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Abstract:
Enhancing operating theatre efficiency in a dedicated for high standard
clinical care before profitability private hospital was observed as an urgent issue
after reviewing the financial reports which reflected amplified revenue nevertheless
decreased profit. Reviewing literature supported categorising the problems into four
domains and accordingly our prompt efforts were targeting four domains; the first
domain is scheduling triggered by complaints of surgeons reporting conflicting
schedules, blocked theatres, cancelled or postponed cases. Supply management, the
second domain, noted lack of monitoring mechanisms, uncontrolled consumption,
non-moving and expired stocks, primitive system processes and instruments
management. The third domain is patient safety which alerted for the unsafe
practices while documentation and data management as a fourth domain identified
absence of indicators to assist in monitoring efficiency. Following the health service
executive (HSE) model the initiation phase included emerging the teams and
developing a common vision. The planning phase described the assessment and the
development of initiatives to improve performance utilising SWOT analysis
(Strength, Weaknesses, Opportunities, Threats). The implementation phase targeted
the changes within the domains and these changes included developing scheduling
and standardized practice policies and guidelines to steer schedule development
were structured, surgical practices aimed at standardising use of supplies and
instruments. In supply management, inventories of instruments, medications, and
supplies were done; check lists developed to monitor utilisation and inventory
standards created. Patient safety implemented safety regulations and set systematic
monitoring of compliance, while data management worked on revising and devising
new forms integrating essential fields to capture indicator related data. The
evaluation phase described the monitoring tools and measured outcomes. The
change reflected a noticeable improvement in most of the domains however further
monitoring is needed to collect enough data to evaluate progress in relation to
operating theatre efficiency.
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1. Chapter 1: Introduction
1.1. Introduction:
Enhancing the efficiency of operating theatre has been always a
challenging process especially in a quick changing healthcare sector with
increased patient care complexity. Balancing the needs to satisfy surgeons,
support staff, and meet the patient high expectations in healthcare would
require clinical and cost effectiveness and require critical and close
monitoring of business management inside the operating theatre to ensure
efficient resource supply, guarantee quality safe care provided, and
maintain fiscal sustainability. “Management of operating theatres requires
the coordination of human and material resources in such a way that
surgery can be performed efficiently, cost effectively, and safely” (Plasters,
2003), within the rules of clinical governance of local and international
standards.
1.2. Rationale for carrying the change:
The operating theatre (OT) is composed of five operating theatres in
a dedicated for high standard clinical care before profitability private
hospital. The theatre receives multiple varieties of surgical cases extending
from minor to major ones and recently was licensed to conduct open heart
surgeries.
During the closing fiscal year operational reports, and being assigned
as the Deputy Medical Director while reviewing the hospital statistical
reports and benchmarking (Appendix 1) with local private hospitals with
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comparative bed capacity and occupancy; I observed and analysed a higher
number of surgeries performed, however an increased financial cost
reported. The hospital financial reports reflected a drop in profit despite the
increase in revenue. I noted an increased number of overtime hours
depicting an increased human resource cost. On the other hand, I observed
and received many complaints from staff and surgeons. Surgeons reported
that it is very difficult for them to schedule a surgery within a reasonable
time, no one to attend to their calls, no one to confirm a surgery date or
time. On the other hand, the nursing staff complained that surgeons
schedule their patients without confirming readiness of patient or provide
sufficient information regarding them. All this reflected a non-coherent and
poor workflow within the theatres. Both were right in their complaints and
at the same time both were contributing to the problem. Staff raised many
criticisms reflecting lack of communication among the different groups,
reported fatigue that was correlated with an increased number of sickness
related absenteeism.
Trying to understand the operating theatre status and the contributing
factors to this ailment I could reach nowhere. I tried to look for clues,
performance measures, inventory lists and others but could not find
answers for my questions. What I observed and was stunned with is an
operating theatre with monitoring mechanisms that are poorly developed
and almost lacking and do not facilitate generating decision supporting
reports .It was essential to address this area seriously and to mobilise all
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resources required to enhance performance. After collecting preliminary
ideas regarding the current status and reviewing literature in this direction,
my findings were categorised under four main domains and if these
domains are properly addressed this could entail optimising efficiency. The
domains of concern are: (a) scheduling and standardising practice, (b)
supply and instrument management, (c) patient safety, and (d)
documentation and data management.
In the first domain, studying the efficiency in relation to scheduling
and standardised practices was triggered by many complaints of surgeons
reporting conflicting schedule, blocked theatres for specific surgeons, and
non-flexibility of scheduling practices where many cases were cancelled
and others were postponed. Surgeons were reporting that some staff
favours as few surgeons and accordingly their work is much better
managed while others are always faced with problems that lead them to
think twice before scheduling any operation and accordingly these surgeons
are decreasing their referrals to the hospital. Thus operating time
exploitation is not monitored besides the essential variables to study
efficiency do not exist. So that decision making was a difficult task to
venture in. No standard practice of managing and monitoring inventory of
medications. Anaesthetists and surgeons were free to request any supply,
instruments, or medications regardless of the actual need or cost. We could
found many equipments left here and there unused for years, instruments
are requested for operating theatre which does not match the standard
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surgical specification, many expensive medications requested while similar
brands of cheaper price and similar action could be used. It was essential to
tackle these problems under one umbrella as follows: (a) setting scheduling
standards and guidelines and (b) streamlining practice through standard
medications use.
The second domain to challenge is the supply and inventory
management. In this area no control mechanisms existed resulting in an
uncontrolled consumption, non-moving and lots of expired and stocked
items. At times you might find no single item of the highly consumable
supplies while you find hundreds of low utilisation ones. In addition, no
updated inventory is available to reflect what is stocked in every area. The
system processes between the theatre and the Central Sterile Supply
Department (CSSD) are primitive. Surgical sets has no reference, no
standard lists are available to guide the staff on what to pack in every set.
Things are managed based on the staff experience and knowledge. Missing
items from surgical sets are frequently reported. Over and above, in many
incidents instruments are lost, discarded, disposed in waste with no
adequate justifications. The process was chaotic and tiring to all staff in
both departments CSSD and operating theatre.
The previously mentioned problems in addition to others raise the
concern of patient safety. In this third domain, many parameters structuring
the relationship between the patient and the theatre were lacking.
Moreover, the practices do not reflect any evidence that the care provided
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has any quality metrics. Within this domain, I could identify the following:
(a) pathological specimens were secured during surgery however these
were kept for long time till sent to the laboratory. This delay might reflect
negatively on the results and prolong the time of result reporting. (b)
operating theatres were stuffed with many types of equipments left here
and there in an unorganised manner. This might increase the risk of
infection and contamination of the area. (c) housekeeping measures were
not enough to meet the demands of a surgical area and more control
measures are required. These examples were only few of the many issues to
tackle under patient safety.
In documentation and data management, the fourth domain, no
indicators are defined and no essential variables are captured to assist in
monitoring the OT efficiency. The nurses record are so brief, does not
integrate the essential information to generate the required data. All
reported statistical data was manually generated based on counting the
number of surgeries and procedures done and postponed or cancelled ones,
and many others. In light of all what is presented, the project will address
these domains throughout the discussion.
In this chapter the urge to improve operating theatres efficiency was
identified and the bases behind raising the issue to the higher hospital
administrations are to secure the approval and support. In chapter two the
project will reference the major literature review aspects and the studies
done to enhance or assess status. In addition will explore the major
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domains assessed to identify factors related to OT efficiency and explore
the methods used to integrate the basic statistical techniques and to select
the most significant formulas and data fields to achieve the expected
outcomes. The third chapter will cover the processes followed in
introducing the changes. In addition, I will highlight the phases of HSE
model of change and initiatives hosted through initiation, planning, and
implementation and mainstreaming. The SWOT analysis is explored in the
chapter listing all identified strengths, weaknesses, opportunities and
threats. In the fourth chapter the evaluation tools are explored and the
expected outcomes and objectives to be achieved are listed. In addition the
data collected will be shared and analysed to assess the effectiveness and
the appropriateness of the tools used. Finally, in chapter five the strengths
and limitations are explored and the implications on the success of the
project are evaluated under discussion. These will be tackled as part of
future recommendation or long term objectives.
1.3. Summary:
The problems in the operating theatre reflected mismanagement and
lack of coherent performance that required aggressive and intensive efforts
with systemic analysis of deficiencies and problems to identify the required
changes through structured processes and well-studied initiatives. Based on
a preliminary quick investigation the efforts tackled scheduling and
standardising

practice,

supply

management,

patient

safety,

and

documentation and data management. The change process shall seriously
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consider the culture of the people and the interrelated factors of the
problem which is a major contributing aspect to the success of the project.
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Chapter 2: The Literature Review
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2. Chapter 2: The Literature Review
2.1. Introduction:
Operating theatre management is a very sensitive issue and a
complicated one. Many studies endeavored in assessing efficiency of
operating theatres and many formulas were structured to guide in
concluding or measuring performance. Most of operating theatre studies
explored issues related to time management, schedule and workflow, while
only few tackled inventory management from a business point of view.
Other studies stressed safety related issues like foreign bodies, surgical
counts, time out practices, and others. In addition many discussed the
leadership management and the related scope of practices and the important
role managers play to streamline performance and confirm adhering to
policies and practices. Exploring literature guided me to the different
concepts that were studied and allowed me to discover the varied strategies
utilised to enhance efficiency and to contribute to cost management of an
area of high cost and utilisation. In addition these studies provided me with
the essential data fields required to assess and integrate in the operating
theatre documentation in order to measure the confounding factors that
contribute to quantify efficiency.
2.2. Operating Theatre Business management elements:
Many studies elaborated on operating theatre management however,
most of that literature selected one of the very contributing factors and
elaborated on. When I explored the different articles and tried to plot down,
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from each article, the domain of concentration I realised that many aspects
need to be tackled including leadership provision and development,
operational issues as schedule and related parameters, human resources
requirement,

material

supply,

instruments

availability,

financial

perspectives, data management, documentation and essential records,
information systems, and finally satisfaction of surgeons and other staff. As
I clustered these domains I finally came to the conclusion that I will be able
to target the operating theatre business management by specifying certain
domains. The operating theatre business management will be reviewed in
relation to the four domains; scheduling and standardising practice, supply
management, patient safety, and documentation and data management.
2.3. Scheduling and standardising practice:
Operating Theatre scheduling is a major contributing factor to
enhance the efficiency of operating theatres. Accurate and real time
scheduling assist in predicting staffing needs, ensuring availability of
required equipment and supplies and thus contribute to a smooth running
operating theatre (Malhorta, 2006). An accurate schedule must list
realistically the starting and ending time of each surgery. In addition,
conflicts of schedules shall be resolved by the operating theatre manager
(Malhorta, 2006). Schedules need to be rearranged according to agreed-on
principles among all surgeons, on condition that guidelines are developed
to define elective versus non-elective cases (Park et al, 2009). Many
surgeons schedule their surgeries as emergency case thus staff might need
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to extend duty hours, other operations might need to be postponed thus
result in corrupting the whole day plan. In addition some surgeons might
accuse that the case was not an emergency. Accordingly literature does not
question or challenge the level of urgency however recommend classifying
surgeries as elective, where patient condition will not be affected as a result
of delaying the surgery for a minimum of forty-eight hours, and nonelective.
Under the concept of creating a realistic operating schedule,
Malhorta (2006) reflected on the importance of having a real time based
schedule which is essential to predict human and resource needs. The real
time schedule requires accurately specifying the starting and ending time of
surgeries with as much as possible accurate surgery duration. This real time
requires timely updating as the day goes on. In addition, literature reflected
the importance of defining the start time of each surgery and the impact of
providing a precise duration to avoid confusion, allow proper allocation
and distribution of surgeries and standardise data collection (Dexter et al,
2005). Moreover, the importance of developing policies to streamline
scheduling procedures was highly stressed. The procedure requires setting
certain guidelines of what cases are to be scheduled as first day case, what
is an elective case versus non elective. Dexter et al. (2004) listed four
important steps to assist in scheduling urgent cases and the related process
to follow. Of these steps he included patient medical condition, evaluating
patient waiting time, impact on OT efficiency and patient safety. Within
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these definitions it is essential to secure the surgeons agreement and
commitment to abide by these guidelines and accordingly to abide by the
scheduling process. This will reflect caring for all the surgeons similarly
(Dexter et al, 2002). This is important from the surgeons’ perspective, their
surgery is the ultimate goal and the most important to perform (Calms et al,
1992). An approach to decrease the first case delay along with an accurate
recording and booking time with no “to-follow” schedule (Malhorta, 2006)
should be put in place. It was categorically rejected, as per literature, to
have a “To Follow” designation of surgery (Malhorta, 2006; Macario,
2010). Managing all these factors besides decreasing staff scheduling
variation and ensuring adequate housekeeping services contributed in many
studies to decrease the prolonged operating theatre turn-over time
(McIntosh et al, 2006).
The turn over time describes the time delay between the first and the
second surgery and measured by calculating the time the first case leaves
an operating theatre on that day schedule to the time the second patient
enters that same theatre and the impact of this delay on the suspension of
all consecutive surgeries which will result in stretching the schedule time
and extending the operating theatre working hours. Macario (2010) scored
the value of turn over time in his study so that it reflects poor performance
if it is more than forty minutes and for good performance it shall be less
than twenty five minutes. In addition Macario (2010) & Shafer (2006)
discussed elaborately the impact of cost reduction as a result of reducing
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the turn-over time. Yet, Macario (2010) defined the prolonged turn over
time to be more than sixty minutes and this shall not be counted within the
regular turn over time. Exploring the block time impact on operating
theatre utilisation was studied through many case scenarios to provide
actual examples and evidences that utilisation of operating theatre should
not be used to plan additional block time (Wachtel et al, 2008). In addition
he introduced the concepts of tactical versus operational and strategic
planning in allocating OT times. Wachtel et al. (2008) elaborated on
allocating OT time based on operational plans that is staffing hours rather
on tactical plans and he emphasised that strategic decisions requires years
of planning before implementation. In this context he provided examples
on each type of planning. He concluded that tactical planning to increase
the total block time will increase OT capacity however might alter the
clinical care provided while operational planning doesn’t affect the
numbers or types of surgeries performed and these can be change or
revised as needed. As we have explored, different studies considered many
parameters, and the important is that these parameters are analysed to allow
identifying a scientific mean to measure the improvement of operating
theatre efficiency.
In many studies it was significantly stressed that looking into few
parameters alone is not enough and might trap and mask the analysis and
consequently mislead the manager and lead to lose the expected outcomes
(Dexter et al, 2002). From the perspective of evaluating operating theatre
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efficiency it is very important to study other human resource factors and
not to solely evaluate operating hours and schedule parameters.
Considering the allocated operating theatre time versus the allocated
workload hours is not enough and we need to understand that studying
these alone will provide insufficient information and will not guide us to a
good decision (McIntosh et al, 2006).
Macario (2010) described and listed a scoring system for measuring
OT efficiency that consisted of eight objective criterions and elaborated
that the eight criterions shall be studied and correlated together since they
are related to each other in spite of having some more important than
others. Calms & Shusterich (1992) described the operating theatre
management and highlighted the need for a very strong coordination
between human and material resources; in addition to the fact that the
performance of the operating theatre is measured differently from different
perspectives. Nurses understand efficiency as the competency in the
clinical skills and the care they provide to patients with maximum safety
measures taken; while managers focusing on disposable supply cost and
percentage compliance with policies, availability of instruments and others
(Macario, 2010). Thus it is important to look into operating theatre
performance from the different perspectives.
Many studies highlighted importance of the leadership abilities of
the operating theatre manager and the ability to resolve the interpersonal
conflicts within the surgical team more over to be able to make quick and
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effective decisions on the last minute changes required in the day of
schedule (Plaster, 2003). Besides, others stressed the importance of having
an operating theatre manager with defined scope of activities, ample
authority, interested in leading and have good managerial skills. Many
studies recommend that the operating theatre manager should be an
executive senior level that has adequate knowledge with operating theatre
setting, experienced in administration and business management. It was
reported that in seventy-one per cent of the respondents to the survey
conducted by the American Association of Clinical Directors (AACD)
operating theatre managers were anaesthetists (O’Neil et al, 2007). From a
nursing perspective, the head nurse plays a very important and essential
role in vitalising the environment, resolving or escalating the problems and
able to act as a flexible coordinator. It was clearly emphasised that the head
Nurse’s managerial skills should be developed during the process and
coaching done to lead into the expected role so as to ensure involvement
and commitment (Calms et al, 1992).
Many studies evaluated the role of the head nurse and examined the
communication patterns with staff, surgeons, and other health care workers,
in addition, to other care areas. The head nurse is considered an important
catalyst that plans, organises, and oversees staff to provide adequate patient
care in addition provides leadership in clinical problem solving (Macario,
2010). The head nurse is the one to ensure that records are in adherence to
standards, maintains clinical skill and knowledge necessary to set standards
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and work in clinical areas of nursing specialties. The head nurse is
responsible to ensure implementation of policies and procedures, and to
keep the schedule board and the sequence of operations in order. The
important role of the head nurse was described in relation to any
information system planned to be implemented since the head nurse will be
the one to maintain the data as accurate as possible (Stanton, 2010).
Plaster et al. (2003) listed an analysis of the components disrupting
the coordination, the root causes of the disruption and the methods of
coping

