of the author could prove challenging; due
to limited testing in practice, this type of information is not always readily
available or provided specifically in the relevant core texts.

Cormack and Reynolds (1992) regard geographical portability as a
serious issue. They suggest that there has been a trend for models originat-
ing in the USA to be applied globally with little specific revision for
culturally different nursing situations and that consideration needs to be
given to the transferability of both inherent concepts and language to
ascertain the model’s potential usefulness in the particular setting. Evers
(2002) further suggests that a difficulty with language transfer with model
use has contributed to a stifling of nursing theory development in Europe.
This point is also supported by Shamsudin (2002), who used grounded
theory to adapt a conceptual model of nursing to Malyasian nursing
practice.
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Cormack and Reynolds (1992) also propose that a model should help a
nurse to identify patient’s problems, provide an explanation for human
responses, enable nurses to identify nursing intervention and specify the
potential outcome of care. The model should also allow nurses to utilise it
within the particular restrictions and responsibilities of their practice domain.
For nurses working in day surgery, this would imply that it could be suited
to guide care for short-term patient stay. The model ought also to be com-
pliant with ethical principles. To this extent, it should serve to do good and
not the opposite.

Using these latter questions to examine the potential benefits of concep-
tual model based practice can be helpful to nurses in the day surgery unit.
It is often difficult to assess the strengths and weaknesses of conceptual
models without the assistance of a formalised structure. This suggested
framework enables the nurse to make judgements about the conceptual
model without over-reliance on anecdotal evidence. It provides an informed
and balanced judgement regarding the crucial components of a conceptual
model. Consistent with other suggested frameworks identified in the litera-
ture, it does not provide guidance such as scoring system to interpret
responses; rather, it leaves interpretation open to the user. While this
approach may be criticised for lack of direction, it does allow judgement
regarding the importance of each item to be worked out at local level.

Evaluation of the contribution of conceptual models of nursing, if in use,
to day surgery practice, can be also achieved through quality improvement
mechanisms available, such as audit (Hodge 1999). Standards around the
use of conceptual models may be developed locally by the team and then
the extent to which the required standards are achieved can be measured
through a locally developed audit tool. This could seek to ascertain, for
example, whether evaluation of care took place. Conceptual models of
nursing have not been traditionally associated with standard development,
as many of them preceded the era of quality concern. Their primary concern
was to articulate and guide a unique approach to nursing care rather than
provide for its measurement.

Conceptual model based nursing care intends to achieve a positive changes
in both the thinking and practice of nurses. They aim to distance nursing
from unnecessary rituals and routines and endeavour to provide frameworks
for holistic evidence-based care that is wholly patient-centred. Conceptual
model use can serve to strengthen the philosophy of care in particular units
and choosing a particular model for day surgery requires careful thought
and preparation. It must be said however that the practical benefits to
patient care from conceptual model use have received very little scrutiny
from a research perspective. Therefore at the outset the benefits are not
entirely clear. Furthermore, from reported experiences in the literature, they
are undoubtedly synonymous with paperwork and lip-service.

Other ways of conceptualising or delivering nursing care are currently in
use. Popular among these is the care pathway. Care pathways provide ability
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to deliver agreed multidisciplinary care and are proven to reduce costs and
increase quality. Thus they hold advantages over the more traditional con-
ceptual models of nursing. However, there is a tendency towards a medical
and almost depersonalised approach with their use, which goes against the
individualisation and holism that have been professed advantages of con-
ceptual model use by nurses over the decades. Although there is little
reported use of care pathways in day surgery in the literature, care pathways
have had strong association with positive effects on quality of care (Renholm
et al. 2002).

Background and development of care pathways

It is possible that the challenges associated with conceptual model use
require ‘a reinvention of the nursing care plan . .. without the constraint of
a nursing model as the necessary foundation’ (Mason 1999: 387). An inno-
vative method of formulating plans of care, termed care pathways, origi-
nated in the USA, driven in part by the competitive market of private health
care. Embraced as quality measurement initiative that is complicit with the
clinical governance agenda, there has been widespread interest and use of
care pathways over the past ten years in the UK. The Department of Health
supports and endorses their use (Department of Health 1998 a,b).

Although presented as an alternative to conceptual model-based care,
their conjoint use is suggested (Pearson et al. 2001). One difficulty associ-
ated with the widespread implementation of care pathways is the potential
for erosion of conceptual model based care and perhaps even erosion of the
very foundations of nursing (Mason 1999). In some instances the concerns
are unfounded, as in the development of cardiac care pathways at St Mary’s
Hospital in Paddington, London. Staff were concerned that the pathways
would replace individualised, holistic and nursing process based care but
their concerns proved unfounded; the implementation was deemed a success
and a great improvement to care in terms of communication, quality and
cost, by nursing staff (Stead and Huckle 1997).

What is a care pathway?

There are several terms in use that are associated with care pathway such
as integrated care pathways, clinical pathways, and critical pathways,
although their use and application has subtle differences (Johnson 1997a).
The National Pathway Association (NPA) suggests that a care pathway
‘determines locally agreed, multidisciplinary practice based on guidelines
and evidence where available, for a specific patient or client group. It forms
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all or part of the clinical record, documents the care given and facilitates
the evaluation of outcomes’ (Riley 1998).

Put simply, a care pathway is a specific outline of comprehensive care
(rather than specific elements of care) to be provided to a patient group,
developed upon consultation and agreement within a range of relevant dis-
ciplines. It provides for an evidence-based path of care for a particular
patient condition. Although this sometimes includes research, evidence path-
ways usually reflects consensus-based care rather than evidenced-based care
(Holt et al. 1996). They are best suited to commonly performed, straight-
forward procedures and are usually associated with surgical interventions
or medical investigations (Holt et al. 1996), thus making them ideally suited
for use within day surgery settings. They are primarily used within hospitals
and their use does not usually extend beyond discharge (Holt et al. 1996).

The care pathway outlines the usual assessment, interventions and treat-
ment and ultimate outcome expected from a range of health professionals
when a patient presents with the relevant condition. By outlining the range
of experiences a patient is expected to have on their journey, these can be
signed off, upon patient discharge, as complete. This clearly acts as a guide
to new and junior staff to ensure that care interventions are not forgotten;
more importantly, it can be easily observed whether or not specific interven-
tions took place. In a sense this is a tick-box approach to care but it allows
measurement of outcomes, the jewel in the crown of care pathways. Some
believe that pathways represent a retrograde step in nursing practice, because
the standardised care that pathways provide, while improving overall quality
of care, potentially reduce the person-centred approach. However strength
of pathway use lies in the focus on evaluation of the process. The pathway
usually contains key elements of care and treatment for a particular condi-
tion or disease. Its documentation often takes the form of a grid, indicating
a timescale at the top (days or hours) and a vertical list of interventions.
Deviations that occur with the use of the plan in practice are called ‘vari-
ances’. Through analysis of the level and number of variances with a par-
ticular condition, monitoring of current practice can take place (Johnson
1997b). These data can then be used to update and improve clinical prac-
tices by incorporating any new changes within the overall pathway template,
thus completing the audit cycle (Kitchiner et al. 1996, Campbell et al. 1998).
The pathway becomes a dynamic tool that is continually being refined.

It is important to note that, unlike conceptual models of nursing, care
pathways are multidisciplinary and their use is also supported within other
health care occupations (Johnson 1997b). Joint use among disciplines
encourages an increased partnership approach to care and prevents care
fragmentation. Care pathways are frequently used among NHS Trust
Hospitals in the UK, mostly in the areas of orthopaedic surgery and cardiac
nursing (Riley 1998). They are often used as the basis of multidisciplinary
documentation, clinical guidelines and quality standards (Riley 1998; De
Luc 2000).
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There are several useful resources available to staff interested in their use.
The National Day Surgery Association (UK) expands the earlier definition
of care pathway and use the term integrated care pathway to describe an
outline of care for one patient group (Fisher and McMillan 2004). This
publication outlines the development, implementation and evaluation of
integrated care pathways for day surgery and provides for useful reading in
the area (Fisher and McMillan 2004). There is also an international journal
dedicated to pathways: Journal of Integrated Care Pathways, and a UK-
based, yearly integrated care pathway conference. A National Electronic
Protocols & Care Pathways Specialist Library (NHS 2008a) also exists as
a subcomponent of The NHS National Library for Health (NHS 2008b).
This website provides a Care Pathways Database presented from over 200
NHS organisations. There are several examples provided from NHS hospi-
tals related to day surgery including: hand surgery; removal of metal work
in the hand/arm; removal of metal work in the leg; wrist surgery; vasectomy;
and minor gynaecology. Although these pathways are useful for reference
purposes, it is suggested that pathways should either be developed or modi-
fied locally to suit particular needs of the specific patient group, rather than
using predetermined pathways (Wall and Proyect 1998). Care pathways
should be developed collaboratively within the local health care team. There
is some discussion within the literature about how this may be done.

Developing care pathways

Wall and Proyect (1998) suggest that establishing and determining a col-
laborative understanding of terminology related to care pathways is an
important first step. This can be assisted by examining existing definitions.
Inatavicius and Hausmann (1995) describe methods for development and
implementation of pathways. They identify the two essential factors that
are necessary for successful implementation as support from a hospital’s
administration team and resources. They also recommend the appointment
of a project manager to lead the development, as commitment of dedicated
staff is more likely to yield success.

Multidisciplinary support for project is also important, and once support
for the development is established, a steering group may be established to
guide the project. They further suggest that the selection of the pathway
involves three steps, selection of the target pathway, establishment of the
outcome(s) to achieve by using a pathway for the target population, deter-
mine aspects of care to include in the pathway (Inatavicius and Hausmann
1995).

Upon review of several day surgery related care pathways included in the
Protocols and Care Pathways Specialist Library (NHS 2008a) there is an
obvious tendency for the outline of interventions to resemble as straight
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forward list of medical interventions that need to be done. While this has
obvious usefulness in terms of ensuring that nothing gets forgotten, there is
a sense that the nursing element of the care is somehow consumed within
a medical model of care, albeit a interdisciplinary approach. An examination
of the literature in relation to the nurses’ role in day surgery may illuminate
the way in which local pathways could be developed that could retain the
required nursing focus.

Mitchell (2006) highlights that increases in day surgery provision have
led to a ‘rapid change in surgical healthcare delivery’ with a resultant ‘shift
of emphasis in surgical nursing intervention’ and that this has rendered the
nursing emphasis almost invisible (Mitchell 2006). Many surgical interven-
tions such as inguinal hernia repair, varicose vein stripping, cataract extrac-
tion and cholecystectomy being just a few of the surgical interventions that
previously required and are now being provided on a one day basis, closely
managed by medical protocols (Mitchell 2006). While the constant evolu-
tion of day surgery services represents a challenge to the currently ‘multi-
tasking’ nurse in these settings Mitchell (2006) is confident that specific
aspects of care that fall within the domain of nursing as previously men-
tioned (pain management, pre-assessment, information giving) together with
‘psycho-educational’ intervention and post-operative care will begin to
receive increased recognition both locally and nationally. Thus early and
innovative inclusion within care pathway development may be forward
thinking.

The reduced time spent by day surgery patients in hospital naturally
results in a increased emphasis on the medical aspects of care at the possible
expense of this traditional psycho-educational intervention. Indeed there is
a greater emphasis on self-care (Mitchell 2003). Mitchell (2003) reminds us
that over a 40-year period, a substantive body of information has developed
attesting to the anxiety-provoking nature of surgery, with specific fears
emerging in relation to anaesthetic, the operation and unconsciousness.
While nurses traditionally had time to prepare and reassure patients when
required, short-stay surgery militates against this. Information provision to
day surgery patients is covered in more detail in Chapter 4. At this point,
it is sufficient to say that from a care pathway perspective, Mitchell (2000)
suggests that nurses working in day surgery have a distinct role with regard
to anxiety management and proposes an ‘anxiety management care plan’ to
be used in conjunction with a ‘structured programme of information provi-
sion’. Comprehensive and sensitive information booklets would form part
of this approach (Mitchell 2007).

Indeed, Mitchell (2003) is vociferous in his claim that nurses in day
surgery need to be involved in the psychological preparation of patients
from pre-admission to post-discharge. Mitchell (2003) describes as ‘psycho-
educational’ elements of care ‘a purposeful attempt to provide tangible
aspects of care aimed at enhancing an individual’s psychological status
together with the planned provision of educational material’.
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Pain management emerges as a central nursing role within the literature
on day surgery. In some cases patients’ pain within the day surgery setting
was not fully controlled. Susilahti et al. (2004), in a study of 200 Finnish
patients, revealed that pain was the most commonly reported problem post-
operatively, with 13% believing that analgesia had little effect. Townsend
and Cox (2007) discuss pain management for day case orthopaedic surgery
emphasising that ‘relief of pain is not only a moral and ethical imperative,
but there are also physiological reasons why it needs to be treated effectively,
particularly with an increasing number of elderly patients now undergoing
surgical procedures as a day case.” Strongly associated with the need for
readmission, the authors argue that pain assessment is a key nursing role.
This involves assessment of the pain (location, nature, pattern, description,
intensity, using a numerical rating scale of one to ten, and asking what
worsens/lessens pain). They point to the range of pain assessment tools
available from the British Pain Society (www.britishpainsociety.org/pub_
pain_scales.htm), which also come in a variety of languages. These pain
assessment tools, they suggest, should also be provided to patients to use
themselves after discharge, as uncontrolled post-operative pain in this period
is a recognised problem. They describe a standardised approach to the
management of discharge pain, by grouping surgical procedures according
to severity and by providing one of three standard pain packs (A,B,C), which
provide a varied use of non-steroidal anti-inflammatory medications,
paracetamol and codeine based preparations. Education is also part of this
process. Similarly, Coll and Ameen (2006), spurred on by doubts expressed
‘about the rapid growth of day surgery and its effects on patients’ and the
dearth of literature in the area, explore the pain experienced by 578 patients
following three procedures commonly performed in the day surgery context:
hernia surgery; varicose vein excision and laparoscopic sterilisation. Their
findings indicated that up to 60% of patients’ experienced ‘unacceptable’
levels of pain on the day of surgery. Uncontrolled pain for many patients
continued until at least the third day post-operatively.

Gilmartin and Wright (2007) provide a comprehensive review of the
nurse’s role in day surgery, indicating that there is an ever increasing impetus
to expand and improve day surgery services. Their findings indicate key
areas where nursing intervention has been examined and documented within
the literature: pre-admission assessment; information giving and anxiety
prevention; communication; pain management; wound infection and nausea
and vomiting (Gilmartin and Wright 2007). Nausea and vomiting and
wound-healing problem are commonly reported following day surgery
(Susilahti et al. 2004).These latter areas could form key subsections within
the care pathway documentation, around which interventions could be
based, and could be adapted to suit each individual care pathway.

An interesting approach to day surgery care emerges from the University
Hosptial in Uppsala, Sweden: Bergstrom (2000) outlines a model of care
utilised for day surgical patients, which, although not care pathway based,



36 Day Surgery: Contemporary Approaches to Nursing Care

provides a ‘concept of nursing care’, whereby four key areas of nursing have
been identified. These are information, documentation, care and quality
assurance. Care is described as ‘individually designed continuity, with follow
up postoperative care, telephone call and pain follow up’. An individual
care plan is developed for each patient, with patient and family involvement.
Clearly, while care pathway development within day surgery settings does
not receive much attention within the literature, the nurse’s role in this area
and nursing priorities (such as: information giving and anxiety prevention;
communication; pain management; wound infection and nausea and vomit-
ing) have been identified which could form the basis of care pathway or
conceptual model based care. This focus on the nursing perspective is par-
ticularly important to address some of the criticisms that current care path-
ways receive in relation to erosion of the specific nursing role. It is useful
when considering implementing new approaches to care delivery to observe
some working examples and these will now be considered.

Examples of care pathways in current use

Within the Protocols & Care Pathways Specialist Library (NHS 2008a)
there are several examples of care pathways submitted by National Health
Service (NHS) hospitals (UK). One example from NHS Airedale in Keighley,
West Yorkshire is related to ear surgery (NHS 2008a). This comprises two
pages of straightforward checklists related to:

m  The operation day
m  Post-operative period
m Discharge.

These identify the range of expected interventions at each of these stages.
There is no provision for variances, although expected outcomes are identi-
fied at each stage (Table 2.1).

Table 2.1 Expected outcomes related to ear surgery (NHS Airdale)

Phase of Care Outcomes

The operation day Patient demonstrates understanding of:

1. Procedure
2. Discharge plan
3. Safe and informed patient in theatre

Post-operative period Patient demonstrates understanding of:
1. Safe recovery from operation and anaesthetic
Discharge Patient demonstrates understanding of:

1. Plan of discharge attained




Models of Care 37

The lack of explicit provision to record variances (reasons why interven-
tions were not done, or set goals were not reached) in this example seems
to contradict the ethos of the care pathway, as, in order to be relied upon
as a quality measurement, records of variances are required. To a certain
extent, the pathway is reflective of the medical protocols that predominate
in day surgery (Mitchell 2006). This is not to say that such an approach is
wrong but rather that the nursing element remains elusive. A detailed record
of standard care is, however, provided to nursing staff, which is useful where
staff are unfamiliar with the procedures, although, as the pathway concerns
all manner of ear surgery, detailed specifics of care are not provided. This
documentation may also serve as a prompt to inform patients of their
expected journey.

In one other day surgery pathway, Rotherham General Hospital, Trent,
UK, provides some space for recording variances. They provide a compre-
hensive pathway for day surgery to be used for patients attending for minor
gynaecology surgery (NHS 2008a). The associated documentation provides
for the recording of multidisciplinary care from pre-admission through to
discharge, including the theatre experience. To this end they term the
pathway an integrated care pathway; which as result integrates medical,
nursing and other health care intervention. It comprises firstly a pre-
operative assessment which includes the following:

demographic details

hygiene, communication, mobility and nutrition

proposed mode of transport /accompaniment

presence of prosthesis

‘Anxiety/ Fears / Worries?’

past medical history, serious illnesses, current medications and previous
anesthetic history

required serum blood tests and Electrocardiograph (ECG)
information leaflets provided (yes or no)

m  ‘Advised to starve from...

Documentation from the operative day consists of physiological measure-
ments and predication checklist. The documentation later applies to a detailed
pre-operative checklist for theatre, and a checklist for use within theatre.
Post-operatively, the pathway provides for the observation, measurement
and recording of a range of patient physical parameters including:

Airway

Breathing

Consciousness level

Blood pressure

Pulse and Respiration rate
Oxygen saturation
Intravenous Fluids
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m  Wound; drains; packs
Pain (severity rating scale)
m  Nausea (severity rating scale)

Some of these latter elements have space to record variance and action
taken. It also contains and anaesthetic recording sheet and a checklist
to determine fitness for discharge. Medications can also be recorded. This
pathway provides a comprehensive guide to all staff working in the day
surgery area as to the generic interventions and observations required when
caring for patients following minor gynaecological procedures. The pathway
comprises ten pages in total, with a series of tables related to each phase of
care. There is some element of a nursing focus within the plan, particularly
at the pre-admission stage where an assessment of some activities of living
is performed. In keeping with Mitchell’s (2000, 2003, 2006) concerns about
patient anxiety in day surgery settings and the key role that a nurse may
play to address this, this element of care is addressed at pre-admission, albeit
briefly recorded.

Staff seeking to use either conceptual models of nursing or care pathways
commonly request examples of these frameworks in use. The NHS Protocols
& Care Pathways Specialist Library (NHS 2008a) is therefore a very useful
resource. Airedale NHS Trust provides several examples of care pathways
that vary individually in construction. These include:

Day case — vasectomy

Day surgery — dental surgery

Day surgery — hand surgery

Day surgery — removal of metal work arm
Day surgery — removal of metal work leg
Day surgery — wrist surgery

These examples of pathways in use provide a good template for those
working in day surgery units that are considering care pathway implementa-
tion. Although their approach varies, standardised care for each condition
appears to be provided and in accordance with pathway aims there is some
provision for brief evaluation of the process, in so far as whether the inter-
vention was done or not. The care pathway documentation comprises eight
pages, with distinct tables related to admission, recording of variance and
discharge (Table 2.2). The pathway contains essential generic elements of
care and treatment for hand surgery, which is in keeping with care pathway
development. Its documentation permits detailed recording of variance,
which can assist with quality measurement, however a timescale at the top
(days or hours) is not provided with the list of interventions, perhaps as the
timescale is limited in day surgery to one day. The hand surgery care
pathway example from NHS Airedale (NHS 2008a) firstly comprises an
admission day checklist (Table 2.2). This form (on the left side of Table 2.2)
denotes one page of documentation. Similarly the patient outcomes and



Table 2.2 Hand surgery care pathway example from NHS Airedale (NHS 2008a). Admission
checklist, expected outcomes table for recording variances.

ADMISSION DAY Date Variance Action Taken
MEDICAL
Medical Assessment
Operation explained / Mark appropriate
wrist
Consent obtained
Prescribe all medication
NURSING
Nursing Assessment
R P B/P
Weight
Introduce to named nurse
Provide Op-Fax information
Explore any anxieties
Inform location of fire exits
Assess for self/med Y /N
Complete admission book Outcome 1 On Path
Identity b let Patient Late
entity bracete demonstrates Early
Red identity for allergy Y/N understanding of | Relapsed
Introduce to ward routines plan of care Not Achieved
Provide ward info book Not Applicable
- Outcome 2 On Path
Check Op site marked Patient Late
OUTCOMES (please tick) demonstrates Early
Patient demonstrates understanding of: understanding of | Relapsed
; plan of care Not Achieved
1. Plan of care achieved ...... not Not Anplicabl
achieved ...... ot Applicable
- Outcome 3 On Path
2. Faspng Protocol achieved ...... not Patient Late
achieved ...... demonstrates Early
3. Discharge Date achieved ...... not understanding of | Relapsed
achieved ... plan of care Not Achieved
OUTCOMES (please tick) Not Applicable
Outcome 4 On Path
Patient Late
demonstrates Early
understanding of | Relapsed
plan of care Not Achieved

Not Applicable
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table to record variances (on the right) are also afforded one full page each.
The care pathway, unlike the integrated approach of Rotherham General
Hospital in the last example, focuses solely upon admission and later dis-
charge. The related discharge documentation is outlined in Table 2.3. There
is firstly a full page devoted to discharge home, which outlines nursing
interventions (on the right hand side of the table). There is space to record
whether the four previously described outcomes have been achieved. A list
of discharge criteria is also provided as a one page document. Variances
from the pathway may be recorded.

Contemporary nursing practice is concerned with delivering high quality
care in the context of clinical effectiveness. Patient care ought to be delivered
in a patient-centred way in partnership with both patient and family. Day
surgery services are associated with a high turnover of patients, and the
nurse working in these settings needs to be not only flexible and adaptable
but knowledgeable in a wide spectrum of surgical interventions and their
subsequent management and care. Recent movements within National
Health Service provision suggest the use of care pathways to guide the
delivery of patient care. These have specific advantages to care delivery,
including the ability to provide for locally developed and agreed standards
of care (NCNM 2006). It is also suggested that they permit good commu-
nication of protocol and interventions, through clear documentation that
can enhance confidence, empowerment and teamwork care (NCNM 2006).
Associated documentation is thought to be easy to use, as the majority of
recording relates to variances that might occur in care (2006). Most impor-
tantly care pathways allow ‘clinical analysis of care practices and results
through monitoring of progress according to pre-established outcomes,
thereby optimising professional accountability and ensuring an opportunity
for continuous quality improvement of patient care.” (NCNM 2006;10)

While limited testing of their usefulness in day surgery settings, the inclu-
sion of several examples of day surgery pathways on the NHS Protocols &
Care Pathways Specialist Library (NHS 2008a) is a testament to their useful-
ness in practice. With both local hospital and national policy acceptance
and support, they do seem a useful framework not only to direct and guide
nursing care, but within which to both operate and measure clinical effec-
tiveness of care. Unlike conceptual model selection, there is limited guidance
within the literature to care pathway selection, although the NHS Protocols
& Care Pathways Specialist Library (NHS 2008a) provides several interest-
ing links for ‘care pathways development’.

It does seem disappointing that conceptual models of nursing, in so far
as care pathways are concerned, are very much falling by the wayside in
favour of more time sensitive, comprehensive and specific plans of care.
Given Gilmartin and Wright’s (2007) outline of the role of the nurse in
day surgery focusing on the key areas of: pre-admission assessment; infor-
mation giving and anxiety prevention; communication; pain management;
wound infection and nausea and vomiting, and Mitchell’s (2000, 2003,



Table 2.3 Hand surgery care pathway example from NHS Airedale (NHS 2008a). Discharge checklist,
expected outcomes table for recording variances.

DISCHARGE HOME DAY

NURSING

Date Variance

Action Taken

Complete discharge plan

Inform relatives

Order TTOs

Obtain TTOs / explain to patient

Transport

Give written discharge advice—explain
ontent if necessary

Make appointment follow up clinic in 2
weeks

Practice Nurse Appointment for

ROS 7-10 days if BH

Outcome (please tick)

Safely discharged home or to an
appropriate

Place of care achieved ...... not

achieved ......

Discharge criteria Yes [No|N/A

Do you have someone
responsible at home to care
for you?

QOutcome 1

On Path

Is there going to be a
responsible person/relative to
collect you?

Patient demonstrates

Late

understanding of plan

Early

of care

Relapsed

Not Achieved

Not Applicable

Are you ALLERGIC to any
food or medicine?

Have you been given your
take home medicines?

Do you require a sick note
from the doctor?

Have written and verbal
advice/instructions been
given and understood?

Outcome 2 On Path
Patient demonstrates | Late
understanding of plan | Early
of care Relapsed

Not Achieved

Not Applicable

Have a District/Practice nurse
appointment been made?

Are/is the patients:

Vital signs stable?

Outcome 3 On Path
Patient demonstrates | Late
understanding of plan | Early
of care Relapsed

Not Achieved

Not Applicable

Alert and orientated?

Diet and fluids taken and
tolerated?

Pain and nausea controlled?

Voided urine?

Pack/drain removed?

Wound checked?

Outcome 4 On Path
Patient demonstrates | Late
understanding of plan | Early
of care Relapsed

Not Achieved

Not Applicable

Dressing changed/supply
given?

Venflon removed?

ECG pads removed?

Time of discharge and with
whom/carer at home?
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2006) assertion that day surgery nursing has a vital role to play in both
pre-hospital and in-hospital anxiety management, it is likely that specific
nursing actions within these key areas could be further expanded within
care pathway development. In particular the nurse-patient relationship
needs to be emphasised and drawn upon to document the engagement with
patients that takes place (or ought to take place). Current trends relate not
only to high standards of care delivery, and timely and equal access to treat-
ment: there is also a requirement that patients and their family are ‘treated
with dignity, respect and empathy at all times’; furthermore, patients and
family need to be involved in, and informed about, all decisions made during
their journey of care (NHS Quality Improvement Scotland 2005:8). It is
questionable the extent to which this element of nursing care is provided
for within a care pathway approach. This is not to say that it does not occur
but rather that there is often not a direct account given of it, unlike con-
ceptual model based care, which does so either implicitly or explicitly, due
to its extrapolation of the metaparadigm. Unfortunately there is always the
risk that reducing the patient’s hospital experience to a series of tasks may
result in a feeling of depersonalisation, as was expressed in Costa’s (2001)
study. It is of interest to note that, within the many professed benefits of
care pathways, improving the patient’s experience, from an emotional
perspective is not alluded to (NCNM 2006, NHS Quality Improvement
Scotland 2005). These tacit expressions of nursing, which are so often
present but perhaps not accounted for, could perhaps be better harnessed
by incorporating at least some element of conceptual model based care
within the day surgery unit. This could, at the very least, comprise a unit
philosophy and statement about the conceptual model based care to which
it subscribes. The use of a conceptual model of nursing could perhaps revert
to the purpose that it once had, before it became over-consumed by paper-
work, as a mental representation for nurses of how nursing should be. For
example, constituent elements of the RLT model (Roper et al. 1980, 1985,
1990, 1996) could be used to underpin assessment, as in the example from
Rotherham General Hospital above. Similarly, Orem’s Self-Care Deficit
Nursing Theory (SCDNT) (Orem, 1971, 1980, 1985, 1995, 2001) could be
used to underpin core beliefs, as self-care is very much a part of contempo-
rary day surgery (Mitchell 2007). Furthermore, given the emphasis placed
on information giving, teaching and providing psychological support Orem’s
delineation of nursing actions may be used to describe interventions within
the care pathway:

Acting for or doing for another

Guiding and directing

Providing physical or psychological support

Providing and maintaining an environment that supports personal
development

m  Teaching
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The supportive-educative nursing action would have particular resonance
in this situation. Peplau’s (1952, 1991) suggestion that the nurse—patient
relationship or partnership develops across admission, intervention, recov-
ery and discharge also resonates within this particular environment. The
supportive-educative nursing action would have particular resonance in this
situation. Peplau’s (1952, 1991) suggestion that the nurse-patient relation-
ship or partnership develops across admission, intervention, recovery and
discharge also resonates within this particular environment. By perhaps
embracing this latter theory within care pathways, possibly integrating
elements of another conceptual models, an alternative hybrid option may
emerge that is sensitive to the needs of care pathway developers who are
committed to retaining not only the nursing focus but the patient focus.

