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2 Appendices  

 

2.1 Appendix 1 - Glossary of terms related to surgical care and realist 

methodology 
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Anaesthesia Generally, medication that creates or enables a deep sleep-

like state: an essential part of some surgery and invasive 

procedures. Patients undergoing anaesthesia are 

unconscious and feel nothing. Can also be described as a 

medical way of relieving pain. 

Anaesthetist A medical doctor trained to administer anaesthesia. 

Anticoagulant Medication given to stop blood clotting. 

Complications Problems that might develop after surgery, treatment or 

illness. 

Day-case A surgery after which it is expected the patient will be well 

enough to leave hospital on the same day. 

Hypertension High blood pressure. 

Hypotension Low blood pressure. 

Inpatient A patient admitted to hospital to undergo treatment who is 

staying in hospital after treatment. 

Theatre practitioner A skilled and trained member of staff who assists in surgery 

and works in the operating theatre. Sometimes known as 

an operating department practitioner.  

Pre-operative care  Physical and psycho-social care that prepares a patient to 

undergo surgery as intended and safely. The pre-operative 

period is initiated when the patient is scheduled for surgery 

and ends with their transfer to surgical theatre. Scheduled 

surgical care patients tend to have a longer pre-operative 

time than emergency care patients. 
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Glossary of terms related to realist methodology. 

Post-operative care  Care that starts immediately after surgery. The type of post-

operative care required depends on several factors, such 

as the severity of surgery and the patient’s health history. It 

often includes nutrition, pain management and wound care. 

Surgical theatre A sizeable room in a hospital where surgical procedures 

are performed. 

Abduction The intellectual process that collectively brings creativity and 

expertise to re-conceptualisation of accounts for observations. 

Actors The individuals, groups and organisations that play a role in the 

implementation of interventions or programmes (e.g., patients, 

carers, anaesthetists, PONs, surgical nurses, administrators, 

surgeons and theatre practitioners). 

CMOC A heuristic used in realist reviews to unpack the causative 

explanations that reflect the liaison of context, mechanism and 

outcome of interest in a particular programme or intervention. A 

CMOC might be valid for a whole programme or intervention, or 

only certain aspects.  

Co-morbidity The presence of one or more physical or mental long-term 

condition in addition to the primary condition (e.g., depression, 

dietetic, obesity). 

Context Conditions existing at different levels (micro, meso and macro), 

impacting the inner workings of the operation of a programme or 

intervention. The salient conditions (i.e., context) are likely to 

enable or limit activation of mechanisms. 

ICAMO A heuristic tool mainly offering fundamental building blocks, 

applied in the thesis as a useful model for analysis, which 

includes retroductive and abductive thinking processes. The 
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ICAMO reflects the liaison of context, mechanism and outcome of 

interest in an intervention or particular programme. 

Mechanism There are many definitions of mechanisms in realist reviews, but, 

generally, they generate outcomes. In realist research, 

mechanisms are often hidden but real and considered to be 

underlying entities, processes or structures that operate contexts 

to generate outcomes of interest. The thesis defines mechanisms 

as underlying determinants of social behaviour activated in certain 

contexts. 

Programme theory Programme or intervention expected to work and create intended 

or unintended outcomes.  

Theory One general way of thinking of theory is as an endeavour to 

organise knowledge, which includes facts (proven or abstract), 

into a structurally coherent system.  

Reproduction Building on abduction, the process of revealing activated causal 

mechanisms in a theory-testing approach to gain a 

comprehensive view of the nature of interventions and 

programmes (Jagosh, 2020). 
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2.2 Appendix 3.6.2 - Tables related to MMAT in phase two 

As highlighted in section 3.6.2. In all empirical studies, quality was appraised using MMAT (Hong et al., 2018). The tool categorises studies into 

five types: quantitative descriptive (table 1.1), mixed method studies (table 1.2), qualitative (table 1.3), and Quantitative non-randomised 

controlled trials (table 1.4). Each table represents screening questions related to the type of study. The 35 studies include the seven 

interventional studies highlighted in bold. 
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2.3 Appendix 3.6.2 – One of the images of the flip chart diagram summarises 

the feedback findings.  

 

In the feedback events, the patient representatives identified the following main 
themes that can minimise DNA ( i.e., patient did not attend surgery): good 
communication between patients and HCPs, developing trust among patients 
undergoing surgery, caring nurses, doctors and staff (listening, empathy, kindness), 
PONs with good clinical judgment, personalised communication, follow up calls by 
PON. 
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2.4 Appendix 3.6.3-1 - Pre-interview guide to interviewee  

 

Pre-interview Guidance to Interviewee – Please read this document before the 

interview 

How to minimise On the Day of Surgery Cancellations(OTDSC)? (Version 9 after pilot three -

11/03/19)  

Thank you for agreeing to support this study On the Day of Surgery Cancellations(OTDSC) 

by participating in a semi-structured interview. Please read this document before the interview 

and identify ideas that you would like to explore in the interview. This interview consists of a 

series of open-ended questions to gain a good understanding of your experience of how 

OTDSCs happen and how to prevent them. Please share your valuable experience and 

insights into preventing OTDS cancellation.  

 

What is the focus of this study?  

When a surgery is cancelled on the day of the admission or surgery, this is called OTDSCs . 

