
Reconfiguration of Health Services for Cork & Kerry -
Theatre Utilisation Review: the views of theatre staff

Item Type Report

Authors Hegarty, Heather

Publisher Health Service Executive (HSE) South (Cork & Kerry), Department
of Public Health

Download date 26/05/2023 17:16:46

Link to Item http://hdl.handle.net/10147/250235

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/250235


 

 
 

Reconfiguration of Health Services for 
Cork & Kerry - Theatre Utilisation 

Review: the Views of Theatre Staff  
 
 
 
 
 
 
 
 
 
 
 
 
 

Heather Hegarty 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

December 2009 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Health Service Executive 2009 
ISBN: 978-1-906218-55-3



Theatre Utilisation Review - The Views of Theatre Staff 

 2

Table of Contents 
 
 
Acknowledgements        Page 3 
 
Executive Summary        Page 4 
 
Introduction         Page 8 
 
Methodology         Page 9 
 
Results          Page 11 
 
Discussion & Conclusions       Page 25 
 
Recommendations        Page 28 
 
Appendices         Page 30 
 
 
 



Theatre Utilisation Review - The Views of Theatre Staff 

 3

Acknowledgements 
 
A huge thank you is due to the Directors of Nursing and to the Theatre Nurse 
Managers – Lorraine O’Connor, Mary Mills, Teresa Wall, Mary Walsh, Catherina 
Hayes, Mary McDonnell, Geraldine Keohane, Grace Reidy, Mary Owens, Eileen 
McKenna and Helen Donovan - who helped so much in facilitating and convening the 
focus groups at extremely short notice.  It should be noted that some went way 
beyond any call of duty to help: in one case being prepared to attend a focus group at 
07:30 on the morning of their day off; and others taking calls and arranging the focus 
groups during their time off.  Their work and dedication, even with the considerable 
challenges of staff shortages and hectic schedules, is incredible.  
 
I also want to thank ALL who attended the focus groups and willingly gave of their 
time and insight.  I also note and appreciate that many of you willingly participated in 
the focus groups after hours.  Your time and input is much appreciated.  
 
A big thank you to Dr. Orla Healy for her direction in this project. 
 
Thanks too to those who supported this study: Prof. John Higgins, Ms. Nora Geary, & 
Dr. Elizabeth Keane.   
 
And finally thank you to Katherina, Laura, Ros and Angela for transcribing the 
recordings of the focus groups – a job you did very well and as with all of this, against 
the clock!  Thank you for putting in huge extra time and effort to get them done, in 
the midst of everything else you have to do. 



Theatre Utilisation Review - The Views of Theatre Staff 

 4

Executive Summary 
 
This qualitative research is part of the Theatre Utilisation Review to meet the specific 
objective of determining the views of front-line service providers on how surgical 
services could be altered to improve efficiency and effectiveness, in the context of 
reconfiguration.  The views of Theatre Staff help inform the review of theatre 
utilisation and facilitate understanding of the figures and data collected for that 
review. 
 
The specific objectives of the qualitative study are: 
~ to establish from the perspective of front-line service providers (Theatre Staff) the 

causes of both efficiencies and inefficiencies in theatre utilisation 
~ to identify the views of Theatre Staff, and how in their opinion, the efficiency and 

effectiveness of theatre services could be improved in the context of 
reconfiguration 

~ to inform recommendations for future service development in the context of 
reconfiguration 

 
The focus groups were conducted in October 2009 and involved 41 participants, 
primarily Clinical Nurse Managers (CNMs) but also represented Directors of Nursing, 
staff nurses, porters, anaesthetists and surgeons from a wide variety of disciplines.  
Six hospitals were represented. 
 
 
Summary of main findings 
 
Analysis of the focus groups identified many areas that have an effect on the flow of 
patients through theatre, both positively and negatively.  Efficiencies are identified in 
day-procedure units and through the use of pre-assessment.  Staff dedication and 
commitment; and active endeavour to see how efficiencies can be made or 
effectiveness improved; are evident.  Examples include bringing patients where 
possible to theatre on wheelchairs instead of trolleys, by discussing theatre lists and 
impressing the importance of advance notice and sticking to time, and by engaging in 
multi-disciplinary meetings. 
 
Although there are commonalities across hospitals such as staffing and theatre list 
scheduling, inefficiencies occur for a wide variety of reasons and it should be noted 
that the reasons for inefficiencies in one area are not necessarily the same in other 
hospitals or even within the same hospital.   Reasons for slower or delayed theatre 
throughput in one discipline may have no bearing on another discipline. 
 
Delays occur if the theatre list is late starting in the morning.  This may arise if 
patients can’t be found on the ward, or are not ready for surgery, or a day-case has not 
been admitted on time.  Delays also occur if the resultant space on the list cannot be 
filled with another patient if the cancellation has been communicated too late. 
 
Business processes and communication are issues raised in various ways throughout 
the focus groups.  Patients and their families need clearer information as they do not 
always understand what is required of them in terms of fasting or showering.  CNMs 
feel that there could be more communication with the consultants on the theatre lists 
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to allow for the ordering of loan sets (theatre instruments) and staff resource 
provision. 
 
Inefficiencies are also encountered due to the geography of the hospital complexes 
and the subsequent transport or ambulance dependency or need for ‘transport’ nurses.  
The physical building can also be inadequate for purpose, where for example there are 
too few recovery bays or storage facilities.  Lack of storage facilities causes 
inefficiencies and delays because equipment stored in theatres and corridors needs to 
be cleaned even if not used.   
 
Increasingly procedures are becoming more complex and the hospitals are catering for 
larger populations than originally designed for.  Limited Central Sterile Supplies 
Department provision causes inefficiencies if equipment is not available or ready for 
use and nursing time is spent cleaning and processing equipment. 
 
The recruitment moratorium is having a significant impact on the work in hospital 
theatres.  Staff on leave or who have left are not being replaced by equally qualified 
personnel – they are being replaced in many cases from existing resources with only 
supernumerary experience in theatre.  This puts additional pressure on existing staff.  
Along with A&E, ICU and theatre should also be deemed critical areas. 
 
Other issues also arose with staff resources. Secretarial support is limited in some 
areas and is needed to facilitate patient admission and readiness for theatre.  Out-of-
hours cover has also been identified as a problem.   Overall, both efficiencies and 
inefficiencies are dependent on any number of other issues that might occur in any 
part of the system.  Discharge planning, for example, has an impact which in turn is 
impacted by resources in the community or by admissions. 
 
 
Conclusions 
 
The greatest resource and efficiency in the delivery of health services and theatre 
services is staff.  Their commitment and professionalism is outstanding but they are 
being stretched “to breaking point” and morale is low.  Inefficiencies that occur in 
theatre throughput stem from any number of sources but every effort is made to 
facilitate the theatre lists.  Logistics and infrastructure also hugely impact on 
efficiency but every effort is made to ameliorate these effects. 
 