Conclusion

Contemporary day surgery holds particular challenges not only for nurses
but for the whole multidisciplinary team. Internationally, in developed coun-
tries, there is an ever-increasing impetus to provide and perform increased
numbers of short-stay surgeries, with the incumbent requirement for respon-
sive day surgery facilities and staff. The nurse in this situation is known
to multitask, both preparing and discharging patients who present for a
range of surgeries. Ever concerned with quality care and increasingly aiming
towards seamless multidisciplinary care, it is likely that internationally
acclaimed care pathways will find favour within day surgery settings. Although
minimally present within the international literature, the day surgery care
pathway finds a particular home within the NHS (NHS 2008a) providing a
rich resource for those thinking of embarking upon this route. While com-
prehensive in terms of total care delivery, care pathways could lead towards
depersonalisation of patients and this should be avoided as this is not their
intention. Rather their aim is to improve quality care. The patients’ emotional
experiences both prior to surgery and later within the hospital experience
may take a lesser priority as a less tangible element of pathway delivery.
However contemporary writers in the area are united in their claim that day
surgery nurses must embrace the psychosocial element of patient care deliv-
ery. To this end, revisiting conceptual model based care may provide some
of the philosophical elements necessary to guide generalised approaches to
nursing care. By contextualising day surgery unit beliefs within one particular
conceptual model or a conjoint model, nurses may begin to augment care
pathway or other approaches. Furthermore, specific elements of the care
pathway such as information giving, emotional reactions, pain and other
adverse symptoms may be encapsulated within nursing language associated
with conceptual model use and provide for a more comprehensive care plan
in these areas, that can be still subjected to variance recording.
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Nurse-led Pre-admi
Clini

Introduction

Globally day surgery has increased significantly in developed countries,
representing 50-80% of all surgical procedures (Pearson et al. 2004).
Expanding day surgery is number one in the ‘10 High Impact Changes’
suggested as part of the NHS Modernisation Agenda (NHS Modernisation
Agency 2004). The NHS plan (DH 2000) anticipates facilitating three-
quarters of all surgical operations as a day surgery procedure by 2010.
Pre-operative assessment is a vital component to ensure that patients are
appropriately selected, informed and prepared (Smith et al. 2006). Nurse-
run pre-assessment clinics (PAC) facilitate these processes. The nurse’s role
in contemporary day surgery is evolving in the form of multiskilling enabling
the workforce to rotate within various areas of day surgery (Cooke et al.
2004). This chapter, then, is concerned with the emergence of nurse-led
interventions; the centrality of nurse-led pre-admission clinics, the challenge
of setting up a nurse-led clinic and evaluating services.

The emergence of nurse-led interventions

Pre-assessment is an evolving concept, gaining momentum in the USA in the
1970s and becoming acknowledged and valued in the UK in the 1980s. The
move to day surgery in the UK was inspired by the Guidelines for Day Case
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Surgery (1985) produced by the Royal College of Surgeons and this was
modified in 1992. This report enthused the development of day surgery
indicating that it was ‘the best option for 50% for patients undergoing elec-
tive procedures’ (Jackson 2007: 177). Moreover the significance of pre-
assessment was also emphasised, in an attempt to reduce cancellations and
align with government targets. In the UK the British Association of Day
Surgery (BADS) was created in 1989 to encourage the development of day
surgery promoting the provision of quality.

The drive to day surgery was strongly emphasised in the NHS plan (DH
2000) in an attempt to reduce elective surgical waiting times and promote
patient-centred care. Pre-operative assessment has been advocated as an
intervention to achieve this intent (Bramhall 2002). A further major initia-
tive to enhance the government’s commitment to pre-operative assessment
was the Operating Theatre and Pre-operative Assessment Programme that
was formed (NHS Modernisation Agency 2004) with the goal of reducing
the number of cancelled operations and waiting times. An enthusiastic
attempt to standardise pre-operative testing was produced by NICE (2003)
with the emergence of guidelines for practitioners.

Doctor-nurse substitute

Effective pre-assessment is a crucial element to ensure that selection criteria
are applied rigorously. Historically junior doctors have undertaken this role.
The growth of postgraduate medical training (NHS management Executive
1993) combined with the initiative in the UK to reduce junior doctors
workloads (NHS management Executive 1991) impacted significantly on
the time that doctors were available to meet NHS requirement. These
changes were also driven by efficiency savings, and with dynamic initiatives
to substitute nurses for preregistration house officers (Richardson et al.
1995). This shift brought new challenges to nurses to embrace new, exciting
roles. Nevertheless, the engagement with new, extended roles seemed to
render nurses inferior in the traditionally doctor-dominated domain. The
culturally assumed difference between the relative abilities of doctors and
nurses was problematic for some nurses. For instance, a feeling of transgres-
sion appeared to be associated with the very act of thinking a new role —
created by doctors. More specifically, medical perceptions of assessment
(Smith 2007) are often at variance with nurses’ perceptions. Such a figura-
tion could powerfully represent or signify contrasting orientations. Cru-
cially, clear guidelines and selection criteria protocols are vital. The presence
of such descriptions could assume a linguistic function, which might impact
on interpretation and utilisation. These multiple issues posit huge chal-
lenges, potentially impacting on the pre-assessment process.

In recognition of role change, the expanding role of nurse practitioners
since the 1980s extended its remit to integrating physical examination skills



Nurse-led Pre-admission Clinics 49

into assessment strategies (Walgrove 2004). The incorporation of this inter-
vention, in conjunction with history taking, problem solving and the ability
to collaborate with other health professionals equipped nurses to undertake
holistic assessments. The growth of new nursing roles was encouraged too
by the government’s strategic planning. Nurses in day surgery developed a
distinct, multiskilled role, which is sometimes referred to as the extended
specialist-nursing role (Mitchell 2000b). The new role enabled nurses to
make a real difference to the psychological care of patients, by engaging
with anxiety management in the pre- and post-operative stages (Mitchell,
2000Db). In a randomised controlled trial (RCT) undertaken by Kinley et al.
(2002), it was highlighted that appropriately trained nurses are not inferior
to preregistration house officers in carrying out pre-operative assessments.
The sample involved 1874 patients; 926 were assessed by house officers and
948 by nurses. The results showed that house officers ordered more unneces-
sary investigations than the trained nurses, who adhered to the protocol
more than house officers.

The epistemological debate about the ontology of nursing and whether
the scope of professional practice develop internally is questioned by Coyler
(2004). Operational frameworks for nurse practitioners emphasise func-
tional roles such as dynamic practice, professional efficacy, clinical leader-
ship and a legislative structure for extended practice (Gardener et al. 2006).
Personal attributes and significant communication skills are not emphasised.
This is further compounded by a scarcity of high-level evidence (Muir Gray
2001) related to desired skill-mix and staffing models in day surgery units
(Pearson et al. 2004). The recommended optimal staffing levels in day
surgery are drawn from expert opinion rather than systematic inquiry
(Gilmartin and Wright 2007).

Impetus for role change

A further major impetus for role change and development appeared to be
linked with shifts in social relationships, the postmodern culture birthing
and promoting individualism and empowerment. This shift paved the way
for holistic theories about health and wellbeing, moving away from the
biomedical model of care, with the intent to improve intervention for indi-
vidual patients. This resulted in greater awareness of patient expectation
about information, choice of treatment options and waiting times. Most of
these changes enabled non-medical professionals to spearhead key roles in
facilitating care and treatment interventions within the context of patient-
centred services. Government response to social change, outlining declara-
tions for making a difference (DH 1999a, 1999b), (NHS Modernisation
Agency 2004) led to the development of key roles for nurses and higher
levels of nursing practice. This has created the opportunity for a substantial
increase in clinical nurse specialists (CNSs), nurse practitioners (NPs),
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advanced nurse practitioners (APNs) and consultant nurses (CNs), particu-
larly in the UK (Lloyd-Jones 2005) and at an international level.

Multiskilled roles

Currently in the UK nurses working in a day surgery context undertake
multiskilled roles. Drawing on Mitchell’s view (2005), this involves initiat-
ing several aspects of care from pre-assessment to admission, moving on to
perioperative phase, to recovery and discharge planning. The pre-assessment
in particular requires a comprehensive approach, ensuring that social,
medical and psychological variables are assessed and co-morbidies are
known (Smith 2007). Mitchell (2005: 182) goes on to suggest that the evolv-
ing a multiskilled role might be linked to competency rating, for example,
capacity to ‘perform tasks such as venepuncture, cannulation and read
electrocardiographs (ECGs)’. The innovation aligned with the extended role
is not only attributed to the devolution of medical tasks. Professional knowl-
edge and nursing skills also contribute to effective nursing intervention
(RCN 2002), especially in the pre-assessment stage (Gilmartin 2004).
However, the label ‘multiskilled role’ has been service driven to fill in gaps
created by shortages and changes to medical staff roles and public
expectation.

Functional role descriptions are lacking in explicit ontological founda-
tions and ‘can be transposed into tasks and divorced from the value bases
which guide particular professions’ approaches to care giving’ (Coyler 2004,
p-410),

This results in the evolvement of competency frameworks that provide
measurable standards for practitioner performance, perhaps assessed and
fitted into a job evaluation category. Competency frameworks are indeed
useful and attractive but potentially they might downplay the expertise
needed to facilitate complex care. One major role of nurse practitioners in
the pre-assessment clinic is assessing patient suitability, which can be poten-
tially challenging. The pre-assessment intervention is strongly influenced by
medical protocols transposed into operational tasks for nurses.

The disarrays of ontology

The redefinition is advantageous in functional terms, assuring medical fitness
for day surgery (Smith 2007), however, the ontology of nursing has lost
ground in the construction of multiskilling and extended roles. The utilisa-
tion of a reductionist approach has been shaped by government initiatives
and medical influence. Nevertheless, nursing knowledge and evidence-based
practice is gaining momentum in influencing nurse-led pre-assessment,
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anxiety management, information giving and pre-and post-operative care.
The growth of nursing knowledge for modern surgery is also encouraged
by Mitchell (2006), suggesting that nurse educators need to develop flexible
educational programmes linked to evolving roles. To enable proper profes-
sional expertise to prevail, nurse-led intervention requires a strong ontologi-
cal base in conjunction with functional characteristics. Thus, to follow the
desire of disciplinary belongings and aspirations is fundamental to the evolv-
ing role.

What is clear from the RCN (2002) guidelines is that nurse practitioners
require preparation at degree level. Moreover, a higher level of academic
preparation (Read et al. 2000), such as study at Master’s level, is important
for advanced practice roles. Crucially, without accreditation, adequate edu-
cational preparation and assessment of competence, nurses and their employ-
ers are vulnerable to litigation (Marsden et al. 2007). There is a danger that
new roles could be reactive and random, being compromised by jumbled
planning and economic constraints. Nurses involved in pre-assessment have
a vital role to play in understanding the centrality of education for role
expansion and be prepared to argue and advocate for it.

Nurse-led services

The majority of nurses spearheading nurse-led services are innovative,
advanced practitioners, facilitating the quiet revolution of more effective,
patient-centred care. Nurse-led pre-admissions clinics were developed in
the 1980s and have been enthused further by the Modernisation Agenda
(NHS Modernisation Agency 2004). They were introduced to improve pre-
operative assessment, reduce elective surgical waiting times and cancelled
operations, and promote patient-centred care. The government encouraged
these initiatives through the Modernisation Agency’s Operating Theatre and
Pre-operative Assessment Programme, which was completed in 2004. The
major aspiration of this particular project was to reduce waiting times for
surgery and cancelled operations. Practice development was inspired, too,
by NICE guidelines (2003) for pre-operative testing, with the intent of
standardising services across the UK.

Patient selection usually begins at outpatient clinics with medical staff,
referring potential patients to the day surgical unit for pre-admission assess-
ment. The pre-assessment process is led by suitably trained nurse practitio-
ners. Not surprisingly, the development and ethos of pre-assessment clinics
vary, from those entirely nurse-led (Gilmartin 2004), to those with signifi-
cant leadership from the anaesthetic department, to others with a medical
input (Connolly 2003, Smith et al. 2006). Crucially, nurse-led clinics require
competent nurses with the capacity to undertake comprehensive assessments
and work at the interface with allied professionals.
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The ‘one stop shop’

Some nurse-led pre-admission clinics are accredited practice development
units, others are multidisciplinary services; there tends to be a lack of uni-
formity in service provision in the UK (Walgrove 2004). Arguably, practice
development should incorporate a range of approaches and is greatly influ-
enced by the creativity of practitioners and the integration of local contex-
tual issues (Page 2002). Practise development usually evolves over time and
the process is greatly influenced by team innovation, evidence-based practice
and quality improvement (Chin and Hamer 2006). Cost-efficiency drives
and streamlining have encouraged nurse-led services to spearhead a ‘one
stop pre-assessment and treatment’ where patients are immediately pre-
assessed for day surgery after an outpatient consultation.

This is often considered the gold standard (Karthikeyan et al. 2007),
being hugely beneficial to patients in terms of time management, because
an additional attendance to hospital prior to surgery is not required; benefi-
cial outcomes, such as greater patient satisfaction, resource utilisation and
cost reduction, further highlight the legitimacy of pre-assessment units.
In spite of efficiency drives, Karthikeyan et al. (2007: 257) reported that
some patients who attended the ‘one stop shop’ would have preferred
more time to consider undergoing an operation before signing the consent
form. They recommend a ‘deferment to think about the surgery’ for
patients wishing for more time, with a two week period for reflection and
decision-making.

Integration of services

Assessing patient’s fitness for surgery often involves a varied range of tests.
Most nurse-led units also have the capacity to offer a range of services.
In the process of screening, patients can undergo ECGs, chest x-rays, and
blood tests and access a pharmacist if required. There are also facilities for
Meticillin-resistant Staphylococcus aureus (MRSA) screening which is
important in pre-operative surgical patients (DH 2006a). Accessing a range
of services in one unit is beneficial to patients, reducing time spent travelling
to other departments for specific tests.

Additionally, nurses provide information and education, utilise creative
ways to explore the reduction of pre-operative anxiety, and address lifestyle
management and health promotion. Empirical evidence confirms patient
benefits and satisfaction regarding the pre-assessment intervention. Patients
have reported a reduction in anxiety; increased confidence and a greater
understanding of perioperative care arrangements (Clark et al. 2000: 95).
Other studies also emphasise a reduction in anxiety, success in knowledge
gained about the day surgery experience and parent and child satisfaction
(O’Shea 2007).
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What are the significant features of selection criteria?

To promote better outcomes for patients, it is essential that pre-assessment
nurses work with protocols and guidelines, which have been developed
locally. The selection criteria are usually defined and collaboratively agreed
by the anaesthetists, surgeons and nurses involved in day surgery. Criteria
protocols and guidelines are strongly influenced by the NICE (2003) pre-
operative tests, outlining grades associated with fitness to undergo anaes-
thesia. In addition, the Good Practice Guide to Day Surgery (2005)
http://www.doh.gov.uk (day surgery section), Day Surgery Operational
Guide (RCN 2002), BADS (2006) Directory of Procedure, suggesting
achievable target rates with a list of 160 operations, are helpful. Pre-admis-
sion assessment guidelines (Box 3.1) to maximise efficiency are also put
forward by Cooke et al. (2005).

Due to the expansion of day surgery targets the selection criteria require
broadening (Smith 2007) to match the planned procedures. This is crucial
to prevent cancellations, to ensure that co-morbidities are recognised, treated
and patients are well informed and prepared for day surgery. Arguably,
discrepancy in protocols could lead to deficits in pre-operative assessment
and cancellations. A ten-year observational study of cancellations in day
surgery undertaken by Jiménez et al. (2006) highlighted reasons such as
acute medical conditions, patient decisions to refuse and failure to follow
pre-operative guidelines. Therefore in attempting to achieve day surgery
targets (Cooke et al. 2004) it is vital to follow current protocols.

A fairly recent systematic review of the ‘Best Practice’ in day surgery
(Pearson et al. 2004) described two effective interventions in relation to the
pre-admission care of patients. The first related to pre-operative telephone

Box 3.1 Domains of pre-assessment

Domains of pre-assessment

Follow a pre-agreed protocol

Include suitability of the condition for day surgery

Assess patient fitness

Assess home circumstances for discharge

Inform the patient about the procedure

Allow time for the patient to reflect and ask questions

Consider age since adverse factors may increase with age
Familiarise patients with day surgery environment

Educate the patient and carers about surgery and post-operative
care
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screening or questionnaire and the second to a pre-admission appointment
a few days prior to admission. Now, however, face-to-face screening a few
weeks prior to surgery is preferable, allowing appropriate tests to be carried
out and reviewed and thus ensuring that patients are adequately prepared
and treatments are optimised on the day of surgery itself. It is essential that
protocols be developed for patients who request to postpone and re-book
procedures for compelling reasons (Smith et al. 2006). These protocols
would enables the re-allocation of procedure slots instantaneously in the
day unit, encouraging efficient use of resources.

The pre-assessment process

The pre-assessment interview is a vital part of day surgery. The nurse
involved is required to undertake a rigorous assessment, being alert to
underlying problems, because some patients might not disclose the whole
story. Independent risk factors for both surgery and anaesthesia such as
obesity and or cardiac problems need to be evaluated carefully. Assessment
documentation is usually designed by local Trusts and, to facilitate a holistic
assessment, nurses could utilise a framework such as Orem’s Self-Care
Deficit Nursing Theory (SCDNT) (Orem, 1971, 1980, 1985, 1995, 2001).

The concept of self-care is mainly connected with a desire to allow
patients to take the initiative and be responsible for their own health where
possible. This has consequences for the nurse’s role, in terms of enhancing
the self-care abilities of the patient (Chang 1980). When conducting a pre-
assessment interview, apart from problem identification, the primary focus
is assessing the care demands of the patient and their capacity to meet self-
care demands independently. This might include activities such as physical
exercise, positive nutritional practices, or goals directed at promoting high
levels of wellbeing, in the preparation for surgery. Arguably, patient involve-
ment in decision-making and goal-setting is a crucial step in achieving suc-
cessful self-care.

The nature of nurse—patient interactions

Dynamic communication is a key factor in facilitating a successful pre-
assessment interview. Communication in day surgery settings will be further
discussed in Chapter 7, however it is important to note at this point that
the quality of the nurse—patient interaction within nurse-led pre-admission
services relies on the capacity of nurse practitioners to build rapport, gather
information, inform patients about procedure, educate, challenge and
empower. To facilitate therapeutic communication, being genuine, open,
non-judgemental and displaying empathy is imperative (Rogers 1980). The
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significance of sustained, positive interactions with patients is fundamental
(Rogan and Timmins 2004). Rogan and Timmins (2004) suggest that —
while noting the verbal utterances, para-language and non-verbal cues
displayed by the patient — active listening is a vital ingredient.

Paralinguistics might be a central feature in pre-assessment: ‘hesitations’,
‘prolonged pauses’ or voice tone might suggest that the patient is emotion-
ally distressed, ‘shutting down’, or resisting key questions and not disclosing
the whole story. To sustain and open up dialogue, supportive responding
skills and sensitive questioning is paramount. Attunement is also a signifi-
cant characteristic; this requires the nurse to harness synchrony and sym-
metry in communication, displaying a capacity to match the mood and
intensity of emotion disclosed by the patient, which gives a sense of psycho-
logical connection (Stern 1985; Cortina and Marrone, 2003). For instance,
a patient might disclose intense anxiety about the anticipated day surgery
procedure. This type of disclosure requires a dynamic, emphatic response,
permitting the patient to get in touch and talk about their state in more
depth. Each patient is idiosyncratic and so nurse practitioners need to
be equipped with a sophisticated range of communication skills (McCabe
and Timmins 2006) (Box 3.2) to undertake a comprehensive pre-assessment
interview.

Box 3.2 Communication skills

Communication skills

Giving clear information

Active listening

Empathic responses

Using open and closed questions
Observing non-verbal communication
Attunement

Prompting

Reflecting

Clarifying
Checking understanding
Paraphrasing

Challenging
Summarising

Ending
(Egan 2002; McCabe and Timmins 2006)
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Although nurse practitioners’ professional knowledge and communica-
tion competencies have been expanded (RCN 2002) to include the develop-
ment of counselling skills, there is some research evidence to suggest that
deficits in nurse-patient communication prevail. Williams et al. (2003)
showed that patients felt dissatisfied with information provision; they were
not offered any explanation about the surgical procedure and did not know
who their surgeon was. In contrast Scott (2001) highlighted that 89.5%
who received information said they found it ‘ust right’; nonetheless, 22%
of the patients telephoned the hospital for further information prior to
admission. Rhodes et al. (2006:184) revealed that participants were ‘inade-
quately informed about the procedure, fearful of losing control both physi-
cally and psychologically, and nurses either dismissed or inadequately dealt
with their fears of anaesthesia and surgery.’

In the context of pre-assessment, different modes of information delivery
can be utilised. This could include: video clips or DVDs displaying diverse
day surgery procedures and different types of anaesthesia interventions;
creative, written information on procedures; or verbal instruction from
nurses. Crucially, verbal information needs to be simplified and made spe-
cific about details, using reinforcement techniques (Rogan and Timmins
2004). To prevent communication breakdown, checking understanding is
essential and this type of intervention enables the patient to reflect to ask
questions and seek further clarification if required.

In a multicultural society some patients may not be fluent in English and
may feel unable to participate fully in the pre-assessment interview. The
major factor here is to determine whether or not assessment can be per-
formed without interpreter intervention. At the outset, it would be very
worthwhile to undertake an assessment of language need (Boyle and Andrews
2003) to identify the appropriate interpreter match. Gender issues and con-
fidentiality are also important variables to consider when arranging inter-
preting services. Patients will feel far better supported, far less alone, if
sustained attempts are made to meet language need, enabling them to par-
ticipate more fully in pre-assessment interview and thus leading to greater
patient satisfaction.

Acute assessment intervention

Pre-assessment is a thorough process, facilitating the immediate identifica-
tion of the social, physical and psychological aspects of patients’ needs.
Building rapport is essential from the outset. Recognition can be accom-
plished in a simple act of greeting or by the employment of attending and
responding skills. Although verbal introjects are particularly valuable, the
profoundest step of recognition is through non-verbal cues, such as sensitive
eye contact. Collaboration, an important characteristic that allows the
patient to use their initiative and abilities, can be achieved by explaining the
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purpose of the interview, encouraging the patient to actively engage, and
permitting the nurse and patient to work together in an expansive way.
Casting the patient in an active role puts power in their hands.

Facilitation is a helpful intervention and enables the interview to get
started. Here a subtle and gentle imagination comes into play. There is a
readiness to respond to the gesture, which a patient makes, enabling inter-
personal action to occur.

When this is done well, there is great sensitivity to the patient’s verbal
utterances and interaction proceeds at a speed that is convivial to the
patient. In some instances, carers might be present merging with the inter-
view interaction as meaning develops. Acknowledging and validating a
carer’s contribution is vital: this helps to connect them with the reality of
the pre-assessment process. The task of facilitation involves a high degree
of empathy if a patient’s holistic frame of reference is to be understood.

The dynamic process

Assessment is a step-by-step and meticulous. The process of making a valid
approximation of patient fitness, benefits and risks of day surgery is driven
by a pre-agreed protocol, aligned with Orem’s model, which provides a
considerable capacity to identify social, psychological and physical health
care deficits which can be met prior to admission for day surgery. Through-
out the assessment process, the use of open questions is significant, to allow
full elaboration about immediate need and chronic conditions if prevalent,
such as diabetes, asthma, hypertension or epilepsy. For example, diabetic
patients need to be screened ‘to identify co-existing cardiovascular, renal or
autonomic dysfunction’ (Smith 2007: 185). This usually requires blood tests
and electrocardiogram (ECG). A physical examination may also be under-
taken and if, for example, a heart murmur is present, further investigations
such as an echocardiogram might be required. Patient intervention should
be preceded by informed consent. Discussion with the patient should reflect
a rationale for the test, the implications of normal and abnormal results,
including benefits or risks to the surgical procedure. It is also useful to
establish if the patient is taking any prescribed medication, herbal or homeo-
pathic remedies, or has any specific allergies.

Health risks

Hypertension and obesity also present challenges. Smith (2007) argues that
if hypertension is suspected at pre-assessment, and surgical intervention is
not urgent, patients can be referred for further assessment. In the UK, a
body mass index (BMI) of 30 or above is classified as obese, over 35 is
known as morbid obesity, and over 40 indicate extreme obesity (DH 2007).
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However, BMI is calculated according to the western body. In the context
of a more general process of globalisation, obesity is epidemic and is clearly
affecting countries such as China and The Gambia. The specific application
of a standard BMI might be flawed because of typical differences such as
bone density. Current British guidelines point to a body mass index of
<35 kg as acceptable for day surgery, if no other contraindications are
present. Nevertheless, a body mass index of 35-40 kg should be acceptable
(NHS Modernisation Agency 2002). Canadian anaesthetists appear to be
more liberal, with a willingness to accept patients with BMI of 35-44 kg
and sometimes above, provided they are in good health (Friedman et al.
2003). Smith (2007) goes on to suggest that it is essential not to consider
BMI in isolation from other significant variables, such as type of surgical
intervention, general fitness and smoking, which might increase risks related
to obesity.

Social issues

Social assessment is important because patients presenting for day surgery
should have a responsible adult who is fit and willing to care for them for
the first 24 hours. It is appropriate to begin discharge planning at the pre-
assessment, identifying challenges (Gilmartin 2007), constraints or support
mechanisms. A considerable number of people live alone in developed coun-
tries; less developed countries appear to have robust family networks, which
are a huge advantage in a day surgery context, particularly in relation to
aftercare provision (Gilmartin and Wright 2007). Elderly patients may not
have suitable carers, and patients with small children will require extra help
for a few days. With sufficient planning, the majority will be able to organise
a relative or friend to help or stay with a family member for a few days.
Long journeys or air travel are best avoided immediately after surgery
(Smith 2007); facilities for emergency care should be accessible at the home
destination.

Psychological wellbeing

Emphasis should be placed on careful psychological assessment to elicit
actual or potential fears or anxieties. For example, a patient might share
concerns about undertaking the procedure, asserting:

m ‘I feel frightened and anxious about having a general anaesthetic.’
m  “Worrying thoughts go through my mind about the operation.’
m T get ‘butterflies’ in my stomach when I think about the procedure.’

Validation and attunement are useful responding skills to employ,
acknowledging the reality and power of the patient’s emotions and feelings.
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Validation permits the person to feel connected, alive and in touch with
feeling state, even if it is chaotic or suspicious. This type of intervention needs
to be interspersed with giving information about the procedure or the anaes-
thetic, encouraging the patient to ask questions and explore concerns in
greater depth. Careful documentation of the information gathered during the
pre-assessment interview is essential (NHS Modernisation Agency 2002), to
facilitate problem identification and the construction of a care plan. The plan
might involve educational intervention, lifestyle management, or techniques
for anxiety reduction, which will be explored in the following section.

Educational intervention

This is a top priority, because patients undergoing day surgery need to be
provided with clear information about the procedure, the day of surgery
itself and the aftercare. Another important contribution might relate to
health education, or education in regard to medication, pain management,
or ways of reducing anxiety (Box 3.3). Alongside information provision, it
came to be recognised that there are many ways in which evidence-based
practice could be incorporated into pre-operative education. For example,
the use of music in reducing pre-operative anxiety (Lee et al. 2004; Cooke
et al. 2005). Here there is a dramatic shift towards empowering patients to
self-care. As the concern to provide effective pre-operative education has
grown, it has been increasingly recognised that there is a need for quality
standards and for sound methods of teaching. Arguably, there is a dearth
of evidence to determine the efficacy of pre-operative educational interven-
tion in day surgery.

Box 3.3 Educational Activity

Educational Activity

What does the day surgery procedure entail?

What are the benefits of day surgery?

What happens on the day of surgery itself?

Who can I contact if I require further information before admission?
What techniques might be helpful to reduce anxiety?