with

the

limitations

or

disruptions

contributing

to

the

communication process. Other studies identified the importance of
adequate information flow among all stakeholders and proper coordination
of information in a timely manner (Stanton, 2010; Gibbs et al, 2005). The
importance of this is related to the complexity of operations and the
dynamic environment of operating theatres. Plasters et al. (2003)
summarised the essential components influencing OT management as
being theatre availability, patient condition, and equipments availability
moreover emphasised the importance of being able to manage last hour
changed and day of surgery modifications (Malhorta, 2006). The studies
accentuated the importance of educating the team to ensure success of
change and emphasised on establishing a continuous education program
that will provide the staff with amplified sense of security regarding their
practice. In addition there should be proper identification of adequate staff
numbers required and stressed the importance of setting suitable
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recruitment strategies as an essential component in managing OT knowing
that labour cost far exceeds supply cost in health care system (Epstein et al,
2009).
2.4. Supply management:
Although inventory turnover is one of the most important factors to
study, very minimal amplifications were found to elaborate on supply
management from a business perspective (Park et al, 2009; O’Neil et al,
2007). Inventory management is so crucial. The supply turnover is
overestimated especially when expense is greater than the actual utilisation
as a result of having many items expired and wasted (Park et al, 2009). One
aspect to reduce this waste is collecting accurate information on inventory
utilisation so as to prevent duplication of supplies at many locations and to
ensure adequate and efficient utilisation of these supplies within the expiry
time (McIntosh et al, 2006). Park and Dickerson (2009) described the
supplies budget as fifty six per cent of the peri-operative service expenses
in one of the locations studied. They described the lack of coordination in
operating theatre between what is used to what is kept on hand and
favoured the automation of inventory expressed the effect and the volume
of the supply expense and the impact on the expense budget of operating
theatre while Malhorta (2006) stressed the importance of decreasing
inventory, standardising equipments, and reducing wastage of supplies. In
addition describing the differences in processes of flow of supplies others
explored the use of a hybrid system where the request of instruments is
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picked by the CSSD and accordingly delivered to OT through a ready to
use case-cart and consecutively ensuring delivery of instruments on time,
decreasing the cost of stocking and restocking, and reducing the need for
frequent supply request.
Plasters et al. (2003) elaborated on predicting the required
equipments and supplies based on historical data or through contacting the
surgeon and linked this to the important role of the head nurse and
anaesthetist. Yet most studies agreed and stressed on reducing the
inventory turn-over which is approximated as the ratio of total cost of
supply and the cost of the average inventory on hand in addition to reduce
the supply cost less than the actual utilisation by preventing accumulation
and wastage and reducing inventory on hand. In addition, many studies
recommended standardising brands and anaesthesia items in an attempt to
reduce peri-operative material cost (Epstein et al, 2009). In addition,
having surgeons aligned to eliminate unnecessary variation in clinical
practice and reduce the number of types of items used for the same clinical
indication. Over and above these recommended that no more than twenty
per cent of the inventory be located in the operating and sub-sterile theatres
with the rest being stored in the main store area. Epstein and Dexter (2009),
and in many studies, elaborated on the importance of introducing
technology as a mean to link supply dispensing to surgical schedule. These
studies expanded on the considerable savings achieved through automation
(Park et al, 2009). However other studies did not confirm the need for
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sophisticated electronic systems in spite reassured that the use of an
operating theatre patient scheduling information system if communicated
with the Hospital Material Management Information System will be more
than enough to ensure adequate supply management (Voigt, 2000).
Accordingly, automation will help in assisting and providing support but
more essential is to have strategic planning, structured initiatives, and
process modification in place. Reducing the supply quantities stocked in
the operating theatre is an essential step to decrease the opportunity costs
where the money spent for stocking non-moving items can be invested in
other short term profit generating projects. Others stated that few OT
managers while focusing on negotiating less expensive purchase prices will
achieve more cost effective and cost reductions better than linking to a
sophisticated information system (Epstein et al, 2009).
In general studies stressed on involving and engaging the operating
theatre managers and staff who actually use the material in making
decisions regarding the required quantities. The Lean principles of visual
management were described as a frame work for supply management and
the elimination of the eight wastes as to help in achieving savings in cost
and improving workflow which is essential for operating theatre supply
management. Those were listed and elaborated from the context of
operating theatre functions. The five S’s of visual management were
described to include: sorting, setting in order , shining, standardising, and
finally sustaining while the eight wastes were listed as unnecessary
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inventory, overproduction, processing step, transporting of products,
inappropriate processing, excess motion, defects, and underutilised
personnel (Macario, 2010).
2.5. Patient Safety:
Dexter et al. (2002) highlighted safety to be the building block for
operating theatre efficiency. Studies elaborated on patient safety in relation
to many aspects and highlighted the international awareness in this
direction through developing patient safety goals and operating theatre
standards that are compulsory for any health care institution to guard and
implement (JCIA, 4th ed.). Within that direction, the quality indicators can
be selected to measure safe practice and quality of care provided inside the
operating theatre (Watson, 2006). Many international bodies considered
patient safety a major concern in today’s health care industry and shall take
the first priority thus they recommended changes to the work environment
(Gibbs et al, 2005). Each member of the operating team has a role and a
responsibility however all shall pool into a common goal which is to
provide safe, efficient and effective functionality. Staff and surgeons’
satisfaction studies are described to be good tools to assess the operating
theatre work environment. These surveys help securing the staff
perspectives and provide good feedback and provide theatre for
improvement. These issues are identified by end users or front liners. The
Lean principles, on the other hand, highlighted safety so as to prevent
epidemiological risks through the shine component. Few examples of these
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issues that might relate to patient safety that was repeatedly discussed in
literature are retaining foreign bodies (Butler et al, 2003). This problem is
related to the lack of adequate communication among the team members,
inconsistency in practice, and absence of standardised processes (Christian,
2006). Some studies emphasised the lack of communication between OT
and other departments as laboratory and radiology will result in delaying
operative procedures, prolonging anaesthesia times and accordingly
increasing the risk for the patients (Macario, 2010). Others highlighted the
importance of conducting “Time out” as an opportunity for everyone in the
team to exchange and confirm information and to ensure performing the
right surgery on the right patient at the right site (Macario, 2010). Different
studies targeting patient safety correlated the importance of safety practices
to the increased numbers of incidents and high morbidity cases reported as
a result of surgical malpractices.
2.6. Documentation and data management:
Many studies emphasised that operating theatre management shall be
data driven because of the complexity of the processes inside the operating
theatre. Data should be accurate, relevant, timely, and reflective. Inaccurate
data is misleading and can result in masking many major problems that will
reflect on efficiency, safety, satisfaction and operations (Malhorta, 2006).
The indicators selected to measure the operating theatre efficiency shall be
data based that reflect the current actual practice and at the same time, can
be used in benchmarking and quality improvement processes. It was highly
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emphasised that data shall be reported on timely manner so as to allow
anticipation of problems and provide enough time to improve status.
Accordingly it is important to find the tools appropriate to capture this data
and the systems to track it in an easy way. Information system plays a big
role in enabling report generation however accurate specification of all
functions and fields shall be specified before investing in information
systems. Most studies recommended many parameters to be tracked
include: on time start, turnover, actual case time versus scheduled,
cancellation rate and reason, elective cases, theatre utilisation, staff
utilisation, and staff overtime.
2.7. Summary:
Effective management of operating theatres requires essential
establishment of processes, structuring policies, developing teams, setting
monitoring grids and enhancing effective communication. All should be
cost effective to maximise profit and to ensure patient safety. Thus
operating theatre management requires coordination of human and material
resources with input of multi-disciplinary stakeholders with good
intentions, collaboration and commitment. In addition to all mentioned it is
essential for the success of any change is following a structured model that
guide implementation. The operating theatre field is a complicated one
since many factors contribute to its efficiency, however efforts can always
lead to improvement which might vary from one setting to another based
on selected objectives and outcomes to achieve. Many statistical formulas
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are available to assist in developing mechanisms to measure this efficiency,
however to succeed it is essential to develop guidelines, set policies and
formulate procedures and to ensure following these. Since operating
theatres account for major part in the budget of any health care institution,
it is worth investing in that area to ensure efficiency and cost management.
Operating theatre business management is an adventure that one cannot
live unless he steps into that forest with all its risks, benefits, pleasures and
pains.
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3. Chapter 3: The Methods
3.1. Introduction:
To cope with demanding healthcare setting it is essential that leaders,
managers and organisations in generally revise the way they do their
business, restructure processes and implement several reengineering
efforts. Implementing change in any institution has its particularity that
need to be carefully studied to ensure successful transformation into the
desired status. Securing administrative support and reflecting the need for
change was an initial step to start my project. I presented the findings and
identified the urge to address these problems through setting a
comprehensive plan in an attempt to resolve the current problems and to
structure a system where long term goals are identified and can be
achieved. This approach was clearly described in Kotter’s articles: “Why
transformation efforts fail” (Kotter, 1995) and “Eight steps to
transformational change” (Kotter, 1995).
3.2. Change Process:
I secured the administrative support and was given the authority to
implement the required changes. Being an anaesthesia doctor willing to
venture in this project and as a member of the higher council committee, I
was assigned as an Operating Theatre Manager to oversee all transactions
and to conduct changes required. I shared my thoughts with the Director of
Nursing (DON) who reinforced my findings with her preliminary
observations. Accordingly we decided to conduct an initial assessment to
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quantify the problem. I established an office inside the theatre and the DON
rounded daily in OT. Being physically present in the theatre was very
important. It reflected dedicating my time, available to attend to concerns,
and gave me the chance to know the people, explore the way they function
and spot the details of processes going on and inspect the facility. This
gave me the chance to communicate with doctors between operations
without the need for official meetings. It was essential to identify the key
people who provide information and are willing to implement the changes.
For me it was clear that to be able to instill an effective change, I need to
spend time with the people, to lead and fuel them with the energy required
to keep going and to settle down the frustrations that usually develop in any
change process (Greenall, 2004).
3.3. Change Model:
The HSE model for implementing change was followed and explained
what to do, how to do it and where would you start from. The change was
introduced through clearly identified four phases: initiation, planning,
implementation, and mainstreaming. Each phase was designed with the
essential changes and steps to include and initiatives to be implemented in
each phase were sketched in a skeletal diagram allowing modification and
integration with the required logistics at a later time (HSE, 2009)
3.3.1. Initiation Phase:
The change started with sequential brainstorming meetings
with the DON where a status report was prepared reflecting the
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current condition. These findings were documented with highlights
of preliminary recommendations and strategies to resolve the
problem and presented to the higher council committee in the
presence of the Medical Director. (Appendix 2).
Secondly a core team to address the different aspects was
formed from the departments involved and will contribute to the
changes in addition to committed staff willing to join. The task team
composed of the director of nursing, store manager, central sterile
supply in-charge, purchasing manager, medical record manager,
infection control representative, IT manager, quality and safety
program member, the head nurse of operating theatre, nursing
supervisor, head of anaesthesia, and a chief surgeon. I chaired this
team and meetings were kept open as needed.
After brainstorming the team got informed of the current
situation and established a common understanding of the current
theatre status versus the one we all aim at. The team shared their
concerns and identified their roles and explored the previous
processes and practices. The team was updated regarding financial
constraints, human resource issues, and available monitoring
mechanisms. The team decided to assess their areas for two weeks
utilising well-structured tools and clearly defined criteria after which
each will present his findings. Findings were analysed critically and
objectively, integrating a team spirit approach and ensuring
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involvement of all stakeholders to guarantee contribution and
commitment (Kotter, 1998). The process covered human and
material resources in addition to mapping the workflow processes
and identifying communication flow to support a friendly
environment. Patient safety was the corner stone for all decisions and
changes recommended.
On the other hand, I held informal meetings with each team
member to discuss elaborately the issues specific to his domain,
critiquing the practices and raising questions that require further
clarification. To explore and learn from other’s experiences, I
circulated articles that shed light on operating theatre management.
These were shared and each presented samples related to previous
hospital experiences. One example was the documentation and
scheduling process by the DON (Appendix 3).
The task team met after two weeks and each presented his
findings and identified the gaps, variations from standards, unusual
practices, and required policies. A SWOT analysis grid (Appendix 4)
specified our strengths as having administrative support, financial
support, the investment in establishing an information system with
operating theatre scheduling module and online store requisition
linked to hospital material management system, the commitment of
people and the shared vision for the urge of change .
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On the other hand, our weaknesses were listed as; the lack of
available monitoring mechanisms and historical data, the human
resource shortage and the difficulty of recruitment within
governmental regulations, the geographical design of the theatre. the
poor documentation in OT where accreditation standards and safety
parameters are not integrated (Appendix 5), the time required to
observe the effectiveness of change, the restrictions in having a
quick link to supply companies, the limited number of surgical sets,
and the lengthy sterilisation process deemed by the type of sterilisers
available.
Our opportunities were explored and reflected good chances
in being the only private hospital in the country licensed to perform
open heart surgeries, having a good reputation, a large number of
surgeries projected for 2011, the willingness of the administration to
recruit competent professionals, and finally the commitment of all
stakeholders to support the project.
However our threats can be summarised by the competition
in the market, the technological advancements of other hospitals, and
the financial impact on the customers if quality is to be priced.
Expanding from the SWOT analysis and based on the departmental
observations the process boosted the project and urged each member
to recognise the gaps in his area; indirectly involved the members in
a self-assessment and critique that resulted in self-awareness and

30

prepared them to be ready to invest in and be involved in the change
(Baulcomb, 2003). The team categorised all findings and identified
four domains that need to be managed as follows: (a) scheduling
processes and standardising practices, (b) supply and instrument
management, (c) patient safety, and (d) documentation and data
management.
3.3.2. Planning Phase:
The task team members were given two additional weeks to
go back to their departments, share their ideas and come back with
initiatives and thoughts that will address the four areas identified
earlier. A general meeting was held, each team member presented
the goals aimed to achieve and the initiatives recommended. All
ideas were documented then filtered and grouped so as not to
conflict or overlap with others’ activities. Resources and financial
implications were spelled out. During this phase it was observed that
close coordination is needed between different departments.
The task team members met finally for a planning meeting
where under each of the four domains identified previously a grid
was delineated specifying the owner or responsible member to
follow up and to report achievements in addition to coordination
among the involved people contributing to the required processes.
Each owner was given the freedom to form his own sub team to
implement the required processes. The essential activities were
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plotted, phases for implementation and time lines were specified,
feedback and reporting mechanisms identified.
As a summary of the planning grid the following was agreed
on: I as an operating theatre manager was assigned as the owner of
the scheduling processes and standardising practice since I have the
ability to assess medication use, cost of requested supplies, financial
implications associated with the use of high cost versus low cost
good quality items. In addition I will be responsible to communicate
the required modifications of the scheduling process to the surgeons
since I am a doctor and will be better perceived by the surgeons.
The supply and instrument management was assigned to the
director of nursing where practices require coordination between
CSSD and operating theatre. In addition supply management will
include control over supply utilisation, accurate recording and
integration of essential items within the surgeon’s preference cards.
The nursing quality coordinator handled the patient safety issues and
the medical record manager was assigned as the owner for
documentation and data management so that all fields required
assessing efficiency can be integrated and accordingly reports can be
generated. All these steps enabled us to move into the
implementation phase and to keep the project alive; meetings were
scheduled every week to provide feedback on progress and report
any obstacles pertaining to the assigned activities.
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3.3.3. Implementation Phase:
Each owner, structured his initiatives, created his own subteam, and set his time lines. Under scheduling and standardising
practice; I designed new schedule process (Appendix 6). The
essential fields were integrated in a new form and include: The
scheduled time of operation, estimated duration, actual time surgery
started and ended, time patient arrived to recovery room, names of
surgeons,

assistants,

anaesthetists,

nurses,

and

anaesthesia

technicians, in addition to patient demographics, time patient called
from unit, and operating theatre number. Remarks for reason of
cancellation, postponing or delay were documented through codes .A
staff was assigned to the OT desk as a scheduler to ensure
implementation. A policy delineated the steps to follow and the
information to include in schedules.
In standardising practice, a meeting was held with
anaesthetists and surgeons to streamline the drugs used and process
of requesting instruments. This allowed having a standard practice
among all and enhanced adequate utilisation, cost containment,
better anticipation of requirements. Store and purchasing department
were instructed to secure the signature of the OT manager on any
request.
The DON enhancing the supply and instrument management
met with the CSSD in-charge and a performance improvement plan
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was set. An inventory and a master list of instruments were devised.
In addition a check list for the content of each surgical set was listed.
This list entailed having the signature of who packed the set in
CSSD, and who checked in the theatre. The OT and CSSD staffs
were heavily involved in this process; they listed the surgical
instruments used in each surgery. Purchasing additional sets was
justified based on the frequency and load of these surgeries. Some
additional major sets were requested.
Over and above plasma steriliser was requested. This will
allow the CSSD to respond to the increased need for sets. The
increased workload was managed through modifying the schedule of
CSSD department where night shift was initiated to manage late
evening and night surgical sets and made ready for early morning
surgeries.
The store area underwent a massive campaign of restocking
items, segregating supplies according to specialty, organising
according to expiry date. Extra, non-moving, and expired items were
returned to the main store. In addition anaesthesia and scrub nurse’s
cupboards were screened and an inventory conducted. Check lists
were devised one to specify the utilisation in every operation by
scrub nurse, one for anaesthesia items and one for recording the
replacement done in operating theatres. (Appendix 7). Staffs were
instructed how to fill these sheets and data was collected weekly to
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estimate supply utilisation, establish a control mechanism, and
develop a baseline for supply replenishment. A staff was assigned to
replenish supply items during the night shift based on a standard
stock and to document per theatre. The replenishment stock was
correlated with the utilisation check lists.
A storekeeper was assigned to handle the supply flow,
request supplies, monitor check lists and identify the zero stock (the
minimum volume that shall be available). This storekeeper was
exposed to the need of ensuring available supplies, no expired items,
and circulation based on shelf life, and locking area to prevent
unmonitored access. The storekeeper was provided with a computer
to enter the data and a telephone line to allow easy communication
with purchasing and main store. Close monitoring, and frequent
meetings were held with the storekeeper to ensure proper
management and accurate implementation. The storekeeper was
assigned to ensure that check lists are accurately filled. Finally the
check lists allowed generating the zero balance. To establish the zero
balance it was essential to specify the lean period required which
describe the time needed for a requested supply to reach to OT store.
A meeting was held with the purchasing and the main store
managers to specify the frequency and dates of requesting supplies.
After this, the zero balance and guidelines of when and how to
request supplies was set.
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All operating theatre staffs were informed to communicate
their supply requirements to the storekeeper except in unanticipated
need. This mandated that supply requirements are specified ahead of
time and communicated to the storekeeper after checking the OT
schedule. The process demanded re-evaluating the preference cards
(Appendix 8) in attempt to introduce the case cart management. A
database for preference cards was initiated, meetings were held with
surgeons to identify their needs, patient preferences as positioning,
and additional supplies or instruments. The preference card process
entailed a lot of effort to meet all surgeons and to cover all
operations.
The quality coordinator tackled the patient safety issues in
coordination with the bio-medical engineering, the infection control,
the medical record department and the hospital safety officer.
Changes were implemented where terminal cleaning schedule was
revised to ensure adequate cleaning of all areas. A request to change
dressing room and open cupboards inside OT was initiated. All extra
items were removed to enhance infection control measures, sessions
on infection control were conducted to the OT housekeepers and a
special supervisor was assigned to the unit. The infection control
nurse structured a routine schedule for rounding in OT guided by an
environmental check list. Findings were communicated to staff and
changes were made promptly. Other safety issues involved
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coordinating radiology services, specimens transport and others.
Point of Care testing was initiated for arterial blood gas and glucose
monitoring. A plasma thawing equipment was recommended to
replace the manual process. Cleaning procedures of equipments were
revised and staff instructed to the frequency and methods to follow.
Environmental testing was planned to ensure safety.
Environmental check lists involved the staff in monitoring
compliance and reporting any deviation (Appendix 9).The quality
coordinator attended surgeries to inspect safety practice, as using the
white board to record extra items, time, double counting of
instruments, etc.
The medical record manager handled documentation and data
management, and revised the nursing forms, integrated essential
fields on safety and the fields required as per standard requirements.
A nursing record form was piloted and nurses’ recommendations
were integrated, the nursing educators were involved ensuring that
guidelines on how to fill the form are communicated to nurses
(Appendix 10). On the other hand the peri-operative record was
revised to provide a comprehensive document (Appendix 11).
The medical record manager coordinated with IT department
so that data fields required for statistical data to support decision
making are integrated in the new hospital information system. The
essential fields required by all domain owners were explored and all
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shared in setting their needs to be integrated in the databases created
by the medical record manager.
3.3.4. Mainstreaming phase:
To ensure progress and guarantee that the plan is in action as
agreed upon, weekly meetings were held and status reports were
submitted by all owners identifying implemented initiatives, proper
coordination among team members, and coherence of activities. In
addition the task team members were supported by open discussions
to allow them to express their stressors, identify the faced problems,
and share in findings means and ways to handle them. In addition,
the task team members provided feedback regarding the input of
their sub-teams and the concerns of staff reported during the change
implementation.
3.4. Summary:
Managing operating theatres require intensive serious efforts and
timely follow up on project time lines, compliance with processes and
continuous evaluation of achievements versus the set objectives. The
specified outcomes shall be targeted by all means and this required
designating adequate time during initiation phase so as to ease all partners
set clear goals and establishing a common vision.
Accurate logical and achievable designs were structured during the
planning so as every step and stage of the project is clear for all partners.
Intensive efforts and daily follow up were required during the
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implementation phase to ensure compliance and to resolve any problem
hindering implementation. Finally close monitoring on daily basis, weekly
meetings and timely reports were generated in addition to assessment and
reassessment to mainstream all the efforts.
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4. Chapter 4: Evaluation

4.1. Introduction:
Essential to the success of every process is the proper follow up,
accurate analysis of findings and implementing modifications based on the
outcomes observed. Weekly meetings were held to assess the progress,
compliance with requirements, and report problems faced. Brainstorming
and recommendations were

generated among the members and

modifications in processes were shared among all to ensure that all are
aware of the changes. The evaluation process tackled four domains and the
domain owners were responsible to submit weekly status reports.
4.2. Evaluation Tools and mechanisms:
a) Scheduling and standardising practice:
The scheduling and standardising practice was evaluated through daily
inspection of the operating theatre schedule to ensure follow up and
compliance with requirements. Four indicators are specified in this domain.
The first indicator is the allocated operating theatre time measured from
the time the patient enters to the time the patient leaves the operating
theatre (McIntosh et al, 2006); this will allow analysing the productivity of
a service. To do that two specified fields should be filled; time operation
starts and ends.
The second indicator is the wastage time and reflected by the “Turnover
time” calculated from the time the first case leaves an operating theatre to
the time the second patient enters that same theatre (McIntosh et al, 2006).
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Percentage turnover time was calculated to compare across surgeries. In
this area the prolonged turnover time was not counted with the turn over
time. The “prolonged Turnover time” was defined as the time lapse
between the first and second case where the first case was cancelled
however the second case was not performed due to unavailability of the
doctor or non readiness of the patient (Dexter et al, 2011)
The third indicator is the “OT workload” calculated as the total hours of
all cases including the turnover time in that work day (McIntosh et al,
2006). The total time of surgeries was calculated by hours and divided by
the total hours allocated for the block surgery time and percentage
utilisation is measured by dividing the actual worked hours by the total
block time hours multiplied by hundred . This measured the operating
theatre utilisation time and accordingly under or over utilisation. Over
utilisation is defined as the positive difference between OT workload and
allocated OT time (Dexter et al, 2003). Underutilisation of OT time is
calculated by subtracting the OT workload from the allocated OT time
where a negative or a Zero value is observed, this mean that the allocated
time is equal to the OT workload. Variations were discussed on individual
basis. For example many cases were scheduled as “To Follow”; this have a
negative effect on the flow of surgeries and resulted in a delay in moving
the patient from the unit to the operating theatre. In addition it is confusing
for when to schedule other operations. The surgeons were notified that
specific time shall be allocated to ease the planning of other surgeries.
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The fourth indicator is the cancelled cases, these were studied and
causes categorized and recommendations to solve the problems were
discussed (Malhorta, 2006), A policy was structured specifying that every
patient shall be scheduled with an invoice issued and sent to the operating
theatre in addition every patient will pay a deposit of money when
scheduling his surgery. The policy specified that if requirements were not
met the scheduling will not be confirmed. In addition to ensure that patients
are ready and aware of their scheduled operation; the front desk staff will
call patients and remind them of operating time. Monthly screening was
done for the schedule data to identify gaps and non-compliance.
A meeting was held with surgeons to discuss the issue of blocking
operating theatres and the scheduling preferences of surgeons to identify
selected days and to prevent overlapping and to ensure availability of
theatre, staff, and equipments. For example two of the spine surgeons were
performing their surgeries on the same day overloading the area, having
problems of requiring similar surgical sets, and demanding the same
specialised staff to scrub with them, the solution was allocating different
days for their surgeries which allowed better workflow, availability of
instruments and staff. It was agreed with surgeons that in house doctors
will schedule their patients during the day hours so as to allow availability
of theatres to part-timers who usually operate during evening shifts.
On the other hand and after reviewing the monthly schedule data it was
observed that visiting doctors are overloading and interrupting the schedule
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flow. The visiting doctor comes for few days during which he schedules all
his appointments. These visiting doctors are used to inform the area just
before their visit and accordingly the head nurse had to squeeze operations,
ask staff for extended overtime hours. In view of that, a memo was
circulated specifying the need to inform the hospital of their visit one
month before the date of visit.
I, as an OT manager, validated and justified all requests regarding
anaesthetic medications, instruments and supplies. The criteria followed
were the volume and specification of related surgeries. In addition I was
assessing prices versus quality and recommending different brands of
medications that will meet requirement to satisfy the anaesthetists’ needs
and ensure cost effectiveness.
b) Supply management:
Evaluating the supply and instruments process entailed reviewing daily
the checklists filled by the scrub and anaesthesia nurses. The replenishment
checklists were entered in a database and reviewed monthly. Three
indicators were selected in this domain.
The first indicator is the congruence between replenishment and
utilisation. The indicator was calculated by monitoring utilisation quantities
for every surgery versus daily replenishment in every operating theatre.
Variations were observed in check lists. This alerted that checklists were
inaccurate and nurses were not recording and felt it is a burden. A unit
meeting was held where the importance of the process was elaborated and
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the observed gaps were presented. The store keeper was held responsible to
follow each and every staff and to secure a timely, adequately filled
checklist. The checklists were revised to make the process easier.
The second indicator was adherence to zero balance in the operating
theatre sub-store. Reviewing the monthly data of replenishment and
comparing with the zero balance identified earlier some variations were
noted and accordingly were adjusted. The frequency of ordering items was
adjusted to twice per week to provide time for requesting, issuing and
stocking. To determine the minimum mean daily demand during the lead
time (Epstein et al, 2000) we multiplied the mean daily demand by the lead
time (time required from minute of order till minute of receiving).
The third indicator was the number of missing supplies not received
from the store. The efforts of adjusting the zero balance, monitor the
frequency of surgeries, supplies needed and forecasted helped a lot. Staff
were relieved and satisfied in having supplies readily available without the
need to utilise their time in requesting and receiving supplies.
c) Patient safety:
Three indicators were monitored under safety. The first is safety of
environment which is percentage compliance with environmental check
lists. The infection control nurse developed the check lists and planned
auditing time based on schedule. This area reflected improvement however
deficiencies were communicated and modified promptly. The number of
housekeeping personnel was increased to ensure adequate cleaning
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The second indicator is frequency of performing the time–out. The
circulating nurse documented the procedure and reported compliance. The
third indicator is compliance with instrument count. The process was
difficult since it required dedicating time before and after surgery to count
and record every single instrument on a special sheet. Records were
designed and structured to simplify the process. All quality items were
communicated to the medical record manager and integrated in the nursing
record. The indicator is monitored by compliance in filling the nursing
record.
d) Data management and documentation:
The first indicator is compliance with new forms designed. The
medical record manager finalised the “operating room nursing record”,
staff piloted and integrated their feedback. The “peri-operative form” was
finalised and piloted at all levels.
The second indicator is to measure cancelled and postponed cases,
turn overtime, total number of operations, staff overtime, working hours of
OT, and cost analysis. The data allowed tracking wastage time and related
causes as unavailable staff, theatres, equipments or surgeons. The selected
variables allow calculating the relative cost anticipated through internal
benchmarking. In addition, satisfaction surveys are being structured to
assess surgeons and staff feedback in relation to changes introduced.
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4.3. Outcomes of Change:
The process of enhancing the OT performance was initiated during
the month of October 2010 however the changes were actually
implemented in December; accordingly I could not start collecting data
before the month of January 2011. In addition since data did not exist
before I was not able to benchmark or compare to historic data and this will
be alluded to as needed. The introduced changes reflected an improvement
in most of areas although I believe more time is required so as to collect
one year data which will be statistically sounder to evaluate and judge on
the figures observed. The comparison and analysis will be based on six
month data versus last year relative months.
For scheduling and standardising practice, the first indicator
reflected improvement where fewer incidents of blocking operating theatre
were reported. This cannot be benchmark but monitored as of December,
2010. Monitoring the schedule format; the surgery starting and ending time
were recorded accurately. The “Turn over time” has no historical data
accordingly figures of December, 2010 and on reflected improvement
across the months. The data is presented as the mean of monthly count
(Figure 1). Our target is to achieve twenty to twenty five minutes as an
average “Turn over time”.
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Figure 1: Mean 'Turn-Over Time' in Operating Theater for 6 months
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The indicator of cancelled cases reflected increase in number of
cancellation across the five months in 2011 relative to 2010, (Figure 2).
Historical data existed however did not specify the reason for cancellation
and excluded non-admitted patients accordingly was not used (Table 1)

Figure 2: Comparison of cancelled cases in 2010 & 2011
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Table 1: Number of Cancelled operations over five month period
Months

Jan. 2011

Feb.