OTDSCs are an unwanted outcome of elective care delivery and can be directly linked to 

care design, various human interactions, organisational policies and practices. In this study, 

we aim to investigate beyond the initial reasons presented for OTDSCs, such as a patient 

being unfit for surgery or beds not being available. During this exploratory interview, we are 

hoping to understand what underlying processes, mechanisms and organisational contexts 

influence all types (clinical and non-clinical) of OTDSCs. 
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What are the questions that will be asked during the interview?  

The interview will start by asking you to explain your role and experience and explore the ideas 

presented below. We present five ideas that may influence OTDSCs, which we would like to 

explore in depth. In this interview, it may not be possible to explore all the ideas because of 

time limitations, but it is vital that we examine each idea that we talk about in depth. This 

interactive interview focuses on how these ideas and contexts (i.e. features) increase or 

decrease OTDS cancellations. If you have any preferences regarding which ideas you would 

like to discuss, please do let me know in advance. 

 

 

Please familiarise yourself with the ideas listed below 

I. Some organisations use standardised clinical care planning interventions (e.g. 

structured pre-assessment tools, checklists or pre-assessment tools) that may influence 

OTDSCs.  

II. Some organisations use standardised patient communication interventions (e.g. 

follow-up telephone calls and text reminders) that may influence OTDSCs.  

III. Some organisations use standardised resource allocation interventions (e.g. use of 

historical time to predict theatre time, healthcare professionals estimating theatre time) to 

identify the time needed for surgery, which may influence OTDSCs.  

IV. Some organisations use elective and emergency resource separation interventions 

(e.g. dedicated theatres and admission wards for elective care patients or ring-fencing 

beds), which may influence OTDSC.  

V. In addition to the ideas given, can you think of any ideas or interventions that may 

influence or prevent OTDSCs? If so, please share.  

 

Thank you for taking the time to read this document. Any queries, please contact Buddhika 

Samarasinghe via  
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2.5 Appendix 3.6.3-2 - Information sheet 

Manchester Business School, University of Manchester 

 

Realist Review: Mixed Method Study of the On the Day Operation (OTDO) Cancellations   

INTERVIEW INFORMATION SHEET 

 

You are being invited to take part in a research study a mixed methods study on improving 

productivity and patient experience in elective care among NHS acute care providers in 

England by investigating reduction of OTDO (on the day of operation) cancellations.  

When a planned operation is cancelled on the scheduled date it is called an OTDO (On The 

Day of Operation) cancellation. These OTDO cancellations have a great negative impact on 

the patient’s and carers’ experience (emotional distress, disappointment and 

inconvenience). The OTDO cancellations create a lot of waste of NHS resources and provide 

a signal of potentially low productivity of planned care. 

Before you decide it is important for you to understand why the research is being done and 

what it will involve. Please take time to read the following information carefully and discuss 

it with others if you wish. Please ask if there is anything that is not clear or if you would like 

more information. Take time to decide whether or not you wish to take part. Thank you for 

reading this.  

 

Who will conduct the research?   Buddhika Samarasinghe who is a NIHR Doctoral Fellow.  He 

can be contacted by email at  or by mail at 

Manchester Business School, Oxford Road, Manchester, M15 6PB. 

 

What is the aim of the research? The main aim of this research project is to complete an in-

depth analysis of OTDO cancellations, and understand the factors that influence tem in order 

to improve elective productivity by learning from the NHS trusts that have lower cancellation 

rates. 

Why have I been chosen? We are interviewing or surveying staff in some NHS organisations 

involved developing case studies. You have been chosen because of your work/professional 



53 
 

role and involvement in planned care which may able to provide a contribution to the research 

enquiry.  

 

What would I be asked to do if I took part? You will be asked to take part in an interview with 

a researcher, face to face or by telephone, at a time, date and location convenient to you.  If 

interviewed, you will be asked if the interview can be digitally recorded and transcribed. 

 

What happens to the data collected?  All the Interviews will be transcribed, and qualitative 

analysis will be undertaken. Survey data, interview recordings and transcripts will only be 

available to the research team.  No data will be used in any report in any way that would 

identify, either directly or indirectly, any research participant.  Data will be retained for 5 years 

and may be used for further or future research. 

 

How is confidentiality maintained? All survey responses and interviews are confidential to 

the research team.  Data will be stored in accordance with the Data Protection Act and 

University requirements for data protection. 

 

What happens if I do not want to take part or if I change my mind? It is up to you to decide 

whether or not to take part. If you decide not to take part then you do not have to give a 

reason, and this will be without detriment to yourself.  If you do decide to take part you will 

be given this information sheet to keep and be asked to sign a consent form if you are being 

interviewed. If you  

 

 

decide to take part you are still free to withdraw at any time without giving a reason and 

without detriment to yourself. 

  

Will I be paid for participating in the research? No, but we will provide you with a copy of the 

research report when it is available, if you would like to see it. 

 

What is the duration of the research?   Interviews are likely to take 30-60 minutes, and most 

interviewees will be interviewed only once but in some occasions twice.  
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Where will the research be conducted?   Interviews will be conducted face to face at the 

offices/sites of healthcare organisations in England, or by telephone. 