 
Recommendations 
 
o One of the biggest advantages identified was that of pre-assessment where 

patients come ready to theatre – pre-assessment facilities should be extended 
where feasible 

 
o The need for day-procedure units was also identified as these relieve pressure on 

the in-patient theatres 
 
o Some hospitals felt that the provision of a dedicated emergency theatre would 

reduce delays in elective lists caused by emergencies and day-cases  
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o The recruitment moratorium and out-of-hours provision is putting pressure on 

delayed procedures and ultimately delaying lists and efficiencies.  Different 
suggestions were put forward: 
~ Extend the hours of the theatre list 
~ Extend out-of-hours and anaesthetic cover 
~ Facilitate the provision of a dedicated second emergency team in the busier 

units 
 
o Lift or ease the recruitment moratorium in three ‘critical care’ areas: 

~ Theatre 
~ ICU 
~ A & E 

 
o Improve business processes: 

~ Simplify information conveyed to patients and their families clearly 
explaining what they need to do and why 

~ Co-ordinate meeting times to reduce the impact in theatre hours 
~ Increase the use of multi-disciplinary meetings 
~ Encourage greater liaison and communication between CNMs and consultants 

regarding theatre list management 
~ Hold more review and audit meetings with management and Theatre Staff 
~ Invite and listen to the views of ‘people on the ground’ 
~ Promote greater team work and involvement at all stages 

 
o Provide CNMs with as much advance notice of the Theatre List as possible 
 
o Consider the importance of adequate storage facilities and include in new 

buildings 
 
o Improve admissions and discharge planning 
 
o Consideration should be given to extending computerised patient records to all 

areas, using touch-screen technology to facilitate patient tracking 
 
o Consideration should be given to having staffed, equipped CSSD provision in all 

hospitals – this would reduce the cost of loans sets as well as staff resources 
 
o Consideration needs to be given for adequate secretarial support to be provided 

to ensure patient details are available for commencement of Theatre Lists 
 
o Additional portering staff is also needed 
 
o Acknowledge the input and effort of staff – the opportunity of training or the 

provision of further supports or simple thanks 
 
o Where buildings are inadequate, consideration should be given to the provision of 

waiting areas for family and patients, storage, recovery rooms and with the 
provision of separate entrance and exit doors.  New purpose built facilities should 
be planned for where possible 
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o Transport staff need to be provided where necessary to avoid the delays incurred 

while staff are with patients away from theatre 
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Introduction 
 
This qualitative research is part of the Theatre Utilisation Review to meet the specific 
objective, commissioned by the reconfiguration team, of determining the views of 
front-line service providers on how surgical services could be altered to improve 
efficiency and effectiveness, in the context of reconfiguration.   
 
The views of front-line service providers provide a very valuable insight into 
understanding and explaining some of the findings from the data collected.  It was 
decided to conduct a number of focus-groups with Theatre Staff in the hospitals in the 
region to determine their views on how surgical services could be altered to improve 
efficiency and effectiveness. 
 
This qualitative report therefore compliments the quantitative report on theatre 
throughput and helps inform key decisions in the reconfiguration of surgical services 
in Cork and Kerry. 
 
The findings from the focus group discussions are presented in four broad areas.  
These areas are: 
 
 Efficiencies in the system 
 Inefficiencies in the system  
 Other issues  
 Recommendations 
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Methodology 
 
This qualitative study was conducted to inform the review of theatre utilisation which 
is examining theatre activity data including the number of cases, the types of 
procedures and the times. The qualitative study seeks to identify both the effective 
system processes and what problems, if any, exist in the throughput of theatre 
operating lists (i.e. the passage of the patient through the operating theatre, starting 
from the time the patient is sent for until taken back to the ward) in order to better 
understand the cause of any inefficiencies. 
 
Aims 
The aim of this qualitative research is to gain the views and understanding of those 
working in, and directly involved in the management of, the operating theatres in the 
hospitals of Cork and Kerry in order to inform the overall theatre utilisation review 
and to make recommendations to facilitate and improve future theatre utilisation. 
 
Objectives 
The objectives of the qualitative study are: 
~ to establish from the perspective of front-line service providers (Theatre Staff) the 

causes of both efficiencies and inefficiencies in theatre utilisation 
~ to identify the views of Theatre Staff, and how in their opinion, the efficiency and 

effectiveness of theatre services could be improved in the context of 
reconfiguration 

~ to inform recommendations for future service development in the context of 
reconfiguration 

 
Conduct 
The focus groups were conducted in October 2009.  Six hospitals are represented.  
They are Cork University Hospital, Cork University Maternity Hospital, Kerry 
General Hospital, Mallow General Hospital, South Infirmary Victoria University 
Hospital and St. Mary’s Orthopaedic Hospital.  Focus groups were held with five 
hospitals and an interview held with a Clinical Nurse Manager of one hospital as it 
wasn’t possible to convene a focus group in the time allocated for the review.  Focus 
groups (and interview) averaged 55 minutes and ranged in length from 39 minutes to 
72 minutes.  Focus groups were recorded with permission of participants and 
transcribed.  Participants were also assured of confidentiality. 
 
There were 41 participants representing a wide variety of disciplines across the 
hospitals.  Most of the participants were Clinical Nurse Managers (CNMs) but 
Directors of Nursing, staff nurses, porters, anaesthetists and surgeons were also 
represented.  See Table 1 in Appendix 2.  Box 1 in Appendix 2 lists the range of staff 
and disciplines participating in the focus groups. 
 
Participants for the focus groups were selected on the basis of being frontline staff 
with direct and immediate involvement in the running of the hospital theatres.  
Although all disciplines and major groups – porters, surgeons, theatre nurses, 
anaesthetists, cleaners, sterile equipment etc – with involvement in the theatres should 
ideally be interviewed, time simply did not permit.   It was decided therefore, to hold 
focus groups with the theatre nurse managers and nurses, primarily but not 
exclusively; a grouping whom it was deemed would have a good perspective on all 
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areas of theatre throughput.  This also enabled a consistency of approach throughout 
all the hospitals in the study.  Where the opportunity arose to include others (e.g 
porters, consultants) in the group, this was welcomed in order to “maximise 
exploration of different perspectives within a group setting”1. 
 
The research had a time-frame of six weeks in which to prepare the research question 
and devise the interview schedule, set up the focus groups, and to conduct and analyse 
them.  Focus groups were held in the week beginning 19th October and concluded on 
Friday 23rd of October.  Groups were convened by the Director of Nursing or the 
Clinical Nurse Manager in each hospital and were held when participants were 
available to participate, usually before the start of the theatre list in the morning or at 
the end of the theatre list in order to cause minimum disruption to the participants’ 
working day.     
 
Analysis 
The notes from the focus groups were all read through repeatedly and analysed by 
content2,3,4 and the emergent themes identified and coded.  These themes were then 
coded and cross checked with the transcripts and recordings to ensure accuracy and 
context.  Care was taken to consider minority opinions as well as the majority 
viewpoint5. 
 
To maintain confidentiality, hospitals are referred to only by a number.  In the event 
of any quotation or reference potentially identifying a hospital in the context of the 
numbers, the quotation is referenced only as Hospital x.   Quotations are in italics and 
quotation marks. The use of single quotation marks denotes different speakers and 
illustrates some of the focus group discussion.

                                                 
1  Kitzinger J.  Introducing Focus Groups.  BMJ Vol. 311 1995  p.299-302 
2 Greenhalgh T, Taylor R.  Papers that go beyond numbers (qualitative research) BMJ Vol. 315, 1997     
p.740-743 
3 Denzin NK, Lincoln YS, eds.  Handbook of qualitative research.  2nd ed. Thousand Oaks, CA; Sage, 
2000 
4 Flick, U. An introduction to qualitative research. 2nd ed.  London: Sage, 2002 
5 Kitzinger op. cit. 
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Results   
 
Analysis of the focus groups identified many areas that have an effect on the flow of 
patients through theatre.  Aspects and initiatives that have facilitated the throughput 
are identified as well as those issues that negatively impact on efficiency and 
effectiveness.  Suggestions to improve the efficiency of theatre throughput, which 
range from the relatively inexpensive and simple to the ‘blue skies’ ideals, are also 
made. 
 
 
Efficiencies 
 
Theatre Staff have identified several areas where, or ways in which, there are 
efficiencies facilitating theatre throughput.  The efficiencies are the result of team 
work and committed staff, as well as the location of theatres, the existence of pre-
assessment facilities, the geography of the hospital or the physical building.  The 
efficiencies sometimes also exist because of a change in the organisation of some 
procedures or to changes implemented directly by Theatre Staff to reduce where and 
how delays occur.  
 
Day-Cases 
One of the most efficient systems identified by the Theatre Staff is day-procedures 
where there is a dedicated Day Procedure Unit (DPU) and pre-assessment.  
Conversely, day cases can cause delays in the theatres where there is no dedicated 
DPU.  Day cases - where there is a dedicated DPU - are pre-assessed and prepared for 
surgery.  All bloods are taken and the results are current and the patient’s fitness for 
surgery assessed.  This means that there is no delay in theatre waiting on test results 
or being informed that a patient is not able for surgery when it is too late for another 
patient to use that slot.   
 