March.

April.

May.

Details

Total

%

Total

%

Total

%

Total

%

Total

%

Canceled cases /
procedure

34

6%

35

7.50%

60

9.37%

101

17.50%

77

14.31%

Patient Refused/No
Show

31

5.7

33

7.09

46

7.18%

93

16.15

65

12.08%

Unavailable Doctor

3

2

0

1

0.17

0

0.00%

Unavailable Room / Set

0

0

1

0

0

Cancellation excluding
patient related causes

3

2

0

1

0

Analysing why the increased numbers we found that old data
excluded the outside cases. Another reason was the seriousness in reporting
and the ability to track the cases and to study the causes of cancellation by
referring to the codes specified in the schedule. Here we were able to relate
the cause to patients who changed their minds and planned not to do the
operation (Table 1). The percentage of cancellation due to patient refusal of
surgery is observed in (Table 2).
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Table 2: Percentage Patient refused surgery of cancelled cases in 5 months

Total Cancelled
cases

Jan

Feb.

March

April

May

34

35

60

101

77

Patient refused/No
show

31

91%

33

94%

46

77%

93

92%

65

90%

Doctor Unavailable

3

9%

2

5.70%

0

0%

1

0.90%

0

0%

Across the five months, patient refuse/no show scored on an average 87%
of all cancelled cases while unavailable doctor represent 4% only.
Accordingly the problem will be tackled through establishing system
processes to ensure that patients show up when scheduled for surgeries. In
addition it was noted that we were able to ensure that cancellations due to
unavailable doctors, theatres, or equipments are kept at minimal or nil.
Another indicator studied “OT workload”. The average operating
theatre time is four hours daily, the average occupancy for the five
operating theatres is twenty hours. The theatre operates as per the figure 3
where the number of operating theatres and the operating hours are
specified. Accordingly the operating block surgery time is the total
operating theatre allocated time which is seventy two hours. Therefore the
percentage of OT occupancy is 27.7% = [(20 hrs÷72) X100]
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Figure 3: Operating Theater Operating Time per room
Room 1

Room2

Room 3

Room4

Room5

Operating time

7 am to 3 pm

7 am to3 pm

7 am to 3 pm

7 am to 3 pm

7 am to 3 pm

Operating time

3pm to 11 pm

3pm to11 pm

Operating time

11pm to 7 am

11pm to7 am

closed

Total
operating time

24 hours

24 hours

8 hours

Closed

8 hours

8 hours

The target is to achieve 83% occupancy at two phases. Phase one
will increase 20 hours to the block time within 6 months so that occupancy
will be 55% and phase two increases additional 20 hours so that the
occupancy is 83% in one year (Table 3)

Table 3: Projected increase in OT occupancy time

Phase

Increased hours

T. working hrs.

I

20 (5 rooms)

55

(40/71)X100

55%

II

20

60

(60/71)X100

83%
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% occupancy

In addition to this, it is worth mentioning that many surgeons were
operating their cases as emergencies just to ensure that they will be
allocated sometime in the blocked theatre hours and if we observe the data
(Figure 4) we can clearly identify a decrease in those numbers since with
better scheduling these cases can be fitted within the schedule easily
although high number of surgeries were recorded in the same period
(Figure 5).

Figure 4: Number of Emergency cases operated
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Figure 5: Total No. of operations performed/month
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In relation to supply management; the congruence between
replenishment and utilisation was 90%. Audits are conducted to evaluate
adequate recording of utilisation and congruence of replenishment. 10%
variations are noted with major surgeries during night shifts where less
staff is available to record accurately. This will be resolved whenever the
recruited second store keeper is assigned. Supply management process has
improved a lot where timelines are followed precisely however no previous
records neither timely reporting was documented in order to measure
improvement.
The Zero balance is another indicator, where few items are still
reported as out of market affecting availability of store items .The store
department circulates an alert for any out of stock item to alert them for the
use of alternatives.
Figure 6 describes the improvement in reporting missing supply
items from OT sub-stores based on monitoring the store requests generated
twice per weekly. It is worth mentioning that no expired item is available
for the last six months.
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Figure 6: Missing Items in OT sub store reported during 6 months

25
20
15

20

10

24
13

12

5

7

5

0
Dec.2010

Jan-11

Feb-11

Mar-11

Apr-11

May-11

Under quality indicators it was observed that the practice requires
further re-enforcement to acquire the habit of performing time–out, count
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double
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instruments

and

supplies.

Compliance

with

environmental check lists, first indicator, is monitored across the six month
since no historic data existed. The compliance increased from 63% in
February to 82% in May. Currently theatres are better organised, minimal
equipments left inside the theatres, terminal cleaning is followed as per
schedule and infection control is screened regularly.
In the second indicator; missing instruments, minimal numbers were
reported in the last six months ranging to two with non in last three months.
Where previously a minimum of one instrument was reported as missing or
found in waste weekly. In the safety check lists, time-out was reported by
percentage of cases where time out was not performed Table 4.
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Table 4: Percentage cases with no Time-Out performed/recorded

Month

Dec.

Jan

Feb.

March

April

May

%

2%

2%

1.43%

1.08%

1.03%

1.03%

In data management the indicators were reflected compliance with
the new forms designed. Since the “OT Nursing Record” required time for
designing, proof reading and piloting, the period of implementation was for
two months only during which compliance increased from 32% to 54%.
The “peri-operative record” was introduced since three months and
reflected 76% compliance.
OT efficiency and utilisation of staff hours and adequate distribution
of workload will be allocated under financial aspect. All previous measures
resulted in reducing the overtime hours through modifying the schedules
and controlling OT time allocation. In figure 7, overtime decreased in spite
increase number of operations knowing that no additional staffs were
recruited currently. OT overtime hours could not be traced since it was
pooled for the whole institution accordingly we monitored six months of
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implementation the payroll overtime was benchmarked with similar period
of last year (Figure 8).

Figure 7: Over time hours for 5 months in 2011
OT hours for 5 months in 2011
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Figure 8: Staff overtime on pay roll (KD)
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Financial effectiveness is assessed through pricing the average
operating theatre cost per case and calculating the anticipated savings
utilising a projected number of operations. The calculations utilised the
financial reports generated for 2010 and compared with 2011 (Table 5).

Table 5: Savings in medications in 2011 versus 2010
Total cost of
medicine in KD

Av. Cost / month
KD

Total no. of
cases

Average no. of
cases /month

Cost / case KD

2010

31184

2598.74

5172

431

6.02

2011(4 m)

10193

2548.46

1992

498

5.11

Savings

0.91

The total cost of medications for 2010 is 31,184 Kuwaiti Dinar (KD)
with an average of 2598.74 KD per month. The average number of cases
per month is 431. Accordingly the cost per case is 2598.74÷431 which is
6.02 KD. However the total cost for 2011 (4 month period) is 10,193 KD
with an average per month of 2548.46 KD if the average number of cases
per month is 498 then the cost per case is 5.11 with a saving of 0.91 KD per
case. The projected number of cases is 498×12=5976 surgical case. Thus
the savings are expected to be 0.91×5976 = 5438.16 KD or 17% savings
from 2010 in the medication.
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For the supplies the same exercise was done (Table 6). The total
consumables in the year 2010=515,361 KD. The average cost per month is
42,946 KD. The average number of cases per month is 431 cases then the
cost per case is 99.49 KD. For the year 2011 (4 months) the total number of
cases was 1993 cases with an average number of cases per month of 498
cases. The cost of medical supplies and consumables is 186,489 KD with
an average cost of 46,622 KD per month. The cost per surgical case is
93.57 KD. The saving of consumables and medical supplies is 99.4993.57=5.92 KD. Considering the number of surgeries to be performed in
2011 is 498×12=5976 cases. Then the savings are 5.92×5976=35,377 KD
i.e. 6.86% reduction in expenses from 2010 on consumables.

Table 6: Savings in medical supplies in 2011 versus 2010
Total cost of
Consumables
KD

Av. Cost /
month KD

Total no. of
cases

Average no. of
cases /month

Cost / case KD

2010

5,15,361

42,946

5180

431

99.49

2011(4 m)

1,86,489

46,622

1993

498

93.57

Savings

5.92

4.4. Summary:
The change introduced will transform the way things are done.
However to ensure success one most important aspect is to follow up and
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maintain compliance with new guidelines implemented. Evaluation is not
the final step to achieve, it might take us to the starting point again where
further assessment and planning is needed to modify all methods
implemented and to achieve the targeted outcomes. The only way to do that
is through measurable outcomes that are structured and time lined.
Frequency of evaluation is based on the indicators where some can be
evaluated on daily, weekly, monthly or quarterly basis where others require
annual evaluation. However till the present time outcomes are promising
and acceptable and improvement is clearly observed in different areas and
domains.
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Chapter 5: Discussion and Conclusion
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5. Chapter 5: Discussion and Conclusion
5.1. Introduction:
The chapter will elaborate on the strengths, limitations and obstacles
faced while implementing the change. The strengths of the project is its
urge for change and the financial implications that reflected on the
efficiency of the operating theatre and the cost effectiveness it brought
through the new processes and initiatives implemented. In addition to the
impact and reputation the hospital will achieve through increasing the
number of surgeries through efficient operating theatre utilisation which
will be reflected through the annual benchmark data generated and shared
among all private hospitals in the country. This data is disseminated and
reflect the competition that these hospitals consider as an important
marketing tool.
Accordingly and to maintain the hospital status in the healthcare
sector it is important to reflect the volume of operations relative to others.
The limitations are related to the human resources and recruitment issues
and how these are perceived to affect the project. The supply problems
faced and the related local market issues. In addition, the data collection
timeline needed to lead to an objective assessment of the project success.
The discussion will tackle the redesign factor, the projected future plan that
will enhance the effectiveness of outcomes on the long run and the
recommendations for enhancing and maintaining performance.
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5.2. Strengths and Limitations:
The strengths of the project lie in the financial implications and cost
effectiveness that the new processes will bring to the hospital. The most
important strength is the understanding of what was done and what can be
done and doing that through the commitment of people. This was a very
important managerial style where everyone, at the end, felt being part of
the process and enriched the change with engagement and commitment
which secured the success of changes implemented and willingness to
introduce these changes. As we engaged people they started to be the
source of new ideas, gate keepers and controls on the steps to follow. The
staff engagement and commitment supported the changes and facilitated
the implementation. For example they recommended many changes and
fields to be integrated in the new nurses’ record after they piloted it, and
they were very serious in the process of implementation. Another example
where the staff assigned to the store volunteered to enter all the supplies
into the computer and to develop the database for that without being asked
to do that, in fact it was done on their own time and during duty hours.
The second strength factor was the administrative support and the
clear identification of the urge to change. Dedicating a special manager to
the operating theatre by itself reflected the seriousness of the administration
and the willingness to invest in the project. In addition, it supported the
decisions and facilitated the cross communication among the different
hospital departments. The management supported the project by approving
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increased budgeted lines to hire more specialised staff in different positions
and with different scope of activities that were not previously included in
the organisational structure of the operating theatre examples include the
reception desk clerk, the operating theatre store keepers, the data entry,
designated nursing supervisor and others. The additional point of
administration support is approving all decisions related to surgeons’
practices and approval of new policies formulated to standardise the
practice together with setting the plans to recruit more surgeons and to
approve budget requests for additional instruments and equipments;
example new surgical sets, plasma steriliser, and many others.
On the other hand, the limitations were summarised as follows: First,
the inadequate number of staff available in the area and the need to recruit
senior people with better exposure and with supervisory experience in this
field. This obstacle I was faced with knowing that the regulatory bodies and
the recruiting process is very long and restrictive in nature especially for
healthcare providers. As per governmental regulations every staff that
needs to be recruited shall undergo extensive approval and licensing
procedures that might take few months. Many staff nurses were recruited
but cannot function unless they are licensed to do so and accordingly will
not be able to start working as scrub or circulating nurse for around six
months after recruitment. Similar concerns apply for recruited doctors
where legislations are very restricted and shall follow the governmental
rules. In addition, as per the governmental policies people are recruited and
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can work only as per specific job descriptions set by the government within
predefined categorisation. So many positions do not exist as per the law of
land example operating theatre store keeper, anaesthesia nurses, floor clerk
and others. Accordingly we had to match the job description of few
positions to the best description available in the governmental classification
so as to facilitate approval. Thus recruiting the staff took us a long time
especially when recruiting the operating theatre supervisor, the store keeper
and others.
The second limitation is the difficulty of ensuring the availability of
some supplies on regular basis in the market, thus our stock balances
required intensive efforts to ensure availability without being trapped in
having excess quantities while maintaining our needs. Many supplies
required a long time to be issued extending to eight weeks or more. Also a
geographical modification is required to combine the three store areas into
one large room with an internal door which will be accessible to the store
keeper only. This redesign will guarantee that no staff will be allowed to
enter into the store areas and thus monitor and control the utilisation of
supplies. Also, the unavailability of adequate space to store the different
equipments especially the huge ones as the X-Ray machine, endoscopes,
flash steriliser and others where we are studying the possibilities and
recommendations of the engineering people.
The third limitation is the geographical design of the operating
theatre and the lack of adequate space in some areas and inappropriate
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design of other areas. One of these problematic designs is the recovery
room which has only one access for entry and exit which is through the
main entrance of the operating theatre. We were planning to have one
access and another exit through the non-sterile section. This will entail
blocking the area for some construction works that we cannot implement at
this time during all the changes we are undergoing.
The fourth limitation is the required time lines of the project where
more time is needed so as to be able to collect the required data especially
there were no historical data existed in relation to the four domains
identified and thus we will not be able to benchmark even internally with
any figure except for few figures. Example of possible benchmark data
includes only the number of surgeries performed however this figure is not
reflective since no financial cost was previously generated, number of
cancelled operations, over time hours and few others. Therefore we have to
wait for at least one year to benchmark the financial aspect and to structure
our indicator database. Although we started collecting and analysing data to
assess the effectiveness of the changes however I believe for more sound
judgments I would rather base my decisions on a whole year data to
account for workload variations. The time by which the project was
structured and implementation started does not allow us to figure out where
we stand in relation to operating theatre efficiency and we have to wait at
least for a year in order to the quality indicator data is generated to
compare.
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5.3. Implications of the change for management:
The management perceives the change as an improvement that will
enhance practice, ensure compliance with accreditation standards, attract
more surgeons, expand the hospital competitive edge, maintain the hospital
status as a leading institution and consecutively ensure financial
sustainability. The implications of change for management are to have
initiatives that are outcome driven, to set strategic plans with long term
objectives that are quantifiable and measurable. Accordingly will be
looking in operating theatre time utilisation over and under and how these
figures are translated into cost. In addition, the expenses were a diluting
factor of the profits so accordingly controlling and monitoring these will
reflect also as cost and if we succeeded will contribute in less expenses
thus will not reflect negatively on decreasing the profit margin.
Streamlining the workflow, starting operations on time decreasing
turnovers and other aspects are looked at from the patients’ perspective and
believed, by the administration, to be a very important factor to ensure a
good status and reputation for the hospital that will be driving an increased
number of patients. In addition, the management and within its strategic
plan, shall target quality practice which will bring financial benefit through
measurable outcomes.
5.4. Recommendations for future improvement:
Further education and training of the operating theatre staff is needed
in relation to practices inside the operating theatre. Many training needs
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were identified during the process and will be planned as we carry on with
the project. One of these needs is the importance to have regular medical
grand rounds to tackle essential and recent evidence based practices, new
surgical procedures, new technology and equipments use, management and
leadership skills. Specialty training of staffs is required and further
exposure can be achieved by sponsoring senior staffs, at the decision
making position, to attend related conferences and workshops so as to be
exposed to international practices, accreditation standards, others
experience in the field and to share, net work and bring this knowledge into
their practice. This was actually started where the head nurse of the
operating theatre was sent to attend a conference that was held outside the
country. In addition it is essential to establish a standing operating theatre
committee composed of surgeons, anaesthetists, and staff nurses where
problems are raised for discussion and solutions are generated by the end
users.
Automation is another field that requires investment and it is
recommended that the operating theatre software is integrated into the
hospital

information

management

program

where

scheduling,

communication, and supply management can be much improved and
enhanced through a well-structured program. In this direction the
information technology department was contacted and the issue was
discussed so as to study the fields and processes required in an attempt
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either to integrate these into the current hospital management software or to
plan to purchase separate software for the operating theatre.
The plan for recovery room redesign is still a pending item and will
be considered at a later point where the workflow and the traffic inside the
theatre will be enhanced through the recommended changes in the design.
The biomedical engineering need to be involved to provide the best
possible solutions within the current geographical design considering a
minimal interruption to the operating theatre functions. Within the future
changes is to separate the recovery room management from the operating
theatres and this will allow better surveillance and monitoring of staff,
enhance their competence and provide specialised training in addition to
establishing separate systems and processes for their workflow.
Furthermore the operating theatre supervisor, and after establishing
the required systems inside the theatre will be asked to expand the scope of
activities to cover the recovery room, and the central sterile supply
department so the supervisor will be dedicated to these areas where by this
will allow streamlining the interrelated processes, monitor and link the
different interlinked operations and coordinate the different aspects of
activities that require such coordination.
5.5. Reflections on the project:
Starting with the idea of project the findings overwhelming and the
thinking process was so confused to the extent that I could not identify
what was the best approach to follow and with what aspect I shall start. The
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area was disorganised and in that mess I felt helpless. The most important
and helpful step was physically present to understand the logistics and to
see on ground what is going on. I decided to get involved in exploring the
area and inspecting, in details, every issue in the operating theatre. I was
rounding all day asking every staff I met of what he or she was doing and
why. I used to spend hours observing the interaction among staff, the
communication processes, the phone calls responses, the patients arriving
to the area and many others.
As I started reading literature and exploring what others had of
similar problems and how they were able to change practices and improve
on outcomes. I started having my ideas more organised. This gave me the
strength, the hope, and the will to go ahead in what I dreamt of. It was
essential to thoughtfully think of each step and this was achievable through
actual implementation of the HSE model. Reading the HSE change model
helped me to list the essential steps I need to follow and I tried to list what I
should be doing under each step, who should be involved, how to approach
etc. As I categorised the steps to follow and sketched what goes under each
phase of the model it was much easier to clearly implement and follow my
sketch.
The corner stone and the challenge were in presenting the findings to
the higher council committee to secure approval in conducting the change.
That moment was an achievement for me, I felt things are clearer through
the discussions I lead with the administration. These moments were
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extremely stressful. As the time was passing my ideas and thoughts became
clearer. The job started and I had days talking to people, convincing,
elaborating, and challenging. Day after day, I realised that being a role
model is an important thing. The toughest part was the surgeons. I believe
they were threatened by the change, although they are the ones who were
complaining.
At times I used to wonder, especially when faced with problems
reported by the task team members, on how to handle, what to guide people
to, how to resolve these issues, and am I doing the right thing?!. I got to the
conclusion that, it is always alternating between wrong and right, and the
success is by taking the risk otherwise we are stagnant. At any cost the
condition will not be worst than what it was.
Human resources were a main concern. To the last minute I felt I
need skillful people because I will never be able to continue doing and
being involved in the micro operations. The need for specialised staff,
knowledgeable in the field was a devastating concern and a very important
success element for the whole project. I believe I still have much to do and
to follow on, but on the other hand I am satisfied in having a clear picture
of where and what I want to do.
5.6. Conclusion:
As healthcare workers we have to believe that our main
responsibility is to maintain our accountability and to deal with issues with
a professional point of view. This project is an asset not only to the
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institution as a whole but to me in particular where it enriched my portfolio
with a success story based on a determination, understanding and
implementing change where change is needed. Describing my project it is
very important to conclude its significance for me as a manager in a new
role, understanding all contributing factors, exchanging ideas with people,
learning new strategies, failing at times, depressed at others, and successful
at the end.
The project opened my eyes to explore the interrelated functions and
to analyse things at macro and micro levels. It expanded my ability to
conflict resolution, problem solving, and decision making. Tackling such
an important area as the operating theatre was an important decision and a
challenging job since it is well known that operating theatres are the money
generating areas in any private healthcare institution. I believe the changes
introduced into this area will not only financially managed, but quality of
care in general will be improved by raising the bar for better practice,
enhanced communications, controlled expenses and captured indicators.
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Appendix 1 Continued

OUT PATIENTS VISITS
OUT PATIENTS VISITS AT PRIVATE SECTOR HOSPITALS FOR THE PERIOD JANUARY - MARCH 2010

KUWAITY

NON-KUWAITY

HOSPITALS

TOTAL

%

MALE

FEMALE

TOTAL

%

MALE

FEMALE

TOTAL

%

HADI

30803

43597

74400

23.6%

9351

11696

21047

17.7%

95447

22.0%

AL-SALAM

16828

33676

50504

16.0%

12851

16126

28977

24.4%

79481

18.3%

DAR AL
SHIFA

15347

36354

51701

16.4%

7926

11157

19083

16.1%

70784

16.3%

ALMOWASAT

14886

23261

38147

12.1%

10300

12296

22596

19.0%

60743

14.0%

TAIBA

10440

27764

38204

12.1%

1514

3373

4887

4.1%

43091

9.9%

ALORF

7364

18884

26248

8.3%

838

5893

6731

5.7%

32979

7.6%

AL-RASHID

5273

10522

15795

5.0%

2488

4636

7124

6.0%

22919

5.3%

ROYAL
HAYAT

2467

11761

14228

4.5%

1008

3566

4574

3.9%

18802

4.3%

LONDON

1041

4808

5849

1.9%

563

3079

3642

3.1%

9491

2.2%

TOTAL

104449

210627

315076

100.0%

46839

71822

118661

100.0%

433737

100.0%
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Appendix 1 Continued
PERCENTAGE OF OUT PATIENTS VISITS TOTAL AT PRIVATE HOSPITALS (JAN - MAR 2010)
0.0%

5.0%

10.0%

HADI

HOSPITALS

25.0%

18.3%

DAR AL SHIFA

16.3%

AL-MOWASAT

14.0%

TAIBA

9.9%

ALORF

7.6%

AL-RASHID

LONDON

20.0%

22.0%

AL-SALAM

ROYAL HAYAT

15.0%

5.3%
4.3%
2.2%

 The total outpatient’s visits in the selected private sector hospitals during 1st quarter were 433737.
 Dar Al Shifa is in the 3rd place when comparing the total OP visits of the private hospitals with 16.3% of
total OP visits.