How can I improve my wellbeing prior to surgery?

What websites provide the ‘best’ information about day surgery?
How might I cope with nausea or pain following the procedure?
How might I prepare for discharge?

What does the carer’s role involve?
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In spite of research deficits, it is crucial that pre-assessment nurses con-
sider factors that influence pre-operative education and how it is managed
in everyday practice. The focus will vary, depending on individual needs of
patients and carers. Creativity is a vital ingredient in the use of diverse
methods to facilitate the ‘best” approach, including group lectures if appro-
priate, one-to-one teaching, the use of booklets or pamphlets, video clips,
audiovisual presentations or DVDs, or a amalgamation of one or more
teaching method. For example, ‘a booklet containing bright pictures and
simple, child-friendly explanatory text’ (O’Shea 2007: 49) combined with
video viewing appear to be powerful tools in the preparation of children for
day surgery.

The majority of pre-assessment clinics provide written materials to
support verbal instruction. In relation to day surgery procedures, written
information often carries meaning of a biomedical nature (Mitchell 2006).
Further deficits in information leaflets for flexible cystoscopy was empha-
sised by Shah et al. (2007), suggesting that leaflets need to contain more
vital, accurate and up-to-date information. Of course information will be
impregnated with day surgery culture, meaning and values but accuracy,
clarity and contemporary information is essential.

Educational activities may be facilitated by the pre-assessment nurse
or by allied health professionals. A patient might be referred to a diabetic
specialist, dietician, pharmacist or to the hypertension clinic. Educational
outcomes are usually tailored to match individual circumstances. The sig-
nificance of specialist input cannot be overestimated. For example, a phar-
macist might be essential to consider chronic medication and the benefits
of temporary suspension or the danger of stopping medication prior to
surgery. Homeopathy and herbal medicine is becoming more popular;
although most are benign (Smith 2007), some might have to be stopped
prior to surgery.

Effects of music on anxiety

Educating patients about anxiety reduction is enthusiastically encouraged
by evidence-based practice. Striking results revealed the usefulness of dis-
traction to reduce pre-operative anxiety, displaying the highest level of evi-
dence (level 1 Muir Gray 2001). Distraction was in the form of music and
short stories delivered in personal stereo systems (Markland and Hardy
1993). This variable was also been emphasised by Lee et al. (2004) and
Cooke et al. (2005). The physiological parameters for both the control and
intervention groups were reduced significantly during the pre-procedure
period (Lee et al. 2004). Moreover, only the intervention group who were
provided with self-selected music had a remarkable reduction in reported
anxiety levels. Recommendations were therefore made to administer self-
selected music to day surgery patients.
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Further evidence to support this view is also reported by Cooke et al.
(2005). Pre- and post-test measures of anxiety were undertaken using the
State-Trait Anxiety Inventory. The results revealed that music significantly
reduced the state anxiety level of the intervention group. This is an impor-
tant finding and provides clear evidence for the use of appropriate music
in a day surgery context (Gilmartin and Wright 2007). The use of music
may not be preferable for every patient, however. Specific intervention,
personalised to individual need, is required for patients with anxiety
problems.

Alternatively, patients can be encouraged to use EFT (Emotional Freedom
Techniques) and energy psychology tools (Feinstein et al. 2005) This con-
temporary approach can help overcome a range of psychological problems
such as fear, anxiety, guilt or shame promoting harmony and coherence.

Lifestyle Management

There are several different theories that offer legitimate and optimistic inter-
ventions for changing health beliefs and health behaviour (Kerr et al. 2005;
Conner and Norman 2005). Nonetheless, changing health beliefs is often
threatening. People troubled by smoking addictions or stressful lifestyles,
or who are plagued by obesity, might have deep feelings of helplessness
in controlling significant areas of their lives. Despite the challenges and
resistance portrayed by patients, health professionals need to facilitate
change with clarity and positive intention. To help patients shift beliefs
and accomplish goals, Orem’s Self-Care Deficit Theory (SCDT) might be
useful.

Health promoting behaviour is usually congruent with Orem’s (1971,
1980, 1985, 1995, 2001) ideas of self-care activity, which were alluded to
in Chapter 2. Self-care involves the practice of activities that individuals
initiate and practice on their own behalf. Health-promoting behaviours
concord with Orem’s philosophy, because they are concerned with health-
related activities and purposeful action. Health promotion self-care appears
to resonate with the construct of therapeutic self-care demand, which con-
sists of three self-care requisites, including:

m  Universal self-care requisites (USCR)
m  Development self-care requisites (DSCR)
m  Health deviation self-care requisites (HDSCR)

Interestingly, health promotion self-care is perceived as being an integral
part of a person’s lifestyle, with actions directed towards meeting selected
USCR and DSCR. During the actual process of pre-assessment, deficits
might come to the surface when there is some problem that needs special
attention, such as sudden sleep interruption due to the impact of stress, and
a set of self-care health goals need to be constructed to reduce stress,
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promote sleep and increase levels of wellbeing. Health deviation self-care
requisites are required when the patient has a specific condition and or under
medical care. For example, a patient with hypertension, diabetes or obesity
might present with a specific deficit, meaning that health promotion activi-
ties and lifestyle management might need to be designed and negotiated by
a specialist such as a dietician. Creativity and innovation is essential in
enabling patients to sustain commitment to lifestyle changes.

The internet as a source of health information

The rapid growth in web-based health-care information has generated
numerous sites focusing on ‘health lifestyle’ issues, some of which might be
useful source for nurses involved in lifestyle management, particularly in
regard to tacking obesity and encouraging physical activity. Some web sites
include interactive features, physical activity advice, personalised progress
charts, e-mail access to expert advice and local community activity. Although
the internet is another facet of the paradigm shift in health care, the onerous
challenge for health professionals is the credibility and trustworthiness of
the information given at different web sites.

The notion of quality assessment and quality grading is crucial to empow-
ering online health users to elicit reliable information. Many health sites
have significant shortcomings, as the utilisation of scientifically-based crite-
ria to assess them would be difficult (Korp 2005). Korp goes on to suggest
that the quality of health information is associated with the trust people
place in it. Of course, scientific standards of quality and trust are two dis-
tinct issues. Essentially, health professionals should attempt to construct a
benchmark for good quality health information, empowering clients to
make a distinction between useful and poor health information. User
involvement could be inspirational in the identification of ‘gold standard’
web sites. Day surgery patients appear to have the capacity to self-care and
could access credible web sites for information and knowledge relevant to
lifestyle management.

Setting up a nurse-led pre-admission clinic

The case for better pre-assessment has become overwhelmingly strong. If
we compare the standards and expectations of pre-assessment care (Mac-
donald et al. 1999) held almost ten years ago with those that are held today,
the changes would seem almost revolutionary. The following section will
offer brief practical advice on setting up a nurse-led clinic. This is a major
practice development initiative, which receives greater elaboration in Chapter
4. In this period of history, when cost-effectiveness has been made into a
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fetish, practice development has to be filled by a model that grasps the
meaning of streamlining and innovation. These ideas need to be developed
and driven by a team of committed individuals moving towards the accredi-
tation of practice.

The strategic task of developing a new service requires well-motivated,
energetic and enthusiastic team players that are committed to the vision of
the new service. Crucially, practice development is a patient-focused activ-
ity, influenced by policy, which is perceived as a synthesis of three discrete
elements: quality improvement, evidence-based practice and innovation
(Page and Hammer 2002). Clearly, careful thought needs to given to the
way we integrate the three vital ingredients and how we expect different
team members to work together. In addition, there maybe changing organi-
sational structures combined with evolving professional roles that might
influence nurse-led care. The complexities of these issues highlight the need
to keep a focus on quality improvement, innovation and evidence-based
practice as a central concern in the changing world of health care. The pre-
vailing emphasis is on outcomes for patients, outcomes for health profes-
sionals and outcomes for the organisation. In charting our course it is vital
that we make critical use of resources and organisational structures.

The topic of practice development has received a great of attention in the
last few years, as approaches have rapidly evolved, hence the realistic syn-
thesis of evidence relating to practice development put forward by McCor-
mack et al. (2007). It would be very worthwhile to consider McCormack’s
findings and recommendations in the embryonic stage of setting up a nurse-
led pre-admission clinic.

Quality improvement

Managing the costs and quality of patient outcomes continues to be a
driving force in health care. Therefore, the quality improvement variable is
concerned with benchmarking, audit and the measurement of practice
against set standards. Throughout this chapter I have referred to different
frameworks for understanding the nature of pre-operative assessment; for
example, the pre-operative assessment programme (NHS Modernisation
Agency 2004), attempts to standardise pre-operative testing produced by
NICE (2003) with the emergence of specific guidelines and BADS (2006)
directory of procedures, are all very useful for benchmarking purposes. The
highest priority by far entails a firm focus on patients’ experience of pre-
assessment and to involve them closely in developing and defining outcome
measure for developing a new service.

Continuous quality improvement, benchmarking and service re-
engineering to drive policy directives are often shaped by a top-down
corporate initiatives (Chin and Hamer 2006). However, if little attention
is given to the valid knowledge and true expertise of practitioners in the
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practice environment, there is a danger that all those ‘us-them’ barriers will
inhibit creativity. The commitment to changing the culture of care and
birthing practice development is grounded in the convergence of corporate
initiatives combined with team working. This empowers practitioners
working at a clinical level to contribute innovative ideas and creative think-
ing in regard to meeting patient need (Chin and Hamer 2006). The existence
of a more collaborative culture supports the implementation of organisa-
tional priorities with organic approaches to practice development.

Innovation and creativity

Innovation is concerned with ‘doing things better and differently’ (Hamer
2007). Policy documents are drenched in innovative ideas and have obvious
application for day surgery. For instance, the NHS modernisation Agency
highlighted that almost half a million in-patient beds could be available each
year through improved methods of working. Expanding day surgery is
number one in the ‘10 High Impact Changes’ suggested as part of the NHS
Modernisation Agenda (NHS Modernisation Agency 2004). Day surgery is
further enthused by a white paper ‘Our health, our care, our stay’ (DH
2006b), portraying the government’s plan for improving community care,
in part by shifting resources from hospital to primary care. Day-case surgery
in a primary care setting is one way to drive day surgery forward, meeting
government targets and with many clinical benefits for the patient (Smith
et al. 2006).

Setting up a nurse-led pre-assessment unit requires innovation. The
journey requires the clinical team to provide creativity, clarity of purpose
and focus (Chin and Hamer 2006), using a systematic and intentional way
of working. One creative way forward is to utilise an organic approach that
is symmetrical with practice development at an organisational level, creating
a climate of enablement for team members, to explore innovative ideas,
work through ambiguity and look at choices for action (Chin and Hamer
2006). Collective action is fundamental in influencing and driving the change
process forward dynamically. The process can also be greatly enhanced by
the accreditation programme (Totterdell 2004) and benchmarking can be
set against the accreditation criteria (Box 3.4).

Evidence-Based Practice

The third vital ingredient that empowers practice development is EBP. The
debate about what constitutes evidence-based practice is evolving. Clearly,
quantitative evidence (chiefly from RCTs) has been the gold standard, the
significant paradigm. Nevertheless, two differing perspectives on what con-
stitutes evidence is emerging (Rycroft-Malone 2006). One view restricts
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evidence specifically to mean research findings and the other embraces a
broader evidence base, including research findings, protocols, health prac-
titioner’s knowledge and patient expertise. Scott-Findlay and Pollock (2004)
argue that experiential knowledge of the practitioner and patient experience
are not powerful types of evidence, despite their influence. They go on to
suggest that labelling them, as evidence is problematic because they are not
valuable. The implications of such issues for clinical practice are noted by
Rycroft-Malone (2006) including epistemology and ontology concerns
regarding knowledge creation, perception and interpretation.

Despite epistemological concerns, health professionals attempting to
facilitate practice development will need to embrace sound evidence. This
will involve the interplay of factors and processes (Thompson 2003) that
underpin EBP. The process is often complex because of competing interests,
value conflicts and experiential knowledge among team members. However,
different types of information influence the process, including protocols,
research evidence, preference, and cultural and local contextual variables.

There is some striking evidence of successful intervention in pre-
assessment cited throughout this chapter. For example, ‘Best Practice’ in the
pre-admission care of patients (Pearson et al. 2004) pointed to two effective
interventions, the first related to pre-operative telephone screening or ques-
tionnaire, and the second to a pre-admission appointment a few days prior
to admission. Impressive results also revealed the usefulness of music and
short stories to reduce pre-operative anxiety (Markland and Hardy 1993;
Lee et al. 2004; Cooke et al. 2005), which is clearly useful for underpinning
education on anxiety care.

Thus, the concept of practice development calls into play notion of robust
interrelatedness, moving towards synthesis of quality improvement, innova-
tion and EBP. The accreditation programme has four distinct pillars that
includes those outlined in Box 3.4:

Box 3.4 Pillars of the Accreditation Programme (© CDHPF,
University of Leeds 2002)

m Sustainable Practice Focusing on lasting achievements
Development which can be sustained in real
world environments
m Intentional Improvement Systematic planning
m Building Capacity for the Visible commitment to developing
Future the resourcefulness of all team
members

m Professional Accountability = Recognising/valuing individual
and collective responsibility
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Accreditation

Any organisation that is concerned with quality improvement of patient-
centred care and practice development will make it possible for those teams
who are highly committed to gain accreditation. Several programmes are
available for enabling clinical teams to gain nationally recognised accredita-
tion in practice development, at university level (CDHPP 2007). If setting
up a nurse-led pre-admission clinic is to become an established practice
development initiative, it will probably involve the working group signing
up to a practice development accreditation programme. The programme of
study enables clinical teams to flourish in unique ways. In any working team
there is probably a rich collection of abilities and interests, which could be
drawn into remarkable ways of working if study days or workshops are
undertaken. Above all else, creative facilitation styles, including leadership
with the ability to involve users, invite a fresh approach to understanding
the way forward.

The structured programme of study usually begins with a three-day resi-
dential course, offering an introduction to the accreditation process, includ-
ing the exploration of leadership behaviours. This is followed by one-day
workshops on a variety of themes, including, for example, ‘innovation and
creativity’, ‘systematic planning, prioritising and resource usage’ and ‘evalu-
ation methods’. The content is not merely theoretical: it stimulates teams to
subject their practice to reflection, with great attention being paid to the
development loop. A crucial factor reported by Chin and Hamer (2006) is
that the programme enables the participants to ‘clarify their thinking’,
‘sharpen their focus’ on the improvement initiative and ‘recognise the poten-
tial of existing organisational strategies’ to support the improvement work.
It is vital to promote a climate that encourages practitioners to confront the
realities of their practice development initiative, and in particular to assess
patient outcomes.

The accreditation pathway

The accreditation process falls into two distinct stages. The first is awarded
approximately one year following the start of the practice development ini-
tiative. At this juncture, firm evidence portraying that the working team is
meeting the majority of the criteria outlined in Box 3.5 is required. Although
practice development is tremendously appealing and offers a new expansive-
ness, new initiatives often evolves at a pace that matches organic approaches.
Significantly, a heightened level of activity and growth are essential. The
second stage is awarded in the region of two years following the enrolment
date, on the condition that team evidence meets all the stipulated criteria to
an optimal level. This implies that practice development is effective and
fruitful. While the structure and format for accreditation might vary, the
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Box 3.5 Accreditation criteria for practice development in a
nurse-led pre-assessment unit © CDHPP University of Leeds, 2007

1. The pre-assessment unit has a clear and defined group of day
surgery patients, which is reflected in the membership of the

team.

2. The working team has chosen the accreditation approach
itself.

3. The team has a shared vision for the practice development
unit.

4. An approach to leadership is identified, which will facilitate the
team in sustainable development, evaluation and dissemination
of its work.

5. The unit has an explicit framework for organising and develop-
ing best practice, which incorporates devolved decision-making,
staff and patient empowerment and partnership working.

6. Each team member is proactively involved in professional devel-
opment, which is clearly related to patient-care need, and the
plan for the development in the unit team as a whole.

7. The unit’s development plan identifies the resources require-
ments needed in order to achieve accreditation in terms of time,
expertise and financial support.

8. The unit’s development plan includes the process for public and
community engagement and disseminating evaluated practices
both within the organisation and externally.

9. The unit team will have a reciprocal partnership with a centre
of education, in order to support the development of clinical
practice and theory.

10. The unit develops a rigorous, evidenced-based approach to
practice.

11. The unit/team and the individuals within it are actively engaged
in reflection and active learning.

12. The unit/team exhibits tangible evidence of creativity and
innovation in relation to patient care issues and units
developments.

13. Developments within the unit are evaluated and reviewed in
terms of impact on patient, organisation and staff, and advises
the broader senior management team.

14. The unit acts as an agent of change within the organisation, the
region and nationally, publicising its success to promote the
value of best practice.

15. The unit requires a steering group, which will focus, and coor-
dinate the strategic direction of the unit.
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key point is to recognise the richness of the ecology of accreditation. Evalu-
ation is an important contributory factor to practice development and will
be addressed in the following sections.

Evaluating services

Evaluation has an important function; it is a method of giving systematic
feedback to working teams involved in innovative programmes such as
setting up a nurse-led pre-admission clinic. If facilitated well, it can offer
assurance and the data collected sheds light on the development loop. The
findings and recommendations should be made available to the working
group as a basis for discussion, in order that an action plan can be drawn
up for further improvement in care. Ideally each evaluation process will
generate such a plan, and the next round will provide data on whether the
previous action plan has been effectively implemented. There is a great pos-
sibility of setting a virtuous cycle in motion, with huge outcomes in terms
of effective patient care and job satisfaction.

There are a wide range of evaluation strategies than can be employed.
Great discernment is needed in the selection process, because practice devel-
opment units have diverse characteristics, and patient outcomes will relate
to the work undertaken at a local level. Apart from variability, patient pre-
paredness for day surgery is dependent on pre-assessment intervention
which might influence, for example, the ‘did attend” or ‘did not attend
rate’, or anxiety management on the day of surgery itself. Evaluation of
a pre-assessment practice development initiative is best integrated with
the overall evaluation strategy for day surgery. Evaluating the quality of
innovative nursing initiatives and care is indeed complex because it is
influenced by dynamic factors such as professional structures (Rice et al.
2007), leadership styles, and the subtleties of the organisational culture
and subcultures.

Approaches and frameworks

Evaluation methodologies can utilise quantitative or qualitative techniques.
There is increasing evidence to suggest that multiple approaches, or,
according to McCormack (2007), a strategic level of evaluation, are useful
when attempting to create a robust, evaluative culture. McCormack goes
on to suggest that a traditional approach to evaluation is not helpful,
emphasising the need to develop a framework that is consistent with the
practice development intervention. The pluralistic evaluation of practice
development units was put forward by Gerrish (2001), pointing to seven
categories:
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Pluralistic Evaluation

Achieving optimum practice

Providing a patient-centred service

Disseminating innovative practice

Team working

Enabling practitioners to develop their full potential
Adopting a strategic approach to change
Autonomous functioning.

NandEwbhe=

The criteria are based on feedback from stakeholders involved in six
practice development units. However, they are not adequate because
‘optimum practice’ is not the gold standard and seems to be caught up in a
contradiction, because the need is so intense to facilitate ‘best practice’ or
‘excellence in practice’. Moreover, the outcome features of evaluation, espe-
cially in terms of patient benefits, are lacking (Gerrish 2001). Evaluation
methods and tools for data collection have not been carefully considered.
Perhaps a richer conception of evaluation is put forward by Rice et al.
(2007), using an expert panel process.

Expert panel concept model

A more contemporary approach to the evaluation of nursing practice is the
notion of expert peer review, which has been utilised successfully in the UK
(Dugdall et al. 2004). Peer review relies on judgements by expert profes-
sionals to evaluate the quality of nursing care. The account of the quality
framework formulated by Rice et al. (2007:95) is indeed attractive, as ‘being
cyclical in nature and designed to evolve to meet the needs of patients, nurses
and other stakeholders’. Understandably, the central features of this model
relate to the task of evaluating patient care and promoting excellence in
patient care. The main aspirations of the evaluation are to: evaluate practice
standards, address problems, promote and share clinical innovations, and
promote better patient outcomes. Non-surprisingly, the expert panel explore
the suitability of this approach with potential clinical professionals.

A multi-method approach to data collection is advocated by Rice et al.
(2007: 97). They go on to suggest that tool design should be based on ‘best
practice’, organisational policy, practice guidelines and expert knowledge.
A pilot programme of the expert panel approach to test the process and
data collection tools was recently undertaken in Australia (Rice et al. 2007).
The schedule involved eight wards with several modes of care delivery
including day surgery. Tools employed for data collection included survey
questionnaires, focus groups and clinical audits. Additionally, ‘a structured
speciality presentation involving strict assessment criteria was given by the
ward or unit undergoing evaluation to show their clinical innovation’. The
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Table 3.1 Evaluation framework

General Evaluation Areas Speciality Practice Areas Evaluated
Patient preparedness for day procedure Model of care

Respiratory care Redevelopment of the endoscopy service
Pain management Commissioning of day surgery
Medication administration Development of day medical service

Documentation

Medical emergency practice
Staff professional development
Communication

Rostering and resource allocation
Performance management

evaluation framework required some modification for day surgery: evaluat-
ing both general and speciality practice includes for example, areas outlined
in Table 3.1.

Overall, the expert panel process was very effective in the evaluation of
day surgery care, recognising achievement of best practice and making rec-
ommendations for improvement in some areas. Although this approach is
not directly transferable to day surgery units in the UK, its principals are
generalisable. This significant framework brings into focus the uniqueness
of evaluating day surgery care with excellent potential for evaluating prac-
tice development. However, some of the general evaluation areas have a
kind of ‘biomedical’ orientation. This could be modified and sharpened,
designing both general and speciality evaluation areas and audit tools to fit
the idiosyncratic nature of any day surgery context.

Tool for evaluating a one stop pre-assessment service

There seems to be a range of new validated tools emerging that could pos-
sibly be employed for evaluating pre-assessment intervention. For example,
a new tool has been developed and validated (Karthikeyan et al. 2007) for
measuring patient satisfaction with a one stop cataract pre-assessment
service, where surgery is performed at the second visit. The validated ques-
tionnaire appears to be useful in evaluating the pre-assessment intervention
in conjunction with the day of surgery itself. This particular tool could be
modified and utilised by other cataract service providers, especially those
involved in developing new initiatives to improve access. This, however, is
only a partial answer. It would not satisfy those with an interest in evaluat-
ing health professional’s perceptions or the benefits to the organisation in
terms of streamlining services. The central point is that multi-forms of evalu-
ation might be justifiable, hence the significance of the strategic framework
suggested by McCormack et al. (2007).
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Conclusion

This chapter has travelled a long way, starting with an exploration of
the emergence of nurse-led interventions and moving on to nurse-led pre-
admission clinics. The evolvement of nurse-led interventions was initially
perceived as utilising nurses to help doctors with their activities, increase
cost effectiveness and in response to the government pushing the modernisa-
tion agenda. Although the ontology of nursing has lost ground in the con-
struction of new roles, there are definitely many benefits for patients. Nurses
currently facilitate credible nurse-led pre-admission clinics, and ‘one stop
shops’ which increases access to day surgery services. They offer a rich and
dynamic range of services such as holistic assessment of fitness for day
surgery, undertake extended roles, educate patients and their carers, explore
lifestyle management and facilitate health promotion. As the 21st century
unfolds, the expansion of day surgery on a widespread scale stimulates the
search for more robust clinical effectiveness and for an economic process
far better than we have at present. This positive expansion poses creative
challenges for those involved in developing nurse-led services.

Nurses who desire autonomy and are willing and able to undertake
practice development initiatives in setting up a nurse-led pre-assessment
clinic, need to address important considerations. This strategic task requires
energetic, optimistic, highly motivated and enthusiastic team players that
are strongly committed to the vision of the new service. The prevailing
emphasis is on rich patient outcomes, grounded in policy drivers and under-
pinned by evidence-based practice and innovation. Ideally, it should both
be tackled at a local level and integrated with organisational strategies. This
means that it is essential to have new nurse-led services symmetrical with
organisational goals to properly address strategic planning and expansive-
ness. A new service requires careful evaluation in terms of offering system-
atic feedback to the innovative team involved. Drawing on a multi-method
approach is vital to ensure that patient perceptions, health professional
perceptions and organisational perceptions are examined thoroughly. The
expert panel approach has a great capacity for evaluating practice develop-
ment, highlighting clinical excellence, deficits in care and providing
recommendations.
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Practice Devel t

Robert McSherry, Kay Scott and Sharon faifow

Introduction

This chapter introduces practice development and how to apply practice
development initiatives in the day surgery unit. The emphasis of the chapter
is on how nurses can utilise these initiatives in enhancing the care and ser-
vices offered in the quest for quality in day surgery services. The chapter
will also offer practical ways to evaluate practice development initiatives in
day surgery.

Background

Day Surgery is defined as ‘the admission of selected patients to hospital for
a planned surgical procedure, returning home on the same day. ‘True day
surgery’ patients are day case patients who require full operating theatre
facilitates/and or general anaesthetic.” (DH 2002:2).

The DH (2002) further suggests that procedures performed in outpatient
departments and endoscopy units are not included within the definition of
day surgery. The Audit Commission however suggests that these categories
can be labelled as ‘Minor day case’ (Audit Commission 2001) yet Jackson
(2007:2) states that what ‘many clinicians do not understand is that the
Department of Health will only count a patient as a day case if they were
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placed on the waiting list for management as a day case by their surgeon;
this is called their management intent.’

The Royal College of Surgeons (1992) reported that day surgery was the
best option for 50% of patients undergoing elective procedures. However,
performance across the United Kingdom was deemed by the Healthcare
Commission as poor (HC 2005). This is in spite of the fact that in 1989,
following the formation of British Association of Day Surgery (BADS),
emphasis was placed on safety, quality and excellence through enhancing
practice.

Practice Development (PD) has recently been defined as

... a continuous process of developing person-centred cultures. It is enabled
by facilitators who authentically engage with individuals and teams to blend
personal qualities and creative imagination with practice skills and practice
wisdom. The learning that occurs brings about transformations of individual
and team practices. This is sustained by embedding both processes and out-
comes in corporate strategy. (Manley et al. 2008; Foundation of Nursing
Studies online 2008).

McCormack et al. (2008) definition suggests that PD is ideal for promot-
ing innovation and change with the Day Surgery Unit (DSU) because it
advocates the need for collaboration, partnerships and team working.
According to McSherry and Warr (2008), the drivers for innovation and
changing through practice development within the day surgery unit arise
from a combination of societal, political and professional factors such as
those outlined in Box 4.1.

Box 4.1 Drivers for practice development and quality in day
surgery unit

rising patient/client, carer expectation

increased dependency of those accessing services
technological advances

demographic changes in society

changes in care delivery systems

lack of public confidence in health care services
threat of litigation

demands for greater access to information.

To address and respond to the growing pressures to change, reform or
modernise to keep up with the times, it is important that professionals
working in day surgery recognise what, why and how practice development
may aid the pursuit of excellence. For this to happen it is imperative that
we understand what we mean by the term ‘practice development’.
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What do we mean by practice development?

Activity 4.1

Reflective Question

Werite down what you understand by the terms practice development

Read on and compare your notes with the remainder of the section.

Practice development is an approach that recognises the realities of external
influence whilst allowing an individual service to focus on developing excel-
lence in practice in all areas. It is an inclusive, ‘bottom-up’ approach to
review and change the whole service, which puts the patient at the centre
of the care process. It has many definitions (Kitson 1994; Bassett 1996;
McCormack et al. 1999, 2008; Clarke and Wilcockson 2001; McSherry and
Bassett 2002; Page and Hamer 2002; Garbett and McCormack 2001; Hynes
2004; McSherry and Warr 2006, 2008) which emphasise different aspects
of these qualities. One we have found useful and applicable for practical
delivery in day surgery is that offered by McSherry and Warr (2006): ‘prac-
tice development’s primary principles are centred on promoting patient-
centeredness through the utilisation of a facilitative approach to team
working, collaboration and partnership building’.

The facilitative approach to innovation and change offers an ideal vehicle
to utilise targets and standards through an inclusive and empowering way
to develop local practice making PD applicable to the day surgery settings.
Within the context of day surgery, PD is about encouraging individuals,
teams and organisations to improve practice through innovation and change
(McSherry and Bassett 2002). Practice development plays a pivotal role in
fostering a culture and context that nurtures evidence-based nursing. This,
according to Page and Hamer (2002:6), is because PD centrally focuses on
activities which enhance the culture, working environment and journey of
care by promoting person-centred quality improvement(s) through encour-
aging individuals, teams and organisations to innovate and change using an
evidence base.