“’However, what does work very well is the Day Procedures Unit’ 
‘…The patients are in and admitted and they’re ready’ 
‘There is a pre-assessment from Outpatients so they’re ready to go, virtually. As much as they 
can be they have everything in their notes, their bloods and everything are just ready on the 
wards that morning’” (Hospital 6) 

 
 “’Pre-assessment it’s called’ 
‘Whereas in the General Theatre we haven’t got that system at all so if there’s a problem with 
the patient that morning you know the patient could be cancelled on the day just even after we 
arriving as far as Theatre reception which causes upheaval for the list’” (Hospital 1) 

 
In addition, Theatre Staff know where the patient is and this avoids the delays 
incurred in looking to different wards for a patient.  Day patients have a dedicated 
ward which is proximal to the theatre.   
 

“The day surgery unit has been set up I suppose ideally for things like location. The ward is 
directly outside the theatre so there’s no delay in transferring patients …” (Hospital 1)  

 
In addition, the DPU frees up beds on long-stay wards which also facilitates theatre 
throughput as delays incurred waiting for beds is reduced. 

“’It certainly frees up beds’ 
‘It frees up beds yeah’” (Hospital 1) 
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Patients to Theatre 
Theatre Staff also do their best to accommodate bringing patients to theatre.  In one 
hospital they have found that it is faster and easier to bring patients, where possible, to 
theatre on a wheelchair as physical space on corridors and lifts makes bringing 
patients on a trolley less efficient.  In another hospital, patients are walked, where 
possible, to theatre.   
 

“’but it takes longer to get the patient on the trolley, to get them on the trolley and fixed and 
get the blankets on and pillows on and manoeuvre through the wards and you don’t know 
what else is happening on the wards…’ 
‘The wheelchair should be easier’ 
‘You have to have the lift to yourself with a trolley but with the chair hopefully we’ll have 
more space’ 
‘Hopefully this will quicken up things but it will be monitored and we’ll see…’”(Hospital 1) 
 
“well what has happened recently is that we walk a lot of the day patients down from the day 
ward” (Hospital 2) 

 
There is greater efficiency where theatres and wards are proximal: on the same floor 
or in the same building. 
 
Theatre Lists 
Efficiencies and delays are incurred in relation to the actual theatre lists.  There are 
greater efficiencies in theatre throughput where the lists are available in advance of 
the day of surgery so that equipment and staffing can be arranged in advance.  This is 
maximised where the patients are pre-assessed.  In some hospital theatres where the 
Clinical Nurse Managers (CNMs) organise or input into the lists, they find there tends 
to be less delays, and they have found it is easier to ensure the right sterile equipment 
is available in advance.  In hospitals where the lists are well organised, the theatre 
runs more efficiently.   
 

“it seems to help, at least the nurse running the list knows the first 3 patients and if, you know, 
the equipment is going to overlap she’s able to tell at the meeting well we won’t have that 
equipment for that case so we will have to put it down the list, rather than waiting for them to 
come into theatre at 8:30 and then changing the whole order of the list” (Hospital 2) 
 

The CNMs interviewed favoured having greater input to the theatre lists and 
commented that while some “consultants are very good at organising their lists” 
(Hospital 5) the ideal is to have a consultative approach and greater team input to 
theatre lists. 
 

“[name of consultant] rings to see that we know the list order and gives his reasons for the 
order… he listens to his team and knowing where they have to be and giving responsibility, he 
doesn’t have notions about what he can or can’t do, he becomes part of our team … he 
doesn’t want the delay to be his fault” (Hospital 4) 

 
Staff 
The greatest efficiencies are delivered through the dedication and goodwill of staff.  
In spite of the often severe pressures staff are working under, the patients never see 
the sometimes disorder behind the scenes and the patient is always central.   
 



Theatre Utilisation Review - The Views of Theatre Staff 

 13

“patients receive absolutely brilliant care and they do not realise any of the chaos that’s 
going on” (Hospital 2) 
 

The dedication and commitment of staff is huge and theatre efficiency and throughput 
is very largely dependent on the goodwill of staff, particularly with the current 
restrictions on recruitment and staff replacement.  Staff are being increasingly 
depended upon to stay back after normal theatre finish time and theatre is facilitated 
by staff being prepared to do so. 
 

“beyond breaking point only for the goodwill of staff”(Hospital 2) 
 
“it is very efficient, the level of activity is dependent on the commitment of staff, the 
experience of staff” (Hospital 5) 

 
In hospitals where there is less turnover of staff, the experience and familiarity of staff 
with the procedures in the hospital and the theatres is very beneficial to theatre 
efficiency. This was evident across staff grades.  Theatre porters help set up theatre 
for procedures and need to be familiar with the process in order to do so 
  

“You haven’t got people who are unsure of themselves… Then you have very highly skilled 
staff because they are not rotating through anywhere else” (Hospital 3) 
 
“when you’re experienced you can see stuff that needs to be done” (Hospital 6) 
 
“what these fellas do inside here is way beyond what a porter around the Hospital would do.  
You could bring in one of the experienced fellas from outside and say go in there and work in 
theatre and they wouldn’t because they understand that they wouldn’t know what to do.  Even 
the operating tables.  I mean this morning now you know I had to set up a special case this 
morning and just to have it organised you know…” (Hospital 6) 

 
 
Teamwork 
Teamwork is vital to the efficient running of the hospital theatres. 
 

“Yeah, it [teamwork] has to be, when we’re getting through the amount of work we do with 
the amount of staff we have” (Hospital 1) 
 

Teamwork has been evidenced above in relation to both staff and theatre lists.  It has 
been identified by the focus group participants as one of the things that works well in 
managing the theatres and is deemed very important.  In some hospitals there is a very 
good team ethic where everyone pitches in to facilitate theatre efficiency. 
 

“’we’re all doing everybody’s job, trying to cover each other, we’re pushing trolleys, 
consultants washing floors …’ 
‘anaesthetists bringing in beds’ 
‘I’ve never had anybody turn around and say to me it’s not my job’” (Hospital 6) 

 
The participants identify multidisciplinary meetings as being very important to good 
communication and that there needs to be a good working relationship between the 
disciplines.   
 

“There’s a day surgery multidisciplinary committee with the nurses and consultant surgeons 
and anaesthesiologists the main players for admissions’ 
‘So any problems are teased out regularly really which has been a big thing in the 
progression of the unit” (Hospital 1) 
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“And I think that as I said the fact that the group is multidisciplinary might reflect the fact 
that there is I believe a good working relationship” (Hospital 6) 

 
Other 
The Theatre Staff also identified other areas where there are efficiencies in theatre 
utilisation.  Theatre Staff observe where inefficiencies occur, and they have been 
proactive in trying to bring about change to improve theatre efficiency.  CNMs have 
tried to impose greater rigour to ensure that theatre start times are adhered to as this 
helps to avoid delays as the list progresses for the theatre. 
 
 “…it [theatre list management] was discussed what could be managed” (Hospital 4) 
 
In one hospital the CNM was pro-active in this and achieved hospital management 
support in implementing greater time controls over the list. 
 

“You don’t usually have advanced notice if somebody’s not going to be here … I’ve been very 
proactive about pursuing it …  … You see the thing is basically that because of our staffing 
difficulties I circulated a memo to say that look there will be no over-runs of lists you know. … 
After 5pm there would be nothing accommodated.  And the Hospital Manager actually 
supported that through the Theatre Users Group” (Hospital x) 

 
It is also observed that delays are less in elective theatres particularly when patients 
are pre-assessed.  Although this may be anticipated, it is worth noting that participants 
in some groups feel very strongly that their hospital or speciality should have a 
dedicated emergency theatre.  In other hospitals, Theatre Staff feel they should have a 
dedicated minors theatre to maximise efficiency.   Participants comment that the 
system works very well when it gets started: 
 

“’Generally the day runs very efficiently, when we get running.  When we know what we’re 
doing and where our patients are, it is very efficient’ 
‘But it’s just that initial starting’ 
‘And team work in fairness to here’” (Hospital 1) 

 
 
Inefficiencies 
 
There are several areas where inefficiencies in theatre utilisation are encountered.  
These vary and occur in large part due to the knock-on effects of any number of 
occurrences in other areas of the hospital as well as in theatre.   
 
