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2 Appendices

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

40



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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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.

Glossary of terms related to realist methodology.

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).

43




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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SCREENING QUESTIONS 4. QUANTITATIVE DESCRIPTIVE STUDIES

First author and Year Title Country S1. Are S2. Do the 4.1.1Is the 4.2.Is the 4.3, Are the 4.4.1s the risk 4.5, Is the
there clear of
research data allow to to repr of| appropriate? bias low? analysis
questions? | address the address the the target appropriate to
research research population? answer the
questions? question? research
question?
(Caesar etal 2014 |Tncidence and root causes of cancellations for elective
ic procedures a single-centre experience of
17 625 consecutive cases Sweden Yes Yes Yes Yes Yes Yes Yes
" The Analysis for the Causes of Surgical Cancellations in a .
Cihoda et al 2015 ps = ; . Brazil
( ) Brazilian University Hospital Yes Yes Yes Yes Yes Yes Yes
Incidence causes and pattern of cancellation of elective
(Chalyaetal 2011) surgical operations in a university teaching hospital in the |Tanzania
Lake Zone Tanzania Yes Yes Yes Yes Yes Yes Yes
Cancellation of elective operations on the day of intended
(Chiuet al 2012) surgery in a Hong Kong hospital Point prevalence and Hong Kong

reasons Yes Yes Yes Yes Yes Yes Yes
(Datlton et al 2016) Eagugerymmsslonn Total Joint mm Why

Are Surgeries Cancelled? An Analysis of 3195 Planned

Procedures and 114 Cancellations Ireland Yes Yes Yes Yes Yes Yes Yes
(Dimitriadis et al 2013) The challenge of cancellations on the day of surgery UK Yes Yes Yes Yes Yes Yes Yes
(Gonzalez Arévalo et al  2009) Causes for cancellation of elective surgical procedures in o .
3 Spanish general hospital Yes Yes Yes Yes Yes Yes Yes
(Kadd etal 2018) _?earl:ises?rfe:arpelahons"glnﬂ'ledayofsugeryata Leba
=y d P Yes Yes Yes Yes Yes Yes Yes
. Surgery cancellation on the day of surgery in same-day .
(Laisi et al 2013) oty = . Finland
admission in a Finnish hospital Yes Yes Yes Yes Yes Yes Yes
Cancelled surgeries and payment by resuits
(Mcintosh et al 2012) in the English National Health Service UK
Yes Yes Yes Yes Yes Yes Yes
Preventing same-day’ ions in elective ur is
(O'Dwyer et al 2015) surgery Are different strategies needed for inpatient day |UK
case and procedural admissions? Yes Yes Yes Yes Yes Yes Yes
Investigating consistent patterns of variation in short-
notice cancellations of elective operations The potential
(Proudlove et al 2017) for learning and improvement through UK
muiti-site evaluations
Yes Yes Yes Yes Yes Yes Yes
. Cancellation of elective surgeries in a Brazilian public -
(Santos and Bocchi 2017) ital and esti ed reducts Brazil
Yes Yes Yes Yes Yes Yes Yes
. Causes of cancellations on the day of surgery at two
(Seim et al 2009) mjor univerei tals USA
Yes Yes Yes Yes Yes Yes Yes
The effect of hospital size and surgical service on case
cancellation in elective surgery resuilts from a G
prospective multicentre study erman
(Schuster et al _2011) Yes Yes Yes Yes Yes Yes Yes
(Sung etal 2010) Operation cancellation at Chang Gung Memorial Hospital |Taiwan
Yes Yes Yes Yes Yes Yes Yes
Cancelled operations a 7-day cohort study of planned
(Wong et al 2018) adult inpatient surgery in 245 UK National Health Service |UK
hospitals
Ye_s Ve_s Ve_s Ve_s Ve_s Ve_s Ye_s