Similarly PD is appropriate for professionals working in day surgery
because it happens within the professional’s ‘own’ practice setting and is
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about the enhancement and growth of personal, professional and/or organi-
sational standards and quality of services by involving and focusing on the
patients and clients specific needs. Excellence in day surgery units as sug-
gested by McSherry (2004) requires team-working, interdisciplinary col-
laboration, effective communication, internal and external partnerships and
a willingness to learn and share with and from each other — including users
of the service. You will notice from other chapters in this book, particularly
chapters 4, 5, 6 and 7, that these practices are essential in all aspects of day
surgery in providing high quality care that is patient-centred. Professionals
working in day surgery units need to recognise and embrace the value of
PD as an integral part of their roles and take responsibility to advance and
evaluate practice using the key principals, characteristics and values of PD.
So what are the key characteristics’ and qualities of PD for day surgery
units?

Characteristics and qualities required to take practice
development forward in day surgery

A description of the characteristics, qualities and skills in practice develop-
ment based on McCormack and Garbett (2003), outlined in Table 4.1,
indicates that the characteristics and qualities of practice developers include
the abilities to encourage and motivate staff to innovate and/or evaluate
practices in the quest for improved quality. Successful PD is dependent upon
advancing and supporting individuals to develop certain essential skills and
attributes so that they can progress and or evaluate practice as part of the
change processes.

Table 4.1 A description of the characteristics, qualities and skills in PD (adapted from
McCormack & Garbett 2003; McSherry and Driscoll 2004)

Characteristics Qualities Skills Individual
personal
attributes

m promoting and m  affection m cognitive ability to:

facilitating change B having vision m political awareness B motivate

m translation and ®  motivation B communicative B facilitate

communication ®  empathy m facilitative B innovate

m responding to B experiential m clinical B inform

externgl influences m can motivate B encourage

m  education W respect m support

m  audit, quality and B experience

evaluation m approachable
m agent of change
B supportive
m  good listener
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Table 4.1 highlights the essential characteristics, qualities, skills and
personal attributes which can contribute in making PD occur in the day
surgery unit. Some day surgery units are now introducing facilitators, advis-
ers or developers to support and facilitate change. However, giving the
opportunity for individuals and teams to take responsibility for advancing
and evaluating their own or teams practice as part of ever changing agenda,
is not the case in many day surgery units. McSherry and Warr (2008) rec-
ommend the implementation of an identified practice developer to support
organisations and teams in enhancing quality within busy, stressful and
time-pressured day surgery units. Several models have been reported and
commented upon which could be used as exemplars in developing PD within
the day surgery unit (Glover 1998). Yet McSherry and Warr (2008) and
Garbett and McCormack (2001) air caution when introducing PD so that
the key roles and responsibilities are not tied in with other aspects of the
governance agenda, because this makes the posts too big and difficult to
operationalise successfully. It could be fair to suggest that to advance and
evaluate practice within the day surgery unit, all professionals should possess
the skills outlined in Table 4.1. The challenge for professionals in day
surgery is in applying PD into practice.

Applying practice development initiatives in
day surgery units

Hoban (2007) indicates that PD could be regarded as a ‘macrosystem’ for
enhancing quality within a Health and Social Care Service and/or Trust.
This is because PD can only occur with support and backing from organi-
sational leaders and managers. However, Mohr et al. (2004) argue that
‘macrosystems’ are comprised of ‘microsystems’ from within the organisa-
tion whose loyalty is first and foremost to their patients. Mohr et al. (2004)
suggest that ultimately the outcomes of macrosystems can be no better than
those of the microsystems from which they are formed. The idea of micro-
systems and macrosystems is a good analogy for viewing PD-based activities
within the day surgery unit, which could be portrayed as a microsystem
stemming from the larger organisational structures. Put simply, the recogni-
tion of a day surgery unit as a microsystem permits a structured approach
to enhancing PD activities and implementing PD initiatives on a relatively
small scale. This acknowledgement can be used to promote awareness of
PD in day surgery as an essential mechanism to enhance the objectives of
the microsytem (organisation), alongside other microsystems within the
macrosystem.

The challenge facing individuals and teams working with day surgery
units is to continuously scrutinise their practices in the quest for quality.
Bates (2000) emphasises that an innovative approach to care is necessary
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and that members of the multidisciplinary team need to work together,
possibly crossing boundaries. Bates (2000) further reiterates the fostering
and dissemination of research and change whilst being receptive to imple-
menting ideas and changes that occur outside its boundaries. Practice devel-
opment is ideal in fostering a shared vision through multi-disciplinary team
working, because ‘PD draws on many different and diverse disciplines,
which in turn enables all professional functions to be integrated for the
benefit of patients. It is a prerequisite to clinical effectiveness, continuous
quality improvement and the development of a culture that facilitates the
responsive and proactive action necessary for effective health care.” (Manley
and McCormack 2003:23)

Taking Manley and McCormack’s (2003) work into account and
applying this to the day surgery unit setting, it is important to remember
that for a successful innovation and change outcome the whole team are
informed and involved at an appropriate level. Meaden and Solley (2003),
as highlighted in Figure 4.1, outline possible members of the day surgery
team and show the need to incorporate a diverse number of individuals
when considering innovation and change through PD. A review of Figure
4.1 illustrates the importance of identifying team members in order to deter-
mine their roles, responsibilities and functions within identified PD systems
and processes.

Administration
and Clerical
Staff

Clinical Nurse Pre-assessment

Specialists Nurse
Effective PD
through
. fostering multi- Ward Nurses
Allied Health disciplinary

Operating Department
Assistants and
Practitioners

Professionals team working

Theatre and
Anaesthetic Nurses
Day Surgery Unit
Manager

Support
Medical Staff Workers

Figure 4.1 Promoting and fostering multidisciplinary team practice development within Day
Surgery Units
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Activity 4.2

Reflective Question

If you were about to instigate a change in practice, identify the team members
and outline their potential involvement and impact of the change.

Read on and compare your notes with the remainder of the section.

Through Activity 4.2, you will have identified the importance of involving
within the change process the majority of team members, similar to those
identified in Figure 4.1. This process is essential in order to encourage mul-
tidisciplinary teamworking through collaboration and partnership building.
The process of identifying and engaging team members enables the identifi-
cation of leaders, managers and colleagues key to securing the right level of
support, and in securing appropriate resources, for example financial
backing. Furthermore, identifying team members highlights the necessity to
engage and inform all team members (where possible and practical) on a
regular basis. This ensures effective communication, continuity in the change
process and an outcome of quality patient care.

Having identified the importance of sharing and communicating your
vision and the need to adopt and multidisciplinary approach to collaboration
and partnership building, the next stage to successful innovation and change
is the development of a robust implementation and evaluation framework.

The Health Service Executive South, Nursing and Midwifery Planning
Unit A Strategy For Practice Development (2006) offers an excellent chapter
illustrating key systems and processes required to aid successful innovation
and change. Table 4.2 has been adapted from this chapter and illustrates a
logical and systematic series of phases deemed important when embarking
on innovation and change in a day surgery unit.

For day surgery units to benefit from engaging with Table 4.2, it is essen-
tial that individuals and teams can identify and prioritise changes required
in practice which may be in keeping with political, professional and local
priorities. By following the sequence of phases identified in Table 4.2, inno-
vation and change may be targeted to support PD within individual day
surgery unit. Innovation and change, as illustrated in Table 4.2, is highly
complex and challenging but significantly rewarding. In order to progress
innovation and change in day surgery units efficiently and effectively, it is
important to consider the following key areas: identification; challenges;
evaluation and implementation of innovation and change.
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Table 4.2 Adopting a structured approach to practice development in day surgery units

Phase

Key steps

Relevant to changing
practice in DSU

Consider area for
development

Potential change
required

Stakeholders
involved

Working group

Practice setting

Action plan

Implementation

Identification of innovation and change

m Indentify area
m Detail issue of development
m Describe current practice

m  Determine impetus

m  Consider barriers/conditions
to change

m Identify challenges

Challenges for innovation and change

m Identify key stakeholder
m  Stakeholder analysis

m  Recruit into group(s)

m  Identify roles and
responsibilities

B Establish terms of reference
for group(s)

Context

Culture

Facilitation

Resources

Review existing evidence

Allows identification and
rationale for change. Could
be based on findings from
incident reports/complaints,
audits, research and
patient/staff feedback.

Imperative to highlight why
the change is required and
what conditions may
facilitate this in reality.

Opinions and values are
obtained from the outset
which can inform and
affect the change.

Essential for highlighting key
individual roles and
responsibilities in executing
change. A minimum of two
and a maximum of eight
individuals are deemed
important for a achieving a
functional groups.

Awareness and understating
of organisational cultures
and contexts are imperative
factors affecting change.
Skilled facilitation and
resource allocation are key
components of successful
change.

Implementation of innovation and change

m Identify and set objectives
m  State how objectives to be
achieved

Agree realist timeframe
Consensus agree

Gantt chart

Prepare

Educate

Action

A template highlighting key
objectives and time frames
is important in
communicating the change
processes.

A critical stage where support
and encouragement should
be readily available to
reduce resistance.

A facilitative leadership style
needs to be employed in
order to engage and
encourage participation.

Evaluation of innovation and change
Imperative in demonstrating the impact of change in and on practice.
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Identification of innovation and change

According to McCormack et al. (2008), McSherry and Warr (2008), O’Neal
and Manley (2007), Hoban (2007) and The Health Service Executive
South, Nursing and Midwifery Planning Unit (2006), prior to embarking
on any innovation and change, it is imperative to consider the area for
development and why this important in enhancing patient-centred care.
Enhancing patient-centred care within the day surgery unit according to
Lewis et al. (2000) and JBI (2003) could focus on areas such as the follow-
ing practices and or services which affect prolonged stays within the day
surgery unit:

m Pre-admission care — assessments, investigations, telephone advice
and screening.

m Post admission care — management of nausea and vomiting, pain
control, burden on families.

m Skill mix — ensuring staffing and workloads are appropriate in
meeting the vision, gaols and beliefs of the DSU.

m Communications — ensuring efficient and effective channels of
communication are available for staff and patients.

Like Lewis et al. (2000) and JBI (2003), The Healthcare Commission
(HC) (2005) have additionally identified areas in which day surgery practice
could be developed in day surgery units and compare perceived current
practices alongside recommendations for good practice Table 4.3.

The above examples are not exhaustive but can be used as a guide to
stimulate PD within a day surgery unit. Having identified the area for inno-
vation and change it is important that the various team members are actively
encouraged to become involved with and take ownership of the change and
associated processes.

Challenges for innovation and change

Following the identification of the innovation and change area, the next
stage is to analyse the potential challenges and barriers which could impact
on the change process. McSherry and Warr (2008) suggest that there are a
myriad of individual and organisational tools and techniques available to
support the change process in determining the potential challenges and bar-
riers. Table 4.4 offers some examples of such tools and techniques.

The utilisation of assessment tools (such as those identified in Table 4.4)
within the context of PD in day surgery can promote effective collaboration
by identifying and resolving



Table 4.3 Potential areas for practice development (adapted from Healthcare Commission 2005)

What happens

Good practice

Referral and
booking

Pre-admission

On the day

On and after
discharge

Referred to outpatients or clinic

Decision to admit

Mutually convenient admission
date and time offered and agreed

Locally agreed referral criteria Referral designed to clarify special needs
— assessment accounts for these in
relation to planning surgical procedure

Options discussed with time to Information regarding whole procedure
consider before consenting should be sufficient to allow informed
Arrival times staggered to choice and allay concerns

minimise waits

HC (2005) reported that admissions only partially booked with broad agreements.

Given written information

Written information should include
What to expect:

B Description of procedure

B Sequence of events

m  Discharge

Who to contact:

m  For advice and help
m If they have a complaint

May be re-assessed or telephoned if admission to be more than six weeks after initial assessment to avoid cancellations

Anaesthetic assessment confirmed

Anaesthetic administered, operation
or procedure performed

Recovery completed on bed/trolley/
reclining chair in day surgery
unit or ward

Given written discharge, treatment given

Facilities permit patients to Optimally, in a dedicated day surgery
undress, wait and be theatre within the unit
assessed in private

Check for excessive pain or Adult patients discharged by nurses/non-
complications before medical staff in accordance with
discharge protocol

This should include

B Post-discharge medication

B Aftercare required

m  Dedicated phone number

If there are any concerns the patient should be telephoned at
home within 24 hours of discharge

98
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m  Organisational issues: Implementing a new service or reviewing
and redesigning existing services

m  Conflicting expectations: To review conflicts of interest between
professional groups, teams and individuals.

m  Communication issues; with, between and within individual teams
and the organisation.

m  Cultural differences; between services and departments.

m  Resource availability: for existing or planned service developments.

Table 4.4 Tools and techniques to aid practice development in day surgery unit (adapted
from McSherry and Warr 2008)

Force Field Analysis (FFA)

A structured group analysis technique that attempts to maximise the success of a proposed
solution. When you have agreed on a solution to a problem you may well find the
technique useful.

Force Field Analysis is a way of identifying the forces and factors in place that support or
work against your solution. You may then be able to develop some further ideas to
reinforce the driving forces and reduce or eliminate the restraining forces.

Political, Economical Social and Technological Assessment (PEST analysis)

An organisation’s operating environment can be analysed by looking at:

m External forces (those factors that an organisation has no control over)
m Internal forces (factors that an organisation has direct control over)

The external environment of an organisation can be analysed by conducting a PEST analysis.
This is a simple analysis of an organisation’s Political, Economical Social and
Technological environment.

Strengths, Weaknesses, Opportunities and Threats (SWOT Analysis)

SWOT analysis is commonly used in marketing as a tool to define plans and set strategies.
The term SWOT analysis is about the identification of Strengths, Weaknesses,
Opportunities and Threats; it can help define what needs to be done to adapt to new
roles.

SWAINE analysis

A self-evaluation technique that allows individuals to identify their personal development
needs. The key meaning of SWAIN is Strengths, Weaknesses, Aspirations, Interests and
Needs. Following the self-evaluation an individual action plan can be established for
moving forward.

Values Clarification Exercise

This is a tool frequently used within practice development (Manley 1997) for ‘developing a
common shared vision and purpose. It can be used for developing a common vision about
areas as different as development of role definitions, competency, or curriculum
frameworks, to, developing strategic direction for different purposes’ (RCN 2002:1).
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The benefits of such approaches according to McSherry and Johnson
(2005) could be improved quality, enhanced communication, shared working
an understanding of complementary points of view and enhanced productiv-
ity/outcomes. The challenge facing those who wish to develop practice
within the day surgery unit is identifying, from the available tools and
techniques, those that are most appropriate in supporting the process
and also determining the effectiveness of the change. This is imperative to
enable others to learn and share from the experience and avoid constantly
reinventing the wheel. Even the smallest of tools and techniques require
time, investment and resourcing to be useful. McPhail (1997) suggests
several factors that may impede the process of change, including: reluctance
to move from a safe situation; poor planning; inability to share the vision;
lack of communication; and inadequate resourcing. Having identified the
challenges surrounding innovation and change in practice, it is imperative
to establish ways and means of implementing innovation and change in
practice.

Implementation of innovation and change

In the initial stage of the change process, it is essential to identify resources
in the form of personnel, including facilitators of change.

McSherry and Warr (2008) argue that facilitation is an important
factor for effective PD. Facilitation according to Collins (1987) is defined
as ‘to make easy or easier’. Facilitation within the context of PD is
about understanding what facilitation means; it involves and the skills
and personal attributes required by a practice developer to support change
in day surgery units. Facilitation within the day surgery unit should
focus on asking individuals or teams to analyse the area of innovation and
change by:

m  describing the identified issue/ activity

m identifying key collaborators, partners and team members

m  discussing and agreeing on the vision, values and belief with the DSU
context and culture

m negotiating tools and techniques for moving innovation and change
forward

m consensual agreeing objectives and action plan

negotiating time framework

m preparing and educating the team for implementation and evaluation

The above criteria are critical in order to repeat elements that are effective
and to share knowledge with others and the future developments within the
day surgery unit. To this end it is essential that individuals, teams and
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organisations familiarise themselves with ways of evaluating innovation and
change in the day surgery unit.

Evaluation of innovation and change

A vital component in the cycle of practice development is determining its
effectiveness through assessment of quality or ‘evaluation’. Evaluation
according to McSherry and Warr (2008) is a major facet of demonstrating
excellence in health and social care. The reality of achieving this in day
surgery practice is in finding innovative and creative ways of demonstrating
the impact, outcome, efficiency and effectiveness of an innovation, change,
new role or service improvement. These aspects of evaluation according to
McCormack (2006) remain both challenging and difficult to do. McCor-
mack (2006:123) further argues that ‘the next era of advancements in
practice development should focus on developing methodologies, testing out
implementing strategies (methods) and adopting systematic approaches for
evaluating processes and outcomes.’

The way forward to enabling the above issues surrounding the utilisation
of evaluation methods, systems, processes and outcomes is to highlight what
evaluation means along with some practical ways of engaging with the
different methodologies.

Defining evaluation within the context of PD and
day surgery

Evaluation is defined by Clarke (2001) as

making a judgement about the worth or value of something. This can apply
in the case of the informal subjective assessments that are part of every day
life, such as when we assess the aesthetic value of a work of art. It also refers
to the formal, systematic evaluations undertaken by professional evaluators
or researchers.

(Clarke, 2001:5)

Clarke’s (2001) definition of evaluation is relevant to PD, in particular,
within the day surgery unit setting. This is because the definition focuses on
the subjective and objective aspects associated with measuring efficiency and
effectives of a innovation and or change in practice/service. As suggested by
the Health Service Executive South (2007:30), ‘evaluation can differ in scale
from a simple audit to a comprehensive evaluation of all aspects of a par-
ticular practice’. Sound evaluation is linked to measuring the aims and
objectives of a given innovation and change. The aim of evaluating should
be centred on providing objective feedback in relation to performance,
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outcomes and efficiency. These in turn can inform the decision-making
process, in order to enhance quality with a day surgery unit.

Evaluation of PD activities within the day surgery unit setting according
to Health Service Executive (2007), McCormack et al. (2006), McSherry
and Warr (2006), and McSherry and Bassett (2002) could be affected by
several conditions which promote or hinder engagement these are briefly
outlined below.

Asking the evaluation questions

—  Whether it works?

—  Why it works?

— For whom it works?

— Under what circumstances it works?

— What has been learnt to make it work?

(Health Service Executive South 2007; McCormack et al. 2006)

Selections difficulties

— How to access the information?

— What is the best tool to use?

— How to implement the tool?

— The difficulty in choosing an indicator tool which meets the requirements
of the service.

Practice constraints

— Lack of time needed to complete and interpret the apparatus.

— The difficulty of obtaining objectivity by the individuals using the mea-
surement tools.

— The costs, which can be incurred by bringing in outside agencies to
perform such reviews of practice.

Interpretation difficulties

- What to do with the data when available?
— The inability to implement the findings once the results are available.

McSherry and Bassett (2002)

To develop an effective evaluation framework within the day surgery
unit, facilitators of change need to be able to identify and resolve the poten-
tial internal and external conditions (obstacles/barriers) that are associated
with measuring and evaluating practice. The way forward for doing this is
to ensure that you develop an evaluation strategy built into the project,
change or service improvement/evaluation.
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Prioritising and establishing a strategy for evaluation

McCormack et al. (2006:125) suggest that ‘practice development evaluation
frameworks need to embrace the methodological principles of participation,
collaboration and inclusivity’. To ensure the development of an evaluation
strategy that is both efficient and effective in capturing these important
elements within your innovation and change it might be worth asking the
following practical questions.

What do I mean by evaluation?

What do I want to evaluate?

Why should an evaluation be done?

What support/resources are there available to aid the evaluation?
How will I share and disseminate the findings of the evaluation?

In response to the questions above, you may find that there are selection
difficulties, practical constraints and/or organisational factors such as a
lack of support/resources influencing what, how and why to evaluate the
impact on patient outcome, services and or performance. As part of an
evaluation it is important to decide on what you are evaluating. For example,
do you focus on ‘Impact assessment’? — that is, determining the impact
or changes that could be attributed or differentiated as a direct or
indirect result of the innovation and change. Alternatively, do you focus
on ‘Performance assessment’ — that is, reviewing the effectiveness of the
change or project in aiding the organisation achieve targets or standards
laid down by government or detailed in given policies or standards like the
National Service Frameworks. From our experience in PD, it is counter-
productive to leave evaluation out of the designing/planning stages of a new
innovation/change in practice. Evaluation is both a process and product,
making it extricable to the furtherance of achieving quality services. The
difficulties and challenges are how to prioritise and devise a strategy for
evaluation.

Devising an efficient and effective strategy to evaluative practice (McSherry
and Mudd 2005) should focus on identifying: the type of evaluation to
be undertaken; structure; process or outcome, ensuring objectivity and
consistency in the process and methods employed, differentiating the
key components to be evaluated; clinical outcomes, service improvement,
individual performance etc., and finally, evaluation should contain a
staged approach: design, implementation, mid-term review, completion
and sharing and dissemination. Some practical points to remember
are:
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m Seek support: you don’t have to work in isolation link with the
local university or research and development department!

m Search and review the literature; don’t be afraid to build on the
works of others!

m Contact: the people who have done it before locally, regionally
and nationally and if necessary internationally.

m Learn from experience: talking and sharing with others who have
contributed to the field.

m Contribute: be aware that you have something to share and dis-
seminate, as part of your position, so networking and collaborat-
ing are essential.

Having identified the importance of developing a evaluation strategy, the
next section highlights some evaluation methodologies that may support the
process.

Evaluation methodologies

Evaluation of practice can be undertaken in variety of ways: clinical audit;
patient satisfaction surveys; formal research, such as randomised control
trials; non-randomised studies; descriptive studies; action research; review
of guidelines and guideline development; utilisation of leadership and man-
agement style assessment tools and change models, to name but a few. To
try and explain the relative merits and demerits of the various approaches
and methods of measuring and evaluating practice would be unwise. What
is worth pointing out at this stage is that the key thing is to access and apply
the best approaches or methods to suit the innovation and change that you
want to evaluate. For example, if an area of innovation and change involves
a clinical team seeking the views of users for a given service, a patient sat-
isfaction survey or research focus group could be used singularly or com-
bined. Essentially, evaluation is about utilising the appropriate measurement
or evaluative templates at the right time. Traditional approaches to the
assessment of quality and developments have focused on the utilisation of
audit tools, comparative benchmarking and patient satisfaction surveys.

Audit

The ultimate goal of audit according to Cooper and Benjamin (2004) is to
improve patient care but additionally has the benefits of increasing profes-
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sional knowledge, teamwork and communication, and of ensuring more
effective use of staff time and resources. Audit contributes significantly to
development of practice by offering a systematic approach to reviewing the
outcome and quality of planned interventions. Johnston et al. (2000) rein-
force the notion that despite many problems in its implementation, audit is
now heavily rooted in professional practice within health and social care
and is an essential element of Clinical Governance (McSherry and Pearce
2007). Lynn et al. (2007) argue that audit tools often measure the extent
to which documentation has taken place rather than the implementation of
developed skills and knowledge. Therefore within the day surgery unit it is
imperative that audit reviews more than documentation but remain focused
on patient outcomes. Indeed, Elliot (2006) suggests that the audit process
is needed to determine whether clinical standards are being met, what those
standards should be and how these will influence future practice and service
developments.

Comparative benchmarking

Comparative benchmarking was introduced into the NHS as a requisite
of The New NHS: Modern, Dependable (DH 1997) and instigated a rapid
development of indicators and targets in health care, with the data collated
from them being used for comparative performance assessment which could
be compared across Trusts. Wait (2004) suggests that benchmarking is
based on the premise that the public reporting of data will ultimately
promote choice and the better use of resources resulting in improvement.
Nutley and Smith (1998) indicated that the publication of indicators have
several objectives:

m  Secure accountability to funders and stakeholders

m Identify poor performance and excellence

m  Help patients and purchasers chose providers

m  Enable providers to focus on areas for improvement

An example of a day surgery unit bench marking tool is the Yardstick: Day
Surgery Benchmarking Tool (2008).

The Yardstick Day Surgery Benchmarking Tool (Version 1.0) is a Micro-
soft Excel-based application, which allows users to compare Acute NHS
Trusts’ day case rates for the 25 day surgery procedures that make up the
Audit Commission’s ‘Basket’.

Data for an individual Trust’s Basket procedures can be displayed as a
single bar chart, with each procedure’s day-case rate compared against the
national upper quartile rate, which is taken as a measure of reigning best
practice. In the alternative case, for any given procedure, a Trust’s day-case
rate can be benchmarked against a user-defined peer group.
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The graphical information that can be produced using the tool is intended
to help key day surgery stakeholders, such as clinicians, managers and com-
missioners, to better understand what can be achievable as well as what the
limitations to day surgery may be for a Trust with specific characteristics.
More information can be found on the following web link:

http://www.dh.gov.uk/en/Healthcare/Secondarycare/Daysurgery/DH_
4088193

To support day surgery units in moving forward with benchmarking, the
Royal College of Nursing (RCN) (2007) offer some excellent guidelines
for clinical practice benchmarking in order to develop practice. A Model
of Clinical Practice Benchmarking (RCN 2007) is a benchmarking wheel
containing twelve key points supporting practice to develop. These are as
follows:

Identity area of practice

Expert input

Patient focused outcome

Identify measurement factor
Identify benchmark of best practice and explore evidence
Construct scoring method

Score current practice

Compare with best practice score
Share examples

10. Action plan

11. Update

12. Rescore

LN S

Adapted from RCN (2007)

By following the above framework, day surgery staff could easily apply
this to support evaluation of existing practice. Benchmarking is useful
way of highlighting and comparing performance within and between
services and organisations for given standards/criteria of treatments and
interventions.

Patient satisfaction

Richards and Coulter (2007) argue that to achieve one of the key goals of
policy reforms and the Darzi (DH 2008) review making the NHS more
patient-centred, patient experiences should be utilised in order to enhance
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care. National Patient Experience Surveys are now well established through
the Healthcare Commission (HC) and are available to healthcare organisa-
tions (Coulter 2005). However Richards and Coulter (2007) believe that
organisations should be conducting their own surveys in order to provide
detailed feedback and focus on plans for quality and service improvements.
Patient satisfaction should be demonstrated by reviewing patients’ percep-
tions of implemented care. However, Larrabee and Bolden (2001) suggest
that many implemented instruments are limited because they do not always
consider the patients’ experiences. Owens (1998) suggests that the incorpo-
ration of patient preferences when developing policies for clinical practice
and patient assessment involving shared decision-making are integral aspects
of patient choice.

The HC recommends that improvement of patient care and choices
can be made by better use of feedback from patients. Lewis et al. (2000)
argue that questioning patient satisfaction, comfort and system issues is a
performance improvement initiative that has enormous nursing practice
implications.

Wheeler and Grice (2000) argue that strategies used to generate patient
(by extension user and, indeed, carer) feedback can include discovery inter-
views, focus groups, consultation meetings and questionnaires (both struc-
tured/unstructured), to name but a few. Questionnaires are the most common
method utilised; strategically-placed suggestion boxes can generate good
response rates and are of value in allowing service users to make suggestions
and comments.

Conclusion

Practice development, though challenging and difficult, offers some fantastic
opportunities in supporting innovation, change and evaluation within the
day surgery unit contexts in the future. By embracing PD characteristics and
qualities, and through utilising associated methods and methodologies, the
quality and standards of care may be transformed within your day surgery
unit. Practice development should not be optional but form part of every-
one’s role and responsibility, as part of their job description, contract of
employment and professional code of practice in the quest for patient,
public, person, people centeredness.
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Day Surgery Manageém

Anne-Marie Br,

Introduction

Day surgery includes all surgical treatments in which a patient is admitted
and discharged on the same day (Healthcare Commission 2005). It repre-
sents a significant proportion of healthcare activity, as up to 80% of all
elective surgery can be carried out in such environments (Jarrett 2001). Day
surgery can potentially contribute to increased efficiency in surgical through-
put, reduced waiting lists and optimal use of available bed capacity. There-
fore its use must be strictly controlled to ensure it is appropriately utilised
(DH 2002; Healthcare Commission 2005; Wales Audit Office 2006).
Leading and managing day surgery units present unique challenges for
healthcare providers. This is a labour-intensive service, reliant on effective
collaboration between healthcare workers across the patient care experi-
ence. This chapter will discuss management and leadership behaviours that
support day surgery practice. Operational issues, human resource manage-
ment, performance management, and fiscal responsibilities that arise in
managing the provision of services are discussed.