Delays occur for a variety of reasons: those that are obvious and immediate such as 
when patients are not fit for surgery or are late being admitted and those that are less 
obvious or infrastructural such as the physical building, geography and equipment.   
 
However, other issues also impact on the overall efficiency of theatre utilisation.  The 
effects of these issues usually necessitate on a daily basis, a disproportionate and time 
consuming effort to minimise.  They include staffing, resources and storage space. 
 
This section reports first on the obvious and infrastructural inefficiencies. ‘Other 
issues’ impacting on the efficiency of theatre utilisation are then reported on. 
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Theatre Lists 
Theatre lists get delayed if the list is late starting in the morning.  In hospitals where 
there are both elective and emergency cases going through the theatres, day-cases are 
usually first on the theatre list as they need time to recover before being discharged.  
However, the list is delayed if a day-case patient is not admitted on time or is not 
ready for surgery.  The theatre list is also delayed if the patient is not medically fit for 
surgery. 
 

“first case on the list, you know, should be in and ready to come to theatre, and be in theatre 
for 8:30, there is no reason why not, but at the moment we don’t have secretarial staff on the 
day ward…. so notes and whatever are not ready, like you’d do very well to have a day case 
in the theatre by 10  to 9 …  and even then things are highlighted, like when you would ring 
the day before, notes are not being pulled, so even if the secretaries are not able to come in 
until 8 o’clock, they should at least be able to have the notes pulled the day before, I mean, 
you know if a list arrives to us by 4:00pm…” (Hospital 2) 
 
“The day cases that we have at the moment coming into the Main Theatre are coming from 
the Day Medical Unit and they’re not pre-assessed; even if they’re not cancelled there’s a 
delay for reasons like bloods, chest x-rays, ECG’s just pre-assessment…’ 
…‘It throws off the whole list’ 
‘Because the time it takes to organise someone else you’d have another procedure done’” 
(Hospital 1)  
 

This also occurs if a patient is found to be an infection risk such as with MRSA.  
Usually this is noted in advance and the patient is scheduled last for surgery to 
prevent delays in theatre cleaning but occasionally this is not known until the patient 
has arrived in theatre.  Pre-assessment units would help to prevent these types of 
inefficiencies occurring. 
 

“Yeah, it can really cause, a spanner in the works if somebody goes to theatre, and we don’t 
realize they’re MRSA, we may realise it while they are there. The whole theatre has to be done 
out…”(Hospital 3) 

 
“[re patients] it takes about an hour and a half to a 2 hour turnaround, including pre-
recovery to cleaning, it’s 2 hours really, with recovery and cleaning, because patients must be 
recovered in theatre, they cannot go out to the recovery room…” (Hospital 2) 

 
Theatre lists are also delayed if the scheduled patient cannot be found.  Sometimes, 
patients have been moved from the wards to which they were admitted or were 
admitted to wards that would not be typical for the type of patient.  Theatre Staff are 
not always notified of these changes and time is lost looking for the patient.  This 
problem is exacerbated without a centralised computer system that tracks patients 
from the point of admission.  Even where there is a computerised system, entries are 
usually manual and cumulative errors occur. 
 

“’I suppose the fact that we don’t always know where the patients are you’re waiting on a 
phone call because you can’t check on a proper computerised system’ … 
… ‘We’d get wards down the evening before but the patient mightn’t be admitted and it might 
be the intention that the patient is going to let’s say Female Surgery, but then say Female 
Surgery might be full so the patients might still come in the evening Female Surgery to us but 
the following morning we could find that maybe the patient has been transferred in the 
meantime down to Gynae or some other area.  Or there might not have been a bed for the 
patient or they might have been cancelled so we have to check all that out in the morning so 
that we can actually organise and plan our day’ 
‘That would come back to the computer system again’”(Hospital 1) 
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“whereas if it was a touch screen system you’d have to fill in all the details, because if you 
look at register some of them aren’t filled in because we don’t have the time” (Hospital 1) 
 
“computer system for admission but it doesn’t follow on through the hospital” (Hospital 5) 

 
 
Theatre list scheduling can also cause problems.  Some hospitals reported that some 
lists are over-ambitious in what they set out to achieve.   
  

“overbooked the list inappropriately, but still worked to finish the list” (Hospital 4) 
 

“There is an acceptance now and we overrun everyday and that’s not from the want of trying 
to address it” (Hospital 3) 

 
In hospitals where there are two schedules for a theatre the first, for example, 
beginning at 08:30 and finishing at 12:30 to be out by 13:00 and the second to begin 
at 13:30 to finish by 17:00 and to be out by 17:30, Theatre Staff comment that the first 
list does not always recognise the finish time and perceives the finish as 13:30 which 
has major delay repercussions for the second list.  
 
Business processes 
The lack of adequate business processes causes delays.  This manifests itself in a 
number of ways.  The first has already been referred to and that is when patients are 
deemed medically unfit to proceed with surgery but this is not communicated to those 
managing the theatres in time to accommodate another patient in the space.  There are 
times when the patient is deemed unfit at a very late stage but in other cases there may 
be time to accommodate another patient.  
 
Delays occur in day case surgery if patients are not ready for their procedure because 
they have not been communicated with effectively.  They have not followed or 
understood the advice or information they were given about coming into hospital 
prepared for their operation.  Theatre Staff find that patients presume fasting is from 
solids but that they can have liquids or they do not understand that chewing gum can 
in fact be worse than eating or they might have a shower but use body moisturiser 
afterwards.   
 

“system does fall down … especially small children, parents not given completely clear 
guidelines, presume fasting is from solids, but can drink”  (Hospital 5) 
 
“how do we know if they read and understand it? … are people telling patients why they’re 
having this done?  They are to shower before coming in but they will use moisturiser…” 
(Hospital 4) 

 
Theatre Staff feel that guidelines should be very clear and simple to adequately 
communicate what is meant by fasting or showering and explaining the reasons for 
this.  
 
The focus group participants also felt that the list itself should be notified to theatre 
managers sooner.  In most hospitals the theatre list schedule is very late in coming to 
the theatres which means that it is difficult to ensure that adequate resources or 
equipment are available for each procedure.   
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“’The Consultants all run their own theatre lists here.  They just slot them in whenever they 
feel like it.  They could be changed.  I mean the definite list may not come until a day or two 
before.  I mean we have one now for the 26th which is 2 weeks ahead and I know that that is 
going to change …’ 
‘Well it would mean better management of beds and better utilisation of beds.  Certainly there 
should be a better approach.  There should be a different approach.  We could end up with six 
major procedures on a Monday or Tuesday and having to bring an extra nurse in to cover an 
area.  We need to know a little bit more in advance and we need to be able to plan rosters 
properly’” (Hospital 3) 

 
“for me it’s a bug bear in that the Consultants have their books, there’s no centralised 
booking system, there’s no way for us to review what is scheduled before it comes to us. The 
lists don’t come to us until the day before surgery, usually, we’ve asked for them to come at 
least by 3o’clock. We should have those weeks in advance or access to them so like we can 
review our staffing levels, we can review you know what resources we have…” (Hospital 6) 
 
“the first patient we were doing on the list is a patient that was added on you know and even 
for getting ready for the operation you want to make sure you’ve got your equipment, you’ve 
got your accessories and stuff there” (Hospital 1) 
 

In addition, in some hospitals equipment needs to be hired.  This needs to be checked 
in some hospitals by the Theatre Staff themselves.  This needs to be done in advance 
of surgery. 
 

“it is checked out by theatre staff and cleaned because we have no CSSD staff as such … Just 
for example we had one case, a lesion knee and we had 19 trays. All on loan … you could be 
talking about 7 sets” (Hospital x) 

 
Theatre Staff would like greater opportunity to discuss the list with surgeons and to 
have an input into the list in order to facilitate the running of the theatres.  In most 
hospitals the Clinical Nurse Managers (CNMs) do not have an input into the list but 
would like to do so. 
 