Table 2.2-1 Related to quantitative descriptive studies
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SCREENING QUESTIONS 5. MIXED METHODS STUDIES
First author and Year Title Country | Categoryofthe | S1.Are | S2.Dothe | 5.1.Istherean 5.2. Are the 5.3. Are the 5.4. Are 5.5. Do the
study designs | there dear | collected adequate different outputs of the | divergences and different
research | data allow to |rationale for using| componentsof | integration of | inconsistencies | components of
questions? | address the | a mixed methods the study qualitative and between the study adhere
research | design to address effectively quantitative | quantitative and | to the quality
questions? the research integrated to components | qualitative results | criteria of each
question? answer the adequately adequately tradition of the
research interpreted? addressed? methods
question? involved?
g
Elective surgical case cancellation in the veterans' health Mixed-method
(Argo et al., 2009) administration system: identifying areas for improvement  |USA Yes Yes Yes Yes Yes Yes Yes
|(Hovlid et al.,2012) A new pathway for elective surgery toreduce CRs  |Norway |Mixed-method
Yes Yes Yes Yes Yes Yes Yes
) e ) Mixed-method
(Lesle et al,, 2013) Day of surgery CRs in urology: Identification of modifiable Canada
factors
Yes Yes Yes Yes Yes Yes Yes

Table 2.2-2 Related to mixed-method studies
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SCREENING QUESTIONS 1. QUALITATIVE STUDIES
First author and Year Title Country | Category of the S1. Are S2. Do the | 1.1.Isthe | 1.2. Are the |1.3. Are the [1.4.Isthe| 1.5.Is
study designs | there clear| collected |qualitative | qualitative | findings |interpret| there

research |data allow to| approach data adequately | ation of | coherence

questions? | address the | appropriat| collection derived results | between
research |eto answer| methods from the |sufficient|qualitative

questions? the adequate to data? ly data

research | address the substanti| sources,
question? | research ated by | collection,

question? data? analysis

and

interpretat

- - X - - - - - - ion? -

. Patient experiences with interventions to reduce surgery Qualitative study
(Hoviid et al, 2013) cancellations: A qualitative study Norway
) Yes Yes Yes Yes Yes Yes Yes
Putting a face and context on paediatric surgery
(Vaughn et al., 2017) cancellations: The development of parent personas to guide [USA Qualitative study
equitable surgical care.
Yes Yes Yes Yes Yes Yes Yes

Table 2.2-3 Related to qualitative studies
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SCREENING QUESTIONS

3. QUANTITATIVE NON-RANDOMIZED STUDIES

First author and Year Title Country Category of the S1. Are S2. Do the 3.1. Are the 3.2. Are 3.3. Are there 3.4. Are the 3.5. During the
study designs | there clear |l d partid ements e outcome confounders study period, is
research |data allow to |representative of appropriate data? accounted for in the
questions? | address the the target regarding both the the design and intervention
research lation? and lysis? d ed
questions? intervention (or (or exposure
exposure)? occurred) as
intended?
v = x = = = = = -
A novel video-based patient education program to reduce USA :)auarlltgn;mn-
(Ballon-Landa et al., 2019) penile prosthetic surgery cancellations control trail Yes Yes Yes Yes Yes Yes Yes
Quantitaive non
(Bamnes et al., 2000) Influence of an anaesthetist on nurse-led, computer- UsA randomised
N based, pre-operative assessment control trail
Yes Yes Yes Yes Yes Yes Yes
scheduling strategy to optimise operating room : Quantitaive
(Basson et al., 2006) agvple: JPRTSE DPE ° USA randomised
utilisation in a veterans’ administration hospital control trail Yes Yes Yes Yes Yes Yes Yes
Quantitaive non-
The impact of the Affordable Care Act(ACA) on randomised
(Berger etal.,, 2017) Urogynecologic Surgery Cancelation Rates UsA control trail
Yes Yes Yes Yes Yes Yes Yes
oyl et 2012 Successful introduction of ring-fenced inpatient surgical [ [Auatiave non-
beds in a general hospital setting control trail Yes Yes Yes Yes Yes Yes Yes
i s Quantitaive non
(Haufler and Harrington, 2011a) Usflng nurse<(o-pahlella1ttvtelephone calls to reduce day USsA ran ised
—of —surgery cancellations control trail Yes Yes Yes Yes Yes Yes Yes
A 5-year observational study of cancellations in the Quantitaive non
(McKendrick et al., 2014) operating room Does the introduction of UK randomised
preoperative preparation have an impact? control trail Yes Yes Yes Yes Yes Yes Yes
" Quantitaive non
Day of surgery CR after preoperative telephone nurse| _
(Olson and Dhakal, 2015) screening or comprehensive optimisation visit usa randomised
control trail Yes Yes Yes Yes Yes
" . Quantitaive non-
Surgery Scheduling Under Case Cancellation and Surgery . "
(Pang et al., 2019) Duration Uncertainty China randomised
control trail Yes Yes Yes Yes Yes Yes Yes
T Reducing cancellations on the day of scheduled surgery [ o, Quanitaive non-
at a children's hospital control trail Yes Yes Yes Yes Yes Yes Yes
Risk factors and reasons for cancellation within 24 h of Quantitative non-
(Tanet al, 2019) scheduled elective surgery in an academic medical singapore |ransdomised
centre: A cohort study. study
Yes Yes Yes Yes Yes Yes Yes
Quantitaive non
. . randomised
The impact of a st f | .
(Turunen et al., 2018) d:; of g:fg:wa;m:tagreopemwe protocol on Finland control trail
Yes Yes Yes Yes Yes