Management structure

Day surgery services should have an appointed clinical leader with a con-
sultant anaesthetist or surgeon background with responsibility for strategy
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direction, clinical governance, clinical leadership and standard setting in
collaboration with the Day Services Manager (DH 2002; Cutter 2005).
The most suitable appointee for Day Services Manager is from a nursing
background, as nursing functions are integral at all stages of the patient
journey and they are uniquely able to integrate the clinical and logistical
aspects of this work (Penn 1996; Healthcare Commission 2005). This
is a senior nursing management position, and ideally will share the respon-
sibility for strategic planning, clinical leadership, and standard-setting
with the clinical director in addition to assuming responsibility for day-
to-day operations (NLIAH 2004). Such services will also require the skills
of an experienced healthcare administrator with expertise in the effective
management of waiting lists, admissions and patient throughput (DH 2002).
A users’ committee should be established to enable all stakeholders in the
day surgery process to share ideas in relation to the continuous quality
improvement in the service (AAGBI 2005). This type of steering group
would provide representation of patients, payers, referring primary care
doctors in addition to management and clinical staff (BADs 2003a; AAGBI
2005).

Systems thinking

Day surgery is dependent on a number of administrative and clinical func-
tions, delivered by a range of health care personnel. If any one part of the
system does not function effectively or is changed, the nature of the overall
service is changed. Systems thinking takes a long-range perspective and
enables the analysis of structures that underpin complex organisations
(Senge 2006). It is reliant on a shared vision among employees who see
themselves as active participants in the system in which they work: ‘Every-
one sees the whole, specifically from the perspective of the user and looks
at patterns of events, rather than working in isolation” (NHS Modernisation
Agency 2005a:16).

The central concept of systems thinking is ‘that our actions create our
reality’ (Senge 2006:220). Innovative ideas in health care can sometimes fail
because they conflict with deeply ingrained ideas and therefore we are
limited to using approaches and thinking that are familiar. Senge (2006)
argues that ingrained ideas are our ‘mental models’ and these shape how
we act because they affect what we are. At times these are below our level
of awareness and, because they remain unexamined, they remain unchanged.
Organisations and managers that promote skills in reflection are more aware
of these preconceptions and how they influence their actions. ‘The key is to
understand the chains of causality, the sequence and mutual interactions of
the numerous individual cause and effect relationships that underlie the
system of interest’ (Sherwood 2002:70).
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Systems thinking enables staff to objectify the management issues that
impact on their work. It assists employees in overcoming personality or
traditional barriers to examine their work honesty so that staff may work
in harmony with their colleagues. It enables the discussion of the structural
issues that affect performance in the workplace. Managers will be able to
communicate the systemic implications of various actions that contribute to
organisational outcomes (Sherwood 2002). This requires open disclosure
and analysis of all aspects of the day surgery system to create organisational
knowledge. Effective systems are reliant on a constant flow of information
about the nature of its own performance. This feedback places managers
and staff in the strongest possible position to take decisions that will stand
the test of time.

Management and leadership

The delivery of a seamless patient journey experience is dependent on work
environments where both management and leadership functions are used
effectively by all relevant stakeholders. Management has been described as
using resources effectively to achieve organisational goals and this process
has four steps: planning, organising, directing and controlling (Huber 2000).
Leadership may be described as the process by which an individual uses
influence to achieve organisational goals. It is an interactive process, depen-
dent upon cooperation and collaboration between leaders and followers
(Huber 2000).

Managers in progressive day surgery services will communicate a common
vision to establish direction in addition in planning and budgeting effec-
tively. ‘A shared vision enables people within organisations to be committed
and is vital for a learning organisation because it provides the focus and
energy for learning’ (Senge 2006: 192). Considerable organisation is required
to ensure a seamless service, with appropriate use of staff, delegation and
effective communication to achieve desired organisational goals. Sustained
energy is needed to lead and enable all staff to respond innovatively and
with the flexibility to meet the unique needs of day surgery clients.

Personal mastery is a key trait of individuals in systems thinking organi-
sations (Senge 2006). These are individuals who have emotional maturity
and are constantly seeking a clearer understanding of their work reality.
Reflective staff will challenge their own assumptions and will be capable
of appraising their own contribution and that of others accurately.
Emotional intelligence has similar characteristics, as highlighted by Goleman
(1998). The key components of emotional intelligence found in effective
managers:

Self-awareness: Realistic individuals who have understanding of their own values
and aspirations as well as being able to judge accurately their own strengths and
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weaknesses. These individuals are self-confident, can honestly assess themselves
and will be capable of assessing the organisations in which they work.

Self-regulation: This is the component of emotional intelligence that enables indi-
viduals to be reasonable in the workplace, with appropriate control over feelings
and impulses. These individuals are open to change and have the potential to
create environments of trust and fairness where productivity is not negatively
impacted by politics and infighting.

Motivation: Driven not only be external incentives, such individuals are uniquely
internally motivated and will display both innate optimism and organisational
commitment.

Empathy: This is an essential component, which enables one to understand both the
needs of the users of the service and also those of the providers. This is of particu-
lar importance in day surgery environments, where the service is dependent on
understanding of the patient journey and teamwork in order to provide a patient-
centred service.

Social Skill: Social skill enables individuals to find common ground and manage
relationships of particular importance as day surgery is reliant on teams that are
responsive to change and capable of continuously developing and expanding
services.

Self-management skills are evidenced in the three first three components
of emotional intelligence while empathy and social skill are concerned with
how one manages relationship with others.

Teamwork

Systems’ thinking reinforces the concept of collective work and day surgery
is uniquely dependent on effective teamwork. Healthcare workplaces are
placing increasing emphasis on the interdependence of professional and
support staff and the importance of teamwork (Huber 2000). Effective
leadership and facilitation by managers and leaders will assist in the devel-
opment of cohesive and successful teams. Teams go through four stages of
growth before they are sufficiently established, each requiring facilitation
and intervention to varying degrees (Tuckman 1965).

Forming: In this introductory stage, team members begin to get know one another.
Members may be easily distracted and difficulty may emerge in getting to know
the problems requiring to be addressed. Minimal work can get done at this stage.
The manager will make introductions, clarify tasks and deadlines and help define
roles.

Storming: Personal agendas are very strong at this stage, as all team members attempt
to negotiate how the team will function. Work can be affected by considerable
levels of argument and disunity at this stage. The manager is required to promote
dialogue and build trust and guide the team with a focus on the shared vision.

Norming: This stage is characterised by an acceptance of the team and rules.
Members begin to work cohesively and find common focus. Relationships improve
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and members find renewed energy. Managers will engage in delegation and foster-
ing independence within the team.

Performing: The normal process of struggle is overcome. Individual members develop
insight into one another and the team can finally achieve productivity. Managers
responsibility will include monitoring and evaluating performance in addition to
seeking out new goals and opportunities to be pursued.

Team productivity is influenced by member attributes, work ethic and
available resources as well as the nature and type of service to be delivered.
‘A high performing team is a group of people whose mental models are
naturally in harmony, especially as regards fundamental values’ (Sherwood
2002:184). Team members will see the contribution of their individual
work to the overall unit and organisation vision. Promoting team learning
towards the achievement of organisational goals is a key responsibility of
managers in day surgery. Team learning is ‘the process of aligning and
developing the capacity of a team to create the results its members truly
desire. It builds on the discipline of developing shared vision. It also builds
on personal mastery, for talented teams are made up of talented individuals’
(Senge 2006:218). In addition to developing members with the right knowl-
edge, skills and attitudes, environments which enable honest communica-
tion, trust and collegiality among employees will contribute to successful
teamwork.

Planning day surgery services

Mission statement

The mission statement clearly outlines the organisation philosophy, objec-
tives, and goals and will communicates the priorities and values that under-
pin the service (Huber 2000). It should reflect the core purpose of day
surgery, articulate outcomes and be consistent with strategic planning of the
overall organisation. It should emphasise both the client population and the
teamwork by staff needed to achieve organisational goals.

Operational policy

The management team in day surgery should develop and continually
update operational policies and procedures in relation to all activities. These
operational policy and procedures should be formulated after consultation
with all staff groups and stakeholders in the day surgery process (Penn 1996;
NLIAH 2004; AAGBI 2005; NHS Modernisation Agency 2007) and should
include the following:
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m  Mission, philosophy and objectives
m  Description of facility and service
m  Hours of opening and session times
m  Management structure & organisational chart
Staffing profile
m Staffing levels
m  Job descriptions
Financial arrangements and contracts
Description of the patient journey
Patient documentation
Pre-admission policies
m  Booking systems
m  Admission procedures
m Patient selection criteria
m  Protocols for patient care
m  Reception
m Pre-operative
m  Operative theatre
m
m

Recovery
Post-operative area
m Discharge protocols
m Patient information
m  Transfer of patients unfit for discharge
m  Procedures for utilisation of theatre time
Allocation procedure
Cancellation procedures
Reallocation of session procedure
Notification of leave policy
Start and finish time policy
Guidelines on case-mix/order of operating lists
m  Health and Safety procedures
m  Equipment maintenance and replacement schedules

Target activity

Day surgery management teams will need to be capable of planning strategi-
cally so that their units are best placed to meet the increasing expectation
in relation to performance in this area. Internationally, it is estimated that
currently 40-80% of all elective surgery is carried out as day surgery,
although considerable variation in productivity between day surgery units
has been demonstrated (Audit Commission 2001; DOH&C 2003; Day
Surgery Council 2004; Healthcare Commission 2005). In the UK, the NHS
has established targets for day surgery and this has influenced the approaches
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and the types of facilitates in which day surgery may be provided. The Audit
Commission in the UK has established a ‘basket of procedures’ that is regu-
larly provided in day surgery and can be used to developed target based
activity levels of up to 75% (Audit Commission 2001). The British Associa-
tion of Day Surgery has also developed a larger ‘trolley’ of procedures’ that
may be provided in day surgery and can be used to benchmark services
against one another (NHS Modernisation Agency 2007). The ability to
expand those surgical procedures that may be provided in day surgery will
be dependent on local analysis that is responsive to National Health Service
planning.

It is essential that the service is planned and delivered with patient
requirements at the centre of service planning. There is an image of day
surgery as minor surgery and that service is confined to delivery in regular
hours only, on a 9-5, Monday-Friday basis. In some areas there may be
tendency to plan and use day surgery around the preferences of individual
consultants, which is not the most appropriate use of these services. Con-
siderable expansion in this service is already under way which greater
diversity in procedures and even more complex surgery being undertaken
with this care delivery model. In some areas procedures will be scheduled
throughout the 24-hour working day, thus permitting the efficient use of
services and maximising use of bed capacity. This is referred to as a 23-
hour/59-minute admission. The combined efforts of management working
collaboratively with surgeons, anaesthetics and nurses will enable potential
targets of 80% of all elective surgery, undertaken as day surgery to be met
(Jarrett 2001).

Process mapping

One of the key aspects in successful day surgery is consideration of the
systems issues that can affect the patient journey. Critical determinants of
quality in the patient journey can be considered through the use of process
maps to consider the aspects of services that may impinge on the timely and
safe progression of the patient through day surgery. ‘A process is a series
of connected steps or actions to achieve an outcome’, (NHS Modernisation
Agency 2005b:11). Each day surgery service should prepare its own process
map that reflects all the personnel and procedures that affect the patient
journey in their area (Healthcare Commission 2005). Illustrating the patient
journey in this manner assists all stakeholders in understanding the indirect
activities in relation to planning and communication that are essential in
effective delivery of day surgery services. Excellent service provision can be
achieved if patient flow is used to design services (NHS Modernisation
Agency 2007). Services should be developed that understand the patient
journey and flow from pre-operative assessment to discharge (Figure 5.1).
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Figure 5.1 Sample Process Map of Patient Journey

Planning day surgery facilities

Health care is modernising and day surgery now accounts for an ever-
increasing proportion of hospital admissions. The types of facilities that
exist are influenced by the historical provision of care in addition to local
resources, demographic profiles and geographical limitations. A variety of
hospital-based and free-standing models exist for the provision of day
surgery services in both the public and private sectors. Management need
to evaluate the advantages and disadvantages of each type so they may be
make provision for facilitating the patient journey as efficiently as
possible.

Types of facilities

Independent dedicated day surgery facility with own operating room and patient-
care areas with complete administrative responsibility for waiting lists and
admissions.

Dedicated day surgery unit with dedicated operating room and patient-care areas
within a larger organisation.

Day surgery unit with own patient-care areas within a larger organisation with use
of main inpatient operating rooms.

Dedicated day surgery beds within main patient-care areas and use of main operating
room. (Australian Day Surgery Council 2004; British Association of Day Surgery
BADS 2003a; DH 2002)
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The independent dedicated day surgery facility may be attached to a main
hospital or be a free-standing building in either the private or public sector.
It is the optimum day facility available and the advantage it offers is that
patient throughput is not affected by competing demands in a larger organi-
sation (DH 2002). The most cost-effective and ideal facilities for the provi-
sion of day services are a self-contained unit (NHS Modernisation Agency
2007), although the availability of such units differs in healthcare regions
(Healthcare Commission 2005). This model enables providers to guarantee
admission dates, and contributes to more effective planning, thus increasing
convenience for patients.

In a dedicated day surgery unit within a larger hospital, there is exclu-
sive use of an operating room, therefore patient flow is not affected by
inpatient acuity issues. However, this type of facility is often reliant on the
administrative support of the larger organisation which may result in less
flexibility in response to cancellation or unforeseen changes in admission
lists.

The day surgery unit is fit for purpose but is less than optimal, as it is
influenced by competing demands of the main organisation. A large propor-
tion of day surgery is still provided in departments which use the main
operating room and admission procedures of larger organisations. This can
negatively impact on efficiency as day surgery is competing with more acute
needs throughout the operating day and will be classed as lower priority.
When such services are required to use the main operating rooms of the
larger organisation, the patient journey can be negatively impacted upon by
systems issues that occur within the larger organisation. Indeed, use of
inpatient operating room lists is not recommended unless the day case pro-
cedures are placed first on the list (DH 2002). Chapter 7 addresses admis-
sion procedures that provide positive experiences for patients and the
organisation.

The use of inpatient beds for day surgery is the most inefficient approach
and least desirable for managers in planning these services. As a result of
competing priorities, inpatient needs will be favoured as these are more
likely of greater acuity. Such systems are will be forced to prioritise acuity
over efficiency. Therefore cancellations or delays causing unplanned addi-
tional admissions in such settings are not uncommon.

External facilities

Day surgery units require drop-off and pick-up points easily accessible to
the unit in addition to easily accessible parking and wheelchair access (DH
2002). All facilities must be well signposted to guide patients to their desti-
nation with the least amount of distress possible. If day surgery services are
to be utilised as the true 24-hour service envisaged, these facilities must be
secure and well lit to facilitate out-of-hours access.
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Internal facilities

The ideal facilities are purpose-built with emphasis on facilitating patient-
centred throughput and maximum efficiency of services (NHS Modernisa-
tion Agency 2007). Administrative functions of day surgery are best delivered
through dedicated personnel within such units, who have designated respon-
sibly for contact, scheduling, throughput and follow-up with day surgery
clients. This requires adequate space, technology, and appropriate and
secure storage areas for medical records. A reception area with adequate
waiting space for patient and relatives with ease of access and throughput
is essential (NHS Modernisation Agency 2007). Also required, is the avail-
ability of pre-operative testing adjacent to the unit and adequate access to
diagnostic equipment. This will provide opportunity for patients to famil-
iarise themselves with their surroundings, reducing arrival delay and stress
on day of surgery. The pre-operative and post-operative areas will be respon-
sive to the needs of patients and may have a mix of equipment of beds and
reclining chairs, depending on individual patient requirements. It is recom-
mended that day surgery patients stay on one trolley during admission and
that transfer of unconscious patients be avoided (DH 2002). There may be
dedicated operating rooms which will require the provision of similar stan-
dard of equipment that may be anticipated in a main operating room. The
availability of recovery beds must be at least one per operating room, but
must also be able to respond appropriately to anticipate throughput. Day
surgery services should also be situated as near as possible to pathology,
pharmacy, X-ray and sterilising equipment and include adequate provision
of staff rest and changing facilities.

Information management systems

Modernisation of information systems in health services are enabling oppor-
tunities for the creation of approaches to documentation that are integrated
and common to all members of the multidisciplinary teams. There is increas-
ing movement now towards the use of integrated care pathways by all
members of the multidisciplinary team, which lend themselves to this type
of centralised patients’ record (BADs 2004). The information management
system needs to be capable of interfacing with existing data collection
mechanisms within the organisation: for example, X-ray, laboratory and
ultimately GPs information management systems. There is need for access
to computerised technology for all staff, in line with the development of a
patient’s electronic record (NHS 2006). This will minimise duplication and
error within the system.

If the vision of day surgery as a 24-hour service is to be realised, day
surgery information systems will require admission and booking procedures
that can recognise the difference between a one-night inpatient stay and a
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planned elective admission, under the 23-hour/59-minute route (DH 2002).
Information systems may be utilised to create templates of procedure times,
to assist in optimum use of funded operating room time; basic timings can
be identified by calculating the maximum time it takes an individual surgeon
or anaesthetist to perform common procedures and a template can be gener-
ated in 80% of instances (NHS Modernisation Agency 2007).

Human resource management

Skill mix and staffing

The configuration of staffing in day surgery will be influenced by the nature
of the patient referral and acceptance onto the day surgery service. Staffing
levels will also be determined by the design of the facility, work undertaken
and local preferences (AAGBI 2005). Other considerations in the allocation
and recruitment of staff will include the types of case-mix and the expected
throughput and capacity. The Healthcare Commission (2005) reported that
those day surgery facilities that have their own operating theatre, have on
average one whole time equivalent member of staff per staffed bed, trolley
or reclining chair. There may be variable use of agency and bank staff
depending on patient activity and local practice. Wide variation in productiv-
ity between day surgery units has been reported but productivity is increased
per whole time equivalent in larger units (Audit Commission 2001).

The service may require dedicated consultant surgeons and anaesthetists,
depending on the nature of the facility, with emerging career opportunities
in the field known as surgical practitioner (Box 5.1). Nursing staff will be
required at all stages of the patient journey, including pre-assessment, pre-
operative, peri-operative and post-operative, and for follow-up triage, with
use of operating room assistants and operating department practitioners

Box 5.1 Day surgery team

Day surgery manager

Clinical director

Administrative, clerical and reception staff
Registered nurses, ODAs and ODPs
Medical staff — anaesthetist and surgeons
Physiotherapist

Health-care assistants

Housekeeping staff

Transport / portering staff.
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Box 5.2 Staff allocation per shift (BADS: 2003b:5)

m In charge coordinator: experienced nurse per shift

m Pre-operative assessment: 1 nurse for 20 patients (approximately
20 minutes per patients

m Pre-and post-operative area; I nurse and IHCA per 7 patients

m  Anaesthetic room: 1 nurse or ODA/ODP per session

m  Operating room: 3 nurses/ODPs per session or per theatre (5 hours
of nursing time per 4 hour list to allow for preparation and
finishing)

m  Recovery: 1 nurse per 2 patients (paediatrics 1 per patient)

depending on area of practice. Operating room practitioners (ODPs) in the
United Kingdom pursue a two-year diploma professional registration course
which equips them with skills to engage in the anaesthetic, surgical and
recovery phases of patient care. Health Care Assistant (HCA) personnel
provide supportive functions, which may include patient care, stock control,
theatre assistance, and instrument maintenance (BADS 2003b). Day surgery
services require dedicated housekeeping and transport staff to enable the
efficient turnover of clients. Emerging models are multipurpose support
workers who will provide elements of the former in addition to HCA
activities. Box 5.2 outlines a typical staff for clinical personnel on one shift
(BADs 2003b).

Evaluation of multiple factors will inform the determination of appropri-
ate staffing ratios and skill in day surgery (NHS Modernisation Agency
2007; BADS 2003b), including:

Exact nature of the patient journey
Specialities, case mix and profile of patients
Types of anaesthesia to be used

Waiting list management

Theatre utilisation information

m  Number of operating rooms

Allocated operating time

Start and end time of operating sessions
Anticipated volume of patients

Number of recovery spaces.

Selection and recruitment

It is critical for the day services nurse manager to be actively involved in
the selection and recruitment of new members of the day surgery team. In
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selecting staff to work in day surgery, it is useful to consider key skills that
are required by nurses or ODPs. These areas require staff with energy,
motivation, and initiative, capable of adapting to a changing work environ-
ment. The work may be interpreted as predictable but requires staff to
accurately organise and prioritise, and predict potential outcomes for clients.
This is a fast-paced environment, where practitioners are routinely required
to make effective clinical judgements and decisions in relation to patient
discharge. Confidence in assessment is required to enable nurses to manage
discharge needs appropriately. All individuals who work in day surgery need
to be able to communicate effectively within a team environment with col-
leagues, patients and carers.

Multi-skilling

Day surgery lends itself to a client-centred models of care delivery. The ideal
clinical staff will be multiskilled with capacity to rotate across all areas of
day surgery service as appropriate (NHS 2003). Benefits of multiskilling
include increased staff satisfaction, improved competency, increased cohe-
siveness and motivation within the team, as the staff are appropriately
trained and understand each other’s roles and responsibilities (BADS 2003b).
Staff who are flexible and have experience of the entire spectrum of day
surgery will be well placed to guide patients; an additional benefit is the
increased coverage for sickness and absence that this staffing model affords.
Rotation of staff is especially difficult in day surgery services where there is
no dedicated operating room and patients interface with main operating
rooms for that phase of service. This means that some staff may not be so
readily transferable form one area to another.

Professional development

A primary function of management in day surgery services is to provide
support and assistance to staff to enable them to maintain and develop
their knowledge, skill, and competency so that they actively contribute
to organisational development. Professional development should include
competency-based education and training to enable staff to gain generic
competencies in all areas of day surgery (DH 2002). Staff should be encour-
aged to participate in professional organisations such as the British Associa-
tion of Day Surgery and the National Association of Theatre Nurses.
Performance appraisal is both a formal and informal, interactive process
that provides a forum by which organisational and individual goals may be
discussed and aligned. This cyclical process includes the assessment of needs,
setting objectives, agreeing the time frame for achievement and evaluating
progress (Huber 2000). There are a number of post-registration courses that
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may be pursued by nurses to gain specialist knowledge that will inform
practice in day surgery settings. These include peri-operative and day care
nursing, theatre nursing, anaesthetics and peri-operative nursing.

Managing the provision of services

Managing waiting lists

Day surgery administration is more efficient when it is localised to the day
surgery facility (DH 2002). Services are most efficiently utilised if the waiting
lists are centrally managed within the day surgery services rather than by
individual consultant or their secretaries (NLIAH 2004). A key management
issue in day surgery is the implementation of good administrative practices
to ensure services are appropriately utilised. Effective scheduling will enable
treatment of the maximum number of patients which will reduce waiting
times and maximise the potential of such facilities (NHS 2003). The provi-
sion of individual appointment times with adequate time to enable patients
to make arrangements will limit cancellations and non-attendance. Arrange-
ments and procedures to make contact with patients to remind of them
appointments will also help reduce risk of non-attendance.

It is recommended that the lists of procedures that are performed in day
surgery are reviewed frequently to ensure that services are being utilised
appropriately (NHS 2003). Using such facilities for endoscopies and other
non-surgical procedures may be an inefficient uses of resources. These pro-
cedures may be more appropriately facilitated in an outpatient environment,
as they do not require sterile operating theatres or anaesthesia (NLIAH
2004; BADs 2003a).

Delegation

Care coordination is an important aspect of managing day surgery services.
Delegation is the transfer of selected tasks and responsibility for completion
of tasks to another person, and retaining supervision and accountability for
that activity (Hansten and Jackson 2004). In all heathcare environments
there has been considerable effort to redesign approaches to work, with the
result that there are significant changes in the skill levels of those assigned
to patient care. There is increasing attention to developing multiskilled
workers and increasing use of unlicensed personnel in care delivery. These
developments and indeed working in team-oriented environments with staff
of different skills and abilities, requires considerable skill in delegation.
Good delegation encourages innovation in subordinates, and most impor-
tantly frees the delegator to perform other tasks.
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The Five Rights in Delegation can assist decision-making in relation to
appropriate use of delegation (National Council of State Boards in Nursing
1995).

Right task: Ts this task appropriate to delegate to another?

Right Circumstances: Appropriate patient setting with consideration of available
resources and all other relevant information.

Right person: Is this right person delegating the task to the right person to be per-
formed on the right person?

Right direction: Is the process of communication clear, concise, and does it clearly
define objectives and anticipated outcomes?

Right supervision: Is there provision for monitoring, evaluation, intervention as
required and feedback?

Time management

Effective managers evaluate constraints on time and foster work habits that
use time productively (Grohar-Murray and DiCroce 2003). The Healthcare
Commission (2005) reported that on average 24% of operating time in day
surgery can be lost due to sessions not starting on time or finishing late.
Managing planned operating-room time and creating time management
practices that limit the unnecessary gaps between procedures in day surgery
is essential to ensure an efficient and patient centred service. The next patient
procedure should be ready to commence as soon as the previous patient has
been escorted to the recovery room. Careful planning and utilisation of
theatre time will minimise risk of delay in patient progress. For example,
placing general anaesthetics before local will maximise time for patient
recovery and reduce potential of insufficient recovery to enable patient to
go home as planned.

Outcomes management

The importance of the active involvement of clinicians in all aspects of the
service has been emphasised (Audit Commission 2001) with a common
focus of shared values, goals, and objectives for all stakeholders. Healthcare
policy has emphasised the devolution of authority for decision-making to
include clinicians who are most familiar with services. Organisational
knowledge is created in systems thinking workplaces (Senge 2006). Out-
comes management involves a multidisciplinary approach to gathering
information and making appropriate adjustments or changes in service
provision. This enables the provision of quality care, control fragmentation,
enhance outcomes and constrain costs (Huber 2000). It is not sufficient
for health care providers merely to demonstrate that care was delivered:



114 Day Surgery: Contemporary Approaches to Nursing Care

consumers, employers, and payers demand evidence of appropriate utilisa-
tion of day surgery services reflective of national and regional service plan-
ning in relation to patient activity.

The patient journey in day surgery is complex and multifaceted. Key
performance indicators should be collected and reported by all day surgery
services (Healthcare Commission 2005; TAAS 2003). Successful outcomes
management will depend on the production of appropriate data to enable
managers and staff to reflect on and evaluate the performance of their
units, determine priorities, and ensure value for money. Performance
measurement is an important management tool to highlight areas where
improvements in the service can be made. Transparency in documentation
to attribute cause for the unplanned interruptions or delays in service will
contribute to ongoing analysis and development of services. Valid and reli-
able measures related to performance are known as critical indicators (Huber
2000) and the following critical indicators that should be periodically evalu-
ated in day surgery services (Audit Commission 2001; TAAS 2003; Health-
care Commission 2005; Wales Audit Office 2006; NHS Modernisation
Agency 2007).

‘Activity levels’

The number and nature of procedures provide baseline information for
providers and payers in relation to the utilisation of services and will inform
decision-making in relation to service planning (NHS 2003). There should
be a clear distinction between true day cases and endoscopies or outpatient
local anaesthetic procedures (BADs 2003a; Audit Commission 2001). There
may also be national or local requirements for coding and documentation
of activity. Demographic, clinical and administrative information from
the medical record is coded in standardised format to facilitate analysis.
Diagnostic-Relation Group (DRG) or Healthcare Resource Group (HRG)
systems are used to classify hospital admission according to diagnosis and
use of hospital resources (ESRI 2007; NHS 2003). The International Clas-
sification of Diseases is used for coding patients used in many countries
(ESRI 2007). The Hospital-Inpatients Enquiry Scheme (HIPE) and the Hos-
pital Episodes Statistics (HES) are national coded computerised databases
of discharge summary information of acute hospitals (ESRI 2007: NHS
2007). The READ system used in United Kingdom combines International
Statistical Classification of Disease and Health Related Problems (10th
revision) and the Office of Population Census Surveys (OPCS) to code treat-
ment and procedures in the NHS (NHS Modernisation Agency 2007). This
provision of timely and accurate information on case-mix activity can
be used to inform planning and service provision, quality improvement
programmes and negotiating budgetary allocations.
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‘Did not attend rate’

This is the percentage of all day case patients who did not attend without
giving notice (Healthcare Commission 2005). This is of critical importance:
it represents a waste of resources as operating slots are vacant with insuffi-
cient opportunity to reallocate leading to an under-utilisation of services
(Audit Commission 2001). The ‘did not attend rate’ can be further classified
according to reason for non-attendance, including acute medical condition,
patient decision or organisational reasons (IAAS 2003). This enables mana-
gers to understand systems issues such as problems with scheduling or
approaches to patient information which may be causes of patients not
presenting for surgery as planned. The recommended levels of DNA rate
should be <2% and there should be a policy of reallocation of cancelled
sessions (NHS 2003).