“and the list then, there’s no communication between the consultants and there could be 5 
procedures on a day and we only have capacity for 4 in the recovery unit, which means one of 
them would have to be brought out onto the ward which means more night duty staff as well” 
(Hospital x) 
 
“am I really managing the theatre list?  Am I managing the list … consultants need to 
communicate better with the CNM2” (Hospital 4) 

 
In at least one hospital Theatre Staff commented that meetings scheduled for different 
specialties are often held on different days and without any change or arrangement 
with regard to theatre lists.  This delays theatre lists on each day there is a meeting.  
Meetings could be arranged to be held on the one day which would reduce this type of 
delay. 
 

“’the anaesthetists will have a meeting one day the general surgeons might have a meeting 
another day, you might find the ENT are having a meeting a different day so that’s three days 
that your lists are delayed because of these various meetings’ 
‘And more often than not the lists are not accommodated to match that so if the Consultant is 
late because of a meeting his list will still be the same as it was last week so it’s not reduced to 
accommodate these meetings.’ 
‘You know he may not turn up until two hours later but his list will still be the same size. It 
will still be an 8 hour list when he’s only got about six hours to do it in.’” (Hospital 1) 
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In this hospital however, an effort to reduce the impact of this has been made and the 
situation has improved: 
 

“I mean you’d find now that even if they have meetings they’ll send someone to start but it 
depends on the doctors that are on the ground as well” (Hospital 1) 

 
 
Geography 
The layout of the different hospital complexes can cause inefficiencies in theatre.  As 
mentioned above, delays can occur when Theatre Staff are looking for patients but 
delays also occur when the wards or specialty unit from which the patient is coming is 
located at a remove from the operating theatre.   
 

“And the other thing is if you look at the guidelines from the Obstetric College they say there 
should be an Obstetric Theatre in close proximity to the Labour Ward” (Hospital x) 
 

This distance can necessitate ambulance dependency in some hospitals or as in the 
case of one hospital the layout of the hospital does not facilitate the easy manoeuvre 
of trolleys onto lifts and through the corridors.  Theatre Staff have tried to alleviate 
these delays by transporting patients where possible on wheelchairs or by walking 
them to theatre.  These geographical issues require additional staffing resources for 
transport or take from existing staffing complements and cause extra inefficiency. 
 

“’they could be on one of four blocks and lots aren’t necessarily joined to the theatre, two 
blocks are standing alone so we have an ambulance dependency to get those down to 
theatre’… … 
‘Like on Tuesday evening we had ten patients on the clinic and they were all in block one. And 
that demanded the ambulance for them’ 
[Interviewer] ‘Ten, ambulances, so to speak?’ 
‘Yeah’ 
‘They have to come to block eight to be booked in, then they have to go from block eight over 
to block one to be admitted. They then have to go from block one on an ambulance down to 
theatre. They then have to come back out get into an ambulance and go back to block one to 
be discharged. I mean in this day and age people must think we’re off our trees, I mean 
definitely you know, if you came in here, you’d think, what are they doing? I’m only having a 
minor procedure and I have to go through all this’” (Hospital x)  

 
“when it’s extremely busy the inside porter will have to take back a patient or go for a patient 
for their own Theatre ….  And the other thing is it leaves inside short as well that you’re 
diminishing your staff again inside” (Hospital 6) 

 
“we have one transport nurse on per day out of our quota of staff, but…’ 
‘… we find that if we phone the wards to get a nurse to come down to collect a patient we 
could be waiting forever, they just haven’t the time…’” (Hospital 2) 

 
 
Buildings 
The physical building of the hospital can also cause delays.  Theatre Staff report that 
there are insufficient recovery bays to facilitate greater theatre throughput even if the 
number of theatres is sufficient.  
 

“… recovery which isn’t big enough for the number of Theatres. You have only 5 bays in there 
so you should have around 8 because if you have one patient that’s delayed then they’re 
blocking the system you can end up with 3 or 4 and that can cause [sic] sometimes we can’t 
get patients out into recovery because there isn’t the space” (Hospital 6) 
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“and then the lists on recovery gets very tight, and there’s no space for all of these beds 
coming down” (Hospital 2) 
 

Lack of adequate recovery facilities means that delays are incurred in theatre as 
patients must have available recovery space.  A lack of High Dependency Unit 
facilities was also identified as there are only limited Intensive Care Unit spaces 
which also causes delays in theatre lists.  Participants also identified where the 
anaesthetic room is not set up for purpose. 
 

“the main kind of delay is the lack of HDU facilities because the ICU has only 5 beds” 
(Hospital x) 

 
“we don’t have dedicated anaesthetic rooms in the Theatres with machine…induction… 
anaesthetic machines, monitors, etc. There is a physical room but it’s not set up for inducing 
and anaesthetics” (Hospital 6) 

 
In some hospitals the layout or design of the theatre complex or area hinders efficient 
theatre utilisation.  Where there is only one door for all access – that is patients, staff, 
recovery, family, reception – throughput is slowed.   
 

“’from a practical level you have one entrance and one exit to the place. The staff changing 
rooms are located at the entrance. Coming into the Department you have supplies, you have 
staff, you have support facilities, you have instrumentation, you have reps, you have partners, 
you have visitors and you have the staff changing rooms located in that exact location. They 
should be elsewhere either downstairs or at another end. You have contaminated waste going 
out and you have clean supplies coming in. All through the one entrance. And you have 
patients sitting in the middle of it being checked in’ 
‘ And patients trying to get into Recovery because the Recovery door is near that entrance. 
And then if there’s an organ retrieval, which we’ve had 4 this year, 15 surgeons will arrive to 
the door with all their equipment. Again these aren’t planned and there’s no team resource 
for them it’s done within the existing resources’. 
‘And then you’re trying to watch people going down the corridor because a lot of our 
equipment is stored along the corridor because we have no place to put it. And then we have 
patients who may not have to go to Recovery because they are day cases done under local 
anaesthetic they would have to come out they bypass Recovery but they’re actually coming out 
and waiting on the corridor at the entrance to exit where the next person will enter”(Hospital 
x) 
 
“Obviously there are constrictions with older buildings, theatre size and just I suppose we 
physically need more space” (Hospital 1) 
 

Some hospitals too were built and designed to accommodate a smaller population and 
in many cases a different type of throughput.  Surgery undertaken in some hospitals 
has changed from what might have been undertaken there previously and surgery is 
also increasingly complex in nature as skills and equipment advance. 
 

“The population has gone from whatever this hospital was built for which I think was about 
120 thousand now we’re serving about 160 thousand and there have been no additional 
resources put in” (Hospital x) 
 
“the surgery we’re doing is becoming more and more complex. I mean in ENT every week 
we’re doing something new, new systems, new equipment and it all involves training” 
(Hospital 1) 
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 “So you were planning for a very different population and a very different catchment area 
than we have now, and we are also dealing with new technology, patients are sicker, better 
anaesthetics than there was 30 years ago” (Hospital 3) 

 
 
Designated Theatres & Pre-assessment   
During the course of the focus groups, the need arose for a dedicated theatre for 
emergencies – or depending on the hospital, a dedicated minors theatre or ideally a 
designated fully staffed minors unit with pre-assessment.  This would facilitate the 
throughput of elective lists as well as emergencies as very often delays were incurred 
due to emergency cases. 
 

“’And that’s one thing they’d want to look at more in this hospital now is day surgery 
admission to facilitate … everything because again it would have to be on a pre-assessment 
basis to cut down on cancellations’. 
‘… ideally for all elective surgery if you had a pre-assessment service for all elective it would 
be fantastic’” (Hospital 1) 
 
“’to re-emphasise, the pre-assessment is absolutely vital, an independent day care unit 
somewhere in the vicinity of the theatres... you know would certainly make a huge difference’  
‘a minor theatre facility’  
‘a minor theatre where they can just walk in in their own clothes and have their own little bits 
and bobs taken off not to have to get gowned up coming in as a major case … you walk in, you 
don’t have to get gowned, you just walk in and get your bumps taken off and walk out again’” 
(Hospital 3) 
 
“even if we had an emergency theatre that you could do any speciality in, it would help” 
(Hospital 2) 

 
 “we need a proper day procedures unit with pre-assessment” (Hospital 5) 
 
 
Equipment 
In some hospitals there is limited Central Sterile Supplies Department (CSSD) 
provision which means that the Theatre Staff must order and process - check, clean 
and pack - all loan equipment themselves which is a draw on staff resources and can 
cause delays.  Delays can also be incurred in ordering equipment if the theatre list is 
received late by Theatre Staff or if equipment runs out over a weekend period and 
needs to be sterilised in advance of a new theatre list on Monday.  These delays would 
be avoided with the provision of adequate CSSD or out-of-hours CSSD provision.   
 