Table 2.2-4 Tables related quantitative non- randomised control studies. Seven out of five studies selected were quantitative non- randomised control studies.
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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),
PONSs 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
Some organisations use standardised clinical care planning interventions (e.g.
structured pre-assessment tools, checklists or pre-assessment tools) that may influence
OTDSCs.
Some organisations use standardised patient communication interventions (e.g.
follow-up telephone calls and text reminders) that may influence OTDSCs.
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.
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.
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 | 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
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role and involvement in planned care which may able to provide a contribution to the research

enquiry.

What would | be asked to do if | 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 | do not want to take part or if | 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 | 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

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:

Please
Initial box:

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

opportunity to ask questions.

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

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

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

decline.

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

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

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

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

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

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.

| 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.
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| 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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Question

Notes/further prompts

Opening

Welcome and thank you

Q1 — Could you begin by

describing your role?

Gain an understanding of the role beyond the job title.

Q2 — How would you

Could be strategic, operational or involve experiences

describe your experience in | as a patient.
managing or dealing with
OTDSCs?

Body

Moving through the ideas highlighted in the pre-interview guide

Q3 - Present an idea from
the pre-interview guide —
What are your thoughts on

the idea?

For example, — Some organisations use
standardised clinical care planning interventions
(e.g. clinical protocol, structured pre-assessment
tools, checklists or pre-assessment tools) that may
influence OTDSCs

Q4 — How does this idea
work in practice in
influencing OTDSCs?

Where the interviewee struggles to answer the
question, present the same question in an alternative
way — for example, “how would you explain the
interventions you mentioned that influence OTDSCs

to a layperson?”

58




Q5. Will this idea work in
any organisation? Or would
this idea work in any patient

community or hospital?

Where the interviewee is struggling, give some
prompts highlighting various organisation features
such as size or type of organisation, patient
community, behaviours, or organisational contexts

that appears to influence OTDSCs.

Q6. What are the
unintended
consequences/events of

implementing this idea?

These unintended outcomes can be favourable or

unfavourable and may not be related to OTDSCs.

Similarly, repeat other ideas one at a time, based on the pre-interview guidance,

using Q3 to Q6.

Move to close five minutes before the agreed time.

Close

Q7. Can you think of any
ideas or interventions that
might influence OTDSCs
cancellation that we have

not discussed?

Where the interviewee struggles to answer the
question, present the same question in an alternative
way — for example, “Any other practices or
approaches that stand out for you that reduce on the
day surgery?”

Q8. Finally, do you have
any other insights on how to
reduce OTDSCs from your

experience in theatres?

This is optional based on the time available and the
interviewee — present the same question in an
alternative way for example, any other wisdom or
practices that stand out for you that reduce on the day
surgery

Say thank you and highlight that, if anything comes to the interviewee’s mind that is

relevant, they should not hesitate to get in touch. Thank them again and mention

that you are stopping the recording.
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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?
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Operator practitioner.