‘Stay in rate’

This is the percentage of patients who require admission to inpatient
beds rather than the anticipated discharge home (Healthcare Commission
2005). This has important resource implications as it means that inpatient
beds are being inappropriately utilised. It is also a potential source of
anxiety and dissatisfaction for service users who anticipate discharge home.
A small percentage will be evitable due to unforeseen complications but
well coordinated days surgery services should ensure this is kept to a
minimum: less than 2% is recommended (NHS 2003). Further classification
of ‘stay in rate’ for surgical reasons, anaesthetic/medical reasons or social/
administrative reasons is recommended by the TAAS (2003). Effective
analysis of these types of occurrences can enable the day surgery team to
examine and seek ways to improve scheduling, anaesthetic or surgical
approaches which may be hindering the patient’s ability to be discharged
as anticipated.

‘Cancellation on arrival’

This represents the percentage of patients where procedures are cancelled
after arrival at the day surgery facility (DH 2002). This will include the
documentation of reason for cancellation including pre-existing medical
condition, acute medical or organisational reasons (IAAS 2003). Analysis
of these types of events can highlight problems that may have occurred in
relation to patient instructions or indeed inappropriate selection or assess-
ment of client for day surgery.
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Re-admission rates

This represents the percentage of patients who have an unplanned return or
readmission to the day surgery facility or hospital (IAAS 2003). This can
be further analysed by consideration of the time period following
discharge

m <24 hours
m  >24 hours and <28 days

Careful consideration of instructions to patients or indeed procedures for
follow up by the day surgery management team can assist in reducing such
occurrences.

Theatre utilisation information

Information on the use of operating-room time should be collected regularly
as this will enable managers to evaluate efficiency within the service (Table
5.1).

Patient care indicators

Effective planning with attention to detail in relation to patient care will

minimise the waiting times for patients, avoid cancellation, unnecessary

Table 5.1 Theatre Utilisation (Adapted from: National Leadership and Innovation Agency
(2004) Innovations in Care: Good Practice Guide for Day Surgery, NHS Wales)

Operating room time Note

Maximum available capacity Maximum amount of operating time that
would be possible if all session were fully

funded, booked and utilised

Planned time Amount of time planned to be used and
represents the capacity that can be offered
Allocated time Amount of funded operating available taken

into account planned leave, maintenance,
and reallocation of lists to other users

Available used time The number of hours that took place. Audit
Commission Acute Hospital Portfolio (2000)
target: 92.5-95%

Agreed list start and actual start item All staff should be aware of agreed time and
variances between the two represent lost
time

Agreed list end and actual end time Agreed time last patient should have the left

the operating room.




Day Surgery Management 117

delays and maximise capacity. Patient satisfaction and clinical outcomes will
be enhanced by good patient information systems. Appropriate follow-up
arrangement will reduce potential for inappropriate usage of health services
following discharge. The following indicators should be regularly audited
to facilitate measurement of good practice in day surgery (Audit Commis-

sion 2001) (Box 5.3).

1.

2.

10.

Box 5.3 Indicators of good practice in patient care (Audit
Commission, Day Surgery Appendix 2 2001:16)

Are patients given a specific date and time for procedure when

the decision to go ahead with the procedure is taken?

Are patient given individual appointment times or booked to

arrive in blocks through out the day?

Are patients contacted in advance by telephone to remind them

of their appointment?

Are patients seen and assessed for procedure between the deci-

sion to admit and the day of the procedures?

Are patients given written material in advance, before the day

of their procedures?

Does the written material include

a) what to expect when they arrive at the day surgery unit,
with a description of the procedure and the sequence of
events that will take place in the unit?

b) who to contact for further help and advice?

¢) who to contact if they have a complaint?

Are patients given written information at discharge?

Does the written material at discharge include

a) advice on what to expect that specifically addresses the
procedure they have had and information on likely speed of
recovery and common problems?

b) advice on how to delay with common postoperative prob-
lems, such as control of pain, nausea and vomiting, with
advice as to what to do for themselves and when to seek
further advice?

¢) a telephone number at the hospital for queries and
emergencies

On discharge, are patients telephoned when they are at home to

check progress?

Have you conducted a patient satisfaction survey in the last two

years (this is defined as a questionnaire or interview given to a

minimum of ten patients asking them about their experiences

whilst in the care of your unit)?
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Financial management

Budget

A budget is a planning process that expresses in quantitative terms the
revenues and expenses that may be anticipated for the coming year (Neumann
and Boles 1998). It communicates the plan of activities and serves as
mechanism for monitoring expenditure and measuring performance. A
budget will express the anticipated workload, predict the required staffing
and estimate the finance that will be needed pay for resources to achieve
that workload (Bailey 1996). The process of financial planning and budget-
ing involves decision making in relation to the appropriate allocation of
resources (Huber 2000). The management team is expected to ensure value
for money, predict projected spending accurately and keep spending on
staffing, equipment and supplies within budget. A completed budget has
several component parts:

Revenue Budget: Demonstrates revenue and the sources of reimbursement based on
statistical information derived from patient activity. Prospective payment systems
operate in many day surgery facilitates where standard reimbursement rates are
negotiated according the Diagnostic Related Groups (DRGs).

Operating Budget: Demonstrates anticipated spending for the coming year. Day
surgery is labour intensive and staffing will account of the largest portion of
anticipated spending. This budget will include supplies, service contracts and
maintenance.

Capital expenditure budget: This is usually considered separate to the operating
budget and demonstrates the spending that will required for the purchase of build-
ings or equipment that will be used for more than one year.

Costs: Revenue budgets in day surgery are often calculated with specific targets in
relation to number of procedures and patient turnover. It is necessary to under-
stand the costs or expenses than are incurred in generating revenue, so that costing
of day surgery services is accurate. Managers are generally only held responsible
for direct costs within their control.

Direct costs: are those that may be specifically traced to a particular procedure or
service and can be attributed directly to a responsibility centre (Sullivan 2006).
Salaries and surgical materials are categorised as direct costs.

Indirect costs are those that are apportioned across the organisation and can not
be traced to a particular procedure or service (Neumann and Boles 1996).
Management salaries and administration in day surgery are examples of indirect
costs.

Variable costs are those costs that vary with volume or activity (Neumann and Boles
1996). Surgical supplies and use of agency or bank staff will vary in day surgery
according to patient activity.

Fixed costs do not change with changes in volume or activity (Sullivan 2006). Many
indirect costs such as management salaries or long term maintenance contracts
are also fixed costs.



Day Surgery Management 119

Responsibility cost centres

A responsibility cost centre is an organisational unit for which a manager
has assigned responsibilities for activities (Neumann and Boles 1996).
Depending on area of employment, day surgery managers may have varying
degrees of supervisory responsibility and budgetary responsibility for the
service they oversee. Managers will monitor and sign off on all spending
attributed to their cost centre.

Monitoring the budget

Managers of specific cost centres are responsible for overseeing the budget
operation and for variance analysis (Grohar et al. 2003). This process pro-
vides a mechanism for evaluating both department and managerial perfor-
mance. A budget variance is the difference between the budget and actual
expenditure. (Bailey 1996). Managers will be required to submit written
explanation of both positive and negative variances. Ongoing variance
analysis provides insight into planning for the next year.

Service/business plans

The preparation of an annual service plan is a means to integrate pro-
gramme objectives and performance requirements and should utilise the
principles of strategic management (O’Sullivan and Butler 2002). Planning
for the future development of services or re-negotiation of existing reim-
bursement of services is a key management concern in day surgery. In
negotiating contracts and reimbursements for services, the day surgery man-
agement team will be required to produce business plans or service plans at
least annually or each time a service is renegotiated.

Conclusion

There is variation in the rates of day surgery performed and the approaches
to the delivery of day surgery services (Healthcare Commission 2005; Wales
Audit Office 2006). Systems thinking and teamwork is essential to the provi-
sion of day surgery services. The accurate measurement of performance
outcomes by management will enable the ongoing development of existing
and new capacity within day surgery services. Negotiation of contracts and
marketing of day surgery services requires budgetary skill for management.
Successful management of human services and ongoing provision of services
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will enable the provision of a quality day surgery experience to more
patients, with improved access, reduced waiting times and increased con-
sumer and staff satisfaction.
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Introduction

Day surgery has been an integral part of healthcare services for many years,
and is regarded as an efficient and effective way of facilitating large numbers
of patients receive treatment, quickly and with minimum disruption to their
lives. With developments in technology and drugs, it continues to evolve as
the hub of the delivery of surgical procedures in health care today. This
chapter explores how communication plays a key role in providing a posi-
tive experience and high quality care for patients before, during and after
day surgery. This will include discussion in relation to models of commu-
nication and how they relate to the day surgery context. The challenge of
getting to know patients and delivering care in a therapeutic manner in the
busy and transient environment associated with day surgery units is explored.
The last part of this chapter looks at the importance of collaboration in
providing patient-centred, efficient and safe day-care surgery and the com-
munications skills needed to make it successful.

Communication

There is little doubt that communication is an integral part of the work
of nurses and many authors agree that positive communication is the
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foundation stone in providing high quality nursing care in any clinical situ-
ation (Attree 2001; Thorsteinsson 2002; Wilkinson 1999). However, for
many of us, communication is an unconscious process, therefore, we don’t
think about our communication behaviours and how they influence others.
This does not generally cause problems but it may result in a lack of self-
awareness and this influences how we contribute to patient care and service
provision on a personal and professional level.

Many authors have attempted to define communication but this chapter
is not so much concerned with defining it as with explaining its key com-
ponents and discussing how knowledge of these provide understanding of
why communication plays such an important part in the outcomes of nurses’
interactions with patients and colleagues.

Communication theories may not have a direct influence on how people
communicate but by exploring and discussing them, it is possible to identify
patterns of communication behaviour. In a nursing context, communication
theories can illustrate the differences between task-centred and person-
centred communication. Linear models of communication, for example,
depict communication as a one-way process involving a person sending
a message and a person receiving the message (Berlo 1960; Miller and
Nicholson 1976).

Message
Sender - ————— Receiver

Although this model of communication is clear and contains two key
elements of the communication process, it fails to acknowledge other influ-
encing factors, the main one being the interpersonal interaction that occurs.
Others include subjective or intrinsic factors such as individual values,
beliefs, role, knowledge and goals; and extrinsic factors, such as the physical
environment, organisational culture and semantics (McCabe and Timmins
2006).

Communication models that include the key components of the commu-
nication process, and also acknowledge the complexities involved, include
the ‘Circular Transactional Model of Communication’ (Bateson 1979) and
‘A Skill Model of Interpersonal Communication’ (Hargie and Dickson 2004).
Clearly Hargie and Dickson’s (2004) skills model of interpersonal commu-
nication is more contemporary than Bateson’s (1979) model, however, both
models acknowledge the intrinsic and extrinsic factors listed above that
influence the communication process and both models include the dynamic
and evolving nature of communication in any given context. The key com-
ponents of the Circular Transactional Model of Communication are:

Intrinsic factors that influence the sender and receiver

Extrinsic factors such as distracting stimuli and channels of communication
Interpersonal space

Context and environment.
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Hargie and Dickson (2004) include the following factors in their Skills
Model of Interpersonal Communication:

Person-situation context
Goal

Mediating processes
Response

Feedback

Perception.

This model includes and expands on many of the issues outlined in the
Circular Transactional Model of Communication. It understands and incor-
porates issues that are particularly relevant to nursing, for example, it refers
to issues of self-efficacy (belief in one’s ability to succeed) and established
boundaries. These are issues that nurses’ need to understand and considering
how to improve and develop communication skills. Traditional hierarchical
systems exist in many areas of health care and nurses need to understand
how these influence their communication behaviour and professional devel-
opment in order to overcome them. Hargie and Dickson (2004) suggest that
personal and professional self-awareness is essential in order to prevent
negative communication and outcomes in interactions with others.

Exploring and discussing models of communication may seem a world
away from reality and a busy day surgery unit but taking time out to con-
sider such models will help nurses clarify the key components of the com-
munication process and the complex and dynamic way in which these
components interact and influence their day-to-day work. Some nursing
models based on communication and interactions acknowledge these com-
ponents and support both Bateson’s (1979) and Hargie and Dickson’s
(2004) models. These models include Fosbinder (1994), Morse et al. (1992)
and Morse et al. (1997) and they focus exclusively on the nurse—patient
relationship.

Fosbinders’s (1994) model is based on feedback from patients which
indicated that patients considered the nurses’ interpersonal abilities essential
in having a positive experience. They identified information giving, getting
to know them, establishing trust and going the extra mile as key components
in a successful nurse—patient relationship. In the context of day surgery, this
means assessing the individual needs of each patient before giving informa-
tion and ensuring that they are ready and confident about going home after
their surgery.

The model given by Morse et al. (1992) is based on emotional engage-
ment. It suggests that a nurse can use either patient-focused or nurse-
focused communication which is described as being either spontaneous or
learned. It is a useful model because it illustrates the different communica-
tion behaviours that nurses use and may help in the development of self-
awareness. Patient-focused behaviours that are spontaneous or learned
include sympathy, compassion, humour, reassurance and comforting. These
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communication responses are patient-centred and when used by nurses,
make patients feel cared for and treated like an individual (McCabe and
Timmins 2006). Nurse-focused behaviours that are both spontaneous and
learned include distancing, labelling, ritualistic practice, and false reassur-
ance, for example, ‘don’t worry” and ‘everything will be fine’. This type of
communication is not patient-centred and can have a negative influence on
the patients’ experience of day surgery. When patients hear such phrases, it
may make them feel that they are worrying excessively or over-reacting to
their situation. This can result in patients becoming very anxious.

The Comforting Interaction Relationship Model (Morse et al. 1997) is
presented in three parts. The first relates to how nurses act in terms of their
styles of care and patterns of communicating based on their professional
experience. The second part looks at patient actions in terms of how they
communicate discomfort and distress to the nurse, recognising that patients
also influence nurse—patient interactions by whether they decide to trust a
nurse. The third aspect of this model relates to the evolving relationship
between the nurse and the patient and suggests that the relationship needs
to be negotiated as it develops, and is maintained and concluded.

It is clear from looking at these models that theoretically, that the rela-
tionship and context of the interaction are of equal importance as the indi-
vidual contribution of the sender, message and receiver. Without considering
and valuing the relationship and understanding the context, nurses cannot
communicate in a patient-centred way. Exploration of these nursing and
non-nursing communication theories may help nurses who are interested in
developing and improving their communication to bring possible patterns
of behaviour into their awareness.

Importance of communication in day surgery

Patient-centred communication is the foundation stone for providing effec-
tive and high quality care (McCabe and Timmins 2006; Cooper et al. 2002;
Otte 1996), however, there are a number of factors to think about when
considering communication issues in day surgery. These include the environ-
ment, the individuality of patients, the transient nature of their day surgery
experience and the experience of day surgery itself. This starts at the assess-
ment stage, pre-admission visits, surgery, and post-surgery recovery at home.
As discussed in earlier chapters, each of these stages needs planning, organi-
sation and expertise. As members of a multidisciplinary team, nurses are
involved in each of these stages. In order to communicate effectively, they
need to be aware of patient communication needs and how these change
over the continuum of their day surgery experience. Like patients in any
healthcare setting, information, education, and care that is individualised is
valued by those in day care units. The challenge for nurses is how to provide
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this in such a transient environment where, on average, patients are physi-
cally present for a total of six hours but the information and support they
receive from the day surgery unit before and after their surgery is as influ-
ential as their actual experience in the unit (Mitchell 2002). The complete
day surgery experience for patients usually begins many weeks before the
surgery and recovery can take anything up to two weeks. However, most
research on patients levels of pain following day surgery do not record data
beyond day three (Coll et al. 2004). Therefore, although nurses are involved
at each stage, they may only see a ‘snapshot’ of the patients’ experience,
depending on where along the day surgery path they meet the patient. In
order to develop communication skills that are therapeutic and patient-
centred, nurses need to practice and over time it will become evident that,
even in day surgery units where nurse—patient relationships are transient
and of limited duration, time is not a factor in providing patient-centred
and therapeutic communication (McCabe and Timmins 2006).

Therapeutic communication

The goal of therapeutic communication in nursing is to develop focused,
purposeful, and positive relationships with patients in order to achieve
mutually agreed outcomes of care (McCabe and Timmins 2006). Commu-
nication can only be therapeutic if patients feel secure and trust not only
the nurses’ professional skills and abilities but also perceive that the nurse
has a genuine regard for them as individuals. McCabe and Timmins (2006)
suggest that the key characteristics of therapeutic communication include
active listening, openness, warmth, genuineness, empathy and professional
skills. It is obvious that these communication behaviours are normal, every-
day skills used by people either consciously or subconsciously. However,
in a professional context such as nursing, these skills are used in a focused
and purposeful manner. For nurses with a genuine regard for patients and
concern for their individuality, being therapeutic is not difficult. Some
nurses, however, may find this more challenging. This is not because they
are not nice people or do not communicate as well, it is because they are
focused on issues other than patients, for example, completing certain tasks.
These tasks may be directly or indirectly related to patient care but what is
absent is the patient-centred interaction. Nurses and other healthcare profes-
sionals can appear to be very busy people and although they may not mean
to, the message they send (non-verbally) to patients is that they are too busy
to talk. This non-verbal and task-centred approach to communication
emerged as having a negative impact on the relationship between patients
and healthcare professionals (McCabe 2004; Otte 1996).

The task-centred approach to nursing is not taught in undergraduate or
postgraduate nursing programmes, despite the fact that, in clinical practice,
the culture and socialisation of nurses has a direct influence on how care is
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delivered. As already mentioned, the day surgery environment, with its reli-
ance on documented protocols, procedures and care pathways, delivery of
care can be viewed as a matter of ensuring that all the boxes are ticked and
protocols have been followed before a patient is discharged. This is an
essential part of patient care and of ensuring patient safety; it is also a means
of communication across the healthcare disciplines without direct interac-
tion. The potential for falling into a task-centred approach greater with this
system of care and the needs of the patient as a unique individual can be
forgotten. It is clear that, in order to be therapeutic when communicating,
the nurse must also be patient-centred.

The ability to be patient-centred depends on the organisational attitude
and approach to planning, implementing and evaluating patient care serv-
ices but perhaps more importantly and on a personal level, it is portrayed
in the interactions between nurses and patients. According to Rogers (1961),
qualities such as warmth, genuineness and empathy are a prerequisite for a
nurse to be patient-centred. For nurses who are interested in developing
patient-centred communication skills, self-awareness is essential. By becom-
ing self-aware, a nurse can begin to bring personal beliefs, values and feel-
ings into their general awareness and understand how their communication
behaviours impact on colleagues and patients. This will allow them to rec-
ognise the value that they place on the relationship they have with patients
and indeed with their colleagues and respond in a patient-centred way rather
than based on their own needs and experiences. The process of becoming
self-aware requires personal commitment, honesty and persistence. Intro-
spection, seeking and reflecting on feedback from others are the key behav-
iours required in order to become self-aware (Siciliano 2005). Although
generally regarded as a personal journey, individual self-awareness as a
foundation stone has the potential to contribute enormously to professional
and service development. The NHS Modernisation Agency Leadership
Centre (2005) reports that leaders who are aware of how they communicate
and are sensitive to how this impacts on others and influences work situa-
tions are more likely to be successful in collaborative endeavours.

Getting to know the patient

Getting to know the patient may be perceived differently depending on
whether it is from the nurses’ or patients’ perspective. Nurses need to know
the patients medical status, whether all correct procedures have been carried
out before surgery and ensure that the patient is informed and ready for
their surgery. This is done through a process of information giving and
education that is provided verbally and non-verbally (information leaflets).
However, according to Mitchell (2002), as the scope and availability of day
surgery procedures, and developments in anaesthesia expands, the greater
the onus is on the patient to self-care. This is accompanied by levels of direct
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contact with nursing and medical staff that are reduced when compared
with being an inpatient. This has implications for the way in which nurses
communicate with patients and whether patients perceive that nurses get to
know them as individuals. As we have seen in other chapters in this book,
day surgery units use documented policies, procedures and protocols to
ensure efficiency and patient safety and this facilitates nursing and medical
staff to deal effectively with the high patient turnover. It is important, there-
fore, to be aware that in an environment where standards, policies and
documents such as integrated care pathways or core care plans are used to
deliver care, it is likely that individual patient needs can be overlooked. If
this happens, patients will feel anxious and vulnerable (McCabe 2004; Gil-
martin 2004). In their framework for person-centred nursing, McCormack
and McCance (2006) report that person-centred outcomes of care include
satisfaction with care, involvement with care, feeling of wellbeing and creat-
ing a therapeutic culture. They suggest that these outcomes are achieved by
working with the patient’s beliefs and values, engaging with patients on a
personal level, providing for patients’ physical needs and sharing decision-
making. The prerequisites for being successful in these actions are identified
as being professionally competent, self-awareness, being committed to
nursing and having developed interpersonal skills. It is clear that nurses need
to get to know their patients so that they can interact with them and provide
care in a patient-centred way. There are a number of behaviours that nurses
can use to get to know their patients while also conveying a sense of genuine
interest and concern for them. These include establishing rapport, question-
ing and collaborative communication.

Establish a rapport

Establishing rapport with patients is an essential communication skill in
nursing because it allows the patient to decide if they trust the nurse. Having
trust in the nursing staff will help to reduce patients’ anxiety levels. Active
listening is a key ingredient in developing trusting relationships and also
allows a patient to see when a nurse has a genuine interest in them, both
as an individual and as a patient who needs their care and attention (McKay
et al. 1995). The first step a nurse must take if they wish to demonstrate
active listening is to stop what they are doing and look at the patient. This
may require only a moment or two and establishing eye contact, smiling
and asking open and closed questions will allow a trusting and mutually
satisfying interaction to take place. Active listening may require a nurse to
give their complete attention to a patient but it does not usually require
more time (McCabe 2004; Astedt-Kurki and Haggman-Laitila 1992;
Williams 1998). Practising these skills will demonstrate this, as over time,
the active listening behaviours become the normal and most frequently
used communication behaviour. Gilmartin (2004) suggests that, given the
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transient and high-turnover context, healthcare professionals need to take
responsibility for ensuring patient-centred communication is used in day
surgery units. Foy and Timmins (2004) support this view and suggest that
when a nurse demonstrates a concern for patients’ knowledge, feelings and
experience, it is perceived by patients as being patient-centred and therefore,
therapeutic.

Questioning

Use questioning to establish the patients’ level of knowledge regarding their
forthcoming surgery. Some patients need and want more information than
others and this should be considered planning and delivering their care
(Kopp and Shafer 2000). Too much or too little information may only add
to their already raised levels of anxiety and the process of getting to know
the patient is essential in assessing and evaluating their individual needs.
Using open and closed questions has a number of functions, it allows the
nurse to gather information he/she needs, it gives the patient an opportunity
to raise any concerns they have, and it is a medium through which the nurse
can get to know the patient. This will only be successful if the nurse uses
active listening skills, otherwise, the patient may not trust the nurse and
therefore, will not be interested in developing a relationship. Asking a simple
question like, ‘Do you have any concerns about going home?’ is an example
of how to reassure patients and provide care that is patient-centred.

Some of the nursing care of patients who have undergone day surgery
takes place over the telephone, when the nurse phones the patient at home
the following day, or if the patient phones the day surgery unit with a
concern regarding their recovery. Active listening is important in this situa-
tion also and although eye contact is not possible, the use of open and closed
questions is still very effective. However, in these situations, the nurse needs
to use a steady, moderate tone of voice and be careful not to sound busy
or rushed, which may prevent patients from voicing their concerns and
result in them feeling dissatisfied and anxious (Gilmartin 2004; Otte
1996).

Collaborative communication

So far in this chapter, the discussion has centred on nurse—patient interaction
and relationships. However, in order for a patient to experience patient-
centred care, there is another communication skill to consider and that is
collaborative communication. It is clear from the other chapters in this book
that in order to develop protocols, policies and procedures for day surgery
units, collaboration between health professionals, management and admin-
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istrative staff is essential. This can be difficult to achieve due to the tradi-
tional hierarchical roles that exist in health care. Nurses by the nature of
their work spend more time with patients than any other healthcare profes-
sional and this includes a key role in co-ordinating and implementing the
care prescribed by other professionals. In addition to this, nurses provide
nursing care that is prescribed by nurses. This means that nurses need to
take a central role in the development of day surgery services at all levels
in the health care system and this requires skills in collaborative
communication.

Shortridge et al. (1986: 130) suggest that in a healthcare context, ‘col-
laborative practice emphasises joint responsibility in patient care manage-
ment, with a bilateral process of decision making based on each practitioner’s
education and ability’. Although a comprehensive definition, it fails, like
many other definitions to convey the dynamic and complex components of
collaboration in health care (Siegler and Whitney 1994). This definition
centres on collaborative practice and does not include reference to collabo-
rative interaction. Collaborative practice does not require a great deal of
interaction between health care professionals but it is implicit that those
involved, for example, doctors and nurses trust each other in terms of
making decisions and seeking advice when appropriate (Siegler and Whitney
1994). This is important on a day-to-day basis and works well when care
is guided by jointly developed protocols and procedures as in day surgery
services. However, problems may arise when collaboration is required for
the development of services. All relevant personnel are generally included
in discussions when services are being developed, therefore it is essential
that nurses use this opportunity to act as patient advocate and ensure that
services are patient-centred.

Different models of collaborative practice exist but a look at two illustrated
by Siegler and Whitney (1994) may help clarify the differences in underlying
concepts and meaning. The first (Figure 6.1) represents a un-idirectional and
hierarchical approach with the doctor directing the practice.

Figure 6.2 represents an interdisciplinary and patient-centred model with
all concerned working together but with the patient at the centre of all

Physican
N
Nurse Other
\ Providers
Patients ‘//'

Figure 6.1 Unidirectional and hierarchical model of collaboration (Reproduced with permis-
sion of Eugenia L. Siegler)
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Other
Providers

A

Figure 6.2 Interdisciplinary and patient-centred model (Reproduced with permission of
Eugenia L. Siegler)

endeavours and no one health care personnel dominating the process. This
is the ideal to which all collaborative practice and interaction should aim
and is essential in the development of patient-centred practice and profes-
sional practice.

Before collaboration can be regarded as feasible or realistic, mutual
respect, trust and tenacity on the part of those involved must be present
(Kramer and Schmalenberg 2003). The next step in successful collaboration
is to ensure awareness of the goals of the collaborative process by all
involved. There are many reasons why collaboration is not successful in
health care contexts. These include the socialisation of doctors and nurses
as students and staff, poor communication, and power issues with the role
of the nurse being perceived as ‘invisible’ in healthcare delivery by other
health professionals and perhaps even nurses themselves (Lindeke and Sieck-
ert 2005). A possible effect of this is that nurses find it difficult to contribute
to decision-making processes in a confident and enthusiastic manner.
However, collaborative communication is essential for collaborative prac-
tice, therefore, all nurses should aim for and actively work towards its
achievement. The outcome of collaboration is improved patient care and a
transformational day surgery practice (Kramer and Schmalenberg 2003;
Siegler and Whitney 1994).

According to Malone and Morath (2001), emotional maturity is funda-
mental to allowing a person to engage successfully in collaboration because
they are responsible, positive, focused and deal with difficult situations or
failures in a constructive way. As mentioned in Chapter 5, self-awareness
is an important tool for helping a person attain and maintain emotional
maturity. It will also help nurses as individuals to realise that they have a
personal responsibility to value collaborative communication and develop
the necessary skills. Self-awareness means that individuals know and under-
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stand themselves and are aware of how their feelings, actions, values,
attitudes and beliefs influence relationships and interactions with others.
A person cannot begin to understand others until they are self-aware. Devel-
oping self-awareness is a lifelong process that requires introspection, critical
reflection and acknowledging and actively seeking feedback from others. As
a profession that is perceived by other healthcare professions and indeed by
nurses themselves as inferior, it is essential that nurses begin to take respon-
sibility individually and collectively for the development of the profession
and its contribution to the development of healthcare services. This is par-
ticularly relevant to the day surgery context because of the dramatic expan-
sion of available surgical procedures over the last decade. In order to ensure
that day surgery services are patient-centred and meet the needs of individu-
als, nurses must be an integral part of the development and instigation of
new and effective services. According to Easson-Bruno (2003), nurses need
to demonstrate emotional maturity through their leadership and stop
blaming others for problems or difficulties that exist in nursing. This pre-
vents nurses from taking responsibility and being constructive in their
approach to professional and practice development.