 

Will the outcomes of the research be published? The research will be published in a research 

report which will be made available to all participants, and subsequently in academic peer-

reviewed journal papers. 

 

Who has reviewed the research project?  This project has been reviewed and approved by 

the University of Manchester Research Ethics Committee.  The project is funded, following a 

competitive peer-reviewed application process, by the National Institute for Health Research. 

 

Who to contact for further information or if you have any concerns?   Buddhika 

Samarasinghe who is a NIHR Doctoral Fellow.  He can be contacted by email at 

   

 

If there are any issues regarding this research that you would prefer not to discuss with 

members of the research team, please contact the Research Practice and Governance Co-

ordinator by either writing to 'The Research Practice and Governance Co-ordinator, Research 

Office, Christie Building, The University of Manchester, Oxford Road, Manchester M13 9PL', 

by emailing: Research-Governance@manchester.ac.uk, or by telephoning 0161 275 7583 or 

275 8093. 

 

V3.0. 19/10/2018 
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2.6 Appendix 3.6.3-3 - Consent form  

 

Title: Consent Form for Interviews:  A mixed methods study on OTDO (On The Day of 

Operation) Cancellations  

 

 

 

 Please 

Initial box: 

I confirm that I have read and understood the information sheet dated and have had the 

opportunity to ask questions. 

 

 

I understand that my participation is voluntary and that I am free to withdraw at any time 

without giving any reason and without there being any negative consequences. In 

addition, should I not wish to answer any particular question or questions, I am free to 

decline.  

 

I understand that my responses will be kept strictly confidential. I understand that my 

name will not be linked with the research materials, and will not be identified or 

identifiable in the report or reports that result from the research.  

 

 

I agree for this interview to be tape-recorded. I understand that the audio recording 

made of this interview will be used only for analysis and that extracts from the interview, 

from which I would not be personally identified, may be used in any conference 

presentation, report or journal article developed as a result of the research. I 

understand that no other use will be made of the recording without my written 

permission, and that no one outside the research team will be allowed access to the 

original recording. 

 

 

I agree that my anonymised data will be kept for future research purposes such as 

publications related to this study after the completion of the study. 

  

 

  

Thank you for reading the information sheet about the interview sub-study. If you are happy to 

participate then please complete and sign the form below. Please initial the boxes below to confirm that 

you agree with each statement: 



56 
 

I agree to take part in this interview. 

 

________________________ ________________         ___________________ 

Name of participant Date                                     Signature 

 

_________________________ __________________         

_____________________ 

Principal Investigator Date                                     Signature 

To be counter-signed and dated electronically for telephone interviews or in the presence of the 

participant for face to face interviews  

Copies: Once this has been signed by all parties the participant should receive a copy of the signed 

and dated participant consent form, and the information sheet. A copy of the signed and dated consent 

form should be placed in the main project file which must be kept in a secure location. 
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2.7 Appendix 3.6.3-3 - Qualitative interview schedule  

(Two-page simple format version 6 after the pilot – 02/03/2019)   

The following template is to be used as a guide to conduct the semi-structured interviews by 

the researcher. The questionnaire covers the interview during the recording period and 

consists of three main sections of the recording.  

1) Opening – Interview start and welcome 

2) Body – Presents “ideas” using the teacher-learner approach {e.g. Some organisations 

use standardised care planning interventions (e.g. structured pre-assessment tools, 

checklists or pre-assessment tools) that may influence OTDS cancellation rates} given in the 

pre-interview guide one by one to the interviewee.  

3) Close – Interview end 
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2.8 Appendix 3.6.2   - An example of the flip chart image that was used to 

synthesise IPTs in phase two.  

The following main themes emerge from empirical data on how to prevent OTDSCs due to 

clinical reasons: standardisation of care-related clinical aspects (e.g., checklists, protocols, 

terminology); Pre-operative care nurses' behaviours/decision-making/influence related to 

preparing patients for surgery, patient-centred approaches to prepare patients for surgery; 

favourable working conditions ( e.g. more time for patients, less emergency interruptions, 

staffing levels)  
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2.9 Appendix 3.6.3-4 - Interview transcript of a theatre improvement manager 

Coding was used as a guide to identifying relevant data to develop CMOCs using a multi-

step iterative process.  

Yellow–colour coding is used to explain dyads related to contexts, such as how contexts 

interact with each other, Context-Outcomes (C-O) or Outcome-Context(O-C) 

Blue-colour coding is used to explain dyads related to contexts, such as how mechanisms 

interact with context or outcomes each other, Context-Mechanism (C-O), Mechanism -

Outcome (M-O) 

 

KEY 
Bold:  Interviewer 

Regular:  Respondent  

[ ]:  Uncertain word(s) 

XXXX:  anonymous words 

 

 

So thanks again for agreeing to participate in this telephone interview about on 

the day surgery [OTDS] cancellations. Thanks for sending the consent in advance 

and prepare for the interview by reading the pre-interview guide.  Okay, so shall 

we start by explaining a little bit about the experience around the on the day 

surgery cancellations that you have so far, just a brief description? 

Last five years I have been working as a theatre improvement manager. As part of cost 

improvement work, I’m working on how to reduce patient on the day cancellations, it’s 

like a piece of work that our organisation is doing and we’re trying to use various quality 

improvement methodology to do that.  Before that I have done similar improvement work 

in other NHS hospitals. 