 Hadi clinic has the highest number of OP visits.

20.4%

31.1%

24.3%

79.6%

68.9%

75.7%

37.2%
62.8%

11.3%

27.0%
73.0%

88.7%

36.5%

22.1%

50%

63.5%

100%

77.9%

PERCENTAGE OF OUTPATIENTS

OUT PATIENTS VISIT BY NATIONALITY

0%

Kuwaiti
HOSPITALS



Non Kuwaiti

Dar Al Shifa attracts 73% of Kuwaiti patients of its total Op visits while Taiba clinic has 88% of Kuwaiti patients’
visits.
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PERCENTAGE OF KUWAITY PATIENTS VISIT

KUWAITY PATIENTS VISIT AT PRIVATE HOSPITALS (JAN - MAR 2010)
30.0%

25.5%

25.0%
17.7%

20.0%

17.3%
13.1%

15.0%

13.0%
9.0%

10.0%

5.4%

4.9%
2.0%

5.0%
0.0%

HOSPTALS

 Of the total OP visits 25.5% of the Kuwaiti patients had visited Hadi clinic.
 Dar Al Shifa stands in the 2nd place in comparing the Kuwaiti patients OP visits to the private hospitals.

PERCENTAGE OF NON KUWAITY PATIENTS

NON KUWAITY PATIENTS VISIT AT PRIVATE HOSPITALS (JAN - MAR 2010)
35.0%

30.0%
25.0%

31.4%
24.5%

22.8%

20.7%

20.0%
15.0%

7.7%

10.0%

7.3%

5.3%

5.0%

4.0%

5.0%
0.0%

HOSPITALS

 Out of the total Non Kuwaiti outpatients visits to the private hospitals 20.7% patients visited our
hospital during the 1st quarter of the year 2010.
 31.4% of the Non Kuwaiti patients have visited Al Salam hospital.
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INPATIENTS DISCHARGES
DISCHARGES FROM PRIVATE HOSPITALS FOR THE PERIOD JAN - MAR 2010
HOSPITAL

TOTAL

%

AL-SALAM

3690

20.6%

DAR AL SHIFA

3508

19.6%

AL-MOWASAT

2662

14.9%

HADI

2603

14.5%

ALORF

1623

9.1%

ROYAL HAYAT

1338

7.5%

TAIBA

1032

5.8%

AL-RASHID

724

4.0%

LONDON

718

4.0%

TOTAL

17898

100.0%

PERCENTAGE OF PATIENTS DISCHARGED AT PRIVATE HOSPITALS (JAN - MAR 2010)
0.0%

5.0%

10.0%

AL-SALAM

HOSPITALS

20.0%

20.6%

DAR AL SHIFA

19.6%

AL-MOWASAT

14.9%

HADI

14.5%

ALORF

9.1%

ROYAL HAYAT
TAIBA

15.0%

7.5%
5.8%

AL-RASHID

4.0%

LONDON

4.0%

 Dar Al Shifa is in the 2nd place of the total inpatients discharged at the private hospitals.
 Total discharges at private hospitals were 17898 patients.
 Al Salam hospital had highest discharges during the period.
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OPERATIONS DONE IN PRIVATE SECTOR HOSPITALS DURING
THE PERIOD JAN - MAR 2010

HOSPITALS

NO.

%

AL-SALAM

2995

28.9%

HADI

1844

17.8%

DAR AL SHIFA

1311

12.7%

AL-MOWASAT

1273

12.3%

ALORF

865

8.3%

TAIBA

624

6.0%

AL-RASHID

606

5.8%

ROYAL HAYAT

561

5.4%

LONDON

283

2.7%

TOTAL

10362

100.0%

28.9%
30.0%
25.0%
17.8%

6.0%

5.8%

5.4%

5.0%
ALORF

AL-MOWASAT

DAR AL SHIFA

HADI

0.0%

Avg.
2.7%
11.1
%
LONDON

8.3%

10.0%

ROYAL HAYAT

12.3%

AL-RASHID

12.7%

15.0%

TAIBA

20.0%

AL-SALAM

PERCENTAGE OF TOTAL NO. OF OPERATIONS DONE

NUMBER OF OPERATIONS DONE IN PRIVATE SECTOR HOSPITALS (JAN - MAR 2010)

HOSPITALS

 Operations done in the private hospitals during the 1st quarter 2010 were 10362 cases.
 Al Salam hospital had the highest number of operations done.
 Dar Al Shifa crosses the Average mean of the total operations done and is in the 3rd place in the private
sector.
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NUMBER OF BEDS

HOSPITALS

NO.

AL-SALAM

166

DAR AL SHIFA

112

HADI

101

AL-MOWASAT

100

AL-RASHID

81

ALORF

64

ROYAL HAYAT

61

TAIBA

60

LONDON

60

NUMBER OF BEDS AVAILABLE FOR INPATIENTS IN THE PRIVATE HOSPITALS

180

166

NUMBER OF BEDS

160
140
120

112

101

100

100

81
64

80

61

60

60

60
40
20
0

HOSPITALS

 Al Salam hospital has the highest number of beds followed by Dar Al Shifa with 112 beds.
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MANPOWER IN PRIVATE SECTOR HOSPITALS JAN - MAR 2010
HOSPITALS

PHYSICIANS

NURSES

OTHERS

TOTAL

DAR AL SHIFA

114

414

60

588

AL-SALAM

122

348

33

503

AL-MOWASAT

111

218

50

379

HADI

67

269

31

367

ALORF

66

174

22

262

TAIBA

61

168

31

260

ROYAL HAYAT

58

143

27

228

AL-RASHID

48

108

23

179

LONDON

36

68

20

124

TOTAL

683

1910

297

2890

100
0

HOSPITALS

84

179

124

200

228

300

260

262

400

367

500

379

TOTAL MANPOWER

600

503

588

MANPOWER IN PRIVATE HOSPITALS
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TOTAL NUMBER OF PHYSICIANS IN PRIVATE HOSPITALS

Total no. of Doctors

140

122

120

114

111

100
67

80

66

61

58

60

48
36

40
20
0

Hospitals

Total no. of Nurses

Number of Nurses in private hospitals
450
400
350
300
250
200
150
100
50
0

414
348
269
218
174

168

143
108
68

Hospital



The Manpower depends upon the number of Specialties clinic a hospital is functioning and the number of
beds available.



Dar Al Shifa has the highest total manpower as ours is a Multispecialty Hospital with 112 IP beds.
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OUT PATIENTS VISITS
OUT PATIENTS VISITS AT PRIVATE SECTOR HOSPITALS FOR THE PERIOD APRIL - JUNE 2010

KUWAITY

NON-KUWAITY

HOSPITALS

TOTAL

%

MALE

FEMALE

TOTAL

%

MALE

FEMALE

TOTAL

%

HADI

28963

43549

72512

22.6%

9519

11782

21301

17.9%

93813

21.4%

AL-SALAM

17181

35873

53054

16.6%

12988

16235

29223

24.6%

82277

18.7%

DAR AL
SHIFA

15677

37711

53388

16.7%

8629

11358

19987

16.8%

73375

16.7%

ALMOWASAT

14831

24356

39187

12.2%

10620

12818

23438

19.7%

62625

14.3%

TAIBA

10344

27377

37721

11.8%

1357

2968

4325

3.6%

42046

9.6%

ALORF

6847

18719

25566

8.0%

812

5790

6602

5.5%

32168

7.3%

AL-RASHID

5327

10989

16316

5.1%

2419

4909

7328

6.2%

23644

5.4%

ROYAL
HAYAT

2392

13747

16139

5.0%

860

3672

4532

3.8%

20671

4.7%

LONDON

1000

5261

6261

2.0%

544

1719

2263

1.9%

8524

1.9%

TOTAL

102562

217582

320144

100.0%

47748

71251

118999

100.0%

439143

100.0%
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PERCENTAGE OF OUT PATIENTS VISITS TOTAL AT PRIVATE HOSPITALS (APR - JUN 2010)
0.0%

5.0%

10.0%

HADI

25.0%

18.7%

DAR AL SHIFA
HOSPITALS

20.0%

21.4%

AL-SALAM

16.7%

AL-MOWASAT

14.3%

TAIBA

9.6%

ALORF

7.3%

AL-RASHID

5.4%

ROYAL HAYAT
LONDON

15.0%

4.7%
1.9%

 The total outpatient’s visits in the selected private sector hospitals during the 2nd quarter were
439143.
 Dar Al Shifa is in the 3rd place when comparing the total OP visits of the private hospitals with
16.7% of total OP visits.
 Hadi clinic has the highest number of OP visits.

1.9%
2.0%

3.6%

3.8%
5.0%

11.8%

5.5%

6.2%
5.1%

8.0%

16.8%
16.7%

19.7%
12.2%

50%

17.9%

24.6%
16.6%

100%

22.6%

PERCENTAGE OF OUTPATIENTS

OUT PATIENTS VISITS BY NATIONALITY

0%

Kuwaiti
HOSPITALS
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PERCENTAGE OF KUWAITY PATIENTS VISIT

KUWAITY PATIENTS VISIT AT PRIVATE HOSPITALS (APR - JUN 2010)
25.0%

22.6%
16.7%

20.0%

16.6%
12.2%

15.0%

11.8%
8.0%

10.0%

5.1%

5.0%
2.0%

5.0%
0.0%

HOSPTALS

 Of the total OP visits of the selected private hospitals 22.6% of the Kuwaiti patients had visited Hadi
clinic.
 Dar Al Shifa stands in the 2nd place in comparing the Kuwaiti patients OP visits to the private hospitals.

PERCENTAGE OF NON KUWAITY PATIENTS

NON KUWAITY PATIENTS VISIT AT PRIVATE HOSPITALS (APR - JUN 2010)
24.6%
25.0%
20.0%

19.7%

17.9%

16.8%

15.0%
10.0%

6.2%

5.5%

5.0%

3.8%

3.6%

1.9%

0.0%

HOSPITALS

 Out of the total Non Kuwaiti outpatients visits to the private hospitals 16.8% patients visited our
hospital during the period of April - June 2010.
 24.6% of the Non Kuwaiti patients have visited Al Salam hospital.
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INPATIENTS DISCHARGES
DISCHARGES FROM PRIVATE SECTOR HOSPITALS FOR THE PERIOD APRIL - JUNE 2010

KUWAITY

NON-KUWAITY

HOSPITALS

TOTAL

%

MALE

FEMALE

TOTAL

%

MALE

FEMALE

TOTAL

%

AL-SALAM

694

2336

3030

20.5%

284

577

861

23.0%

3891

21.0%

DAR AL
SHIFA

524

2330

2854

19.3%

218

441

659

17.6%

3513

19.0%

ALMOWASAT

663

1410

2073

14.0%

368

454

822

22.0%

2895

15.6%

HADI

490

1863

2353

15.9%

143

286

429

11.5%

2782

15.0%

ALORF

255

1045

1300

8.8%

20

140

160

4.3%

1460

7.9%

ROYAL
HAYAT

94

1021

1115

7.5%

26

208

234

6.3%

1349

7.3%

TAIBA

274

647

921

6.2%

35

90

125

3.3%

1046

5.6%

LONDON

108

429

537

3.6%

63

203

266

7.1%

803

4.3%

AL-RASHID

103

505

608

4.1%

21

167

188

5.0%

796

4.3%

TOTAL

3205

11586

14791

100.0%

1178

2566

3744

100.0%

18535

100.0%
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PERCENTAGE OF PATIENTS DISCHARGED AT PRIVATE HOSPITALS (APR - JUN 2010)
0.0%

5.0%

10.0%

AL-SALAM

20.0%

21.0%

DAR AL SHIFA

19.0%

AL-MOWASAT
HOSPITALS

15.0%

15.6%

HADI

15.0%

ALORF

7.9%

ROYAL HAYAT

7.3%

TAIBA

5.6%

LONDON

4.3%

AL-RASHID

4.3%

 Dar Al Shifa is in the 2nd place of the total inpatients discharged at the private hospitals.
 Total discharges at private hospitals were 18535 patients.
 Al Salam hospital had highest discharges during the period.

7.1%
3.6%

5.0%

3.3%
6.2%

4.1%

6.3%
7.5%

4.3%
8.8%

22.0%

11.5%
15.9%

20%

17.6%

40%

19.3%

60%

23.0%

80%

20.5%

100%

14.0%

PERCENTAGE OF DISCHARGES

DISCHARGES FROM PRIVATE HOSPITALS BY NATIONALITY

0%

HOSPITALS

Kuwaiti
Non-Kuwaiti
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PERCENTAGE OF KUWAITY PATIENTS

KUWAITY PATIENTS DISCHARGES AT PRIVATE HOSPITALS (APR - JUN 2010)
25.0%

20.5%

19.3%

20.0%

15.9%

15.0%

14.0%
8.8%

10.0%

7.5%

6.2%

4.1%

5.0%

3.6%

0.0%

HOSPTALS

 Of the total discharges 20.5% of the Kuwaiti patients were from Al-Salam.
 Dar Al Shifa stands in the 2nd place in comparing the Kuwaiti patient’s discharges from the private
hospitals.

PERCENTAGE OF NON KUWAITY PATIENTS

NON KUWAITY PATIENTS DISCHARGES AT PRIVATE HOSPITALS (APR - JUN 2010)
25.0%
20.0%
15.0%

23.0%

22.0%
17.6%
11.5%
7.1%

10.0%

6.3%

5.0%

5.0%

4.3%

3.3%

0.0%

HOSPITALS

 Out of the total Non Kuwaiti patients discharges at the private hospitals 17.6% patients were
discharged from our hospital during the period of April - June 2010.
 Al-Salam had the highest number of Non Kuwaiti patients’ discharges.
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OPERATIONS DONE IN PRIVATE SECTOR HOSPITALS DURING THE PERIOD
APR - JUN 2010

HOSPITALS

NO.

%

AL-SALAM

3288

30.0%

HADI

1960

17.9%

AL-MOWASAT

1447

13.2%

DAR AL SHIFA

1304

11.9%

ALORF

895

8.2%

AL-RASHID

604

5.5%

ROYAL HAYAT

575

5.3%

TAIBA

562

5.1%

LONDON

315

2.9%

TOTAL

10950

100.0%

30.0%

5.3%

5.1%

2.9%

Avg. 11.1%

LONDON

ALORF

5.5%

TAIBA

8.2%

ROYAL HAYAT

11.9%

DAR AL SHIFA

AL-MOWASAT

13.2%

AL-RASHID

17.9%

HADI

35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

AL-SALAM

PERCENTAGE OF TOTAL NO. OF OPERATIONS DONE

NUMBER OF OPERATIONS DONE IN PRIVATE SECTOR HOSPITALS (APR - JUN 2010)

HOSPITALS

 Operations done in the private hospitals during 2nd quarter 2010 were 10944 cases.
 Al Salam hospital had the highest number of operations done.
 Dar Al Shifa crosses the Average mean of the total operations done and is in the 4th place in the private
sector. 3
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NUMBER OF BEDS
HOSPITALS

NO.

AL-SALAM

168

DAR AL SHIFA

112

HADI

101

AL-MOWASAT

100

AL-RASHID

81

ALORF

64

ROYAL HAYAT

61

TAIBA

60

LONDON

60

NUMBER OF BEDS AVAILABLE FOR INPATIENTS IN THE PRIVATE HOSPITALS

180

168

160
NUMBER OF BEDS

140
120

112

101

100

100

81

80

64

61

60

60

60
40
20
0

HOSPITALS

 Al Salam hospital has the highest number of beds followed by Dar Al Shifa with 112 beds.
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MANPOWER IN PRIVATE HOSPITALS
MANPOWER IN PRIVATE SECTOR HOSPITALS APRIL - JUNE 2010
HOSPITALS

PHYSICIANS

NURSES

OTHERS

TOTAL

DAR AL SHIFA

113

415

55

583

AL-SALAM

124

356

36

516

AL-MOWASAT

113

220

51

384

HADI

67

266

31

364

ALORF

65

174

22

261

TAIBA

62

166

31

259

ROYAL HAYAT

57

144

29

230

AL-RASHID

49

92

23

164

LONDON

36

71

21

128

TOTAL

686

1904

299

2889

100
0

HOSPITALS

95

128

164

200

230

300

259

261

400

364

500

384

TOTAL MANPOWER

600

516

583

MANPOWER IN PRIVATE HOSPITALS

Appendix 1 Continued
TOTAL NUMBER OF PHYSICIANS IN PRIVATE HOSPITALS

140

124
113

Total no. of Doctors

120

113

100
67

80

65

62

57

60

49
36

40
20
0

Hospitals

Total no. of Nurses

Number of Nurses in private hospitals
450
400
350
300
250
200
150
100
50
0

415
356
266
220
174

166

144
92

71

Hospital



The Manpower depends upon the number of Specialties clinic a hospital is functioning and the number of
beds available.



Dar Al Shifa has the highest total manpower as ours is a Multispecialty Hospital with 112 IP beds.
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OUT PATIENTS VISITS
OUT PATIENTS VISITS AT PRIVATE SECTOR HOSPITALS FOR THE PERIOD JULY - SEPTEMBER 2010

KUWAITY

NON-KUWAITY

HOSPITALS

TOTAL

%

MALE

FEMALE

TOTAL

%

MALE

FEMALE

TOTAL

%

HADI

26065

37716

63781

21.8%

7168

9044

16212

17.6%

79993

20.8%

AL-SALAM

17619

32925

50544

17.3%

9703

12211

21914

23.8%

72458

18.8%

DAR AL
SHIFA

15519

35073

50592

17.3%

6845

9134

15979

17.3%

66571

17.3%

ALMOWASAT

13996

21145

35141

12.0%

8258

9915

18173

19.7%

53314

13.9%

TAIBA

11064

25591

36655

12.5%

1112

2469

3581

3.9%

40236

10.5%

ALORF

6056

14349

20405

7.0%

665

4305

4970

5.4%

25375

6.6%

AL-RASHID

4803

9717

14520

5.0%

2093

3788

5881

6.4%

20401

5.3%

ROYAL
HAYAT

2130

12877

15007

5.1%

611

2704

3315

3.6%

18322

4.8%

LONDON

767

4913

5680

1.9%

446

1701

2147

2.3%

7827

2.0%

TOTAL

98019

194306

292325

100.0%

36901

55271

92172

100.0%

384497

100.0%
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PERCENTAGE OF OUT PATIENTS VISITS TOTAL AT PRIVATE HOSPITALS (JUL - SEP 2010)
0.0%

5.0%

10.0%

HADI

25.0%

18.8%

DAR AL SHIFA
HOSPITALS

20.0%

20.8%

AL-SALAM

17.3%

AL-MOWASAT

13.9%

TAIBA

10.5%

ALORF

6.6%

AL-RASHID

5.3%

ROYAL HAYAT
LONDON

15.0%

4.8%
2.0%

 The total outpatient’s visits in the selected private sector hospitals were 384497.
 Dar Al Shifa is in the 3rd place when comparing the total OP visits of the private hospitals
with 17.3% of total OP visits.
 Hadi clinic has the highest number of OP visits.

28.8%

18.1%

27.4%

71.2%

81.9%

72.6%

34.1%
65.9%

19.6%

24.0%
76.0%

80.4%

30.2%
69.8%

8.9%

20.3%

50%

91.1%

100%

79.7%

PERCENTAGE OF OUTPATIENTS

OUT PATIENTS VISIT BY NATIONALITY

0%

KUWAITI
HOSPITALS

NON KUWAITI

 Dar Al Shifa attracts 76% of Kuwaiti patients of its total Op visits while Taiba clinic has 91% of
patients’ visits.
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PERCENTAGE OF KUWAITY PATIENTS VISIT

KUWAITY PATIENTS VISIT AT PRIVATE HOSPITALS (JUL - SEP 2010)
25.0%

21.8%
17.3%

20.0%

17.3%
12.5%

15.0%

12.0%
7.0%

10.0%

5.1%

5.0%
1.9%

5.0%

0.0%

HOSPTALS

 Of the total OP visits 21.8% of the Kuwaiti patients had visited Hadi clinic.
 Dar Al Shifa stands in the 2nd place in comparing the Kuwaiti patients OP visits to the private hospitals.

PERCENTAGE OF NON KUWAITY PATIENTS

NON KUWAITY PATIENTS VISIT AT PRIVATE HOSPITALS (JUL - SEP 2010)
25.0%
20.0%

23.8%
19.7%

17.6%

17.3%

15.0%
10.0%

6.4%

5.4%

5.0%

3.9%

3.6%

2.3%

0.0%

HOSPITALS

 Out of the total Non Kuwaiti outpatients visits to the private hospitals 17.3% patients visited our
hospital during the period of July – September 2010.
 23.8% of the Non Kuwaiti patients have visited Al Salam hospital.
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INPATIENTS DISCHARGES
DISCHARGES FROM PRIVATE SECTOR HOSPITALS FOR THE PERIOD JULY - SEPTEMBER 2010

KUWAITY

NON-KUWAITY

HOSPITALS

TOTAL

%

MALE

FEMALE

TOTAL

%

MALE

FEMALE

TOTAL

%

AL-SALAM

661

2295

2956

21.2%

215

442

657

22.3%

3613

21.4%

DAR AL
SHIFA

505

2211

2716

19.5%

187

362

549

18.7%

3265

19.4%

HADI

374

1761

2135

15.3%

118

231

349

11.9%

2484

14.7%

ALMOWASAT

498

1293

1791

12.9%

231

330

561

19.1%

2352

14.0%

ALORF

254

1122

1376

9.9%

27

132

159

5.4%

1535

9.1%

ROYAL
HAYAT

69

992

1061

7.6%

17

172

189

6.4%

1250

7.4%

TAIBA

298

558

856

6.2%

42

96

138

4.7%

994

5.9%

AL-RASHID

66

488

554

4.0%

23

128

151

5.1%

705

4.2%

LONDON

31

441

472

3.4%

15

174

189

6.4%

661

3.9%

TOTAL

2756

11161

13917

100.0%

875

2067

2942

100.0%

16859

100.0%

101

Appendix 1 Continued
PERCENTAGE OF PATIENTS DISCHARGED AT PRIVATE HOSPITALS (JUL - SEP 2010)
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 Dar Al Shifa is in the 2nd place of the total inpatients discharged at the private hospitals.
 Total discharges at private hospitals were 16859 patients.
 Al Salam hospital had highest discharges during the period.
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86.1%

78.6%

28.6%

15.1%
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PERCENTAGE OF KUWAITY PATIENTS

KUWAITY PATIENTS DISCHARGES AT PRIVATE HOSPITALS (JUL - SEP 2010)
25.0%

21.2%
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20.0%

15.3%
12.9%
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0.0%

HOSPTALS

 Of the total discharges 21.2% of the Kuwaiti patients were from Al-Salam.
 Dar Al Shifa stands in the 2nd place in comparing the Kuwaiti patient’s discharges from the private
hospitals.