“’From all over the place so that stuff comes in and that has to go through a whole process of 
being cleaned, prepared and packed for use and then cleaned, prepared and packed to go 
back’… …  
‘Oh definitely your own CSSD.  It is the nurses who do all the checking in and that is on top of 
our own work.  So we need a HSSD that is properly staffed to do all this’” (Hospital 3) 
 
“they don’t work weekends routinely and there’s no facility to call them in really and if you 
have a  particularly busy weekend and we have had busy weekends where we basically used 
up all of our instruments come Sunday we have nothing. We’re limited in some instruments 
that we have…” (Hospital 6) 
 
“the CSSD Central Supplies Department where all the instrumentation has to be, their last 
load goes down at 5 o’clock in the evening and what is left overnight, it has to be washed the 
following morning so there are days when you have to jiggle your list to come in in the 
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morning and you say gosh I don’t have such an instrument for this case maybe you’ll have to 
do that case beforehand and then you have to go back to…’ 
‘Because the list has over-run the previous evening’” (Hospital 6) 

 
“waiting on people to come down, it might mean 20 phonecalls.   … hospitals supplies in 
Dublin…” (Hospital 5) 

 
 

Storage Space  
Storage space is at a premium in all of the hospitals and all available space including 
operating theatres, recovery rooms and corridors are being used.  Theatre equipment 
is constantly increasing due to medical advances and demands.  In several cases this 
equipment is being stored in the operating theatres and time is lost in a number of 
ways: looking for equipment, moving it around and removing and replacing all of it 
when the theatre needs a complete clean, such as when person with an infection such 
as MRSA has a procedure. 
 

“storage space on corridors.  Cleaning is very difficult, fire hazard.  We are cleaning stuff not 
used ‘cause of it being stored like this, two recovery bays are being taken up … it’s getting 
damaged needlessly’ 
’you could have 4 or 5 theatres, you could have 4 theatres on any given evening with MRSA in 
it, which means the equipment from the 4 theatres is all shoved out onto the corridor’  
‘we’re back to storage again’” (Hospital 2) 

 
“’Forget it [storage]. Structurally we are in the 1950’s. It’s antiquated. Structurally we have 
wood inside in our operating Theatres, we have wooden skirting boards, we have holes in the 
floors, we have sluices that don’t work, we have plaster coming off the walls, we have steel 
plates that slide, we have operating lights that people bang their heads off, furniture that’s 
gone beyond repair…’ 
‘If you look at all modern theatres most of the stuff is coming out of the ceilings, everything’s 
on pendants you know the screens even the anaesthetic machines so that after there’s no 
clutter at all on the floor. So if you go into any of our Theatres here everything is on the floor 
there are flexes, power boards you trip over stuff…’ 
…‘Oh literally yeah. But the modern up to date way it’s all integrated you just plug it into the 
ceiling’. 
…‘It makes it [cleaning] so difficult. And it takes a long time …’” (Hospital 6) 

 
“but unfortunately they are building new complexes in new areas without storage space” 
(Hospital 2) 

 
 
Other Issues 
 
Staffing 
One of the biggest issues to arise in the focus group discussions is that of staffing.  
Much of the concern centred on the difficulty of maintaining service provision and 
although not necessarily directly causing delays in theatre utilisation, the potential 
efficiency of theatre utilisation is unequivocally being impacted upon.  In short, 
Theatre Staff are increasingly being relied on to support increasing tasks – such as the 
checking and cleaning of equipment, answering phones and meeting medical sales 
representatives – as well as more hours and more procedures with depleting staff 
resources and skills. 
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“I think, and [name of person] was just going to say the same thing… I really do I think that 
we absolutely multitask. For me in the absence of the staff I’m not doing my job I’m doing 
something else outside there” (Hospital 6) 

 
The moratorium on HSE recruitment in place at the time of this report is imposing 
considerable difficulties on Theatre Staff in delivering a service.  Vacancies that arise 
due to staff that leave or go on leave (e.g. annual, maternity) cannot be filled through 
recruitment.  
 

“We have staff on sick leave, maternity leave and leave for other reasons and they cannot be 
replaced and it is very hard to run a list.  Most of our list are hips, knees and they are getting 
more complicated as the time goes on.  The bulk of the work is falling on a small amount of 
people and that can’t continue on” (Hospital 3) 
 
“there’s an average of 2 nearly every day so that’s a whole theatre down. We’re still doing 
the same workload.  The staff that are here are under huge pressure, it’s causing people to get 
sick on short-term because they get unmotivated that nobody is listening to us, look at what 
we’re doing, you know nobody is listening and that’s really what’s happening on the ground” 
(Hospital 6) 

 
 
When highly skilled staff or those with considerable experience leave, they are not 
being replaced like for like.  The replacement staff are redeployed from elsewhere in 
the hospitals and do not have the requisite skills or experience to fill the role required.  
This has a knock-on effect on existing staff as they have to in effect supplement the 
shortfall and pressure is added to their workload by training the new staff member.  
This is exacerbated if the replacement moves onto another area in the hospital, as 
frequently happens due to medical training rotas.  In addition, the trainee has not been 
given a positive insight to theatre work as they have been working out of their depth 
and they have not been given the attention and time they should.  In addition, the door 
is closed to skills from outside the hospital or organisation. 
 

“’the moratorium on recruitment has had a detrimental effect on Theatre from the point of 
view of skill mix. What we’re not able to employ we’re replacing people with temporary staff 
who have limited experience and a lot of them are only qualified a year or two which is not 
helping any service really. So we might lose somebody who’s highly skilled and experienced 
and replacing them with somebody who’s just maybe had a supernumerary placement as a 
student in theatre. So that would have a knock on effect on morale and on the ground as well’ 
‘ It puts huge pressure on staff. That skill mix has a knock on effect: it causes delays within the 
department because you’re constantly having to look after someone, watch them, teach them. 
Plus it affects resources because you can put like three months into training somebody up then 
they can decide that actually it’s not for them and they move on somewhere else and you have 
to start over again’.  
‘That’s so disheartening’.  
‘And leading on from that then if you have sick leave it throws you out because you’ll be 
replacing them with somebody who has never been inside the door of a theatre which is not 
helpful’. 
‘I mean every area in a hospital is important, but when it comes to specialist areas like 
Theatre, ICU and places I mean there are specialist skills needed for those areas and it takes 
the bones of six to twelve months to train anybody in to a level to say that yes they are 
competent to leave them as a practitioner alone and it needs to be recognised as well’. 
‘It’s not just when somebody resigns I mean with Maternity leave of ten or eleven months per 
person the likes of those being replaced and they’re being replaced by junior people’.  
‘And this is all because of the moratorium that we can’t advertise for skilled nurses’” 
(Hospital 1) 
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“bringing people in off the street to perform acute service provision or whatever, you can’t do 
that. You need staff to be adequately trained for the task they’re expected to perform. Again 
that’s to do with filling posts’  
… … 
‘You need dedicated people to work in a particular area trained for the task who know what 
they’re about’” (Hospital 6) 

 
Theatre Staff feel that recognition should be given to Theatres as well as ICU and 
A&E as critical areas in relation to lifting the moratorium for critical care. 
 