Okay, how’s the journey so far on reducing on the day surgery cancellation? 

Right, yeah we’ve got, it’s taken us a while to get started, but actually we’ve got a good 

group of people who are now quite engaged.  So I think we are making some progress; 

obviously it’s not as quick as we’d like it to be, but the issues are kind of multiple and 

complex, so I think we’re just trying to do it methodically and tackle a few things that are 

highest priority first.  

So did you say you’re from a clinical background?   

Hmm, correct.  

Nursing or theatre, or? 







64 
 

Of course. I mean you mention, you serve a large amount of patients from diverse 

groups of patients which English maybe not their first language.  

Yeah. These are big challenges that caused various complications including surgery 

cancellations.   

How do these kinds of things influence On the day Surgery cancellations? 

Sometimes we find that patients will use family members to interpret information, which 

you know, it’s hard to know what the quality of the interpretation is, so being able to 

provide a leaflet in the correct language, then it’s more likely to deliver the intended 

message, I think is quite important (Context -Patient have difficultly understanding English 

- IPT communication).  

And certainly we’ve identified that we can do more to be able to do that, so we’re in the 

process of increasing our language provision for our written leaflets (Mechanism – 

individualisation – IPT Communication – notes: identifying patient needs).Yeah, so I think 

that’s kind of, quite key and we do provide translation services and things like that ( 

individualisation – IPT Communication).  But again if that’s only being done on the day of 

surgery, and then something hasn’t been discussed with the patient in   

advance,(intermediate outcome – complications in communication – IPT communication) 

then they’re potentially going to call for cancellation.  

I know you mentioned patient communication is key, but how would you explain 

to a layperson, how does the standardised patient communication helped to 

reduce on the day surgery cancellations? I mean, how does it happen? 

So I mean is, the patient should be reaching a decision with the clinician about the best 

plan for them, and so that discussion needs to be two ways, and that they both need to 

agree that if they are going for surgery that is the best option for them. The patient need 

to be aware of all of the risks and benefits of that course of treatment, and there is a clear 

agreement about what is going to happen.  So there is a level of trust between the 

clinicians and the patient (Intermediate Outcome – trust - IPT Communication). So if 

there’s anything they get told late about risks, then that might result in them saying, 

actually no, I don’t want that anymore.  So that’s why it’s important to make sure, we 

maintain continuous interactions (continuity – IPT communication) from decision to treat 

to near admission to prevent surgery cancellations. Most importantly, communication 

needs to be personalised.  Most [OTDS] cancellations and complaints we get is due to 

clinical teams failed to personalise the communication (IPT Communication). When 

communication is personalised to each patient that makes them trust the clinical team and 
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providing overtime or extra bank staff. So there is an idea that healthcare 

organisations who adapt flexible workforce planning practices can influence on 

the day surgery cancellations. Any thoughts around this.   

So we have got a couple of things, so one of which is running additional sessions on a 

Saturday, so they’re waiting lists initiatives basically, for specialities who have got waiting 

list issues.  So they can influence the cancellation rates, because on assessing this, we 

first do patients who are more likely to be a day case who are more likely to be 

straightforward.  But general surgery is a speciality I’m thinking of, and what we find is 

that those patients, some of them tend to be pulled patients, which we find does influence 

cancellation rates, it makes it more likely that patients will be cancelled on the day of 

surgery, because they’ll be new information come to the surgeon that is operating and it, 

yeah results in a cancellation (Intermediate Outcome – Complications in care planning – 

IPT care planning). These are problems due to our pre-op protocol and most cancellations 

are more complex cases that need an inpatient bed (Context – clinical complexity – IPT 

standardised).  

The other thing is that we have been trying to backfill theatre sessions when we have 

clinicians on leave.  So as to, not have to run so many Saturday session, and keep waiting 

lists under control.   

In some instances we’ve done this through the use of locum surgeons for a speciality in a 

particular issue, so where general surgery, max fax and orthopaedics we’ve tried that in; 

and again inherently those locums that are coming in, the patients will have been seen by 

someone else, and so that, for the same reasons as before tends to result as a higher rate 

of cancellation. 

Okay, so what you’re saying is the clinical practice of different clinicians can 

create on the day surgery cancellations?  

Yeah.  

What is exactly driving these on the day surgery cancellations?  

Yeah, I think, I think it’s just a difference in clinical opinion, or it might be that, with the 

clinician who’s ordered the procedure, had meant to do an additional test and because 

they haven’t turned up back on their list, they haven’t then completed that task, so it 

might result in those tests and things like that.  But generally it’s mainly about not able to 

maintain consistency in the care planning process due to difference of clinical practice (=– 

consistency- IPT standardised care planning). 
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Okay.  So can you give me a little bit of example of something, anything you’re 

familiar with, if possible? 

So in orthopaedics, it might be that the clinician decides that conservative treatment, on 

discussion with the patient that they both decide that conservative treatment would be 

better, or they need to have an injection rather than an actual operation or that sort of 

thing.  So it’s sort of, I think within the realms of normal clinical practice, that just, yeah, 

that on a different discussion, on a different day, they come to a different conclusion from 

the first person who saw them (– consistency- IPT standardised care planning). All these 

problems can be related to the limitations in our standardised pre-op process.  