PERCENTAGE OF NON KUWAITY PATIENTS

NON KUWAITY PATIENTS DISCHARGES AT PRIVATE HOSPITALS (JUL - SEP 2010)
25.0%
20.0%
15.0%

22.3%
19.1%

18.7%
11.9%
6.4%

10.0%

6.4%

5.4%

5.1%

4.7%

5.0%
0.0%

HOSPITALS

 Out of the total Non Kuwaiti patients discharges at the private hospitals 18.7% patients were
discharged from our hospital during the period of July – September 2010.
 Al-Salam had the highest number of Non Kuwaiti patients’ discharges.
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OPERATIONS DONE IN PRIVATE SECTOR HOSPITALS DURING THE
PERIOD JUL - SEP 2010

HOSPITALS

NO.

%

AL-SALAM

2912

28.7%

HADI

1847

18.2%

DAR AL SHIFA

1268

12.5%

AL-MOWASAT

1257

12.4%

ALORF

888

8.8%

AL-RASHID

578

5.7%

ROYAL HAYAT

570

5.6%

TAIBA

502

5.0%

LONDON

313

3.1%

TOTAL

10135

100.0%

28.7%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

5.7%

5.6%

5.0%

3.1%

TAIBA

LONDON

ALORF

8.8%

ROYAL HAYAT

12.4%

AL-MOWASAT

DAR AL SHIFA

HADI

12.5%

AL-RASHID

18.2%

AL-SALAM

PERCENTAGE OF TOTAL NO. OF OPERATIONS DONE

NUMBER OF OPERATIONS DONE IN PRIVATE SECTOR HOSPITALS (JUL - SEP 2010)

HOSPITALS

 Operations done in the private hospitals during July – September 2010 were 10123 cases.
 Al Salam hospital had the highest number of operations done.
 Dar Al Shifa crosses the Average mean of the total operations done and is in the 4th place in the
private sector.
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NUMBER OF BEDS
HOSPITALS

NO.

AL-SALAM

168

DAR AL SHIFA

112

HADI

101

AL-MOWASAT

100

AL-RASHID

81

ALORF

64

ROYAL HAYAT

61

TAIBA

60

LONDON

60

NUMBER OF BEDS AVAILABLE FOR INPATIENTS IN THE PRIVATE HOSPITALS

180

168

160
NUMBER OF BEDS

140
120

112

101

100

100

81

80

64

61

60

60

60
40
20
0

HOSPITALS

 Al Salam hospital has the highest number of beds followed by Dar Al Shifa with 112 beds.
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MANPOWER IN PRIVATE HOSPITALS
MANPOWER IN PRIVATE SECTOR HOSPITALS
HOSPITALS

PHYSICIANS

NURSES

OTHERS

TOTAL

DAR AL SHIFA

116

408

59

583

AL-SALAM

119

368

35

522

AL-MOWASAT

117

230

52

399

HADI

67

261

33

361

ALORF

69

171

23

263

TAIBA

65

163

31

259

ROYAL HAYAT

58

153

29

240

AL-RASHID

49

102

23

174

LONDON

36

71

21

128

TOTAL

696

1927

306

2929

100
0

HOSPITALS

106

128

174

200

240

300

259

263

400

361

500

399

TOTAL MANPOWER

600

522

583

MANPOWER IN PRIVATE HOSPITALS

Appendix 1 Continued
TOTAL NUMBER OF PHYSICIANS IN PRIVATE HOSPITALS

119

117

116

Total no. of Doctors

120
100
69

80

67

65

58

60

49
36

40
20
0

Hospitals

Total no. of Nurses

Number of Nurses in private hospitals
450
400
350
300
250
200
150
100
50
0

408
368
261

230
171

163

153
102

71

Hospital



The Manpower depends upon the number of Specialties clinic a hospital is functioning and the number
of beds available.



Dar Al Shifa has the highest total manpower as ours is a Multispecialty Hospital with 112 IP beds.
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DEPARTMENTS IN THE LEADING PRIVATE SECTOR HOSPITALS
Dar Al Shifa

Al Salam

New Mowasat

Hadi Clinic

Cardiology

Cardiology

Cardiology

Cardiology

Internal Medicine

Internal Medicine

Internal Medicine

Internal Medicine

Paediatric &
Neonatology

Paediatric & Neonatology

Paediatric &
Neonatology

Paediatric

Ophthalmology

Ophthalmology

Ophthalmology

Ophthalmology

Endocrinology

Dentistry & Orthodontics

Endocrinology &
Diabetes

Dental

Gastroenterology

Obstetric. & Gynecology

Neurosurgery

Orthopaedic &
Physiotherapy

Neurology

ENT

General Dental
services &
Endodontics ,
Orthodontics

Dermatology

Specialized Dental
clinic

Assisted Fertility & IVF

Obstetric. &
Gynecology

Obstetric. &
Gynecology

General Surgery

ENT

Anesthesia
Department

ENT

Urology

Reproductive
Medicine Center

X-ray

IVF

Dermatology & Venereal diseases

General Surgery

Lab

Orthopaedic

Urology

Plastic Surgery

Anaesthesia & Pain clinic

Dermatology &
Venereal diseases

Urology

Plastic surgery

Gastroenterology

Gastroenterology

Radiology

Orthopaedic

Pain Management

Emergency

Pain Management

Plastic surgery

Laboratory

Anesthesiology

Gen. Surgery &
Laparoscopy
Urology & Male
Reproduction
Dermatology &
Cosmetology
Orthopedics &
Trauma & Sports
Injuries

Radiology Diagnostic
Imaging Centre &
MRI

Plastic surgery

Emergency

Diagnostic Imaging
Department

Lab

Emergency
Laboratory
Podiatry
Pulmonary clinic
Travel Medicine Clinic
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DEPARTMENTS IN THE LEADING PRIVATE SECTOR HOSPITALS
Taiba Hospital

Alorf Hospital

Al Rashid
Hospital

London Hospital

Royal Hayat

Paediatrics
Department

Emergency

Obstetrics &
Gynecology

Obstetrics &
Gynecology

Obstetrics &
Gynecology

Cardiology

Anesthesiology

IVF

Infertility & IVF

IVF

General &
Laparoscopic
Surgery

Obstetrics &
Gynecology

Pediatric &
Neonatology

Pediatric &
Neonatology

Pediatrics’

Urology & Andrology

IVF

Dental

Medical Genetics

Neonatal care

Gastroenterology &
Endoscopic surgery

Pediatric & NICU

General &
Laparoscopic
Surgery

General Surgery

General Surgery for
women & child

Ophthalmology

Plastic Surgery

Plastic Surgery

Anesthesiology &
Acute pain services

Internal Medicine &
Diabetes

Cardiology &
Vascular

Internal Medicine

Cosmetic Surgery &
Anti aging centre

ENT

Internal Medicine

Emergency

Dental services

Obstetrics &
Gynaecology

Aviation Medicine

ENT

Well women &
Family health

Dermatology &
Venerology

Dermatology &
Venerology

Anesthesiology

Dental

Urology

Dermatology

Plastic Surgery

ENT

Orthopaedic Surgery

Ophthalmology

Endocrinology &
Metabolism

Anesthesiology

Pulmonary & Chest
Disease

Casualty

Emergency
Anesthesia &
Preoperative
Evaluation
department
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Dar Al Shifa Medical services cover all specialties when comparing to the other hospital services.



Dar Al Shifa Radiology department is equipped by most powerful MRI machine.



Al Rashid Hospital has an Aviation Medicine department – which serves in Issuing and renewal of
aviation medical flying licenses for flying crew (states of Kuwait, USA, Britain, Canada, Australia)



Mowasat Hospital offers a pre travel health care counseling through their one of a kind ‘Travel Clinic’
which gets to know all what is needed through complete International Traveler Program, offering –
Tailored travel fit assessment, Pre travel health condition counseling, Safety and health care
recommendations on a case and destination basis, Preventive, vaccination and other travel health
assurance needs.
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DASH total outpatients visits during the 3 quarters of the year 2010
OP visits

1st quarter

2nd quarter

3rd quarter

New

11476

11275

12284

Follow up

59309

62100

54287

Total

70785

73375

66571

81.5%

83.8%

90.0%

84.6%

Out patients visits during the 1st, 2nd & 3rd quarter of the year 2010

70.0%
60.0%
50.0%

20.0%

1st quarter

2nd quarter

18.5%

30.0%

15.4%

40.0%

16.2%

Percentage of OP visits

80.0%

10.0%
0.0%

New



3rd quarter

Follow up

The trend of outpatient visits of Dar Al Shifa is slightly declined during the 3rd quarter of the
year 2010, which would be mainly due to summer season and vacation time.
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DASH inpatients comparison
1st quarter 2nd quarter
3212
3311
3508
3513

Year
2009
2010

3rd quarter
3069
3265

Total
9592
10286

51.5%

Percentage of total IP during the
quarters

51.5%

52.2%

DASH Inpatient comparison 2009 /2010 during the 3 quarters
53.0%

2nd quarter
2010

3rd quarter

52.0%

47.8%

50.0%
49.0%
48.0%

48.5%

48.5%

51.0%

47.0%

46.0%
45.0%
1st quarter

2009

Discharges done during the 3 quarters of the year 2010
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%



AL-SALAM

DAR AL
SHIFA

ALMOWASAT

HADI

ALORF

ROYAL
HAYAT

TAIBA

AL-RASHID

LONDON

1st quarter

20.6%

19.6%

14.9%

14.5%

9.1%

7.5%

5.8%

4.0%

4.0%

2nd quarter

21.0%

19.0%

15.6%

15.0%

7.9%

7.3%

5.6%

4.3%

4.3%

3rd quarter

21.4%

19.4%

14.0%

14.7%

9.1%

7.4%

5.9%

4.2%

3.9%

While comparing discharges of Dar Al Shifa during the year 2009 & 2010 the discharges during the
year 2010 shows increased performance.



And while comparing with the discharges of other hospitals, Dar Al shifa remains to be in the 2 nd place
throughout the 3 quarters.
113

Appendix 1 Continued

Comparative number of operations done in DASH
Year

1st quarter

2nd quarter

3rd quarter

Total

2009
2010

1279
1311

1133
1304

1188
1268

3600
3883

1st quarter

2nd quarter
2010

2009

51.6%

48.4%

53.6%
46.4%

50.6%

56.0%
54.0%
52.0%
50.0%
48.0%
46.0%
44.0%
42.0%

49.4%

Percentage of operations

DASH percentage of operations done in the 3 quarters of the year 2010

3rd quarter

Number of operations done in selected private hospitals
35.0%
30.0%
25.0%
20.0%
15.0%

Avg. 11.1%

10.0%
5.0%

0.0%



AL-SALAM

HADI

DAR AL
SHIFA

ALMOWASAT

ALORF

TAIBA

AL-RASHID

ROYAL
HAYAT

LONDON

1st quarter

28.9%

17.8%

12.7%

12.3%

8.3%

6.0%

5.8%

5.4%

2.7%

2nd quarter

30.0%

17.9%

11.9%

13.2%

8.2%

5.1%

5.5%

5.3%

2.9%

3rd quarter

28.7%

18.2%

12.5%

12.4%

8.8%

5.0%

5.7%

5.6%

3.1%

The total number of operations performed during the three quarters of the year 2010 shows increased
trend while comparing with the year 2009. However the 3rd quarter of the year 2010 shows decreased
number of operations, which would be due to summer season and vacation time.



Dar Al Shifa crosses the average percentage of the number of operations done in the selected private
hospitals.
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Hospital Organisational Structure
Higher Council Hospital Board

External
Auditor

Medical
Director
Deputy Medical
Director & OT
Manager

Legal
Consultant

Chief Operating
Officer

Higher Council
Member &
Business
Development

Human
Resource

Internal Auditor

Information
Technology

Marketing

Quality

Public Relation

Finance

Customer
Service

Surgery

Nursing
Director

Nursing Quality
Coordinator

Supervisors

Internal
Medicine

Staff Educators

OBlGyne

Emergency

Infection Control
Nurses

Head Nurses
Billing

Accounting

Reception

OPD

16 Units
Support
Services

Call Center

X-Ray

CSSD
Biomedical
Engineering

Pediatric
Purchasing
Medical Record

Pharmacy

Physiotherapy

Laboratory
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OPERATION NURSES RECORD SAMPLE (ORIGINAL) – AUBMC
American University of Beirut Medical Center
Operating Room - Operation Log Sheet
Patient №:
Patient Name:
Bed №:
Age:
Class:
OR №:
Date:
Patient to induction room : Time in :
Patient to OR Time in :
Procedure started :
Procedure finished :
Time out :
Emergency
Surgeon Name

Elective
Late Elective
Assistant Name

Name

Life Saving
Time in S1Time in S1

Time in Time out

Pads
Peanuts
Patties
Cottonoids
Cotton Balls

Assistant Anesthetist Name :
Spinal
Local
Others:

Pre-Operative Diagnosis:
Post-Operative Diagnosis:
Operation: (Description)

Operative code
Speciality 1 Speciality 2

Condition :
Wound Status
Clean
Clean contaminated
Contaminated

Yes / No
Yes No
Yes No
Yes No

Culture
Cytology

Yes
Yes

Instrument / Set Checklist complete
Relief Count :
Correct
Incorrect
Nurses Signature :1
2
Correct

If Unresolved Count :

40
65
90
15
40
30
30
80
15

45
70
95
20
45
40
40
90
20

50
75
100
25
50
50
50
100
25

4
2

6
3

8
4

10
5

Comments

No
No

7
14
21
28
35
42
49
56
63
70
77
84
Blades

1
8
15
22
29
36
43
50
57
64
71
78
85

2
9
16
23
30
37
44
51
58
65
72
79
86

3
10
17
24
31
38
45
52
59
66
73
80
87

4
11
18
25
32
39
46
53
60
67
74
81
88

5
12
19
26
33
40
47
54
61
68
75
82
89

6
13
20
27
34
41
48
55
62
69
76
83
90

1
6

2
7

3
8

4
9

5
10

Yes
No (specify)………………..
Fish Hooks
10 20 30 40 50
Cannot be done
Missing Item: ……………...Hypo Needles 1 2 3 4 5
3
4
Cautery Tip
1 2 3 4 5
Incorrect

X-Ray Taken

Missing Item: ……………...
Yes

No (explain under comments)

Comments:
Signatures: Circulating Nurse:

35
60
85
10
35
20
20
70
10

Sharps

Dirty

Specimens
Tissue removed
Tissue sent to Pathology
Frozen section

30
55
80
5
30
10
10
60
5

Adenoid Packs 2
Nasal Pack
1

Surgical Needle Count

General Epidural

Scrub Nurse:

Time of count:

Needle Tip
Miscellaneous

Anesthetist Name :
Type of Anesthesia :

Final Count :

Used Sponge Count

Schedule Type :
Service
S1
S2
Nurse
1. Scrub
2. Circulating
3. Scrub Relief
4. Circulating Relief

10 20 30 40 50
60 70 80 90 100
5 10 15 20 25

Marked
Gauze

1

2

3

4

Penrose
1
Reloads
1
Umbilical Tape1

2
2
2

3
3
3

4
4
4

Distribution :1st copy:
Patient Medical Record

2nd copy:
Medical Record or Transcriptionist

3rd copy:
OR Administration

4th copy:
Nursing Floor Clerk

White

Yellow

Blue

Pink
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OPERATION NURSES RECORD SAMPLE (MODIFIED) – AUBMC

ITEMS

Abdominal
Spon

Raytech
Gauze

Plain Gauze

Peanuts

Nasal
Pack

Patties

Blades

Disp.
Needle

Cautery
Tips

Suture
Needles

QUANTITY USED

Miscellaneous
5
10
15

80
85
90

10
20
30

160
170
180

10
20
30

160
170
180

5
10
15

80
85
90

10
20
30

160
170
180

5
10
15

80
85
90

1
2
3

1
2
3

1
2
3

1
2
3

16
17
18

20
25

95
100

40
50

190
200

40
50

190
200

20
25

95
100

40
50

190
200

20
25

95
100

4
5

4
5

4
5

4
5

19
20

30
35

105
110

60
70

210
220

60
70

210
220

30
35

105
110

60
70

210
220

30
35

105
110

6
7

6
7

6
7

6
7

21
22

40
45
50

115
120
125

80
90
100

230
240
250

80
90
100

230
240
250

40
45
50

115
120
125

80
90
100

230
240
250

40
45
50

115
120
125

8
9
10

8
9
10

8
9
10

8
9
10

23
24
25

55
60

130
135

110
120

260
270

110
120

260
270

55
60

130
135

110
120

260
270

55
60

130
135

11
12

11
12

11
12

11
12

26
27

65
70

140
145

130
140

280
290

130
140

280
290

65
70

140
145

130
140

280
290

65
70

140
145

13
14

13
14

13
14

13
14

28
29

75

150

150

300

150

300

75

150

150

300

75

150

15

15

15

15

30

NA

NA

NA

Soaked
CS/PS
APPLY STICKERS WHEREVER APPLICABLE
INSTRUMENTS:

PROSTHESIS/IMPLANTS:

SUPPLIES:

Comments by (Circulator/ Reliever) nurse:_________________________________________________________________

Scrub Nurse Signature:________________________
Index: CS = Completely Soaked; PS = Partially Soaked

Circulating Nurse Signature:_________________________
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SWOT ANALYSIS

Weakness
Strength
- Adminstrative support to implement the
required changes.
- Adequate financial support.
- The investment in establishing a hospital
wide information system with a special
operating room scheduling module and
online store requisition linked to hospital
material management system.
- The administrative support.
- The commitment of people.
- The shared vision for the urge of change.
-The importane of the process.

- Lack of available monitoring mechanisms and
historical data.
- The human resource shortage.
- The difficulty of timely recruitment as a result of legal
requirements and governmental regulations.
- The geographical design of the theater where certain
changes need to be done.
- The need for redesigning the documentation related
to or integrating the accreditation standards & safety
parameters.
- The time required to observe the effectiveness of
introducing the monitoring mechanisms.
- The restrictions in having a quick direct link to
companies for material & supply demand.
- The limited number of certain surgical sets.
- The lengthy sterilization process deemed by the type
of sterilizers available.

Opportunities
- Having good chances being the only
private hospital in the country licensed to
perform open heart surgeries.

Threats

- The hospital has a good reputation.

- High competition in the market.

- A large number of surgeries are projected
for the coming year.

- The technological advancements that order
hospitals are investing in.

- The ability & willingness of the medical
director to recruit competent surgeons with
high performance.

- The financial impact on the customers if
quality is to be priced.

- The commitment of all stake holders to
support the project.
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Introduction
The Operating Rooms Standards pertain to safety and quality in surgical suites and operating
rooms. These standards complement the surgical care standards, which address aspects of
service in the pre-operative and post-operative environment. The standards and criteria are
intended to: assess organizational compliance against standards of excellence, incorporate best
practice and research results, include the client perspective, address issues of the full
perioperative team (care staff, support staff, and physicians), and include structure, process, and
outcome performance measurement.
The Operating Rooms standards contain the following subsections:
· Building a High Performance Team
· Preparing for the Procedure
· Performing the Procedure
· Transferring the Client after the Procedure
· Cleaning and Maintaining Surgical Equipment
· Having a Positive Impact on Outcomes
The Qmentum International Accreditation Program has three levels (Gold, Platinum, Diamond) of
accreditation:
· Gold: addresses basic structures and processes linked to the foundational elements of
safety and quality improvement.
· Platinum: builds on the elements of quality and safety, and emphasizes key elements of
client-centred care, creating consistency in the delivery of services through standardized
processes, and involving clients and staff in decision-making.
· Diamond: focuses on the achievement of quality by monitoring outcomes, using evidence
and best practice to improve services, and benchmarking with peer organizations to drive
system-level improvements.
These levels informed the development of a common set of international standards.
The standards are goal statements, written in bold and numbered 1.0, 2.0, 3.0, etc. Each standard
is followed by a number of criteria that are statements about the activities required to achieve the
standard. For example, standard 1.0 is followed by criteria 1.1, 1.2, etc. By complying with the
criteria, an organization can achieve the standard.
The criteria contain additional information:
· All criteria are linked to one of eight quality dimensions (Accessibility, Client-centred
Services, Continuity of Services, Effectiveness, Efficiency, Population Focus, Safety, and
Work life).
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· Some criteria contain additional Guidelines that further explain the criteria, or provide
suggestions or additional information.
· All criteria are assigned a level of Gold, Platinum, or Diamond to reflect the tailored nature
of the accreditation program (see above). Gold criteria would apply to organizations in the
Gold cycle of accreditation. Gold and Platinum criteria would apply to organizations in the
Platinum cycle of accreditation, and all criteria would apply to organizations in the
Diamond cycle of accreditation.
· Some of the criteria are identified as a Required Organizational Practice (ROP). An ROP
is as an essential practice that organizations should have in place to enhance
patient/client safety and minimize risk. To reflect the step-by-step approach of the
program, each ROP is assigned a level of Gold, Platinum, or Diamond.

Glossary
A team is a group of health care professionals that work together to meet the complex and varied
needs of clients, families and the communities in which they live. Teams are multidisciplinary,
which means that different types of health care professionals work together to provide services.
The composition of a multidisciplinary team will depend on the type of service provided. For
operating rooms, a multidisciplinary team usually consists of surgeons, nurses, anesthetists, and
other professionals deemed necessary for the particular procedure.
The team leader is responsible for operational management of a multidisciplinary team. Duties
include identifying needs, staffing, and reporting to senior management.
A client, or patient, is the recipient of care.
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BUILDING A HIGH PERFORMING TEAM
1.0
1.1
WORKLIFE

The operating room team uses an multidisciplinary
approach to deliver services.
The teamos composition reflects the operating roomos case
mix, case acuity, service volumes and workload.
Guidelines:
The operating roomos multidisciplinary team includes people
with different roles and from various disciplines. Depending
on the needs of the patient, the team may include surgeons,
nurses, anesthetists, or other professionals deemed
necessary for the particular procedure.