Assertiveness is another essential skill for effective collaborative commu-
nication. It also requires mutual respect in order to be successful. Balzer-
Riley (2000) suggests that assertiveness is the ability to express thoughts,
feelings and ideas with undue anxiety or having a negative effect on others.
Characteristics associated with effective assertive behaviour are confidence,
responsibility, consistency and the ability to use active listening skills effec-
tively. It is well documented that nurses tend to demonstrate more submis-
sive communication behaviours than assertive (McCabe and Timmins 2006),
but this does not mean that they do not have the necessary skills, with the
right amount of encouragement and support, we can all be frank, flexible
and open-minded (Lindeke and Sieckert 2005). Assertiveness can be simple
or confrontational and requires the use of specific communication behav-
iours, including to:

demonstrate respect (active listening)

be responsible, use ‘I’ statements

make clear statements rather than questions

use firm, moderate, consistent pitch/tone
verbal/non-verbal communication need to match

focus on present problem and address one point at a time
offer feasible suggestions/solutions.

Simple and confrontational assertiveness are based on the same commu-
nication behaviours but are used in different situations and for different
reasons. Simple assertiveness is used on ordinary, everyday interactions
when a person merely states their opinion or needs. Confrontational assert-
iveness is more focused, in that it addresses specific issues directly and is
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essential in dealing effectively with conflict which often occurs in collabora-
tive processes. Development of these skills and genuinely valuing and
embracing collaborative communication also changes the way in which
conflict is perceived. Freedom to disagree is essential in collaborative com-
munication and is perhaps essential in order for it to be effective in bringing
about lasting changes and developments in services. Although communica-
tion skills such as development of self-awareness and assertiveness are
taught in undergraduate and postgraduate nursing programmes, nursing
students can only value and use these skills if they see them used in the
clinical areas. Role models using these communication skills to collaborate
effectively in day-to-day situations and at a managerial and leadership level
demonstrate the power and valuable role that nursing, along with other
healthcare professions, have in providing patient-centred care. As we all
know, it frequently takes just one person to obstruct proceedings and if this
is allowed to happen often enough, then their effect can be permanent.
Therefore, the presence of mature, focused leaders from all relevant profes-
sions with a common goal is essential to the success of all collaborative
endeavours. According to Lindeke and Sieckert (2005) in order for collabo-
ration to be successful, those involved need to establish common goals.
Often doctors and nurses fail to collaborate effectively because they are
motivated by different goals. However, by establishing a patient-centred
focus as demonstrated in Model II (Figure 6.2), there is common ground
to work from, with issues of hierarchy, economics, and politics coming
second to sharing knowledge, skills and resources by all team members. It
is important to acknowledge that although this chapter addresses day
surgery from a nursing perspective, it is not assumed or expected that
other healthcare professions possess the necessary attributes, values or
beliefs necessary in order to participate in collaborative communication.
Nurses need to be mindful of this when attempting to enter or establish
collaborative processes.

Conclusion

Providing patient-centred care in any context requires patient-centred and
collaborative communication. Due to the rapid turnover and transience of
patients, this is particularly challenging in day surgery units. Understanding
the various communication models, both nursing and non-nursing, will help
nurses to begin to understand and identify their own communication behav-
iours. It is through this self-awareness that nurses can begin to develop not
just the communication skills necessary for patient-centred and therapeutic
care, but also for a collaborative communication with other health care
colleagues. This is essential also for the provision and ongoing development
of day surgery services that are patient-centred and cost-effective.
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Introduction

As outlined in previous chapters, day surgery involves the admission and
discharge of patients on the same day. Patients are discharged with no
overnight stay and are expected to manage their recovery at home with the
assistance of family members or carer(s). Consequently, they are required
to care for themselves both pre-operatively and post-operatively in their own
home environment. In addition, day surgery services are provided within an
environment of health care cost containment where there is a strong empha-
sis on providing a more efficient and effective service. In order to ensure the
effective operation of a day surgery service, it is essential, therefore, that
patients and carers receive pre-operative and post-operative education,
information and support. Failure to do so could result in non-attendance,
incorrect preparation for surgery, delayed recovery, overnight admission
and an increased demand on primary health care services.

This chapter aims to increase understanding of the important role patient
education has in the effective operation of a day surgery service. We will
discuss the benefits education and information giving has on the manage-
ment of pre-operative and post-operative anxiety and explore the principles
and process of patient education. In addition, different methods of deliver-
ing education will be examined, including the development of written infor-
mation material.
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Day surgery and patient education

The last 20 years have witnessed an ever increasing demand for day surgery
services, which account for 50-80% of all surgeries performed across devel-
oped countries (Pearson et al. 2004). Indeed, the NHS Plan (Department of
Health 2000) predicted that 75% of all elective surgical procedures in
England would be carried out as day cases. The Audit Commissions 1990
‘basket’ of day surgery procedures included 20 procedures. However, as day
surgery becomes more popular this ‘basket’ of possible procedures has also
expanded (Table 7.1). The British Association of Day Surgery has also rec-
ommended a number of procedures suitable for day surgery (Box 7.1).
Consequently, there is a large variety of procedures available and for educa-
tion and information giving to be effective there is a necessity to ensure that
appropriate and relevant information is provided to patients.

You have only to look at your own healthcare area to observe that the
complexity and variety of day surgical procedures continues to grow.
Meeting local needs and advancements in minimal invasive surgery, laser
techniques, anaesthetics and pharmacological agents have contributed to the
ever-changing profile of the patient attending the day surgery unit. Further-
more, increasing numbers of patients previously deemed not suitable for day
surgery are now eligible for and offered this service. All of which has impli-
cations for the provision of education and information to day service users
and their carers.

Benefits of patient education

Patients undergoing surgery experience a number of anxieties, including fear
of surgery, anaesthetic, pain, and of the unknown, as well as worries about
their family. Over the last 50 years the area of patient education has been
well researched, with seminal works providing a body of evidence that
clearly illustrates the benefits of patient education on pre- and post-operative
outcomes. Early researchers such as Hayward (1975), Boore (1978), Wilson-
Barnett (1978), Wilson-Barnett and Osbourne (1983), Devine and Cook
(1986) and Howard et al. (1987) noted that patient education reduced pre-
and post-operative stress, anxiety and pain and increased self-care and
independence on the part of the patient — all of which contributes positively
to patient recovery. However, much of this research was focused on inpa-
tients who were admitted for a number of nights and whose needs differ
somewhat from day surgery patients.

Day surgery patients have similar anxieties to inpatients but also have
additional fears, such as anxiety about post-operative care following dis-
charge, which can be linked to the lack of contact with nursing staff and
the provision of inadequate discharge information (Otte 1996; Mitchell



Table 7.1

Basket 2000 day surgery procedures (Audit Commission 2001)

N =

10.

11.

12.

13.

14.

15.

16.

17.
18.

19.

20.

21.

22.

23.

24.

25.

Orchidopexy
Circumcision
Inguinal hernia repair

Excision of breast lump

Anal fissure dilatation or
excision
Haemorrhoidectomy

Laparoscopic
cholecystectomy

Varicose vein stripping
or ligation
Transurethral resection
of bladder tumour
Excision of Dupuytren’s
contracture

Carpal tunnel
decompression

Excision of ganglion

Arthroscopy

Bunion operations
Removal of metal ware

Extraction of cataract
with/without implant
Correction of squint
Myringotomy

Tonsillectomy
Sub mucous resection

Reduction of nasal
fracture
Operation for bat ears

Dilation and
curettage/Hysteroscopy
Laparoscopy

Termination of
pregnancy

Correction of undescended testes

Cutting away of foreskin of the prepuce

Repair of the outpouching of the
abdominal sack

Removal in whole or part of a lump in
the breast

Correction of a tear of the skin around
the anus

Removal of thickened tissue and veins
inside the lining of the anus

Removal of the gallbladder by means of
an instrument introduced through a
small hole in the stomach wall

Removal of crooked and incompetent
veins in the leg

Removal of a tumour by an instrument
inserted into the urethra

Removal of fibrous tissue under the skin
of the palm that causes the fingers to
become bent

Incision in the wrist to relieve pressure
on the median nerve as it passes into
the hand

Removal of a lump usually around the
wrist, hand or foot

The use of a thin fibre-optic instrument
to look inside a joint for diagnosis
and/or treatment

Straightening of the big toe and removal
of bony overgrowth causing it to bend

Removal of pins or plates used to
stabilise a fracture

Removal of a cloudy eye lens and
replacement with a synthetic one

Repositioning the muscle of the eyeball

Relief of glue ear by making a small
hole in the ear drum to release
pressure and inserting a tube to avoid
recurrence

Removal of the tonsils

Relief of nasal blockage caused by a
bent cartilage in the middle of the
nose

Repositioning of the bone of the nose

Removal of skin and cartilage at the
back of the ears
Removal of tissue from the uterus

Use of fibre-optic instrument introduced
through abdomen for diagnosis/
treatment of internal organs, usually
by gynaecologists

Evacuation of the contents of the womb

General
surgery and
Urology

Orthopaedics

Opthalmology

Ear, nose and
throat

Gynaecology




Box 7.1 Procedures suitable for day surgery (British Association of
Day Surgery, DH 2002)

1. Laparoscopic hernia repair
Repair of abdominal hernias using minimally invasive keyhole
technology
2. Thoracoscopic sympathectomy
Keyhole chest surgery to reduce excess sweating of the hands
3. Submandibular gland excision
Removal of the salivary gland under the jaw when affected by stones
or inflammation
4. Partial thyroidectomy
Removal of diseased thyroid gland in the front of the neck
5. Superficial parotidectomy
Removal of the salivary gland in the cheek — usually for non-cancerous
tumours
6. Wide excision of breast lump with axillary clearance
Breast cancer operation removing up to 1/4 of the breast, and the
glands in the armpit
7. Urethrotomy
Division of narrowing/stricture in the outflow from the bladder, often
through a telescope
8. Bladder neck incision
Division of the muscle in the bladder neck to relieve some cases of
enlargement of the prostate gland
9. Laser prostatectomy
Shrinkage of some cases of prostate enlargement using laser
10. Trans cervical resection of endometrium (TCRE)
Removal of the lining of the womb through a telescope; to avoid
hysterectomy in some cases of heavy periods
11. Eyelid surgery
Correction of drooping or deformed eyelids
12. Arthroscopic menisectomy
Removal of damaged knee cartilage using keyhole technology
13. Arthroscopic shoulder decompression
Use of keyhole surgery to correct abnormalities limiting movement at
the shoulder joint
14. Subcutaneous mastectomy
Removal of swollen breast tissue in men, or some cases of very early
cancerous changes in women
15. Rhinoplasty
Plastic reconstruction of deformity of the nose
16. Dentoalveolar surgery
Removal of impacted or complex wisdom teeth
17. Tympanoplasty
Repair of perforated ear drum
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1997; Costa 2001). Day patients’ experience of surgery involves a rapid
turnaround, which includes being admitted, having surgery and being dis-
charged on the same day. Within a very short period, patients and carers
are expected to take control of post-operative care and recovery from
healthcare professionals. Lack of education and information in this patient
group increases their anxiety and impacts negatively on their ability to cope
and plan for their discharge. For example, patients undergoing laparoscopic
abdominal surgery who do not receive sufficient education and information
in the management of post-operative pain may seek assistance post-
discharge from primary health care providers or the day surgery ward, so
increasing the workload in these service areas. Increased readmissions to
hospital and a prolonged recovery period for patients may also occur.
Patient education, therefore, benefits patients’ experience of day surgery and
ensures its efficient delivery (Otte 1996; Twersky et al. 1997; McHugh and
Thoms 2002; Cox and O’Connell 2003; Watt-Watson et al. 2004).

The evidence suggests that pre-admission contact with patients and carers
reduces patient anxiety and improves patient outcomes. The provision of
specific and relevant information and education plays an important role in
the achievement of these outcomes. This ensures that carers have the neces-
sary knowledge to assist them during their hospital stay and recovery at
home, for example, the provision of verbal and written information on an
abdominal laparoscopic procedure. Providing education and information is
not a one-off event, it is an ongoing process that needs to continue through-
out the patient’s stay, with particular emphasis at the time of discharge
(Mitchell 2000a; Rhodes et al. 2006).

Challenges associated with patient education

As anxieties differ between inpatients and day surgery patients, so too does
the nature of their stay in hospital. The reality of day surgery means that a
patient’s stay will be short, involving minimal contact with healthcare pro-
fessionals, including the day surgery nurse. As there is increased pressure
on clinical space within the day surgery unit, nursing staff are under increased
pressure to admit and discharge patients in time-efficient manner. As a
result, they have limited time to spend with patients. Consequently, there is
insufficient time to get to know patients and provide detailed education.
This is in contrast to inpatients, who have the time and opportunity pre- and
post-surgery and prior to discharge to ask questions, have their concerns
and queries addressed and gain additional information.

The education needs of day surgery patients are similar to inpatients;
however they require additional education and information to enable them,
within their own home environment, to manage their pre-operative prepara-
tion and post-operative recovery. Patient education will, therefore, enhance
the self-caring abilities of patients and carers prior to and following the



142 Day Surgery: Contemporary Approaches to Nursing Care

surgical procedure. Other challenges facing patients is their first point of
contact with day surgery nursing staff. This varies between healthcare set-
tings. In some instances, patients will meet the nurse for the first time on
their admission to the day surgery wards. In other settings, the first point
of contact is made at a pre-admission clinic.

All of these scenarios present the challenge of knowing what information
is pertinent to patients and carers and providing this information within a
given short time frame. In order to overcome these challenges, every oppor-
tunity and point of contact with patients needs to be used for education. In
addition, innovative and creative means of providing patient education are
needed in order to provide patients and carers with a working knowledge
of how to self manage and plan their recovery at home. These include the
use of:

pre-admission clinics

pre-admission visits to the day surgery unit
pre-admission telephone screening

the provision of written material prior to admission.

As day surgery patients are dependent on education and information in
managing their own recovery, another challenge confronting them is receiv-
ing insufficient information to assist them in this process. The NHS, as far
back as 1993, identified that lack of information was a problem area within
day surgery. Dissatisfaction with information received leads to patients
feeling unprepared for the day surgery experience, resulting in overall dis-
satisfaction with day surgery services. Lack of education and information
continues to be an issue in the first decade of the 21st century, with recent
research indicating that patients feel inadequately informed about the pro-
cedure and the day surgery experience in its entirety. Patients did not know
what to expect pre-operatively, post-operatively and throughout their recov-
ery period at home (Costa 2001; Richardson-Tench et al. 2005). Indeed,
Mitchell (2000a), in a review of empirical studies examining the opinions
of day surgery patients, notes that improvement of information provision
was recommended in 57.6% of 99 studies reviewed.

Lack of education and information also has implications for carers. They
may not be able to anticipate a patient’s need for physical or psycho-social
support in relation to possible outcomes associated with the surgical proce-
dure. These outcomes include pain and its management during recovery and
the impact the procedure has on the patient’s ability to carry out activities
of daily living. Carers who have insufficient information may not be able
to assist patients, for example, in the management of shoulder pain follow-
ing an abdominal laparoscopic surgical procedure. Taking time to provide
education and information are seen as the prerequisites for enabling patients
and carers to actively participate in the management of their own care
(Majasaari et al. 2005). The Association of Anaesthetics of Great Britain
and Ireland (2005) went so far as to recommend that day surgery patients
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be supplied at the pre-admission clinic with pre- and post-operative instruc-
tions supported by written materials.

The success or failure of day surgery service rests on the self-caring abili-
ties of patients and carers. The challenge confronting the day surgery nurse
is therefore to ensure that patients and carers receive sufficient detailed edu-
cation and information to manage their care. Patients and carers need to fit
day surgery into their busy lives, which requires forward planning and
making necessary adjustments to their home and work environment. Patients
and carers who do not understanding the important role they have in the
day surgery process will be reluctant to engage or actively participate in their
own care, resulting in poor outcomes for day surgery. The day surgery nurse
needs to assess, as soon as possible, for any deficits in patients’ self-care
abilities. Once identified, these deficits can be rectified through the provision
of information and education. Again, this requires the imparting of specific
information to patients and carers, so empowering them to make informed
decisions about their care during the recovery process (Young et al. 2000).

Multidisciplinary approach to patient education

Various medical personnel utilise the services of day surgery, resulting in
different surgeons carrying out similar surgical procedures. Difficulties arise
when views and opinions on the content and provision of patient informa-
tion differ from surgeon to surgeon. Consequently, during a period of
minimal contact with patients and carers, healthcare professionals including
the day surgery nurse are placed in the unenviable position of trying to
remember and reinforce patient information, which differs from consultant
to consultant. This can lead to the provision of education and information
that is conflicting and confusing. As a result, there is a need for a multi-
disciplinary approach to the provision of education and the development of
written material.

In order to maintain patients trust and the credibility of healthcare pro-
fessionals, information giving needs to be consistent across all members of
the multidisciplinary team. All key stakeholders have an important role to
play in the development of consistent information both verbal and written.
This will require close collaboration between team members. The formulat-
ing of verbal and written information needs to be planned and structured.
Time needs to be set aside so as to ensure that comprehensive discussions
take place and agreement reached between team members. The key stake-
holders in this process may vary between healthcare settings but normally
includes representatives from the surgical consultant team, anaesthetist, day
surgery nurse, physiotherapist, dietician, pharmacist, community healthcare
nurse and a representative from patients’ groups.

As part of the multidisciplinary team, nurses face many challenges in the
area of day surgery. These include trying to establish a relationship with
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patients who have an eclectic patient profile and with whom they have
minimal contact. It is widely acknowledged in the literature that day surgery
nurses play a significant role in the provision of patient education and
information. This role is also recognised by healthcare providers, surgeons
and anaesthetists who accept that the experienced day surgery nurse can
organise and deliver effective patient education and information especially
during the pre-admission clinic (DH 2002).

Day surgery nurses need to be multiskilled and experienced, with good
communication skills, enabling them to educate patients and carers effec-
tively (DH 2002). As there is a rapid throughput of patients, nurses need
to be motivated to get involved with them and ensure that they deliver
correct education and information to patients prior to discharge. As contact
time is minimal, nurses also need to use every opportunity to reinforce
education and information already delivered. Nurses who are trained and
educated in day surgery will have a sense of what the day surgical experi-
ence means for patients. An important component of that education involves
an understanding and knowledge of teaching and learning and the various
strategies that can be used in educating patients and carers. In this current
healthcare climate, understanding and incorporating health promotion into
care delivery is also an important role of day surgery nurses.

Day surgery nurses have to deal with a large number of patients who
may be admitted for similar procedures. There is a risk, therefore, that the
provision of information and education may be determined by the need to
appease the masses and be based on what day surgery nurses perceive
patients and carers need to know. This approach to education may become
ritualistic and habitual where the same approach is used for all patients.
Patients become dissatisfied when education and information is generic and
not individualised. In order to avoid this occurring, there is a need to
develop a more patient-centred approach whereby the provision of verbal
and written information and education is more specific to the needs of
patients. Using a framework such as integrated care pathways is one
approach to providing an individualist approach to care. As outlined in
previous chapters, integrated care pathways, while highly organised, need a
degree of flexibility in order to meet the individualised needs of patients and
carers. The framework must also meet the demands of a day surgery service
that is constantly changing, fast moving and ever-expanding.

Integrated care pathways offer day surgery nurses the opportunity to
demonstrate the contributions they make to the delivery of care and educa-
tion to patients. The use of integrated care pathways address a number of
the concerns raised by Butler et al. (2006), who suggest that not document-
ing the type of services nurses provide and the contribution they make to
patient outcomes may compromise nursing and fail to demonstrate the deep
connections nurses have with patients. Integrated Pathways offer the day
surgery nurse the opportunity to record what education they provide, thus,
making visible their role in patient education.
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Patient education and management of anxiety

As outlined in the communication chapter, information giving and educa-
tion are important components in the delivery of patient-centred care and
are key to a successful nurse-patient relationship. It is also evident that
information giving and education are central to patient-centred communica-
tion and the reduction of patient anxiety. Furthermore, patient anxiety is
influenced by the degree of education and information patients receive prior
to and during their admission to the day surgery unit.

Mitchell (2002) supports this view and indicates that the key component
to the effective management of anxiety is the provision of a desired level of
information and education be it simple, standard or extended. Information
and education can be classified as being either procedural, behaviour or
sensory and can also be linked to problem-focused coping or emotional-
focused coping information.

Types of information giving to day surgery patients

Problem focusing coping information is the most common form of pre-
operative information provided in the day surgery setting. It incorporates
procedure, behaviour and sensory information. Day surgery patients are
self-caring, consequently, encountering a number of challenges during the
pre-operative and post-operative period. The provision of problem focused
coping information will help patients and carers to make informed decisions
and solve problems, so enhancing their self-care abilities (Mitchell 2005).
Cognitive strategies, relaxation and modelling are all examples of emo-
tional focusing coping information. These are used when the stressor or
cause of anxiety can not be changed, however, they enable patients to view
the stressor in a more positive light (Watt-Watson et al. 2004). Cognitive
strategies involve the use of mental strategies which help patients overcome
anxieties they may have, for example, the possible negative outcomes associ-
ated with anaesthetics and surgery. In contrast, relaxation strategies include
the provision of information on different techniques such as music therapy,
relaxations methods, distraction and guided imagery. Richardson et al.
(2005), in a systematic review on patient education in day surgery, con-
cluded that distraction via music or short stories and relaxation techniques
were shown to reduce patient pre-operative anxiety across a range of anxiety
indicators. Finally, modelling incorporates imitating the required or desired
behaviour, using such techniques as demonstrations, teaching sessions,
reading hospital leaflets, viewing video presentation or viewing other
patients. The provision of emotional focused coping information in day
surgery, while not as evident as problem focused information is an area that
day surgery units may consider developing in the future (Mitchell 2005).
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Procedure information, also known as situational information (Box 7.2),
needs to be procedure specific in order to address the individual needs of
patients. This contributes to a patient-centred approach to education.
Indeed, patients attending day surgery expressed a higher preference for
procedure information (Bernier et al. 2003). As anxious patients only retain

Box 7.2 Examples of procedure, behaviour and
sensory information

Procedural information:

Pre-admission preparation

Admission process

Order of events once admitted
Pre-medication

Transfer to and from theatre

Anaesthetic and induction process

Medical equipment and technology used during admission
Surgical procedure

Pre- and post-operative nursing care
Expected outcome from surgical procedure
Recovery at home

Follow up care and contact

Behaviour information:

Stop smoking prior to surgery

Reduce weight prior to surgery

Adapting a certain position for the procedure
Elevation of limb post-procedure

Specific post-op exercises (upper/lower limb, pelvic)
How to cough and breath effectively

Sensory information

Sensations felt when anaesthetic drugs first enter the body

May feel cold when first entering the operating theatre

May hear loud noises when first entering the operating theatre
After the anaesthetic, might hear things before being able to open
eyes or move around

May experience headache after surgery

May feel light headed the first time standing up after surgery

m  May feel certain type of pain post-procedure, such as shoulder pain
post abdominal laparoscopic surgery
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50-60% of information, it is essential that verbal procedural information
is supported through the provision of procedure specific written material be
it in the form of information leaflets or information sheets (Grieve 2002).

Behaviour information focuses on the behaviour or actions patients are
required to undertake before, during and after the procedure (Grieve 2002).
This form of information is crucial to the process of patients and carers
becoming active partners in the delivery of day surgery care. Behaviour
information (Box 7.2), also referred to as ‘patient role information’, is
described by Bernier et al. (2003) as the second most sought-after informa-
tion from day surgery patients.

Sensory information relates to information that informs patients of the
possible sensations they might feel, see or hear during their time in the day
surgery unit (Box 7.2). Bernier et al. (2003) indicated that this was the least
preferred type of information. However, in this prospective study only 50%
of patients recalled receiving this type of information from day surgery
nurses. This could have possibly influenced their perceptions on the impor-
tance of this type of information. Sensory information also results in patients
experiencing less fear and anxiety prior to, during and post a procedure
(Grieve 2002).

Patients’ preference for procedure, behaviour or sensory information
needs to be ascertained during the assessment process. This assessment
should also take into account the level of anxiety patients are experiencing.
In addition, the degree of information to be provided needs also to be
assessed as patients with a preference for minimal information can become
anxious if too much information is delivered.

Levels of Information Giving

Patients differ in the level or degree of information they wish to receive.
Some patients would like an extended level of information provided to them
while others are quite happy to receive a basic level. Providing too much or
too little information can increase the anxiety these patients groups are
already experiencing. It is argued that patients preference for different levels
of information reflects their coping style. There are two coping styles —
vigilant or avoidant coping (Mitchell 2005).

Vigilant copers need to know everything about the procedure and the
day surgery experience so requiring an extended level of information in
order to manage their anxiety effectively. Too little information will elevate
their anxiety levels. Mitchell (2000a) reports that vigilant copers who
received only simple information were more anxious than those who received
extended information. In contrast, avoidant copers would like just enough
information to help them through the procedure. They require a minimal
level of information and too much information will cause a marked increase
in their level of anxiety. Mitchell (2000a) concluded that day surgery patients
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with either vigilant or avoidant coping, when paired with the appropriate
level of information will experience less anxiety.

Both of these coping styles are described as being at the opposite ends of
a continuum, so necessitating the nurse to assess where the patient sits on
this continuum. Based on this assessment, the nurse can then determine
what level of information the patient needs. It is important to note that
coping styles should be continuously assessed as they can change over time
(Mitchell 2000; Mitchell 2005).

Successful planning and implementation of education and information
requires nurses to determine the patient’s preference for problem focusing
coping information or emotional focusing coping information; procedure,
behaviour or sensational information and determine if the patient is a vigi-
lant or avoidant coper. This assessment will determine the type and level of
information given to the patient during their pre admission visit. Conse-
quently, there is a need to have experienced nursing personnel with excellent
communication skills to undertake the pre assessment interview. Using these
skills the nurse can develop a therapeutic relationship with patients, which
will enable them to get to know patients and determine their educational
and information needs.

Furthermore, the need to provide different types and levels of information
has implications for the development of written material. A summary of key
information points needs to be provided in the first section of any written
information. This will ensure that the avoidant copers obtains a basic level
of information without having to read the complete leaflet, thus, avoiding
increased levels of anxiety. Vigilant copers can acquire extended informa-
tion by reading all of the written material so ensuring they have the neces-
sary education and information to manage their anxiety.

Patient education process

Ultimately, the goal of patient education is to give day surgery patients a
sense of control over the management of their recovery. Patient education
achieves this by developing patients’ and carers’ confidence and competence
in their ability to self-manage their care in both the pre- and post-operative
phase of their journey through day surgery. Consequently, empowering
patients and carers to become autonomous decision-makers who accept
responsibility for the manner in which they use this education (Redman
2004, Bastable 2006).

Patient education is not a passive process of simply providing informa-
tion. Patients cannot be coerced to learn; therefore, there is a need for
patient education to be an active process. It involves the active interaction
between patients, carers and day surgery nurses, all of whom are seen as
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equal participants in the education process. This process involves the amal-
gamation of two components, patient teaching by the nurse and learning by
the patient. Bastable (2006) describes the education process as a framework
for a participatory, shared approach to teaching and learning.

Patient education, learning and teaching

There is no universally accepted definition for patient education and infor-
mation. Indeed, patient education has been used synonymously throughout
the literature with patient teaching and patient information. Over the last
30 years, definitions of patient education have moved from a passive to a
more active process which is linked to health related outcomes. Current
definitions suggest that patient education is a process of assisting people to
incorporate health-related behaviours (knowledge, skills and attitudes) into
everyday life with the goal of achieving optimum health (Bastable 2006).
For day surgery patients and carers this involves the acquisition of new
knowledge and skills to enable them to become self-caring.

Learning is described by Bastable (2006) as a relatively permanent change
in thinking, emotional functioning and behaviour. It involves patients learn-
ing new knowledge, skills or changing their attitudes and behaviours. For
day surgery patients learning can occur at any time and during any interac-
tion with professional healthcare staff. Learning can cover such issues as
self-care activities, pre- and post-operative management, preparations for
interventions that patients may experience in day surgery and issue relating
to health promotion (Falvo 2004).