Thank you, that’s right.  Coming back  into workforce related interventions. Some 

hospitals use interventions like providing overtime to staff that may influence On 

the day surgery cancellations – have you familiar with it?  

Yeah, I am not sure about how and why overtime given in our theatres. We don’t suffer 

from a great amount of overruns in daycase lists. We get overruns with complex cases. 

We do use historic patient time averages to plan this.  So generally speaking, you know, 

we have a low rate of cancellation due to a lack of time in most daycase lists, and (contexts 

– low and high clinical complexity- IPT –theatre resource allocation) they don’t tend to 

need to work a lot of overtime in our organisation, in comparison with others I’ve worked 

in. We used to provide overtime to avoid cancellations in my previous organisation. It is 

good for both the patient and organisations. The other thing is that in my previous hospital 

they use lots of overtime to discharge patients which I guess helped to maintain the patient 

flow and reduce cancellations (Intermediate outcome – complications related to patient 

flow, i.e. delay discharges – IPT – workforce flexibility) 

How does interventions like overtime help? I mean to reduce on the day surgery 

cancellations.  

In theatres things go out of the plan or have complications, some are predictable and 

some can be unpredictable. The overtime provides the resources that needed to avoid 

cancellations. (outcome/Mechanism – flexibility – IPT workforce/scheduling interventions)  

Okay.  Will this kind of working practices like overtime work in any hospital, or 

any organisation in England, or outside? 

I think most hospitals probably do that, and I think it’s quite a common way to try and 

increase capacity short term (outcome/mechanism – flexibility/scheduling interventions – 

IPT workforce) and my previous trust they gave lots of overtime to save cancellations from 

list overruns plus and reduce delay discharges. Particularly for addressing short term 
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problems, for example, if a surgeon has been on long term sick or something and/or been 

unavailable for a prolonged period of time, and they’re waiting just to filter up, and I think 

it’s a way of clearing a backlog. We are doing lots of weekend lists. Obviously, I don’t think 

it’s an effective way to plan, to run services, at additional cost, it’s been a term bringing 

it into Monday to Friday working, and tackle patients that way, but yeah, sometimes.  

I mean yes, from a capacity point of view they really – I mean would the on the 

day surgery cancellation point of view, interventions like overtime and flexible 

rota have an impact? 

Yeah, I think possibly, at least you can guarantee that those lists are done by people who 

have seen their patients first.  I think that would be an intervention that some might 

consider to reduce the cancellation rate on those sorts of lists.  Generally, flexibility in 

resources can help to reduce cancellations due to list overruns (mechanism – flexibility – 

IPT workforce). 

So I mean I think you touched on it a little bit, what kind of unintended 

consequences that may arise due to these kind of practices?   

Yeah so, sometimes these lists are planned at short notice, so I think anything that’s done 

that isn’t part of the usual process makes it more likely to fail.  So for example pre-

assessment [night 0:22:08] might’ve been missed, or you know, something like that, or 

been communicated to the wrong person.  Sorry I’ve gone off track slightly, yeah, no. 

Okay.  

Yeah sorry.  

That’s okay.  That’s fine, Let’s go to the next idea, which is that some 

organisations use various standardised theatre resource planning interventions, 

and sometimes they use predicted theatre times based on historic data or 

healthcare professional base approaches, which appears to have, influence On 

the day surgery cancellation rates ? 

So we do use predictive theatre times, we’ve redesigned our theatre list, so that the 

predictive theatre times appear on theatre lists, so that the teams are aware of how the 

lists have been planned at the beginning of the day, or in advance, ideally.  So they can 

flag if they think that they have the information that means that it’s likely to be untrue, 

so I think that’s quite useful, because it just means that on the day, hopefully you’re less 

likely to have an unexpected overrun, resulting in a patient cancellation due to lack of 

time.  
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cancel to accommodate the speciality. This why some flexibility in resources can help( 

outcome/mechanism – flexibility) 

Okay.  I mean you tend to understand your demand and capacity much more 

better as an organisation, how did you manage to do that?  

(Laughs), we’re still learning.  I think- 

At least from the bedside.  

Say again.  

At least from the bedside.  

Um, so we, um, how do we, so our demand capacity is worked out on average cases per 

list, so we’ve sort of used historical data to work out how many cases each speciality does, 

then a productivity measure, but we also have been used to match up demand capacity.  

So if we’ve been, if we’re expecting to do 2.9 cases per list for a speciality, that then, if 

we’ve got a number of patients on our, if we know what our demand is, through our 

decisions to a bed, then we can work out how many, what our capacity needs to be based 

on that, so that’s what we have been doing.   

What about the bedsides, do you know how many beds, for example, do you know 

tomorrow how many patients are coming, or somebody else know in the 

organisation? 

The site managers manage that.  I personally don’t know, yeah I sort of don’t get involved 

in that part of the operation, but yeah.  

But do you know there’s a process around that? 

Yeah, yeah, so and then what’s also helped them with reassignment for the theatre list, is 

that the information is much more accurate now, and with patients, are expected to be 

day case or in-patients, so they’ve got visibility of the plan.  So then if there’s anything 

different from the plan that means we escalate it to the site managers.   