1.2

The team coordinates services with other perioperative
services such as recovery areas, intensive care units, and
ward/bed management.

EFFICIENCY

Guidelines:
The coordination and proximity of surgical and other
perioperative services affect client flow and operating room
efficiency.
1.3
EFFECTIVENESS

The team uses evidence-based client care maps or pathways
to guide them through steps in the procedure, promote
efficient care and achieve optimal client outcomes.
Guidelines:
Care maps provide detailed guidance for each stage in the
management of a client over a given period of time. They are
tailored to specific conditions or procedures and are regularly
updated to reflect best practices. Multidisciplinary care maps
or pathways are particularly important for high-risk and highvolume procedures.
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1.4

The team promotes communication and problem solving
among team members and other teams or services in the
organization.

SAFETY

Guidelines:
Team members routinely introduce themselves by name and
role prior to beginning any surgical procedure, as specified in
the World Health Organizationos Safe Surgery Checklist.
Techniques to promote communication and problem solving
include committees, team meetings, interdisciplinary
conferences and information systems.
1.5
EFFECTIVENESS

The multidisciplinary team regularly evaluates its functioning
and makes improvements as needed.
Guidelines:
The teamos process to evaluate its functioning includes a
review of its services, processes and outcomes. This may
include administering a team functioning questionnaire to
team members to stimulate discussion about areas for
improvement. The team is encouraged to evaluate its
functioning at least annually, and whenever there is a
significant change in the structure of the team.
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2.0
2.1

The operating room team members are educated, trained,
qualified, and competent.
The team leaders verify that each team member has the
necessary qualifications, including current credentials and
license as applicable, on an annual basis.

EFFECTIVENESS

2.2

The team leaders define the roles of unregulated support
personnel working in the operating room and designate a
team member to closely supervise them.

WORKLIFE

Guidelines:
The designated team member is responsible for supervising,
teaching and delegating tasks to unregulated support
personnel.
2.3
EFFECTIVENESS

New team members receive an orientation about the
organization, the team and their roles and responsibilities.
Guidelines:
The orientation program covers the organizationos mission,
vision, and values; the team mandate, goals, and objectives;
roles, responsibilities, and expectations regarding
performance; relevant policies and procedures, including
confidentiality; quality improvement; initiatives that support
worklife balance; and initiatives that support client and staff
safety.

2.4
SAFETY

New team members receive an orientation on the equipment
currently used in the operating room and ongoing training on
new equipment.
Guidelines:
For example, when new technologies are purchased for the
operating room, the team receives training on how to use
them.
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2.5
SAFETY

Team members receive ongoing education and training on
how to prevent fires in the operating room.
Guidelines:
Education and training include: identifying fire risks in the
operating room, minimizing fire hazards during the surgical
procedure, and how to manage and extinguish a fire in the
operating room. The team regularly participates in fire drills.

2.6

Team members receive ongoing, effective training on high
risk equipment including infusion pumps

2.7

The team leaders regularly evaluate each team memberos

SAFETY

EFFECTIVENESS

performance in an objective, interactive, and positive way,
and document this information in their personnel file.
Guidelines:
When evaluating performance, the team leaders review the
team memberos ability to carry out responsibilities, and
consider the team memberos strengths, areas for
improvement, and contributions regarding client safety,
worklife, and other areas described in the position profile.
They may also seek client or peer input.A performance
evaluation is usually done before the probationary program is
completed, and annually thereafter or as defined by the
organization. An evaluation may also be completed following
periods of retraining, e.g. when new technology, equipment,
or skills are introduced.
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2.8
WORKLIFE

The team leaders monitor and meet each team memberos
ongoing education, training, and professional development
needs, and document this information in their personnel file.
Guidelines:
The process to monitor and meet each team memberos
ongoing learning needs can include performance
evaluations, or regular assessment of team needs. It also
identifies when specific training is required, such as when
new technology, equipment, or skills are introduced, or after
a team member has been away for an extended period of
time.
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3.0

The team has access to the resources needed to provide
quality operating room services and support smooth
surgical flow.

3.1

When planning and designing the operating room layout, the
organization considers client flow, traffic patterns,
ergonomics, and equipment movement logistics.

3.2

The organization designs the operating room to promote the

EFFICIENCY

appropriate use of all utilities, including electricity and power
supply, gas systems, zone valves, filters, pipes, heating and
humidity control, lighting, ventilation, and wireless
technology.

EFFECTIVENESS

3.3
SAFETY

When planning and designing the operating room layout, the
organization takes precautions to protect the physical safety
of all staff and clients in the operating room.
Guidelines:
Precautions should address radiation safety, protection from
fire and explosion, smoke evacuation, secure areas for sterile
storage, protection from chemical hazards, and structures
and receptacles for waste management.

3.4
SAFETY

The surgical suite has three levels of increasingly restricted
access: accessible areas, semi-restricted areas, and
restricted areas.
Guidelines:
Accessible, semi-restricted, and restricted areas are so
designated by the activities that occur within them.
Accessible (or unrestricted) areas include the transition
zones (e.g. a corridor) from the main hospital to the surgical
suite. Although accessible, these areas should be monitored
in a central location. Semi-restricted areas include peripheral
support spaces and access corridors to the operating room.
Traffic is limited to authorized personnel wearing proper attire
(scrubs and hair coverings). Restricted areas include the
operating rooms and immediate support spaces where open
sterile supplies and scrubbed personnel are located. Traffic
is limited to authorized personnel wearing proper operating
room attire (scrubs, head covering, and masks).
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3.5

The operating room has a protected area for sterile storage
of medical equipment, devices and supplies.

3.6

The team posts, follows, and documents a regular and

SAFETY

comprehensive cleaning schedule for the operating room and
supporting areas.

SAFETY

3.7
EFFICIENCY

The team follows objective criteria when considering
requests to purchase surgical equipment, medical devices,
and supplies.
Guidelines:
Surgical equipment and medical devices include life support
equipment, batteries, and sterilizers.Criteria to assess
devices and equipment may be developed with input from
staff, physicians, and clients, and includes cost-effectiveness;
safety and ease of use; potential risks or impacts on infection
control, including requirements for device reprocessing;
internal and external quality control; training and service by
the vendor; workplace health and safety standards;
environmental effects; compatibility with current technology;
and specifications.A multidisciplinary sub-group of the
operating room team and representatives from the
reprocessing /sterilization departments and infection
prevention and control may be involved in applying the
criteria to assess the different technologies for use in the
operating room.
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3.8
EFFICIENCY

The team uses scheduling strategies, such as block times, to
achieve optimal flow of clients through the operating room.
Guidelines:
Understanding surgical variability is necessary to improve
surgical flow. Properly assigning surgeries and using block
times may ease the volume of elective surgeries. An example
of a scheduling strategy is to separate the flow of scheduled
and emergent/urgent cases or limit the types of elective
surgical admissions. The team must also take into account
the time needed for proper reprocessing of surgical devices.
Proper scheduling may improve bed capacity, reduce
overtime, and help to improve client safety.

3.9
EFFICIENCY

The team uses technology to effectively manage operating
room resources, including staff/service providers and
equipment.
Guidelines:
Scheduling methods and supporting technology may be used
to identify and coordinate the necessary staff/service
providers, support perioperative charting, manage equipment
and supply needs, control inventory, and support equipment
maintenance.
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4.0

The team promotes the well-being and worklife balance of
each of its members.

4.1

The team follows a policy and process to resolve conflicts
between team members.

4.2

The team leaders monitor each team memberos fatigue and

WORKLIFE

stress levels to identify contributing factors and make
changes as needed.

WORKLIFE

Guidelines:
Fatigue and stress levels can be monitored by examining
hours worked, overtime, or the incident of adverse events.
Stress and fatigue can result from a variety of factors
including scheduling issues, staffing shortages, and
environmental stressors (e.g. noise). The teamos leaders
need to modify these factors to manage stress and safety
risks.
4.3
SAFETY

Team leaders offer team members regular vaccinations
against transmissible diseases.
Guidelines:
Operating room team members are at risk for exposure to
and transmission of vaccine-preventable diseases because
of their contact with infected clients or materials. Maintaining
immunity is an essential part of infection prevention and
control.Common transmissible diseases include diphtheria,
hepatitis B, influenza, measles, mumps, rubella, tetanus, and
pneumococcal disease.
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PREPARING FOR THE PROCEDURE
5.0
5.1
ROP
SAFETY

The team verifies the client’s information before
beginning the procedure.
The organization has a process and written protocol for
preventing wrong-site, wrong-procedure, and wrong-person
surgery.
Guidelines:
The World Health Organizationos Safe Surgery Checklist
identifies three phases of an operation, each corresponding
to a specific period in the normal flow of work: Before the
induction of anaesthesia (Dsign ino), before the incision of the
skin (Dtime outo) and before the patient leaves the operating
room (Dsign outo). In each phase, a checklist coordinator must
confirm that the surgery team has completed the listed tasks
before it proceeds with the operation. More information is
available from the World Health Organizationos Safe
Surgery Saves Lives at
http://www.who.int/patientsafety/safesurgery/en/. A copy of
the checklist is available at
http://www.who.int/patientsafety/safesurgery/tools_resources/
SSSL_Checklist_finalJun08.pdf.Preoperative verification is
an active information gathering process to ensure missing
information or discrepancies are addresses prior to starting
the procedure. The purpose of preoperative verification is to
make sure all relevant documents, information, and
equipment are: available prior to the start of the procedure;
and correctly identified, labeled, and matched to the client.
The perioperative verification also should make sure that the
procedure is reviewed and are consistent with the clientos
expectations and the teamos understanding of the intended
procedure and site.Marking the correct site involves
distinguishing laterally (left/right), multiple structures (fingers,
toes), or multiple levels (spine). The most common marking
is the surgeonos initials or a Dyeso. Although client
organizations can choose the type of marking, it should be
unambiguous and consistent throughout the organization.
Marking spinal levels can be challenging preoperatively. A
two-stage marking process can be used. First, the general
level of the procedure (cervical, thoracic or lumbar) must be
marked preoperatively. If the approach involves anterior
versus posterior, or right versus left, then the mark must
indicate this. Then, intraoperatively, the exact interspace(s)
to be operated on should be precisely marked using the
standard intraoperative radiographic marking technique. A
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time-out is a final safety check; a time where no clinical
activity is taking place so that surgical, nursing, anesthesia
care team members can independently verify the impending
clinical action. A timeout must verify, at a minimum, the
correct client name and identifier, the correct procedure, the
correct site, the correct client position, and any
implants/equipment necessary for the operation.
Test(s) for Compliance

5.2
EFFECTIVENESS

5.1.1

The organization has a documented protocol for safe surgery
that complies with the WHO Surgical Safety Checklist.

5.1.2

The protocol requires preoperative verification to gather
information prior to starting the procedure.

5.1.3

The protocol requires a preoperative marking of the precise
site where the surgery will be performed, using an
unambiguous mark.

5.1.4

The protocol requires a time out immediately prior to the
procedure.

The team validates the completeness of the clientos
admission information, including the pre-operative
assessment and any relevant diagnostic images.
Guidelines:
The preoperative admission includes identification of the
client; the Dnothing by moutho (NPO) status of the client;
verification of the client; discussion with the
anaesthesiologist; client education review; verification of the
operative site; completed history and physical examination;
relevant allergies; results of laboratory, X-ray,
electrocardiogram, and diagnostic tests; availability of
previous client health record if one exists; positional
problems, e.g. arthritis; prostheses, as well as dentures and
eyeglasses.
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5.3

The appropriate team member verifies that the client has
given informed consent for the procedure and anaesthesia as
applicable.

EFFECTIVENESS

Guidelines:
Informed consent consists of reviewing service information
and the consent form with the client; informing the client
about the available options and providing time to reflect and
ask questions before asking for consent; respecting the
clientos rights, culture and values including the right to
refuse consent at any time; and recording the clientos
decision in the client record. The consent form outlines the
potential benefits and harms of the surgical procedure;
potential harms include risks identified in the World Health
Organizationos Safe Surgery Checklist (allergic reactions,
blood loss, aspiration, infection, etc). Abbreviations are not to
be used in informed consent documents.
5.4
SAFETY

The team verifies the clientos identity verbally with the client
if possible, and by comparing the name on the surgical
procedure record to the name on the clientos identification
wristband (or other identifier) and health record.
Guidelines:
Client identifiers may include wrist bands, verification
protocols, double witnessing, client identification cards, or
barcodes. The clients room number should not be used for
identification purposes.
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6.0
6.1
SAFETY

The team checks all equipment and supplies needed for
the procedure.
The team tests and inspects all surgical equipment and
medical devices before the client enters the operating room.
Guidelines:
Testing equipment includes confirming that all components
are properly connected; inspecting the package and
components for visual residue or organic matter, particularly
in endoscopic devices; and verifying the chemical indicator
on the reprocessing package.

6.2
SAFETY

The team verifies that required supplies are available,
including any materials or orthopaedic components for
implantation.
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7.0
7.1

The operating room team properly prepares the client for
the procedure.
If hair removal is required prior to surgery, the team follows a
process for appropriate hair removal in a location outside the
operating room.

SAFETY

Guidelines:
Appropriate hair removal in the operating room has been
shown to reduce surgical site infections. The use of bullet
clipping should be used over shaving as it reduces the
chance of nicks, cuts, and abrasions.
7.2

The team follows a process for surgical counts that includes
which materials must be counted, when the surgical count
must be done, and the documentation required.

SAFETY

Guidelines:
A surgical count must be performed for each procedure, even
if a standard tray of instruments is used.
7.3
SAFETY

The team designates at least two team members to conduct
the surgical count prior to beginning the procedure.
Guidelines:
The designated team members must agree on the number of
items counted. The preoperative count establishes a
baseline reference for all subsequent counts

7.4
EFFECTIVENESS

The team positions the client correctly for surgery.
Guidelines:
The clientos position is consistent with proper anatomical
alignment and physiological functioning. Adjustments are
made to accommodate positioning problems identified in the
preoperative assessment due to conditions such as arthritis.
The team also ensures that all jewelry is removed.Client
positioning is a shared responsibility in the operating room.
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7.5

The team verifies that all of the clients body piercings,
prostheses, dentures, and eyeglasses have been removed
prior to surgery.

SAFETY

Guidelines:
Removing body piercings, dentures, prostheses, and
eyeglasses prior to surgery may prevent infection and
complications during the procedure.
7.6
ROP

Qualified team members administer prophylactic antibiotics
to prevent surgical site infections.

SAFETY

Test(s) for Compliance

7.7
SAFETY

7.6.1

The organization has a documented protocol (e.g. ‘time-out’
procedure, standing orders) to administer antimicrobial
agents for prophylaxis within 60 minutes prior to skin incision.
Vancomycin and fluoroquinolone may be administered up to
two hours prior to skin incision.

7.6.2

The organization has a documented protocol to (e.g. standing
order) to discontinue the administration of prophylactic
antimicrobial agents 24 hours after the surgical procedure.
Vancomycin and fluoroquinolone may be discontinued 48
hours after the surgical procedure.

Qualified staff and providers monitor the clientos vital signs
prior to and throughout the procedure.
Guidelines:
Vital signs include oxygenation, ventilation, circulation, and
temperature. Mechanical or electronic monitors that support
safety by providing prompts may be used, for example a
pulse oximeter, but they do not replace ongoing monitoring
by staff and clinical providers.

7.8
SAFETY

When draping the surgical site, the team considers the
location and size of the incision, the area of the sterile field,
the number of team members present, and the equipment
and instrumentation in the field.
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7.9

Immediately prior to the procedure, the team conducts a
preoperative pause to confirm the clientos identity and
nature, site, and side of the procedure.

SAFETY

Guidelines:
The practice of preoperative pause is intended to enhance
client safety by providing another opportunity to verify the
accuracy of the essential information. All team members
must agree on the information verified during the pause
before the procedure can begin.
7.10

The designated team members document and sign the
surgical count.

7.11

The team documents that clients have been positioned
correctly for surgery.

EFFECTIVENESS

EFFECTIVENESS

Guidelines:
The clientos proper positioning should be recorded in the
appropriate log or file and signed by those responsible for the
positioning.
7.12

SAFETY

The team documents the preoperative pause.
Guidelines:
The preoperative pause should be recorded in the
appropriate log or file and signed by the team.
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PERFORMING THE PROCEDURE
8.0
8.1

The team administers anaesthesia and other medication
safely in the operating room.
The team documents all medication orders, including any
preoperative assessment information that could impact on
anesthesia/medication administration in the operating room.

SAFETY

8.2

The team checks the accuracy and completeness of all
medication orders, including any discrepancies related to
client allergies, drug dosage, or drug compatibilities.

SAFETY

8.3

When preparing to administer conscious sedation, the team
considers available medications, administration guidelines,
potential complications and side effects, and
indications/contraindications.

SAFETY

8.4
EFFECTIVENESS

Before delivery to the sterile field, the team verifies all
medications verbally and visually.
Guidelines:
This verification includes confirming the medications listed on
the surgeonos preference list with the prescribing physician
before delivery.

8.5

All medications delivered to the sterile field are labelled and
handled using aseptic technique.

8.6

The team monitors the client during and immediately
following conscious sedation.

8.7

Team members communicate all medications on the sterile
field at break relief or shift changes.

EFFECTIVENESS

SAFETY

SAFETY

138

Appendix 5 Continued

8.8
SAFETY

The team documents the amount of administered
medications and retains all medication containers used on
the sterile field until the end of the procedure.
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9.0

The team prevents and minimizes infections in the
operating room.

9.1

Team members follow a dress code within the surgical suite.

9.2

The team follows a procedure for scrubbing, gowning, and
gloving.

9.3

The team uses airborne, contact, and droplet precautions to
reduce the risk of infection to clients and staff.

SAFETY

SAFETY

SAFETY

Guidelines:
Airborne precautions include using N95 masks where
necessary, keeping the door to the operating room closed as
much as possible, posting airborne isolation signs on the
doors to the operating room, and having the client wear a
surgical mask during transport. Droplet precautions include
all airborne precautions and using eye protection when there
is a chance that bodily fluids will come into contact with
eyes.Contact precautions include removing unnecessary
equipment from the operating room; posting contact isolation
signs on the doors to the operating room; wearing gloves
when touching a client; gowning if clothing will have direct
contact with the client, or touch surfaces or objects in the
operating room that have come into contact with the client;
recovering the client in the operating room or in a separate
isolated area; and terminal cleaning of the operating room.
9.4

SAFETY

The operating room team uses aseptic technique at all times
during the procedure.
Guidelines:
Aseptic technique is used for establishing a sterile field,
dispensing sterile supplies, maintaining the sterile field, and
having sterile storage.
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9.5
SAFETY

The team appropriately handles soiled linen, infectious
material, and hazardous waste in the operating room.
Guidelines:
Appropriate handling of contaminated and infectious materials
prevents the risk of exposure and infection to everyone in the
operating room. Handling includes collection, storage,
transportation, and disposal.
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10.0
10.1
SAFETY

The team uses all operating room equipment and
supplies in a safe manner.
The team uses personal protective equipment according to
the manufacturers instructions.
Guidelines:
Using personal protective equipment appropriately reduces
the risk of harm or injury from medical devices such as
lasers, scalpels, or electro-cautery.

10.2

The team uses lasers safely and in a controlled area.
Guidelines:

SAFETY

Warning signs specific to the type of laser in use should be
posted at all entrances to the operating room. Safe laser use
includes restricting access to the controlled area to key
staff/providers, using personal protective equipment,
covering openings so the laser beam is contained, avoiding
reflective surfaces, and having access to an appropriate fire
extinguisher.
10.3

Team members use appropriate precautions to reduce fire
hazards associated with specialized surgical equipment and
medical devices.

SAFETY

Guidelines:
Precautions include non-flammable antiseptics and gels, wet
or fire-retardant drapes, sterile water or normal saline at the
sterile field, a fire extinguisher, fire- or laser-retardant
supplies (e.g. tubing), and appropriate finishes and coating
on surgical instruments.
10.4

The organization uses a smoke evacuation system when an
electrosurgical unit is operated.

SAFETY

Guidelines:
Smoke plumes may contain toxic gases and vapours, and
viruses.
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10.5
SAFETY

The team uses only sponges and towels with radiopaque
markers during the surgical procedure.
Guidelines:
The evidence shows that the use of radiopaque markers
facilitates the identification and location of retained foreign
bodies.

10.6

If an instrument breaks during the procedure, the team
documents the event and accounts for all pieces of the item.

10.7

The designated team members carry out a surgical count
when the procedure is completed.

SAFETY

SAFETY

Guidelines:
In addition to a count at the beginning of the procedures, the
designated team members carry out a surgical count at the
end of the surgical procedure. The designated team
members must agree on the number of items counted.
Articles added during the procedure are immediately
counted, recorded, and initialed.The items remain together
until the count is completed and interruptions should not
occur during the count.
10.8

SAFETY

When a surgical miscount is identified, the team follows a
procedure that includes recounting, searching for the missing
item, using imaging technologies, documenting the miscount,
and notifying the surgeon and other providers.
Guidelines:
Documentation includes noting the incorrect count on the
count sheet, completing an incident report, and documenting
all actions taken in the client record.
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10.9
SAFETY

The team responds to emergencies in the operating room.
Guidelines:
Emergencies can include fire, power failure, flooding,
external disasters that may affect the operating room,
unavailability of emergency equipment, equipment or device
malfunctions, and anaesthetic or surgery-related
emergencies.
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11.0

The team documents all surgical activities, including
samples or specimens taken, in the client record.

11.1

The team documents the staff and clinicians involved in the
procedure, and the surgical techniques used.

11.2

The team lists the physiologic variables monitored during the
procedure.

11.3

The team documents the type, amount, dosage and time of
administration of all drugs, agents, and fluids provided to the
client during the procedure including blood and blood
products.

11.4

The team records all details related to the administration of

EFFECTIVENESS

EFFECTIVENESS

SAFETY

anesthesia, including any unusual events, the duration of
anesthesia, and the status of the client at the conclusion of
anesthesia.

SAFETY

11.5

The team lists all equipment, supplies, and instruments used
during the procedure, including pre- and post-operative
counts, and serial numbers.

SAFETY

11.6

The team records any samples or specimens taken during
the procedure in the client record and surgical pathology
form, and accurately labels each with the date, name of the
client, and type of tissue.

EFFECTIVENESS

Guidelines:
The samples or specimens taken are listed in the client
record and accurately identified on the surgical pathology
form.
11.7

The team updates the clientos postoperative care plan in the
client record.