“’Are there talks about lifting the moratorium for Critical Care?’... 
‘I think somebody mentioned that but I think it’s more for ICU though’… 
‘But it has to be recognised that Theatre is a critical area.  Well it’s considered a critical area 
same as A&E with regard to training but the three areas, any specialised area should be 
looked at but in particular Theatre and ICU’” (Hospital 1) 

 
The moratorium on recruitment impacts on all areas of the hospitals and theatres, 
which impacts directly on theatre resources.  Porters and transport nurses are not 
available and cleaners and CSSD staff are similarly not being replaced.  This means 
that theatre nurses are cleaning theatres and equipment and consultants are washing 
floors. 
 
Nurses who are needed to transport a patient are not available to help in theatre and 
this can delay the theatre list.   
 

”if we don’t have the staff to transfer the patients back, if we don’t have the back up there, 
back into theatre, the patients can’t come back into recovery, so staff are tied up, there’s a 
theatre tied up, there’s a delay in time for the next patient…” (Hospital 2) 

 
As mentioned above, ‘inside’ porters have to leave the theatre unit to accompany 
patients or locate a patient and this is an infection risk.  Theatre Staff are ‘double 
jobbing’ and are becoming increasingly demoralised as there is very little perception 
that the situation will improve in the foreseeable future.  Some commitment towards 
future development would be seen as an acknowledgement and would go a long way 
 

“The good will is gone because it’s been taken for granted as well. I think it’s recognition for 
the good will…I think just an acknowledgment and a plan to put a second team in place, give 
us a timeframe. Resource it” (Hospital 6) 

 
Training opportunities and the opportunity to up skill and for career development are 
redundant.  This would also be seen as an acknowledgement of the time and 
commitment given by Theatre Staff. 
 
In addition, the lack of secretarial support is adding to the workload of nurses as they 
have to answer phones, meet medical reps and order equipment and hire equipment as 
well as locate patients. 
 

“we have no secretarial support, we really do need it” (Hospital 3) 
 
The potential for health and safety risks is increased as staff is reduced.  This is 
particularly evident when there is considerably reduced out-of-hours staffing and 
second emergency teams are not available.  Theatre lists are directly delayed in the 
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cases, for example, where anaesthetic cover is not available and patients are deferred 
from the list until the next day. 
 

“And for me just getting back to the out of hours as well again just to stress for the people on 
call the biggest fear is that they’d be inside in theatre with a case or whatever and an … 
emergency will land in on top of them” (Hospital 6) 

 
“’ we have a consultant anaesthetist always inside the theatre on operating days, Monday to 
Friday, we have a consultant anaesthetist there...’ 
‘for a theatre list…’ 
‘…they stay for the patients that run over...’  
‘but a patient could come off a table and be out in the recovery within a matter of half an hour 
so you know, the patient is only about just waking up and the consultant anesthetist can be 
gone’” (Hospital 3) 

 
MRSA has also been identified as a problem in relation to scheduling of patients and 
the necessary clean out of theatre after treating a patient with the infection.  This 
problem is exacerbated by the need to have three clear swabs for MRSA before being 
deemed free of the infection.  However, a third swab taken by your local GP is not 
counted and this leads to unnecessary delays in hospital. 
 

“’when it comes to those patients, we look at the MRSA guidelines as is, you know, patients 
come to hospital and you know, they’re MRSA, labelled MRSA positive, they are MRSA 
positive forever and a day according to this hospital … there is no screening in programme 
post-discharge…’ 
‘… the criteria would be that you have to have 3 negative swabs before you are deemed to be 
negative, but you may well go home on a positive swab and 2 years later you would turn up 
for a totally different procedure, your wound that had MRSA in has healed and is well gone’” 
(Hospital 2) 

 
 
Discharge Planning 
Some focus groups identified the need to have greater discharge planning in the 
hospitals to facilitate bed availability and thereby theatre throughput.  This would be 
particularly useful for long stay patients. 
 

“the biggest issue we have is bed management, the list comes up so late and we’re trying to 
manage beds patients are booked into and we spend time then trying to re-book them into 
other wards and a lot of time say, letters have been sent out to the patients, you’re admitted to 
[name of ward] and when they come to us we would have no bed, and they would have to be 
re-directed to one of the other blocks so that’s another delay in theatre as well” (Hospital 3) 

 
Delays in theatre throughput can also arise if there aren’t beds for a patient to go back 
to as anaesthetists will not begin to anaesthetize a patient without a bed being 
available for them to go back to 
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Discussion & Conclusions 
 
Focus groups were held with Theatre Staff to elicit their views and opinions on how 
well or otherwise the operating theatres in Cork and Kerry are being utilised.  These 
views were sought to help understand the current system processes and to inform the 
overall review of theatre utilisation in the context of reconfiguration. 
 
In the conduct and analysis of the focus groups, very valuable insight leading to better 
understanding of where and how time can be lost was gained.  Staff are willing and 
very capable but stretched.  They are operating in an environment that is difficult 
because of staff shortages and poor morale. In some cases even the physical buildings 
mitigate against efficiency, though not necessarily effectiveness.  The interview 
process identified how the theatre service is effective in providing a service, even in 
the face of increasing pressures on health services and health service staff.   
 
The observations and viewpoints expressed in this report are primarily but not 
exclusively those of Clinical Nurse Managers.  The viewpoints of all other disciplines 
and groups involved in the delivery of theatre services should ideally be also sought to 
ensure a more complete picture.   
 
In this light too it should be noted that there can be different issues between different 
specialties within the one hospital.  In Hospital 2 for example,  pre-assessment is 
available for one speciality but not for others, anaesthetic cover has been reduced 
back from being available until midnight to now only being available until 8pm and 
the amount of communication between CNMs and consultants varies from team to 
team or by speciality.  However, time did not permit for this report to research, 
identify and analyse the issues specific to one area or speciality in any given hospital, 
nor to cross-reference these with other hospitals in the study.  It is something that 
should be considered in greater depth in future research.  This report presents the 
views of those sought for the purpose of this research question and in line with the 
objectives of qualitative research of seeking out “an in-depth understanding of the 
experience of particular individuals or groups” 6. 
 
The greatest resource and efficiency in health service delivery and theatre service 
delivery is staff.  Through commitment, multi-tasking and a willingness to provide an 
excellent service, the theatre throughput is staggering and professional.  However, 
Theatre Staff are stretched to “breaking point” and morale is low.  The option of 
career development or training would be an acknowledgment of the commitment by 
staff but the recruitment moratorium and economic restrictions are severely curtailing 
any opportunities and further depressing morale.  Theatre Staff were happy to engage 
in this research process and were pleased that their views were sought.  They 
reiterated the need “to listen to the people on the ground” (Hospital 2) during the 
focus groups.  The whole point around the need for communication was recurrent 
throughout the research, extending not only to themselves but in the information 
being conveyed to patients and their families as well as to the need for greater liaison 
between CNMs and consultants.  They expressed satisfaction where multi-disciplinary 
team meetings are held. 

                                                 
6 Greenhalgh T, Taylor R.  Papers that go beyond numbers (qualitative research)  BMJ Vol. 315, 1997 
p.740-743 
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Efficiencies and effectiveness are being delivered where possible.  Theatre Staff are 
multiple-jobbing and working late to facilitate service delivery.  Patients are wheel-
chaired or walked to theatre in an effort to reduce delays, Theatre Staff are proactive 
in suggesting improvements and systems such as day-procedures units and pre-
assessment bring huge efficiencies.   
 
The greatest efficiency however, is getting the job done.  This can only be achieved 
by the team work and dedication of Theatre Staff.  This is hugely helped when 
Theatre Staff are experienced and familiar with the theatres’ procedures and 
conversely is hampered badly by the moratorium on recruitment as highly skilled staff 
are replaced by staff with only “supernumerary” experience.   Familiarity with the 
role and experience – across all staff grades, porters, consultants, nurses - helps to 
ensure better service provision.  There is a danger that the moratorium on recruitment 
as a short term solution might be short-sighted and not the saving intended. 
 