No that’s fine, thank you.  A quite interesting response to what I get normally, 

so.  

Okay (laughs).  

Because most university hospitals tend to have capacity issues related to beds? 
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patient result in surgery cancellation (intermediate outcome – complications in capacity 

due to bed blocking : mechanism – patient flow) . In my other trusts, the main theatre 

delays are because the clinical team wait to get a bed from bed managers which is very 

common with hospitals who have a busy emergency department. I think it would just 

make it more difficult for you to get your accurate time required for theatre timing (context 

– busy emergency department – IPT – Theatre resource allocation).  

Thank you. That is helpful. Again, coming back to theatre predictive times that 

you mentioned? Would it work for any type so hospital? 

Sorry, I am saying theatre delays are connected to bed issues. Okay, In my view. All 

depend on the organisation case-mix, if they have many major cases, it is unlikely to work. 

For university hospitals do a high number of major cases it is unlikely to work predictive 

theatre timing(context – clinical complexity – IPT theatre time allocation). When it comes 

to reducing capacity related cancellations, I think the most important part is having the 

right leadership that aware of the problems and encourage teams to provide feedback and 

learn from each other(mechanism - feedback and learning and Intermediate outcomes – 

awareness).  Having good capacity also helps. Most occasions, staff can save cancellation 

from list overrun by creating a flexible capacity (mechanism – flexibility)  

That’s fine.  So I mean the interventions that you mention, are there any 

unintended consequences, outcomes arise from these kinds of interventions, like 

you know, you said, the average theatre times? 

Not really, I think there’s a danger in thinking that the numbers will always work. Some 

interventions may not work for some patients. Providing feedback is very important within 

the organisation is important to prevent cancellations (outcome/ mechanism- feedback). 

I think you have to talk to others and see what’s happening, and so if you notice a drop 

in the number of patients going through, then you need to understand the reasons why, 

so I think it’s about having KPIs set up to tell you what you need to know, and one of our 

services at the moment, we’re a bit behind plan from where we thought we were going to 

be, and we have been changing the service.  So we just need to dig down to understand 

what the changes have meant, and then re-plan basically, because – so, for example, the, 

one surgeon’s retired and there’s been a gap and we’re waiting for another surgeon to 

start, and in that time the services case mix will have changed, because that surgeon did 

that kind of case mix, so things like that that you have to be aware of the whole time of 

what the changes were there, so you can’t just go over those with the numbers, it isn’t 

going to work. 
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austerity measures and problems in NHS. Most of the on the day surgery cancellations are 

preventable especially, clinical reasons. I think, you can prevent or minimsie them by good 

clinical decision making.  

In my view, the most important thing is creating opportunities for feedback among the 

team members and different levels of the organisation (mechanism – feedback). Feedback 

and understanding the situation is very powerful to reduce cancellations as well as improve 

patient care needs. Feedback creates much needed awareness about the problem between 

teams and different levels of the organisation(intermediate outcome/mechanism – 

awareness of the problem). Last month in two consecutive weeks, we had several major 

colorectal cases went down due to simple care planning issues, providing feedback helps 

to make them aware about mistakes and prevent these happening (feedback). I guess, 

the work I do as service improvement professional is all about creating feedback (laughs) 

between various groups in the care pathway and hospitals. The other factor is very much 

connected to feedback, which is having good clinical engagement and caring culture 

towards patients which creates the learning culture (context – clinical engagement and 

caring culture).  

Okay.  All right, thank you very much your time.  If anything comes to you’re 

your welcome to write to me. I’m going to stop the recording.   

Perfect. I did enjoy the conversation. Sorry, have to go for a meeting in a few minutes on 

the other side of the hospital.  

Cheers once again. Thank you so much for your input. It is very helpful  any 

queries please get in touch with me.  
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2.10 Appendix 3.6.3-1 - An example of the flip chart image that used to analyse 

the findings in phase three.  
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2.11 Appendix 3.6.3-2  - An example of the flip chart image that used to 

synthesised CMOCs in phase three.  
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2.12 Appendix 4.4 – Variation of the reasons for OTDSCs in the eight NHS trusts. 

 

Trust A  Trust B  Trust C  Trust D 

1. Patient cancel - unfit 
2. Hospital cancel - lack theatre time/list 

overrun 
3. DNA: reason not known 
4. Hospital cancel - consultant decision 
5. Hospital cancel - ward bed unavailable 
6. Hospital cancel - HDU bed unavailable 
7. Patient cancel - domestic reason 
8. Hospital cancel - lack [of] theatre staff 
9. Hospital cancel - infrastructure problems 
10. Patient cancel - does not want 

operation/admission 
11. Hospital cancel - lack [of] theatre 

equipment 
12. Hospital cancel – Patient delayed to 

admin high priority patient 
13. Hospital cancel - patient admitted as an 

emergency 
14. Patient cancel - anaesthetic decision 
15. Hospital cancel - equipment failure 
16. Hospital cancel - lack [of] surgeon 
17. DNA: Patient unfit 
18. Patient cancel - already had 

operation/admission 
19. Patient cancel - treatment not necessary 
20. DNA: did not receive letter 
21. DNA: Patient already had operation 
22. Hospital cancel – case notes missing 
23. Hospital cancel - patient given wrong 

information  
24. DNA: domestic reason 

1. Medical reasons 
2. DNA 
3. Cancelled by 

patient 
4. Beds not available 
5. List Overrun 
6. Sickness & 

Absence 
7. Admin Reasons 
8. Patient did not 

follow instructions 
9. Emergency 
10. Equipment & 

Facilities issues 
11. Ward issues 
12. Consent issue 
13. Transport 
14. Staffing 