The primary goal of teaching is active learning by patients. It involves
the transferring of information from teacher to learner with the hope that
the learner will assimilate and utilise this information. Teaching is not a
single act but a deliberative and intentional series of acts in response to an
identified learning need. It can be planned and systematically arranged or
informal and unplanned whereby every interaction with the patient is used
as a teaching opportunity. For teaching to be effective the learner must be
motivated and ready to learn within an environment that is conducive to
learning. There is also a need to consider the literacy level, educational
background, culture and language skills of the learner (Falvo 2004; Bastable
2006). In day surgery this requires the patient to be mentally alert, physically
stable and not denying the need for the surgical procedure. In addition,
development of written information material on day surgery needs to take
into consideration the literacy levels of the patient population. Teaching
activities need to be patient- and carer-focused. At the end of this process
it is essential that teachers ascertain patients and carers understanding of
what has been taught. The process of teaching and learning is integrated
into all stages of the patients journey in day surgery.
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Education process and the patient’s journey in day surgery

A patient’s journey through day surgery may vary between healthcare set-
tings. Some patients may be directed to a pre-admission clinic straight from
the outpatients’ department. Others may receive an appointment to visit this
clinic a number of weeks prior to their admission. Although not ideal, there
continues to be a percentage of patients whose first encounter with the day
surgery unit is on the morning of their admission. Whichever journey the
patient is forced to take, it has implications for the manner in which they
are educated and informed about their procedure.

Ideally, patients should start their journey at the pre-admission clinic
(Mitchell 2000a; Audit Commission 2001; Healthcare Commission 2005).
It is at this visit that the education process should commence. During this
visit patients are assessed physically, psychologically and socially for their
suitability for day surgery and their ability to self-care at home. Skilled
nurses assess patients’ preference for problem or emotional focused coping
information and determine if patients are vigilant or avoidant copers. Based
on this information, nurses can then decide on the level of education and
information each patient needs to receive. The outcomes of this is a less
anxious and well prepared patient (Mottram 2001). This is also the ideal
opportunity not only to assess what patients already know about the
procedure and the day surgery experience but also to identify their indi-
vidualised learning and health information needs.

During the pre-admission assessment, nurses have the opportunity to
provide procedure, behaviour and sensory information in order to meet the
identified learning needs of patients. Box 7.3 outlines the educational areas
that need to be explored with patients and carers during the pre-admission
visit. It is also the ideal time to discuss with patients possible emotional
focusing coping information, such as relaxation and distraction techniques.
During the pre-admission assessments visits, patients and carers will also
get the opportunity to visualise the day surgery facility and familiarise
themselves with the hospital setting, environment and staff. This will reduce
patients’ pre-admission stress and anxiety. It is imperative that patients are
admitted within three months of their visit to the clinic. If they are waiting
longer than this, then a follow-up telephone call will have to be made to
reinforce information that they had received.

Providing information and education for the first time to patients on the
day of their admission is not idyllic. Patients will be very anxious about
their admission and may have difficulty remembering the information giving
to them during this stressful period. Indeed, providing new information to
patients after a general anaesthetic (GA) is not a suitable time for the provi-
sion of information as the anaesthetic impairs patients’ concentration,
judgement and ability to recall information (Aspen Reference Group 1997;
Dewar et al. 2003), all of which reinforces the importance of patients being
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Box 7.3 Preadmission education

Details on day surgery facility

Opening hours

Telephone numbers

Parking arrangements

Advised what to bring with them

m Dressing gown, slippers, medications currently taking, books,
magazines, small change for telephone

m  Advise on what not to bring

m Leave valuables at home

m  Avoid wearing make-up, including nail varnish, on the day of
admission

What time to arrive

What time surgery will take

Estimate length of time in the hospital and timetable of events

Estimate time to organise transport to and from hospital

The importance of an escort and when to ask them to come

Responsible adult assistance overnight and for up to 48 hours or

longer, dependent on surgery

m  Can not use public transport home

Details on pre-admission preparation

Fasting times should be specified

Rational for fasting should also be provided

Preparation for anaesthetic

Medications what to take and what not take prior to admission
What to do if patient has cold or is ill

What to expect on the day of surgery

m  Admission process
m Sequencing of events that will take place during the day

Details on proposed surgery

m  Use of pre-operative surgery specific medication, for example seda-
tion, eye drops for ophthalmic patients

Transfer to theatre

Brief description of the operating room and its equipment
Anaesthetic — what to expect from anaesthetic

What is the surgical procedure
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What to expect during time in recovery

Need for taking blood pressure, pulse, temperature

Need for oxygen masks

Need to inform patients that as part of preoperative education that
pain control is easier to achieve if commenced early, rather than
waiting until pain becomes unbearable — aim of this education is
to assist patients in reporting pain promptly

What to expect immediately after the surgery (as appropriate to
specific procedure)

m  Wound size and site

m  Type of suturing material most likely used

m bandages, slings, crutches

Expected outcome of surgical procedure

What to expect at discharge

Relevant verbal and written material will be given to the patient
and carer (information booklet or leaflet that is procedure specific
and addresses patient’s need for information that is patient centred
and relevant to their needs)

Follow up appointment will be arranged

Need for responsible adult to pick them up and for overnight care
at home — 1* 24 hours

Type of dressings to be used on wound, supply will be given
Removal of sutures — when, where, who

What to expect on return home

Outline recovery time needed. It is important that this is not
understated as patients will have to make plans

What to expect during the first 24-48 hours post-discharge
Need to be informed on how to manage pain and discomfort and
methods of relieving same

Increase patients awareness as to the degree of immobility that
might be expected; provided patients have this information in
advance they can generally cope very well

Post-operative fatigue, nausea and vomiting

Eating and drinking

Elimination

Ability to drive

Alcohol intake

What to do in case of emergency and in the event of
complications

Provide contact number

Follow up telephone call
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offered the opportunity to attend a pre-admission clinic during which time
they can receive in-depth information and education on their surgical
procedure.

There are day surgery facilities which offer the service of a pre-admis-
sion clinic but focus solely on assessing the suitability of patients for day
surgery. In some instances patients are assessed for their suitability and
simply sent home with written information materials. Thus, missing a
golden opportunity to actively engage with and educate and inform patients
and carers. This is contrary to recommendations made in the 2002 Depart-
ment of Health Day Surgery Operational Guide which suggest that pre-
assessment protocols include information on the day surgery experience, so
facilitating patients understanding of the surgical procedure they are to
undergo and the likely post-operative course. Rhodes et al. (2006) and
Richardson-Tench et al. (2005), in systematic reviews of the day surgery
literature, note that the pre-admission clinic improved patient outcomes
during the peri-operative period and increased patient satisfaction with
after-care instructions.

The pre-admission clinic should not just include patients but also persons
who will be caring for them in their own home environment. Verbal and
written education and information on pre-operative preparation and post-
operative advice will enable patients and carers to make suitable arrange-
ments to their home environment and make necessary plans for discharge
(Healthcare Commission 20035). It is important to note that education and
information is repeated and reinforced during the patient’s stay and on their
discharge home. Following a visit to the pre-admission clinic, patients and
carers will come to understand the important role they have in contributing
to the successful outcome of their day surgery.

As previously outlined, there are patients who may never be offered the
opportunity of attending a pre-admission clinic. Such patients need written
information on the surgical procedure that they are to undergo and also
receive information about the day surgery facility (Audit Commission 2001;
Healthcare Commission 2005). Information can include directions and
layout of the unit, contact details, and what will take place during the
admission process. All of this information should be sent in advance of their
admission, thus affording them the opportunity to prepare correctly for the
procedure and make the necessary preparations for their recovery at home
By posting the information in advance the day surgery unit is offering
patients the chance to contact the unit if they have any questions or concerns
and also to avoid their non-attendance on the day of surgery (Audit Com-
mission 2001).

On the day patients are admitted to the day surgery unit, information
previously given to patients needs to be repeated as many, due to anxiety,
experience difficulties recalling this information (Box 7.4).

Discharging patients in day surgery units is a very busy period for nurses
so there is a need for an organised and coordinated approach. Indeed,
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Box 7.4 Education on morning of admission

Even though this has already been discussed during the pre-admission
clinic and in the written materials provided, there is a need to reinforce
the following on the morning of admission:

m  Admission process

m Inform carers what time they should return to pick up patient

Inform patient and carer how long someone should stay with

patient once discharged

Sequential order of events

Details on proposed surgery

What to expect in operating room

What to expect during recovery period

Importance of adequate pain management and need to report pain

as early as possible

What to expect on discharge

What to expect at home

m Outline required behaviour, likely sensations that patient may
experience during their time in day surgery facility

planning and preparing for discharge should begin when patients visit the
pre-admission clinic (Royal College of Nursing 2004b; Healthcare Commis-
sion 2005). As a result, patients and carers know of and make the necessary
arrangements for their discharge in advance of their admission to day
surgery. For those patients who do not attend such clinics, written informa-
tion on discharge should be provided in advance of their admission to the
day surgery facility.

Discharge information and education which is procedure specific is
repeated and reinforced through the provision of additional written instruc-
tions to patients and carers (Box 7.5). Importantly, this information needs
to address potential issues that may arise during patients’ recovery at home.
This will enable patients and carers to solve problems as they arise, thus,
avoiding the need to seek assistance from the day surgery unit or primary
health care providers (Audit Commission 2001).

Follow-up telephone calls post-discharge are also useful tools in the
education and support of patients and carers. This call can be made 24
hours post-discharge and provides nursing personnel with the opportunity
to audit the patient’s experience of day surgery, education and information
materials they received and their post operative period at home. It is
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Box 7.5 Discharge education for patients/carers

Even though this has already been discussed during the pre admission
clinic and in the written materials provided there is a need to reinforce
the following on discharge:

m Remind patient of possible recovery time needed, need to go home

and rest

Must be accompanied home

Must have supervision of responsible adult for first 24 hours

Provide procedure specific information

Effect of sedatives on memory and recall, therefore do not make

important decisions or sign anything in the first 24 hours

Wound care and dressing to be used — given supply

m  Arrangements for dressing renewal and suture removal (if appro-
priate) — where, when and by whom

m If wound drain is present (if drainage is minimal) — care of same
and when to be removed

m Patients with POP must be given instructions covering the first 24

hours post op and also instructions on general care

Expected outcomes — what to expect — need to be specific

Any specific diet instructions

Do not drive on return home

Do not operate machinery

Drugs specific instructions regarding prescribed analgesia, anti

emetics or antibiotics; side effects and general information about

drugs, when to administer and how to manage pain

When to bathe or shower

When to resume normal activities

m  Recognition of post operative complications, what not to expect
and what to do if they occur; contact telephone numbers for infor-
mation or for emergency follow up

m Telephone follow up services

Follow up OPD appointment

m  Other support mechanism is community services GP public health
nurse/district health nurse

important that patients give their consent to follow-up telephone calls
prior to their discharge, as some may not wish to be followed up. Inte-
grated pathways offer a structured approach to follow-up telephone calls
(Box 7.6).
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Box 7.6 Integrated care pathway post-discharge telephone service
(Aspen Reference Group 1997, St Finbar’s Day Ward, Beaumont
Hospital, Dublin 2007)

Dateof Call: _ Time: __ Phone Number:

Surgical Procedure:

Date of procedure: _ Surgeon:

1  Any problems since your discharge? O Yes O No
(if yes comment)

2 Isyour pain [dsevere [Jmoderate [Islight [ none

3 Have you take any pain medication? O Yes 0 No
(if yes state name of analgesia)
Was it helpful? O Yes 0 No
Comments

4  Any nausea or vomiting? O Yes 0 No

5 Did you receive an information leaflet about your procedure?
[J Yes 0 No

6 Did you understand it? O Yes O No

7 How did you find your stay in the ward?
Excellent [J Satisfactory [J Unsatisfactory [
If unsatisfactory, how do you think we could improve our
service?

8 Do you require any further advice?
O Yes 0 No

9 Do you feel the pre-assessment was beneficial?
[J Yes 0 No

10 If you were having a similar procedure again, would you
prefer to come back to the day ward or be admitted
overnight?

Inpatient [J Day-Patient [

Signature of Nurse Date: / /
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Principles of patient education

The principles of patient education are somewhat similar to the nursing
process. The education process like the nursing process provides a system-
atic and logical framework for the provision of education. It also consists
of a continuous cycle of four elements: assessment, planning, implementa-
tion and evaluation (Rankin et al. 2005; Bastable 2006). Planning and
implementation of teaching is based on the assessment of patients learning
needs, readiness to learn and learning styles. Redman (1988) suggests that
failure to determine the need to learn and not addressing all of the steps of
the education process may impact negatively on the practice, effectiveness
and outcomes of patient education.

Assessment phase

As previously stated the education process for day surgery patient should
ideally start during the patient’s visit to the pre-admission clinic. It also takes
place on admission to and discharge from the day surgery unit. The educa-
tion process begins with the assessment phase. This phase highlights what
patients and carers already know and identifies gaps in patients knowledge,
their readiness to learn and learning styles.

Assessing learning needs

Within the literature, the term ‘education need’ is used interchangeably with
learning needs and information needs (Falvo 2004). A learning need is
described as a gap between what someone knows and what they need to
know. This gap may be due to a lack of knowledge, attitude or skills
(Bastable 2006). Learning needs can be identified by either the patient or
the nurse. However, learning needs identified by nurses need to presented
in such a manner that patients will recognise their importance. Failure to
do so will result in patients not engaging in the education process. Bastable
(2006) identified a number of important elements to the assessment of
learning needs:

Identify the learner

Choose the right setting

Collect important information about the learner
Involve members of the healthcare team
Prioritise needs

Time management

Methods to assess learning needs
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Identify the learner

Day surgery nurses at the beginning of the assessment process need to iden-
tify who their audience will be. Do you teach a group of patients together
and who may or may not be having similar procedures? Will their learning
needs be similar or different? If you decide on group teaching, what impact
will this have on the day patients desire for individualised information?
Once you have identified the learner you need to identify possible teaching
opportunities, for instance, will it be formal or informal? Some healthcare
settings may have formal, structured educational packages to guide the
delivery of education in the day surgery setting, others may have a less
structured approach.

Choose the right setting

The visit to the pre-admission clinic needs to be carefully planned in order
to make it conducive to learning. Patients should be seen in a private room
without fear of interruption and feel secure enough to provide information
that is confidential and which may be of an embarrassing nature. The envi-
ronment needs to be such that nurses recognise this meeting as an ideal
opportunity to get to know patients and develop a therapeutic relationship
with them. It is important to minimise external distractions, for example,
patients referred to the clinic from an outpatients department may not have
accounted for this visit in their agenda and subsequently are in a hurry to
return home. It may be necessary to rearrange a visit to a time that is more
suitable and less distracting for the patient.

Collect important information about the learner

During the pre-admission interview, nurses need to collect information on
patients. This information will determine what issues in relation to the
procedure and the day surgery experience are important to patients. It is
also important to determine what information patients already know about
the procedure. What issues do patients need clarified or expanded? This
knowledge will facilitate the process of identifying how much and what type
of information patients would like to receive. Information on the type of
social support patients currently have at home and will have prior to and
following their admission for day surgery is also identified. All of this data
will determine the extent and content to be included in teaching. It will also
assist in identifying the teaching methods and tools that best suit patients
and carers. This reflects a patient-centred approach to education. By engag-
ing patients and carers in the education process, nurses are motivating
patients to become actively involved in their learning.
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Involve members of the healthcare team

Depending on the surgical procedure, there may be a need to be collabora-
tive with other members of the multidisciplinary team. Members of the team
may already know the patient and can contribute to the overall planning
and delivery of teaching. For teaching and information giving to be consis-
tent, it is also important relevant members of the team are involved in the
education process.

Prioritise needs

Prioritising needs is the most challenging area of teaching and has to be
agreed between patients and day surgery nurses. Once agreed realistic and
achievable learning goals can then be set. It is during this process that

patients and nurses agree to the areas that need to be learned and in what
depth.

Time management

Adequate time should be set aside for the pre-admission visit so that patients
can feel relaxed and not rushed. Patients should be offered the opportunity
to actively engage in the education process. The assessment interview typi-
cally lasts approximately 20-25 minutes and includes not only the provision
of education but also the patient’s physical and social assessment. It is,
therefore, important that this assessment is carried out by an experienced
day surgery nurse who can ascertain fundamental issues that need to be
taught to the patient in a very short time, through the use of key, pertinent
questions. It must also be remembered that when patients are admitted for
day surgery, lack of time can become an issue and so any teaching done at
that point should ideally be repeating and reinforcing what patients have
already received in the pre-admission clinic or via written materials distrib-
uted to them prior to admission.

Methods to assess learning needs

Learning needs can be assessed through the use of causal conversation which
requires the use of excellent communications skills. These skills are similar
to those identified in the communications chapter of this book. Structured
interviews, questionnaires, observations and patient charts are examples of
strategies that can be used to assist in the identification of patient learning
needs.
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Assessing readiness to learn

Readiness to learn refers to when patients are interested in learning informa-
tion necessary to maintain their health and is willing and able to participate
in the education process. If the patient is not ready, then information will
not be processed. Bastable (2006) describes four types of readiness to learn,
which we have applied to the day surgery setting:

Physical Readiness
Emotional Readiness
Experiential Readiness
Knowledge Readiness.

Physical readiness

There are a number of components to physical readiness which include
measures of ability, complexity of task, environmental effects and health
status. During the visit to the pre-admission clinic, nurses need to determine
if any of these factors are relevant to patients that they are assessing. For
example, when assessing for measures of ability the nurse is seeking out any
information on the patient’s physical ability that may impact on the educa-
tion process such as eye impairment. This may require the use of audiotapes
instead of providing written materials to patients. If there is no audiotape
available then it is imperative that carers are present throughout the period
that information is provided to patients. Written material also needs to be
explained and given to carers.

There is also a need to determine the complexity of the information being
giving to patients and whether this will be difficult to master. For example,
patients may be required to instil eye drops prior to their admission and
may find this skill too complex, resulting in their reluctance to engage in
teaching. Environmental readiness is linked to creating an environment that
is conducive to learning and ensuring that teaching activities are well paced
to suit the needs of the learner. Health status relates to the amount of energy
needed by the patient to learn. If patients have acute or chronic pain then
they may have little energy to learn.

Emotional readiness

In order to determine how emotionally ready a patient is to learn, a number
of areas need to be assessed, including anxiety level, support systems and
motivation.

Anxiety influences patients’ ability to carry out physical and mental tasks
which may impact on their ability to learn. Day surgery patients’ fears may
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also impact negatively on their readiness to learn. Consequently, there is a
need to repeat information both on admission to the day surgery facility
and at discharge. The degree of anxiety experienced may also be linked to
the support systems available to the patient. A strong support system will
influence the emotional readiness of the patient to learn. Those patients
whose support system is not strong will need greater support from staff in
the day surgery unit. Indeed, day surgery may not be an option for those
patients who have no support systems in place. Determining the level of
motivation is also linked to emotional readiness. Patients who show an
interest or ask questions are ready to learn. Many patients attending day
surgery are motivated to learn by the prospect of not having to stay over-
night in hospital.

Experiential readiness

There is a need to assess patients’ previous learning experiences within the
healthcare system. A negative experience may result in unmotivated patients
who are unwilling to engage in the education process. This is also the
opportunity to identify patients coping styles and determine if they avoidant
or vigilant copers. From this information, nurses can determine the level of
information to give patients.

Day surgery nurses also need to be aware of other cultures and their
beliefs in relation to illness and education. Using this knowledge can assist
nurses in determining patients’ readiness to learn. Difficulties in language
may necessitate the use of an interpreter during patients visit to the pre-
admission clinic and their admission to the day surgery unit.

Knowledge readiness

Knowledge readiness refers to the present knowledge base, learning capa-
bility and preferred learning style of patients. This involves identifying
what patients and carers already know about the procedure and what is
required of them when caring for themselves at home. During this process
it is important to determine the cognitive ability of patients, identify any
learning disabilities and what level of reading skills they possess. This
information will shape the approach nurses take to teaching patients. For
example, patients with poor cognitive ability or learning disabilities will
require instructions to be broken down into simple steps which will need
to be repeated.

Assessing how someone learns best (learning style) will help the day
nurses select teaching approaches, methods and materials that patients will
tolerate. For example, does the patient prefer one-to-one teaching or group
teaching? Does the patient prefer reading or viewing a video?
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Planning and implementing teaching

Information gathered during the assessment phase will determine the design
of a teaching plan. This plan should address the individual learning needs
of patients and include goals and expected outcomes. Decisions need to be
made by day surgery nurses on the sequence of events, the teaching methods
to be used and the resources needed to implement this plan (Box 7.7).

Box 7.7 Teaching methods and teaching resources

Teaching Methods:

Lecture

Group discussion

One-to-one teaching

Demonstration and return demonstration

Incremental, repeated and reinforced teaching supplemented with
written information

Teaching Resources:

m  Written materials (handouts, leaflets, pre admission booklets,
books, pamphlets, brochures, and instruction sheets

m  Commercially prepared materials (posters, pamphlets, brochures
and instruction sheets)

m Demonstration materials (models, real equipment, displays —
poster, diagrams, photographs, charts, physical objects)

m  Audio visual aids (dependent on available resources)
m audio visual projection equipment

use power point presentations

overhead projector

use of transparencies

video projected onto screen

video tapes

compact disc video

radio

telecommunications — television and telephone

pre-admission and post-discharge follow up telephone call

m pre-admission visit

m information folder in waiting room of day surgery preferable on
bedside locker

m use of interpreters

m multidisciplinary involvement

m useful web sites
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However, these decisions will be influenced by the financial resources avail-
able within the local health care setting. Limited finances will impact on the
availability of audio visual equipment and the professional printing of
written materials.

Implementation of the teaching plan involves being flexible and respon-
sive to the needs of patients. Teaching should be incremental with emphasis
placed on important points. Indeed, key points need to be recapped regularly
during the delivery of the educational content. Language needs to be free
of medical jargon: it must be concise, clear and appropriate for the intended
audience. If medical jargon is used, it needs to explained and patients’
understanding evaluated. Teaching may be supported through the use of
visual aids such as diagrams or pictures. Throughout the teaching session,
patient and carer participation is encouraged by providing time for ques-
tions and clarification. Teaching is supported by the use of written materials
whose content and layout are explained to patients and carers. These materi-
als can be used as a resource for patients when at home in their own
environment.

Evaluation

The final component of the education process is an evaluation of the effec-
tiveness of education and determines the extent to which teaching and
learning has been successful (Bastable 2006). Evaluation of teaching and
learning needs to be structured and planned. It involves the collection of
data through observation, interview, questionnaires or follow up telephone
calls.

Within day surgery, the effectiveness of education can be determined on
the day of admission. Patients who present themselves for surgery as per
the education they received clearly demonstrate the effectiveness of that
education. On the other hand, patients may attend inappropriately pre-
pared: for example, they may not have fasted or have no responsible adult
available to collect them on discharge. The education process has clearly
failed this group of patients. In addition, if a unit experiences a high number
of ‘did not attends’, this could call into question the effectiveness of its
education programme and the provision of written information material.
The continuous use of audits within the day surgery unit will identify these
weaknesses within the system. The follow-up telephone also contributes to
the evaluation process.

Developing written information material

A patient’s visit to the pre-admission clinic is an intense period during which
they are required to assimilate a large volume of information within a very
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short timeframe. This is also apparent when patients are discharged from
the day surgery unit. It is clearly evident from the research literature that a
larger percentage of information giving during both of these periods is not
retained (Law 1997; Moult et al. 2004). Consequently, there is a need to
supplement verbal instructions with the provision of written materials.
These materials can be read by patients and carers in their own time in their
home environment, and can be used as a reference guide for any concerns
that may arise during the pre-admission or post-discharge stage of their
journey through day surgery. But in order for written instructions to be
effective they must meet the needs of their intended audience.

A structured plan needs to be put into place when producing written
information. Firstly, the need for specific written material needs to be identi-
fied and this is informed by the day surgery patient population. Once the
focus and purpose of the written material is identified, a decision needs to
be made as to how this process will be coordinated. For example, will it be
lead by the nurse manager of the day surgery unit? Following this, the local
policy on the development and printing of written information material
needs to be examined. Before starting the long process of developing these
materials it is useful to check if other departments or nearby day surgery
units have produced similar material. If so, then these could be adapted to
your own health care setting. Once this information has been gathered, the
next stage is to establish a development group.

The development group consists of representatives from all key stake-
holders in day surgery, including patient groups. Involving representatives
from the patient population will enable the development team to identify
what information patients would find useful. However, there are also a
number of considerations to be made before producing the first draft of the
written material (Box 7.8).

Written material must be easy to read. The readability of material is
determined by the degree to which it matches the patients reading skills or
levels (Tutty and O’Connor 1999). Many people read at a level that is below
their completed formal education (Mitchell 2001; Brown 2006). This has
implications for developing written material, as it needs to be pitched at a
level that is easily understood by patients. Moult et al. (2004) suggest that
written material which reflects low reading levels is more likely to be read
and understood by a larger proportion of the public. Indeed, material that
does not reflect patients’ cognitive level or reading level will not be read and
prove to be uneconomical and worthless.

In many day surgery units, patients receive a generic admission booklet
and a procedure specific leaflet or information sheet. The content of all day
surgery written material needs to reflect the verbal instructions given to
patients at the pre-admission clinic, on day of admission and at discharge
(Boxes 7.3, 7.4, 7.5). These materials should include both procedure and
sensory information. The front page of any written material needs to clearly
indicate its focus and purpose, therefore, its title needs to be clear and
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Box 7.8 Developing written materials (National Health Promotion
Unit 2003; NHS 2003, the Basic Skills Agency 2005; the British
Dyslexia Association 2007, National Adult Literacy Agency 2007)

For written material to be comprehensible and easy to read:

Sentences need to be simple and short

Sentences should have no more than 15-20 words

Words used should be no more that three syllabus long

Sentences should include no more than one idea

Personalise written material by using personal nouns (‘you’ and

‘we’) — the use of these terms will make the patient feel that the

material is talking to them

m Use present tense and active voice when structuring sentences
(‘your appointment is on’ or ‘you are required to attend on’)

m  Use everyday language

m  Avoid the use of jargon, slang or inaccurate expressions (‘you will
be put to sleep’ instead use ‘general anaesthetic’)

m If medical terms are to be used, they need to be explained imme-
diately within the text

m  Avoid the use of abbreviations

Layout of written material:

m  Can use the format of frequently asked questions or list of ‘do’s
and don’ts’

m  The minimum font type size to be used is size 12

m Use a sans serif type face such as Arial, Verdana Helvetica or
Tahoma

m  Use of bold to highlight content should be used minimally

m Do not use italic font style or underline text

m Captions should be in lower case (capitals are less distinct, difficult
to read and result in patients not reading information)

m  Avoid sentences written entirely in capitals

Leave spacing between lines (this will leave white space allowing

the reader to navigate their way around the text)

Avoid dense blocks of text

Use shorter paragraphs

Use bullet points to break up important information

Pages should have margins of 2cm (patients experience difficulty

reading text on pages with no margins)

m  Avoid writing text over background pictures, designs or against a
dark background

m  Appropriate illustrations can be incorporated into the written
material (increase patients understanding of a procedure)

m Preferred printing paper should matt finish (avoid glossy paper)
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concise. A department logo also needs to be placed on the front page, so
helping patients to identify the unit. Space needs to be provided on the front
cover to allow for the insertion of the patient’s name and the date and time
of their admission to the day surgery unit. It is recommended that the back
page should include a location map of the day surgery unit, the date of
publication, address and contact details of department, leaflet code, organi-
sation copyright and its web site address (NHS 2003).

The first draft of the written material needs to be distributed to all key
stakeholders who are expected to provide feedback within a given time-
frame. The content needs to be checked for accuracy ensuring that it is not
in conflict with any other information. Contact telephone details included
in the material also need to checked. When final editing is complete, it is
important at this stage to pilot test the written material with the relevant
patient group. This group needs to provide feedback on the readability of
the material, its suitability and if it addressed their concerns. Once this is
complete, the final document can be then sent to the printer but the printer’s
proofs needs to be checked before final printing.

Conclusion

Further expansion of day surgery services is dependent on the self-care abili-
ties of patients and carers. It is also dependent on their willingness to actively
engage and manage their own recovery. The ongoing provision of both
verbal and written information to patients and carers is essential to the
continued success of this service. Underpinning this success is the need for
day surgery nurses to have a full understanding and appreciation of the
education process. The provision of verbal and written information is con-
tinuously evolving, with many day surgery units exploring new technologies
to assist them in this process. The advancement of the World Wide Web is
one such resource that needs to be harnessed by day surgery facility and
put to effective use in the education of patients and carers. This could
involve patients accessing a specific web site from home and downloading
computer-generated, individualised instructions. Other areas that need to
be further developed are formalised procedure-specific educational packages
and development of post-discharge help lines. Ultimately, involvement of
patients and carers in the education process is the cornerstone to a successful
and effective day surgery service.
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