Inefficiencies are incurred in large part due to the knock-on effects of systems and 
processes anywhere along the line.  Like the ‘Butterfly Effect’, small problems can 
have large effects; a delay in admission or a delay in discharge can cause a delay in 
theatre listings.  Specialty meetings held on different days delay the start of theatre as 
do late admissions and over-booking of the theatre lists.  Similarly, small amendments 
can have big effects: rescheduling of meetings to the same day and multi-disciplinary 
discussion can reduce delays, missing patients and unprepared patients also cause 
delays, both of which could be ameliorated with better and more simple 
communication and information.  Issues of additional staff and secretarial support are 
harder to fix in the current economic environment. 
 
Concern was expressed in relation to delays that occur when a patient with MRSA has 
a surgical procedure.  The lack of acceptance of GP or community based screening for 
MRSA was identified as a stumbling block and that patients who are free of the 
MRSA infection are still being scheduled and treated as though still infectious which 
slows up theatre lists. This was described as ‘daft’: “the daftness is illustrated by 
somebody having MRSA in their foot, subsequently the foot has been amputated, but 
they are still positive” (Hospital 2). 
 
Inefficiencies and difficulties are also incurred due to logistics, geography and 
infrastructure.  Undoubtedly these are less malleable but need to be recognised and 
planned for.  Hospitals are providing vastly expanded services in facilities built to 
accommodate smaller populations and considerably fewer procedures.  In addition, 
the procedures being conducted are increasing in complexity.  Some infrastructural 
investment could likely deliver disproportionately in terms of efficiency.  A dedicated 
(and staffed) day-procedures unit with pre-assessment or a dedicated emergency 
theatre in the right hospital could relieve many pressure points.  Provision of a CSSD 
(or HSSD) could free up Theatre Staff to do what they are skilled to do and reduce 
staff resource costs over time not to mention the reduction in the cost of hiring 
equipment. 
 
The ‘Blue Skies’ vision for several of those interviewed would include a fully-staffed 
day–procedures unit (or emergency theatre).  Although acknowledged as unlikely at 
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present concern has been expressed that those new facilities that are being put in place 
do not take adequate account of storage requirements.  
 
This qualitative component of the Theatre Utilisation Review in Cork and Kerry has 
identified many of the issues that arise in day-to-day working that impact on theatre 
throughput and efficiency.  Several recommendations emanate from the focus groups 
and these are listed in the next section.
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Recommendations 
 
Several of the recommendations listed were suggested by those interviewed; others 
have emanated from the analysis of the focus group discussions.  Some of the 
recommendations are relatively inexpensive to implement and could make a 
considerable saving in terms of time, money and resources.  
 
o One of the biggest advantages identified was that of pre-assessment where 

patients come ready to theatre – pre-assessment facilities should be extended 
where feasible 

 
o The need for day-procedure units was also identified as these relieve pressure on 

the in-patient theatres 
 
o Some hospitals felt that the provision of a dedicated emergency theatre would 

reduce delays in elective lists caused by emergencies and day-cases  
 
o The recruitment moratorium and out-of-hours provision is putting pressure on 

delayed procedures and ultimately delaying lists and efficiencies.  Different 
suggestions were put forward: 
~ Extend the hours of the theatre list 
~ Extend out-of-hours and anaesthetic cover 
~ Facilitate the provision of a dedicated second emergency team in the busier 

units 
 
o Lift or ease the recruitment moratorium in three ‘critical care’ areas: 

~ Theatre 
~ ICU 
~ A & E 

 
o Improve business processes: 

~ Simplify information conveyed to patients and their families clearly 
explaining what they need to do and why 

~ Co-ordinate meeting times to reduce the impact in theatre hours 
~ Increase the use of multi-disciplinary meetings 
~ Encourage greater liaison and communication between CNMs and consultants 

regarding theatre list management 
~ Hold more review and audit meetings with management and Theatre Staff 
~ Invite and listen to the views of ‘people on the ground’ 
~ Promote greater team work and involvement at all stages 

 
o Provide CNMs with as much advance notice of the Theatre List as possible 
 
o Consider the importance of adequate storage facilities and include in new 

buildings 
 
o Improve admissions and discharge planning 
 
o Consideration should be given to extending computerised patient records to all 

areas, using touch-screen technology to facilitate patient tracking 
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o Consideration should be given to having staffed, equipped CSSD provision in all 

hospitals – this would reduce the cost of loans sets as well as staff resources 
 
o Consideration needs to be given for adequate secretarial support to be provided 

to ensure patient details are available for commencement of Theatre Lists 
 
o Additional portering staff is also needed 
 
o Acknowledge the input and effort of staff – the opportunity of training or the 

provision of further supports or simple thanks 
 
o Where buildings are inadequate, consideration should be given to the provision of 

waiting areas for family and patients, storage, recovery rooms and with the 
provision of separate entrance and exit doors.  New purpose built facilities should 
be planned for where possible 

 
o Transport staff need to be provided where necessary to avoid the delays incurred 

while staff are with patients away from theatre 
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Appendix 1 
 
 
Theatre Utilisation Study – October 2009 
 
Topic Guide 
 
Introduction 
My name is Heather Hegarty and I am the Senior Research Officer in the Public 
Health Department in the HSE in Cork.   
 
As you are aware health services in Cork and Kerry is currently undergoing a 
comprehensive reconfiguration following on the recommendations contained in a 
report by Horwath Consulting Ireland and Teamwork Management Services, 
published in June 2009 
 
Professor John Higgins was appointed by HSE CEO Professor Brendan Drumm, in 
March 2009 to lead the implementation of a comprehensive reconfiguration plan 
grounded by the principles set out in that report. 
 
The purpose of this review is to provide data required to inform key decisions in the 
reconfiguration of surgical services in Cork in Kerry.  As part of this we would very 
much like to get your views on how the theatres work on the ground as this would 
help to hugely inform the review – are there things that you feel could be done that 
would help them to be utilised better or what aspects do you feel work particularly 
well.  We want your views on how theatre services could be made to work more 
smoothly, what would your idea of the ideal be? 
 
Your participation is very much appreciated.  I want to assure you that nothing you 
say will be quoted in association with your name; everything will be treated with strict 
CONFIDENTIALITY.   
 
I would like to record our focus group so that I can be sure I have captured your views 
correctly, I hope that is alright with you?  Recordings will be destroyed immediately 
after I have compiled this part of the report. 
 
 
Introductions and roles – not recorded 
 
 
 
Theatre use 
 
1. What is your view on how the theatres are being used?  Are they being used well?  
 

a. If yes, what in particular works well, what helps this? Why is this? (Pursue if 
anything works well, need this – return at end if necessary) 
If no, is there anything that works well?  
If yes, do you feel they are being used to their best capacity? 
If yes, explain why 
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b. If no, what is not working well, are there inefficiencies, what are the 

inefficiencies, is there time being lost/wasted?  when, where, how 
Do delays occur? where do delays occur, why do delays occur 
Are there any other inefficiencies – when, where, how, why? 

 
What is the biggest problem? Where does the problem actually lie?  Could this 
be fixed? 

 
2. What could be done to resolve these issues (to make the system ‘flow’ better)? 
 

What would like to see being done, implemented? 
 

What would be needed to implement your idea, would it work? 
 
3. In a blue sky scenario, what would you like to see, what would be your ideal? 
 
 

Thank you very much for taking the time to input into this and for your 
contribution 
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Appendix 2 
 

Table 1 – Composition of the focus groups 
 

Staff Number Percentage (n = 41) 
CNM1 5 12 
CNM2 16 39 
CNM3 4 10 
Director of Nursing 2 5 
Staff Nurse 8 20 
Theatre Recovery 1 2 
Discharge Coordinator 1 2 
Porter 1 2 
Consultant Anaesthetist 2 5 
Consultant Surgeon 1 2 
Total 41 100 
 
 
 
 
Box 1 – Staff descriptions who participated in the focus groups 
 

 
 
 

Anaesthesia 
Cardiac 
Colorectal 
Day 
Discharge 
Endoscopy 
General 
Gynaecology 
Haemo-vigilance 
Infection control 
Maxi facial 
Minors 
Neurology 
Ophthalmology 
Orthopaedics 
Plastics 
Porter 
Pre-assessment 
Recovery 
Staff nurse 
Surgery 
Urology 
Vascular 
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