Availability 
15. Radiology - not 

booked 

1. Cancellation reasons  
2. Cancellation reasons  
3. Patient Unfit 
4. Patient DNA 
5. Theatre List Over Ran 
6. Patient No Longer Required 

Procedure/Surgery 
7. Emergency Surgery Took 

Precedence 
8. Patient Declined Operation 
9. No ITU bed available 
10. Further Investigations Required 
11. Essential Equipment Not 

Available (please specify in 
comments section) 

12. No HDU bed available 
13. Shortage of Theatre Staff 
14. Difficult Case Earlier on the List 
15. Other, Please specify in 

comments section. 
16. No Surgeons Available 
17. Admin Error 
18. No Bed Available 
19. No anaesthetist 
20. Transplant Took Precedence 
21. Patient Given Wrong Date 
22. No ITU nurses available 

1. Previous Patient 
Complications 

2. Replaced by Emergency 
Patient 

3. Theatre Equipment - 
Breakdown 

4. Ward Bed Unavailable 
5. Staffing - Surgeon 

Unavailable 
6. ICU/HDU Bed Unavailable - 

Critical Care 
7. Sickness - Surgeon 
8. Administrative  - Other 
9. Staffing - Theatre Staff 

Unavailable 
10. Sterile Equipment - 

Preparation Error 
11. ICU/HDU Bed Unavailable - 

Cardiac 
12. Administrative - Interpreter 

Not Booked 
13. Sterile Equipment - 

Breakdown 
14. Theatre Closure 
15. Administrative - Pre-

assessment Inadequate 
16. Winter Pressures 
17. Untoward Incident 
18. External Issue 
19. Sickness - Theatre Staff 
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25. Hospital cancel - admin error 
26. DNA: does not want operation 
27. DNA: short notice 
28. Hospital cancel - unreasonable offer to 

patient 
29. Hospital cancel - ward closed 
30. Patient cancel - did not attend pre-

assessment 
31. Patient cancel - holiday 
32. Hospital cancel - lack anaesthetic staff 
33. Patient cancel - work commitment 
34. Hospital cancel - date brought forward 

for clinical reason 
35. Hospital cancel - ITU bed unavailable 
36. Hospital cancel - service trans to 

outpatient 
37. Patient - swine flu 
38. Patient cancel - partial booking 1st offer 

refused 
39. DNA: holiday 
40. DNA: work commitment 
41. Hospital cancel - patient already 

admitted electively 
42. Maternity patient 
43. Patient cancel – admin other trust - 

patient choice 
44. Patient cancel - moved/moving away 
45. Patient deceased 
 
 
 
 
 
 
 
 
 

20. Administrative - Specialist 
Staff Not Booked 

21. List Overrun 
22. Theatre Equipment - Not 

Ordered 
23. Administrative - Equipment 

Not Ordered 
24. Administrative - List 

Overbooked 
25. Late Start 
26. Staffing - Anaesthetist 

Unavailable 
27. Sterile Equipment - Not 

Ordered 
28. External Equipment 

Unavailable 
29. Sickness - Anaesthetist 
30. Non-Hospital 
31. Patient Did Not Attend 
32. Patient Unfit for Surgery 

(Hospital reason) 
33. Patient Unfit (Patient Called to 

Cancel Due to Sickness) 
34. Operation No Longer 

Required 
35. Patient Temporarily 

Unavailable 
36. Deferred Pending Clinical 

Review 
37. Date Entered In Error, Patient 

Not Informed 
38. Winter Pressures 
39. Patient Deferred Pending 

Decision to Proceed 
40. Pre-op Guidance Ignored 
41. Patient Self Discharge 
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42. Patient No Longer Wants 
Operation 

43. Duplicate Entry 
44. Unsuitable For Day Surgery 
45. Offer Declined 
46. Patient Brought 

Forward/Accepted Earlier 
Date 

47. Patient Treated Elsewhere 
48. Patient On Holiday 
49. 49.Administrative - Pre-

assessment Inadequate 
50. Patient Work Commitments 
51. Patient Deceased 
52. Transferred To Other Provider 

(Including Treatment Centre) 

 

Trust E Trust F Trust G Trust H 

1. Admin/Scheduling Error 
2. Anaesthetist Unavailable 
3. Assistant Surgeon Not Available 
4. Blood products unavailable 
5. Cancelled by hosp: on the advice of 

anaesthetist  
6. Consent problem 
7. Death during the list 
8. Emergency slot required 
9. Equipment / Instrumentation Unavailable 
10. Equipment failure 
11. HDU/ITU Bed Unavailable 
12. Incorrectly Scheduled to Local List 
13. Interpreter Unavailable 
14. Investigations/tests not completed 
15. Lack of preparation 
16. List discontinued due to infected case 
17. List overbooked 
18. Medical condition 