EFFECTIVENESS
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TRANSFERING THE CLIENT AFTER THE PROCEDURE
12.0

The team safely transfers the client to the
post-anaesthetic care unit following the procedure.

12.1

The operating room team uses standardized criteria to
determine when to transfer the client to the post-anaesthesia
care unit.

EFFECTIVENESS

12.2
SAFETY

The team communicates any potential postoperative surgical
risks to the post-anaesthetic care unit.
Guidelines:
Evidence shows that miscommunication or a lack of
communication among members of the multidisciplinary team
is a leading cause of client safety issues. Accurate and timely
communication must be viewed as a priority to promote
continuity of care and prevent adverse events.

12.3

One or more designated team members continuously
observe the client during the transfer from the operating room
to the post-anaesthetic care unit.

SAFETY

Guidelines:
Continuous observation helps to quickly identify post-surgical
or post-anaesthesia reactions.
12.4
CONTINUITY OF
SERVICE

The operating room team provides the complete client record
to the post-anaesthetic care unit and the surgical care team.
Guidelines:
The complete client record includes all pre-operative
information and information added during or following the
procedure, including the post-operative care plan.

12.5
EFFECTIVENESS

The operating room team contacts clients or follow-up
service providers to help evaluate the effectiveness of the
procedure and the post-surgical transition, and makes
improvements to its services as appropriate.
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CLEANING AND MAINTAINING SURGICAL EQUIPMENT
13.0

13.1

The team follows manufacturers’ instructions for
cleaning, disinfecting, and reprocessing surgical devices
and equipment.
The team leaders verify the education, certification, and
competency of staff involved in reprocessing in the operating
room.

SAFETY

13.2

For each contaminated device and piece of equipment, a
trained staff member uses a recognized classification system
to determine whether sterilization is required.

SAFETY

Guidelines:
A classification system, e.g. the Spaulding Classification
System, categorizes medical devices based upon their use
and the risk of infection associated with their use in order to
determine the cleaning and reprocessing required to prevent
infection. The organization uses the classification system to
identify critical, semi-critical, and non-critical items, and each
classification has requirements for decontamination,
cleaning, and disinfection or sterilization that reduce the risk
of infection. An item that only comes into contact with
clients intact skin, i.e. blood pressure cuffs, stethoscopes,
may be classified as non-critical and require low-level
disinfection. Items that contact mucous membranes are
considered semi-critical and require high-level disinfection.
Those that enter sterile spaces or contact non-intact skin are
critical devices and must be sterile. The classification system
clearly states that critical items may be used for non-critical
activities or procedures, but non-critical items may not be
used for critical activities or procedures.
13.3
SAFETY

If disinfection is required, a trained and competent staff
member follows detailed procedures for cleaning or
disinfecting the reusable device.
Guidelines:
The organizations disinfection procedures cover sorting,
soaking, washing, rinsing and drying the items, as well as
inspecting each item after drying to ensure proper functioning
and to identify any chips, inappropriate sharp edges, wear,
and other defects.
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13.4

The staff member soaks, flushes, and cleans each device in
a timely way to remove inorganic and organic matter on the
device.

SAFETY

Guidelines:
Immersible devices may be soaked in water or a detergentbased product containing enzymes to facilitate cleaning and
prevent organic matter from drying. Saline is not used as a
soaking solution. Cleaning removes inorganic and organic
matter that can inhibit the disinfection process. It may be
done manually or using automatic methods. For example,
lumens, e.g. catheters and needles, are cleaned with a brush
or pipe cleaner if possible and flushed with a detergent
solution.
13.5

The organization selects disinfectants based on the
compatibility with the devices being disinfected; the
compatibility with other agents used in disinfection or
sterilization; the intended use of the devices being
disinfected; and client, staff and environmental safety.

EFFECTIVENESS

13.6

For each disinfectant, the organization follows
manufacturers recommendations for use, contact time,
shelf life, storage, appropriate dilution, and required
protective personal equipment.

EFFECTIVENESS

13.7

The organization verifies the concentration of its disinfectants
daily using appropriate test strips, and disposes of
disinfectants that are more than two weeks old, even if the
concentration is verified.

EFFECTIVENESS

Guidelines:
Test strips are dated when opened and are not used past the
expiry date.
13.8
EFFECTIVENESS

The organization keeps a record of its disinfection
procedures that identifies the instruments and the
disinfectants used.
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13.9
SAFETY

The organization appropriately contains and transports
contaminated items to the reprocessing unit or area.
Guidelines:
The organization follows formal criteria for containing used
items and transporting them to and from the area where they
are sterilized. Reprocessing may be done in a specific area
of the organization or at another site, or be outsourced to a
private company.

13.10

The organization transports contaminated items separately
from clean or sterilized items, and away from client service
and high-traffic areas.

SAFETY

13.11
EFFECTIVENESS

When transporting contaminated equipment and devices, the
organization complies with applicable regulations, controls
the environmental conditions, and uses clean and
appropriate bins, boxes, bags, and transport vehicles.
Guidelines:
Environmental conditions include temperature and humidity. It
may be necessary to install pneumatic suspension on
vehicles involved in off-site transportation of contaminated
equipment and devices.The organization may require special
considerations, e.g. temperature controls, shocks, special
containers, when transporting devices or equipment over
long distances.

13.12
SAFETY

The team uses flash sterilization in the operating room only in
an emergency, and never for complete sets or implantable
devices.
Guidelines:
An example of an emergency situation requiring flash
sterilization may be when a very specialized device is
dropped during a procedure and needs to be sterilized before
it can used during the procedure.
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13.13

The team keeps a record of each use of flash sterilization
and documents it in its files.
Guidelines:

SAFETY

The use of flash sterilization should be documented in an
incident report and in the clientos file.
13.14

The team stores clean and sterile surgical equipment,
medical devices, and supplies according to manufacturerso
instructions, and separate from soiled equipment and waste.

SAFETY

Guidelines:
The items should be kept separate through containment,
distance, different traffic patterns, and by moving them
independently from each other.
13.15
SAFETY

The organization prevents the on-site reprocessing or
sterilization of single-use devices.
Guidelines:
If reprocessing or sterilization of single-use devices is done
outside the organization, i.e. by a recognized third-party
reprocessor, the organization monitors these processes
annually.

13.16

can be recalled in the event of a breakdown or failure in the
sterilization system.

SAFETY

13.17
SAFETY

The organization tracks devices sent for sterilization so they

The organization consistently follows a documented process
for internal recall of surgical equipment and medical devices
whenever there are questions about their sterility.

150

Appendix 5 Continued

13.18

The organization has a quality control program for the
cleaning, disinfection and sterilization of reusable medical
devices.

SAFETY

Guidelines:
The program includes ongoing supervision and competency
assessment of staff responsible for cleaning, disinfecting,
and sterilizing reusable medical devices. The program uses
process monitoring or recording systems to verify adherence
to accepted standards of practice and organizational policies
and procedures, and systems to quickly identify breakdowns
in the organizationos cleaning, disinfection or sterilization
processes, including equipment recall as required.
13.19

If reprocessing and sterilization are contracted to external
providers, the organization establishes and maintains a
contract with each provider.

EFFECTIVENESS

13.20

Where sterilization and reprocessing services are contracted
to external providers, the organization regularly monitors the
quality of services provided.

EFFECTIVENESS

Guidelines:
The organization verifies that the external provider follows
accepted standards of practice to monitor the quality of
services, e.g. daily monitoring of printouts and data, reporting
systems, and mechanisms to report deficiencies. The
organization reviews copies of reports and printouts and any
other documentation demonstrating the quality monitoring
performed by the external provider.
13.21
EFFECTIVENESS

Where sterilization and reprocessing services are contracted
to external providers, the organization annually reviews each
contract and maintains documentation related to the contract
and negotiations.
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13.22
EFFECTIVENESS

The organization monitors its processes for reprocessing
equipment, and makes improvements as appropriate.
Guidelines:
Organizations reprocess equipment according to
manufacturers instructions. If the organization does not
perform the reprocessing of equipment, it must have a
process to ensure equipment has been appropriately
reprocessed prior to use.
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14.0

The team maintains surgical equipment and medical
devices in a safe and accurate manner.

14.1

The team has a preventive maintenance program for all
surgical equipment and medical devices.

14.2

The team documents all preventive maintenance completed
on surgical equipment and medical devices.

SAFETY

EFFECTIVENESS

Guidelines:
Complete documentation includes the date of the
inspection/intervention, identification for the inspected
equipment (e.g. serial number, asset number), the type of
inspection completed, the results of the inspection, the name
and title of the person who completed the
inspection/intervention, and any repairs/replacement of parts.
14.3

SAFETY

The team follows manufacturerso instructions to regularly
calibrate surgical equipment and medical devices.
Guidelines:
Biomedical engineering support is used to help resolve
calibration or other equipment technology problems.

14.4
SAFETY

The team identifies, communicates, manages, and
documents equipment risk alerts or recalls and the action
taken.
Guidelines:
The team may designate a common entry point or
designated staff to receive recall notices and have a means
of distributing recall notices throughout the organization. The
action taken is specific to the type of recall.
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14.5

The team reports equipment failures that take place during
anesthesia or surgery and removes the equipment from
circulation.

SAFETY

Guidelines:
Reports on equipment failures should clearly identify the
piece of equipment (e.g. serial number, asset number); the
type of failure; date, time, and circumstances of the failure;
and action taken to ensure the equipment is repaired or
replaced before its next use.
14.6
SAFETY

The team verifies that surgical equipment or medical devices
returned to the operating room following repair or
replacement are clearly marked with the date and a signed
notice describing the maintenance or purchase.
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HAVING A POSITIVE IMPACT ON OUTCOMES
15.0

15.1

The team has a coordinated system to identify, prevent,
and manage risk in the operating room and improve the
quality of its services.
The team carries out regular safety briefings to share
information about potential safety problems, reduce the risk
of error, and improve services.

SAFETY

Guidelines:
Risks may include physical hazards, problems with
equipment, waste, spills, other infectious materials; or,
problems with handling, storing, or dispensing medications.
15.2
SAFETY

The team identifies, reports, records, and monitors sentinel
events, near misses, and adverse events in a timely way.
Guidelines:
This includes investigating all incidents in a timely way;
taking action to prevent the same situation from reoccurring;
monitoring all incidents over time; and using this information
to make improvements.

15.3

The team selects and monitors specific performance
indicators for the operating room and its services.

EFFECTIVENESS
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OPERATING THEATRE SCHEDULE
Operating Theatre Reservation / Schedule Table
Date:________
#

1

OR-1

2
3
4
5
6
7
8
9

OR-2

#
1
2
3
4
5
1

OR-3

2
3
4
5
6
7
8

Room
#

Pt.Initial

File
No.

Sched.Time

Operation

Start
Time

End
Time

Surgeon

Anest.
Dr.

Type
of
Anest.

Staff
Initial/Date

Remarks
(add
codes to
explain)

Appendix 6 Continued

#

Room
#

Pt.Initial

File
No.

Sched.Time

Operation

Start
Time

End
Time

Surgeon

Anest.
Dr.

Type
of
Anest.

Staff
Initial/Date

Remarks
(add
codes to
explain)

1

OR-4

2
3
4
5
6
7
8
1
2
3

OR-5

4
5
6
7
8

IVF&x-RAY

1
2
3
4
5
6

Cancelled
Codes
C1. Unavailable
Room
C2. Patient Refused / No
Show
C3. Insurance / Financial
Problem
C4. Medical Problem
C5. Unavailable Doctor

Postponed Codes
P0. Without Reason / No definite date

Delayed codes
D1: Unavailable Room

P1. Unavailable Room

D2: Unavailable Blood/Lab Test

P2. Unavailable Blood
P3. Insurance/Financial
Problems
P4. Medical Problems
P5. Unavailable Doctor

D3: Pt. Condition Unstable
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D4: Delayed Patient
D5: Delayed Doctor

Appendix 7
CHECK LIST FORMS
Number

ITEMS

Stocks

1) O.T Stock Replacement - Recovery Room Supplies

1

Syringe
10ml

20

2

Syringe 5ml

15

3

Syringe 3ml

20

4

Syringe 1ml

10

5

Syringe
20ml

10

6

Syringe
50ml

10

7

Ivac Set

10

8

IV Cannula
16 gauge

2

9

IV Cannula
18 gauge

5

10

IV Cannula
20 gauge

5

11

IV Cannula
22 gauge

5

12

IV Cannula
24 gauge

2

13

Normal
Saline 10ml

20

14

Water 10ml

15

15

Tegaderm
Adult

10

16

Tegaderm
Pediatric

10

17

IV Set

5

18

Solu Set

2

19

Hemo Set

2

20
21
22
23

Ringer
Lactate
500ml
Ringer
500ml
Normal
Saline
500ml
ECG Leads
Adult

15
15
5
12

24

ECG Leads
Pedia

6

25

Oxygen
Mask Adult

30

26

Oxygen
Mask Pedia

10

27

Stopcock 3
way

5

28

Insulin
Needle

5

29

Nasal Mask

10

30

Suction
Catheter

3

STAFF
SIGNATURE
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2) O.T Stock Replacement- Anaesthesia trolly

O.T-3

Date

Drugs

O.T-2

Stocks

Number

O.T-1

1

Inj.Adrenaline
1/1000units

5

2

Inj.Atropine.6
mg

3
0

3

Inj
Aminophylline

2

4

Inj.Apresoline
20mg

2

5

Inj . Buscopan
20mg

1
0

6

Inj.Bucaine 5%

1
0

7

Inj.Dicynon
250mg

1
0

8

Inj.Depomedro
l 40mg

3

9

Inj.Ephedrine
30mg

5

1
0

Inj Lasix 20mg

1
0

1
1

Inj
Narcan/Naloxo
ne.4mg

1
0

1
2

Inj.Nitroderm
patches 10mg

2

1
3

Inj.Nitroderm
patches 5mg

2

1
4

Inj.Phenargan

5

1
5

Inj.Prostigmin.
5mg

3
0

1
6

Inj.Sodium
Bicarbonate
8.4%

1

1
7

Inj.Solu-Cortef
100mg

6

1
8

Inj-SoluMedrol 125mg

2

1
9

Inj. SoluMedrol 40mg

2

2
0

Inj.Ventoline
Puff

1

2
1

Inj.Xylocaine
1%

5

2
2

Inj.Xylocaine
2%

5
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3) Daily Consumable Charge List (Scrub Side)
Name of Case:_____________________
No.

Items

1
Underpad
2
Gown XL =
3
Gown L =
4
Gown M =
5
Surgical Blade 22=
6
Surgical Blade 15=
7
Surgical Blade 11=
8
Surgical Blade 10=
9
Top Glove 6 ½ =
10
Top Glove 7 =
11
Top Glove 7 ½ =
12
Top Glove 8 =
13
Top Glove 8 ½ =
14
Nutex 6 ½ =
15
Nutex 7 =
16
Nutex 7 ½ =
17
Nutex 8 =
18
Nutex 8 ½ =
19
Fujimo Gloves
20
Plain Gauze
21
Raytec Gauze
22
Abdominal Sponge
23
Cotton Buds
24
Peanuts
25
Nasal Pack
26
Vaginal Pack
27
Syringe 1ml
28
Syringe 2ml
29
Syringe 5ml
30
Syringe 10ml
31
Syringe 20ml
32
Syringe 60ml
33
Disp. Needles
34
Disp.Dental Needle
35
Lidocaton 2%
36
Xylocaine 1%
37
Xylocaine 2%
38
Bucain .5%
39
Cautery Pencil
40
Cautery Pad
41
Cautery Cleaner
42
IV Set
43
Normal Saline
44
Skin Marker
45
Camera Cover
46
Skin Stapler
47
Steri Strips
48
NSS 10ml
49
NSS 500ml
50
Sterile Water 10ml
51
Opsite Dressing S
52
Opsite Dressing M
53
Opsite Dressing L
54
Opsite DressingXL
55
Culture Swab
56
Plain Swab
57
Nelaton Catheter
58
Suction Catheter
59
Foley Catheter
60
Urine Bag
61
Surgicel 3x4
62
Surgicel 4x4
63
Surgicel 6x9
64
Specimen Tubes
65
Specimen Sterile Container
Circulating Nurse Signature:

O.T_________
Qty

No

Items

66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
109
110
111
112
113
114
115
116
117
118
119
120
121
122
123

Specimen Unsterile Container
Redivac Drain S
Redivac Drain M
Redivac Drain L
Crepe Bandage S
Crepe Bandage M
Crepe Bandage L
Cotton Roll S
Cotton Roll M
Cotton Roll L
Xylocaine Gel
Cath Gel
Bactroban Cream
Mebo Cream
Betadine
Hydrogen Peroxide
Gelita Tampoon
Universal Pack
Pneumoneedle 120
Pneumoneedle 150
Endopath Trocar 5mm
Endopath Trocar 10mm
Endopath Trocar 12mm
Lap Endoclinch
Lap Endoscissors
Lap Endopouch
PPH Stapler
35mm Vascular Reload
Endo Retractor
Endo Stitch
Endo Loop
Ligaclip 10mm
Ligaclip 5mm
Prolene Mesh 30x30cm
Prolene Mesh 6x11cm
Prolene Mesh 15x15cm
Prolene Mesh 15x7.5cm
75mm Linearcutter
75mm Reload
55mm Linearcutter
55mm Reload
TURY Set
Flishieclip
Ioban
Tensoplast
Drainage Collection Set
Rigide Currete
Scrub Brush
BSS 500ml
Water for Irrigation 1000ml
Water for irrigation 3000ml
Saline irrigation 1000ml
Saline Irrigation 2000ml
Saline Irrigation 3000ml
Glycine 3000ml
Ureteric Catheter
Guide wire
DJ Stent
Others

Code * - Second Time Usage
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SAMPLES OF PREFERENCE CARDS
1. Preference cards For Surgeries

Procedure:

REMOVAL OF
SCREW

Instrument set:

Supplementary Instruments
Self retaining
gelpi
Woodson

Catheters

Equipments

Gloves

Medications

If Doctors

Gloves: 8.0 & 7 .5

Local- Bucaine 5 %

Basin
Wooden
Hammer

nerve hook -s,ml

Orders

= 2pcs

Depomedrol

Gouge

Rangeur - S.,M,L

Ruler
Deuver
forcep
Big pituitary 2
mm.
Upbite
[ituitary

Osteotome

Drains

Loop glasses
helmet with
light
Cautery
machine
Suction
machine
Stryker drill
System

Patient Prep

Dressings

Self Retaining

Small drain

Hibicet

Opsite

Pedicle Filler

F # 8 200 ml.

200 ml.

Surgeon:

DR. HISHAM

Nerve root retractor

Sutures
Vicryl 2-0
cutting
Vicryl 2-0
round

Cobb elevator set, Micro
curetter set
Neuro drill , neuro spine set,
microdisectomy set

Blades

Drapes/Linen

Blade # 11

CS pack

Gown - 2

Blade # 10

Universal pack

Underpad - 3

10 cc. syringe

Surgicell - 1

100 cc syringe

Cautery pencil - 1

spinal needle

Cautery pad - 1

Scrub Brush - 2

Cautery cleaner - 1

Plain gauze - 10

Marker - 1

X-Ray gauze - 20

Skin Staples

Prosthesis:

Consumables/ Supplies( Pick items)
20 cc syringe
Abdominal Sponge - 5

Implants
Spinal instruments trays ,medtronic , stryker, GS medical

Note for scrub / Circulator nurse
The doctor will indicate what company of tray he will use. Re-application is also possible.

Name of nurse who prepared the card:

PATRICK

Name of Surgeon who approved the card:

Date:

Date
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2. Preference cards For Surgeries
DR.
HISHAM

Surgeon:

Procedure:

ANTERIOR CERVICAL

Instrument
set:

Bone graft ret.(optional);cobb
elevator;Cervical Set
Micro-curette,Minor surgery set
;Trimline distractor
Trimline Ret.set;Geomed
Microdrilling;Microdiscectomy Set

Gloves
Gloves 8- 8
pcs.
Gloves 7.5 - 8
pcs

Medications

DECOMPRESSION

Supplementary
Instruments

Catheters

Equipments

Self retainingS,M,size

Loop

Nibbler/woodson

Wooden osteotome
Pituitary 2 mm,
3mm.st.
Upbite,basin,steel
tray

Helmet w/light
Styker
drill
Micro
drill

Debakey

Langenback

Drains

C-arm

Patient Prep

Non-toothed forceps

Box Currette

Light handle

Hibicet

Deuver forceps/big pituitary

Suction Tube

F#8 200 ml.
Hemovac
drain

Dressings
Opsite Medium 2

Sution machine

200 ml.

Steristrip

Suction Bottle

Light Handle

Nerve hook S,M,L
Bipolar cable
Nerve root retractor

Marcaine 0.5 %-10 cc.

= 10pcs

Bipolar forceps(Black Bayonete type) Hammer
Sutures

Blades

Drapes/Linen

Consumables/ Supplies( Pick items)

Vicryl 0-round

Blade # 11

Universal set

Bone wax-1

Vicryl 26 mm. round 2.0

Blade # 15

CS pack

Patties-1pack

Cautery pad - 1
Cautery pencil 1

Vicryl 2.0 white

Medium sheet-5

Gel foam-1

Marker - 1

Monocryl 3.0

C-arm cover

Ioban-1

Gown- 3

Skin Stapler - 1
Syringe 20 cc.
2 pcs.
Cautery
cleaner - 1

Scrub Brush - 3
N. Saline 500ml 1

Vicryl 3.0 without needle
Silk 2.0

Prosthesis:
Cages

Implants
Cornerstone

Wedhinis

Plates

Spacer

Prepare :

Atlantis

Styler

Screws

AUS

Distrcator pins

Hybryd

Synthetic bone grafts

GS medical cervical Inst.

Note for scrub / Circulator nurse
For scrub, be attentive and anticipate the routine of prep & draping & prep. of instruments. For circulating, DO NOT open implants, prostesis,
suture unless requeste by Dr. Hisham
Neuro drill 3.5
mm, Neuro drill
4.5 mm.,distractor
pins 14 m,16m.charge to green
sheets when used
Note for scrub: use of kerreson1,2, & 3 from the distractor set

Name of nurse who prepared the card:

PATRICK

Name of Surgeon who approved the card:

Date:

Date
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Gelliputty
Spinal Needle
Black Long - 1
X-ray Gauze 20 or more
Abdominal
Sponge - 5 or
more
Underpad - 4
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3. Preference cards For Surgeries

Surgeon:

DR. HISHAM

Procedure:

Instrument
set:

CERVICAL

DECOMPRESSION

Supplementary Instruments

Catheters

Equipments

Helmet w/light

Gloves
Gloves 8- 8
pcs.
Gloves 7.5 8 pcs

Suction tube

= 10pcs

Bone graft
ret.(optional);cobb
elevator -(Small)
Micro-curette,Minor
surgery set ;Trimline
distractor
Trimline
Ret.set;Geomed
Microdrilling
Medications

Deuver forcep /big pit.