1. Patient unfit for 
surgery 

2. Operation not 
necessary 

3. Patient DNA 
4. Operation declined 
5. Appointment 

inconvenient 
6. No bed available 
7. Urgent patient added 

to list 
8. List overrun 
9. No surgeon 
10. Patient(s) cancelled on 

the day  
11. Clin-hosp: other 

reason 
12. Equipment unavailable 

/ failure 

1. Medical reasons 
2. DNA 
3. Cancelled by 

patient 
4. Cancelled due to 

anaesthetist 
reasons 

5. Beds not available 
6. List Overrun 
7. Sickness & 

Absence 
8. Admin Reasons 
9. Patient clinically 

unwell 
10. Patient did not 

follow instructions 
11. Emergency 
12. Equipment & 

Facilities issues 

1. Clinically unsuitable  
2. DNA  
3. Cancelled by patient 
4. Beds not available 
5. Cancelled by surgeon 
6. List Overrun 
7. Admin Reasons  
8. Patient did not follow 

instructions 
9. Emergency priority 
10. Equipment & Facilities 

issues 
11. Ward issues 
12. Sickness & Absence of staff  
13. Consent issue 
14. Transport 
15. Staffing Availability 
16. Radiology - not booked 
17. Cancelled by consultant 
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19. Medical records unavailable 
20. Medical staff called away to emergency 
21. Medication not discontinued 
22. Op Not Required 
23. Operation abandoned due to peri-op comp 
24. Operation not required 
25. Operation performed in other 

departments/hosp 
26. Other (Specify) 
27. Patient deceased 
28. Patient DNA 
29. Patient inadequately prepared for surgery  
30. Patient medically unfit (on arr in hosp) 
31. Patient not Fasted 
32. Patient refused op 
33. Patient Self-Cancelled on Day 
34. Pt admitted with cold/infection/virus 
35. Pt didn't follow starving instructions 
36. Pt medically unfit for surgery currently 
37. Radiographer not available 
38. Replaced with emergency 
39. Surgeon Unavailable 
40. Theatre Staff Unavailable 
41. Ward Bed Unavailable/Delayed 
42. Admin Error - Incorrect patient booked 
43. Admin Error - Patient double-booked 
44. Admin Error - Pt on incorrect list 
45. Child had no parental supervision 
46. Data cleansing 
47. Emergency Bumped for Elective 
48. Inappropriate grade of the anaesthetist 
49. Incorrect starving - by patient 
50. Incorrect starving - due to ward 
51. Latex Allergy, Not scheduled first 
52. Material not available 
53. Modification to schedule 

13. No ITU/HDU bed 
available 

14. Clin-patient:unfit for 
surgery 

15. Non-clinical-hosp: 
other reason 

16. No notes / results 
17. Major incident 
18. Previous operation not 

finished 
19. Previous session 

overran 
20. Non-clin-hosp:admin 

error 
21. No theatre staff 
22. No anaesthetist 
23. Non-clin-hosp:list 

overbooked for 
session 

24. Patient died 
25. No data! 
26. Clin-hosp:pre-op 

problem 
27. Surgeon late 
28. Operation abandoned 
29. Clin-hosp:ward 

procedure completed 
30. Military deployed 
31. Patient not starved 
32. Ward staff unavailable 
33. unsuitable-day surgery 
34. Anaesthetist late 
35. Theatre staff late 

 

13. Ward issues 
14. Medically 

unsuitable  
15. Consent issue 
16. Transport 
17. Staffing Availability 
18. 18. Radiology - 

not booked 
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54. Operation Not Required-Performed in other 
deptment 

55. Operation Not Required-Treatm't no longer 
req 

56. Out of theatre time - Anaesthetist 
57. Out of theatre time - Delay Await'g Bed 
58. Out of theatre time - List overbooked 
59. Out of theatre time - Prev case overrun 
60. Out of theatre time - Prev List Overran 
61. Out of theatre time - Recovery Bed 
62. Out of theatre time - Surgeon delay 
63. Out of theatre time - Ward delay 
64. Out of theatre time -Equipment Related 
65. Out of theatre time -Theatre staff 
66. Patient did not receive a letter 
67. Problem with arranged transport 
68. Prosthesis not available 
69. Provisional Trauma Booking Removed 
70. Surgeon declined to undertake a procedure 
71. Surgeon ill 
72. Too many patients scheduled (emergency 

only) 
73. Unplanned maintenance 
74. Ward Closed 
75. Company Rep not available 
76. On-Call Team called in During Night 
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2.14 Appendix 7. 4.1 - All the empirical studies (except the evidence review), were appraised using MMAT 

 

As highlighted in section 3.6.2. In all empirical studies, quality was appraised using MMAT (Hong et al., 2018). The tool categorises studies into 

five types: quantitative descriptive (table 1.15 -1), Quantitative non-randomised controlled trials (table 1.15 -2), qualitative (table 1.15-3), and 

randomised control trial (table 1.15-4).  

 

Each table represents screening questions related to the type of study.  

 

Table 2.14-1 related to quantitative descriptive studies 
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Table 2.14-2 related quantitative non- randomised control studies. Seven out of five studies selected were quantitative non- randomised control studies. 

 

 

Table 2.14-3 related to qualitative studies 
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Table 2.14-4 related to randomised control trails 

 




