Wood
osteotome
Pituitary 2
mm,3 mm
Straight
upbite

Nerve hook s,m,l

Basin

Nerve root retractor

Steeltray

Drains

C-arm

Patient Prep

Dressings

nibbler /woodson

Langenback
Bipolar
Cable

F#8 200 ml.
Hemovac
drain

Light handle

Hibicet

Opsite 9.5 cm

Suction machine

200 ml.

Steristrip

Bipolar forceps
(Black bayonete type)

debakey forceps

Loop

Marcaine 0.5 %-10 cc.

stryker drill

non-toothed forceps

Cautery Machine
Sutures

Blades

Drapes/Linen

Vicryl 2.0 white

Medium sheet-5

Consumables/ Supplies( Pick items)
Cautery pad - 1
Bone wax-1
Underpad - 4
Cautery pencil - 1
Patties-1
Xray Gauze - 20
Marker - 1
Gel foam-1
Abdominal Sponge - 10

Monocryl 3.0

C-arm cover

Ioban-1

Gown- 3

Skin Stapler
Syringe 20
cc. 2 pcs.
Cautery
cleaner

Scrub Brush - 2

Vicryl 0-round

Blade # 11

Universal set

Vicryl 26 mm. round 2.0

Blade # 15

CS pack

Vicryl 3.0 without needle
Silk 2.0

Prosthesis:
Prepare
:

Cages

N. Saline 500ml - 1
Spinal needle (black)

Implants
Cornerstone
}
Wedhinis

Plates

Atlantis}

Styler

Screws

AUS }

Distrcator pins

Hybryd}

Synthetic bone grafts

GS medical cervical Inst.
Note for scrub / Circulator nurse

For scrub, be attentive and anticipate the routine of prep & draping & prep. Of instruments. For circulating, DO NOT open implants, prostesis,
suture unless requeste by Dr. Hisham
Neuro drill 3.5 mm, Neuro drill 4.5 mm.,distractor
pins 14 m,16m.}-charge to green sheets when used
Note for scrub: use of kernsion1,2, & 3 from the distractor set
Name of nurse who prepared the card:

PATRICK

Name of Surgeon who approved the card:

Date:

Date

163

6/6/2011

Appendix 8 Continued
4. Preference cards For Surgeries
DR.
NADA

Surgeon:

Procedure:

ARM REDUCTION

Instrument set:

MINI MINOR SET

Catheters

Equipments

Gloves

Medications

Black scissor-2

Cautery machine

Gloves- 8-1

Light handle -2

Liposuction Cannula

No. 7 1/2 - Nutex

Inj. Adrenaline-1 amp

Lagenbeck retractor-2

(optional)

Sterile Gloves - 3

Inj. Xylocaine-1 amp

Supplementary Instruments

Suture cuting scissor-1

Inj. Sodabicarb-250 ml.

Jefferson toothed forceps-1
Adson Toothed Forceps

Drains
Wound
Evac

Infiltration Cannula

(Optional)

Patient Prep

Dressings

Betadine 150 ml.

Steristrip-3 packs
Mefix

Liposuction Cannula (Optional)

Tensoplast

Liposuction Tube (Optional)
Suction Bottle (Optional)
Sutures
Vicryl 2/0 -5

Blades
No. # 22- 2

Drapes/Linen

Consumables/ Supplies( Pick items)

Major linenpack-1

Sterile gown-3

X-ray gauze-2 packs

Vicryl 2/0 rapide-5

No., # 10-2

Medium sheet-4

Cautery pencil-1

Plain gauze-3 packs

Monocryl 4/0 -4

No. # 11 - 1

Cautery pad-1

Underpad-4

Cautery tip cleaner-1

Apron-3

Crepe bandage- medium-2

Scrub brush-3

Syringe 20 cc - 1

Syringe 2cc - 1

Skin marker-1

Normal Saline 500ml - 2

Abdominal sponge- 3packs
Prosthesis:

Implants

Note for scrub / Circulator nurse
Weighing scale to measure the fat

For outside doctors same preference.

Brownchair for Surgeons - 2
Music - Casette or CD Player
Name of nurse who prepared the card:

DEEPA / SINI K.P

Name of Surgeon who approved the card:

Date:

Date
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5. Preference cards For Surgeries
Procedure:

CHANGE OF BREAST
PROSTESIS

Instrument set:

MINI MINOR SET

Catheters

Equipments

Gloves

Medications

Suction tube

Cautery machine

Gloves- 8-1

Suction bottle

Suction machine

No. 7 1/2 - Nutex

Basin

Light source

Sterile Gloves - 3

Suction tip

Fibro-optic light

Surgeon:

DR. NADA

Supplementary Instruments

Black Scissor

Drains

Langenbeck retractor

Wound Evac

Light handle

(Optional)

Light cable

Patient Prep

Dressings

Betadine

Steristrip-3 packs
Mefix

Dever retractor small-1

Actilite

Jefferson toothed-1
Long cautery tip-1
Sutures

Blades

Vicryl rapid-0
Vicryl rapid 2-0

No., # 10-2

Drapes/Linen
Major linen pack

Consumables/ Supplies( Pick items)
Plain gauze- 2
Scrub brush-3
packs

Medium sheet-2

Apron -3

Cautery pad-1

Sterile gown- 3

Cautery pencil-1
Cautery tip
cleaner-1

Monocryl 4/0

50 cc. syringe-1
NS 500 ml.-2
IV Set
Specimen Container Unsterile
Abdominal sponge- 3 packs
X-ray gauze- 2 packs
Prosthesis:

Implants

Breast prostesis - 2 pcs. (According to the Surgeon)

Note for scrub / Circulator nurse

For outside doctors same preference.

Name of nurse who prepared the card:

DEEPA / SINI K.P.

Name of Surgeon who approved the card:

Date:

Date
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6. Preference cards For Surgeries
Surgeon:

DR. NADA

Supplementary Instruments

Procedure:

Catheters

Black scissor-1

SCAR
REVISION

Equipments
Cautery
machine

Instrument set:

MINI MINOR SET

Gloves

Medications
Lidocaton 2%
(local)

Gloves- 8-1

Light handle-2

No. 7 1/2 - Nutex

Dental Syringe (for Local)

Sterile Gloves - 3

Jefferson Toothed - 1
Drains

Patient Prep

Dressings

Betadine 50 ml

Steristrip
Mefix

Sutures

Blades

Vicryl rapi 2/0 or 3/0-1

No. # 15-1

Monocryl 3-0/ 4-0 - pc

or # 10

Drapes/Linen
Mini minor
pack
Medium
sheet-2

Consumables/ Supplies( Pick items)
Gown- 3

Skin marker-1

Abdominal sponge-1 pack

Underpad-1

X-ray gauze-2 packs

Apron-3

Plain gauze-1 pack

Scrub brush-3

Cautery pencil-1
Cautery pad-1
Cautery tip cleaner-1
Prosthesis:

Implants

Note for scrub / Circulator nurse

For outside doctors same preference.

Name of nurse who prepared the card:

DEEPA /
ALTHEA

Date:

Name of Surgeon who approved the card:

Date
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7. Preference cards For Surgeries
DR. AHNAF/DR.
HOZAIFAH

Surgeon:

Procedure:

UNILATERAL
T.K.R

Instrument set:

ORTHOBASE 1

Equipments
Saw blade
medium -1

Gloves
8 powder free

Medications
some
casesVancomycin

Saw blade big-1

8 1/2 powder free-1

used with cement

Suction Machine

7 1/2 powder free-1

Xylocaine Gel

Cautery Machine

8-5 ; 8 1/2-5

Cath Gel

DR. WALEED
Supplementary Instruments
Rongeur-2
Vise grip -1

Cement gun
Battery
drill
Hammer

Yankauer-1

Basin

Catheters
Fr. 16 (male)
Fr. 14 (Fem.)

Kocker curve - 2
Long K wire-1

Cath set

Sterile Gloves - 20pcs

Heavy tooth-1

Light handle

Drains

Patient Prep

Dressings

Jefferson-1

Pituitary up

Small

Betadine 500ml

Plain gauze

Orthosuction tube-1

Redivac

Alcohol or Hebicet

Heavy pituitary-1

Drain

Cotton roll 8 " - 1
Crepe bandage- 6 "
-2

Stryker system-E trays
Bone holding Forceps
Sutures

Blades

Vicryl 2 ∆ - 2

# 10-1

Drapes/Linen
Medium sheet10

Consumables/ Supplies( Pick items)
TKR Set - 1

Lavage system

Vicryl 1 + ∆ -2

# 15-1

Screen sheet-2

Stapler - 1

Cement mixer

# 22 - 1

Small sheet-15

Ioban-2

Syringe 10ml - 1

Major Linen Pack
TKR
Set

Cautery Pencil -1

Syringe 20 cc - 2
Plain Gauze 2packs

T 5 Face shield-5
Underpad - 6
Gown - 5

Xray Gauze - 1pack
Abdominal Sponge 10

Syringe 60ml - 1

Scrub Brush - 4

Cautery Pad - 1

Transpore

Cautery cleaner - 1
Urine bag - 1
Saline Irrigation 1000ml - 1
Stryker Lavage - 1
Prosthesis:

Implants

Femoral component
Tibial tray

Femoral component
Tibial
tray

Tibial insert

Tibial insert

Stem-2

Stem-2
Note for scrub / Circulator nurse

Name of nurse who prepared the card:

Feras

Name of Surgeon who approved the card:

Date:

Date
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8. Preference cards For Surgeries
Surgeon:

DR. HOZAIFAH

Procedure:

LUMBAR
DECOMPRESSION

Instrument set:

DR. WALEED
Supplementary Instruments

MICRODISECTOMY SET
CERVICAL SET

Catheters

Equipments

Gloves

Medications

Cobb elevator Set

Zelpi Retractor

Fr. 14-F

Cautery machine

Top Glove- 8

Micro currette Set

Langenback big

Fr. 16-M

C-Arm Machine

Top Glove 8.5

Nuero drill set

Ronguer

Suction Machine

Sterile Gloves - 20 pcs

Company system

Impactor set

cervical set

Hammer

Drains

Patient Prep

Dressings

Self retaining

Zaminar spreader

Meduim

Betadine 300ml

Opsite- 3 pcs.

nerve hook

Wodson big

drain

Big currette

Osteobom

Pituitary Rongeur

Gouge

Kerissan

Bennet Retractor

Weight Holder

Myrding ret

Bi-polar cable

Suction tube

Light handle

ENT Suction tip

Basin
Sutures

Blades

Drapes/Linen

Consumables/ Supplies( Pick items)

Vicryl 1

# 10

CS PACK

Gown- 5

Pink spinal needle

Vicryl 2

# 11

Universal Pack
C-Arm
Cover

medium, drain

20 cc.syringe - 2

opsite

60 cc. syringe

Xray Gauze - 30

steristrips - 1

Abdominal Sponge - 5

Urine bag - 1

Peanuts - 5

Surgicel - 1

Cautery Cleaner - 1

Cath gel - 1

Skin Marker - 1

Scrub Brush - 5

Ioban

Saline Irrigation 100ml - 1

Cautery pencil - 1

Bone Wax - 1

Cautery tip - 1

Patties - 10

Prosthesis:

Implants / Instrumentation

Spinalscrews

XIA System

Spinal rods

Spinal screws
Spinal
rods

Cross connectors

Cross connectors

Medronics System

Blockers

Blockers

GS System

Note for scrub / Circulator nurse

Name of nurse who prepared the card:

AHMAD

Name of Surgeon who approved the card:

Date:

Date
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Appendix 9
Environmental Check List

Infection Control Audit Tools
Environment
Standard Statement: The environment will be maintained appropriately to reduce the risk of cross Infection.
Date: .............................................Ward: ....................................... Auditor: ...................................................
Tools
General Environment
1) The health care facility has in place policies for:
a) The management of blood & body substance spills.
b) The use of PPE if there is a likelihood of contact with blood or body
substance.
c) Deep cleaning program/ schedule.
2) The health care facility has a policy in place for the use of chemicals
including:
a) For environmental cleaning (type, strength, use, labeling & security).
b) The staff have been instructed on the use of these chemicals.
c) The staff has easy access to the material data sheets.
3) Organizational structures are in place to ensure, distribution, compliance
and auditing of cleanliness
4) Is the environment clean overall?
5) Overall appearance of the environment is tidy and uncluttered with only
appropriate, clean and well maintained furniture used
6) Is there any dust in high or low places-check tops of cupboards and in
corners?
7) Is there a designated, locked cupboard for cleaning equipment?
8) Is floor covering vinyl and washable in client areas?
9) All high and low surfaces are free from dust and cobwebs
10) Floors including edges and corners are free of dust and grit.
11) Is all furniture clean and in good repair?
12) Are all chair coverings clean and intact?
13) Are they covered with impervious material (i.e. no material fabric)?
14) Fabric of the environment and equipment smells clean, fresh and pleasant
15) The allocation of rooms for clinical practice is fit for purpose
16) Rooms where clinical practice takes place are not carpeted
17) The complete floor, including edges and corners are visibly clean with no
visible body substances, dust, dirt or debris
18) Furniture, fixtures and fittings should be visibly clean with no body
substances, dust, dirt or debris or adhesive tape
19) Furniture in patient areas e.g. chairs and couches are made of
impermeable and washable materials
20) Chairs / Couches are free from rips and tears
21) Toilets are visibly clean with no body substances, dust, lime scale stains,
deposits or smears – including underneath toilet seat.
22) Hand wash basins are visibly clean with no body substances, dust, lime
scale stains deposits or smears
23) Waste receptacles are clean, including lid and pedal
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Yes

No

N/A

Comments

Appendix 9 Continued
General Environment

Yes

No

N/A

Comments

Yes

No

N/A

Comments

Yes

No

N/A

Comments

24) All dispensers, holders and all parts of the surfaces of dispensers of soap and
alcohol gels, paper towel/couch roll/toilet paper holders are visibly clean with no
body substances, dust, dirt or debris or adhesive tape
25) Hand wash sinks are dedicated for that use only and are free from used
equipment and inappropriate items
26) Foot pedals of clinical waste bins are in good working order
27) There is a procedure in place for regular decontamination of curtains and
blinds
28) Disposable paper roll is in use on examination trolley
29) Tables are tidy and uncluttered to enable cleaning
30) Medical equipment is cleaned, maintained and stored appropriately
31) Water coolers are mains supplied, visibly clean and on a planned maintenance
program
32) Air vents are clean and free from excessive dust
33) Patient audio visual systems are clean and free of dust and marks
34) Work station equipment in clinical areas are visibly clean e.g. phones,
computer keyboards
35) There is a cleaning schedule available
Clinical room/clean store
36) There is an identified area for the storage of clean and sterile equipment
37) The area is clean and there are no inappropriate items of equipment
38) Hand hygiene facilities are available in the clinical room/clean store
39) Floors including edges and corners are free of dust and grit.
40) All high and low surfaces are free from dust and cobwebs
41) Shelves, bench tops and cupboards are clean inside and out, and are free of
dust and spillage
42) All products are stored above floor level
43) There is a cleaning schedule available
Bathrooms/washrooms
44) Bathrooms (washrooms/ Toilet ) are clean
45) There is no evidence of inappropriate storage of communal items e.g. single
use creams, talcum powder
46) The toilet area and fixtures are clean, dry & free of extraneous items
47) Disposable paper towels are available in a wall mounted dispenser.
48) Toilet seats and toilet aids are clean and dry
49) Shower areas are clean and dry and in good state of repair
50) Shower chair/curtains is free from mould, clean and dry
51) Anti-slip bath/shower mats are clean and hung dry over the bath rail between
use
52) Bathrooms are not used for equipment storage
53) Hand washing facilities are available including soap and paper towels
54) Baths, sinks and accessories are clean
55) Wall tiles and wall fixtures (including soap dispensers and towel holders) are
clean and free from mould
56) Appropriate cleaning materials are available for staff to clean the bath
between use (and there is information regarding its whereabouts)
57) Waste disposal facilities are appropriate/ available
58) There is a cleaning schedule available
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Clean/Dirty utility

Yes

No

N/A

Comments

Yes

No

N/A

Comments

59) A dirty utility is available
60) A separate sink is available for decontamination of patient equipment
61) A sluice hopper is available for the disposal of body fluids
62) The integrity of fixtures and fittings are intact
63) Separate hand washing facilities are available including soap & paper
towels
64) The room is clean and free from inappropriate items
65) The floor is clean and free from spillage
66) Floors including edges and corners are free of dust and grit
67) Cleaning equipment is color coded, arranged/maintained well
68) Mops and buckets are stored according to the local policy
69) Mop heads are laundered daily or are disposable (single use)
70) Macerators and bed pan washers are clean and in working order
71) Shelves and cupboards are clean inside and out and free of dust, litter or
stains
72) No inappropriate materials or equipment are stored in the domestic’s
room
73) Chemical reagents /cleaning solution are kept in a locked cupboard
74) Personal protective clothing is available and appropriately used
75) There is a cleaning schedule available
Treatment Room
76) Surfaces/fixtures are visibly clean, dry and in good repair
77) Room is free from extraneous items
78) Items, Sterile packs, dressings etc are stored off the floor in closed
cupboards
79) Items of sterile equipment are in date (randomly select 2 items and check
date)
80) Equipment is stored clean and dry
81) Medicine trolleys are clean
82) Drug fridge is clean, free of extraneous items and is defrosted regularly
83) Drug fridge temperature is recorded daily and is within safe zone (2-8°C)
84) Specimens are stored in suitable washable container before transporting
to the lab.
85) There is a dedicated hand washing sink
86) Hand washing sinks are fitted with mixer, wrist/elbow operated taps
87) There is a wall mounted antiseptic soap/ liquid soap dispenser
88) An alcohol hand rub is available for use
89) Waste disposal facilities are appropriate.
90) Sharps container is available and stored safely
91) Personal protective clothing is available and appropriately used
92) There is a cleaning schedule available

Prepared By: Mohammed Eg’am / ICN.
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Appendix 10
Modified Operational Nurses Record
Patient’s Name: _______________________
File Number: _________________________
Age: _______________
Sex : _______________

Date: _____________
Room #: __________
OR #: ____________

Type of Surgery: ______________________________________
Site: ______________________________
Type of Anesthesia:
Type of Schedule:
□ GA
□ LA
□ Elective
□ SA
□ Others
□ Emergency
□ Epidural
__________
□ Life Saving

(Patient’s Sticker)
Receiving notes below written by:
Transfer to OR by:
□ Stretcher
□ Bed
□ Isolette
□ Crib
□ Others_______
Time:
______________

LOC:
□ Alert
□ Drowsy
□ Sedated
□ Confused
□ Unresponsive
□ Asleep

PRE-OPERATIVE
Skin:
□ Warm
□ Cool
□ Intact
□ Dry
□ Moist
□ Tattoos

Name
____________________
__________________
__________________
__________________
__________________
__________________
__________________
__________________
__________________
__________________
__________________

Surgeon 1
Surgeon 2
Asst.Surgeon 1
Asst. Surgeon 2
Anesthetist 1
Anesthetist 2
Anesthesia Nurse 1
Anesthesia Nurse 2
Scrub Nurse 1
Scrub Nurse 2
Circulating 1
Circulating 2

Allergies Verified:
□ No Allergy
□ Food
□ Drug
□ Latex
□ Others
_____________

Respiration:
□ Regular
□ Chest Tube
□Tracheostomy
□ Intubated

Time – In
Time –Out
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________
____________
___________

Cardiac
Status:
□ WLR
□ DVT Risk
□ Elastic
Stockinet

Pain
Assessment:
( 0-10 )
__________
Location:
__________

Time Started
Surgical Safety:
Sign In
Time Out
Sign Out

__________
__________
__________

Anesthesia Time
Operation Time

__________
__________

Pre-Op Reviewed:
□ Yes □ No
Surgical Site Verified:
□ Yes □ No
Peripheral Edema:
□ Yes □ No
Location:____________

Time Finished

____________
____________

INTRA-OPERATIVE
Positioning Time:___________
Positioned By:______________
Devices Used: ______________
□ Ankle Rest
□ Head Rest
Safety Devices Applied to :
__________________________

Position:
□ Supine
□ Prone
□ Lithotomy
□ Lt / Rt Lateral
□ Others
___________

Electrosurgical Unit Used:
□ YES
□ NO
□ Monopolar
□ Bipo;ar
Settings:
Coagulation___________
Cutting
___________

XRAY USED: □ NO □ YES
Flouroscopy: □ NO □ YES
Patient Protection:
□ NO □ YES
Exposure Time: _________
Laser:
□ NO □ YES
Settings: ______________

Tourniquet Applied:
□ YES
□ NO
Site:
_________________
Pressure: _________________
Applied By: _________________
Inflated At: _________________
Deflated At: _________________

Urinary Catheterization:
□ YES
□ NO
Inserted By:________________ Size
: ____________________
Remarks:__________________

GRAFT:
□ YES
□ NO
Type: __________
Donor Site:______
Recipient Site:
_______________

DRAINS:
□
YES
□ NO
Type:
_________________ Size:
_________________ Site:
_________________

PACKS:
□
YES
□ NO
Type:__________________
Size: __________________
Site: __________________

DRESSING:
YES
□ NO
__________________
__________________
__________________

PREP SOLUTION:
Betadine
□ Hibicet
SPECIMEN:
YES #________
□ Patient
Pathology
Culture
Cytology
Frozen Section

□
Type:
Size:
Site:

□

□
□ NO
□
□
□
□

WOUND STATUS:
Clean
Clean Contaminated
Contaminated
Dirty

□
□
□
□

IRRIGATION: FLUID/MEDICATION
1.
___________________; __________ ml 2.
___________________ ; __________ ml 3.
___________________ ; __________ ml Others /
Additional:
__________________________________

FLUID / BLOOD LOSS:
Total amount of Irrigation ____________
Amount in Suction Bottles ____________
Balance
= __________ml

POST-OPERATIVE
INSTRUMENT/SHARP/GAUZE COUNT:
Initial:
□
Correct □ Incorrect Remarks:___________________ Second:
□
Correct □ Incorrect Remarks:___________________ Final:
□ Correct
□ Incorrect Remarks:___________________

BABY DETAILS:
Time
Baby Out: _________________ Weight:
______________________ Apgar Score:
___________________ Sex: □ Male
□ Female
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Time Discharged to PACU/ICU: ________
Endorsed to: _______________________

Appendix 11
PERI-OPERATIVE RECORD
 Preoperative Assessment Record 1
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 Preoperative Assessment Record 1
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 Intra Operative Assessment Record 1
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 Intra Operative Assessment Record 2
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THE END
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