Ah okay, very good, this is quite useful. We're going to discuss these ideas as
highlighted in the pre-interview guide that may or may not influence on the day
surgery cancellations. These are just ideas and please feel free to challenge or
agree with them. This is the first idea. Some organisations use various
standardised patient communication/involvement interventions, such as text
reminders and phone call reminders appear to influence on the day surgery

cancellation rates. What is your thought on this idea?

Right, I think the clinical teams play a major role in patient communication. Some patients
find it going through surgery very anxious process. Patient communication can be very

complex due to social issues and we remind the importance of working closely with

patients to clinical teams. Mostlpatient complaints and communication related
cancellations, we get are due to failure to communicate with patients (failure of the

communication intervention). I think nurses play an important role in communicating with
patients. In addition to that, we're doing quite a few things to reduce cancellations, so in
the first instance we are trying to make sure that we agree a TCI [To Come In] date with
the patient over the telephone, as opposed to just sending a letter with a date on it. So
that way we work in accordance with their individual patient needs when agreeing to TCI

date (individualisation of communication - IPT Communication).

We try and time that so that the TCI is booked four to six weeks in advance, and then
once that is booked in we will then use both text reminders and telephone reminder call
for the person closer to the TCI date. So the text reminder goes out at two weeks, and
it's a two-way text message, so patients can respond to, confirm, cancel or rebook, and
then at about ten days we have a non-clinical person making telephone reminder calls. I
think it is important to maintain continuity in communication to reduce [surgery]
cancellation on the day(- continuity — IPT Communication). For phone calls, they use a
script, they're different for each speciality, and that’s focused on what the cancellation
reasons are for that speciality. And so, they’'ll ask them whether they’'re well and
whether anything’s changed, and various other specifics. We are trying to individualised
communication in the process (individualisation -IPT Communication) and the aim of
these calls are to identify any issues for patient and prevent them from attending
[surgery] or following pre-op [Pre-operative instructions] instructions (Intermediate

Outcome - increase the adherence of care - IPT Communication).

Okay. So how do you think these patient involvement interventions has

influenced on the day surgery cancellations?
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I think it’s quite important, particularly for some patients more than others.
Such as?

Such as, we do a lot of simple dental extractions (Context — low clinical complexity - IPT
Communication), so those patients often have had quite a long period of time elapsed
since they’'ve been seen in out-patient clinics, and until they get their TCI date (Context -

patient wating for long times - IPT Communication)

. In that time often they’'ve taken antibiotics and their pain has gone away, so they're
more likely to DNA. So I think it's quite important that we get in touch with them to
confirm that they're still going to attend their appointment for surgery. ( individualised

communication and clinical needs)

Yeah I think it's helped a lot and for the first time last week we had zero DNAs week, so
that’s, yeah, really pleased with that. When you do a high volume of simple daycase it is
important to have these types of call system(Context — organisation treat high volume

and low complex patients - IPT Communication)

Okay. How does the patient involvement interventions work to reduce on the day

surgery cancellation?

Yeah. Patient communication is key to prevent many types of surgery cancellations. I think
the clinical teams have a major role in maintaining communication (Mechanism -
continuity - IPT Communication) throughtout the process and creating the trusting
relationships with patients (intermediate outcome - trust - IPT Communication) that can
prevent [OTDS] cancellations. Yes, so we're, doing many things to support that and
reduce surgery cancellations. we've done a review of our consent processes by way of
audit, and we have got an action plan from that, to work on three aspects, one of which
is the patient information, the timing of it, how targeted it is for different patient groups,
specifically languages and things, people with communication barriers. I think we need to
move to communication approaches that suitable for each patient (outcome -

individualisation - IPT Communication).

It's things about the timeliness of their communication and whether, iflSomeinstances it
patients'aren tbeing consented Untilthe'day of'Sirgery (context - patient consented late-
IPT communication), then we find that they're more likely to cancel, or be cancelled. So
it's quite important that we get that communication with the patient right early and
maintain throughout the process (Mechanism - continuity - IPT Communication) that
suitable for the patient (Mechanism - individualisation - IPT Communication) to prevent
[OTDS] cancellations.
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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 Eomethinguuhasntiubeenidiscussed with i thelpatientin
-,(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.[iSolthere is allevel of trust between the
clinicians and the patient (Intermediate Outcome - trust - IPT Communication). So if

actually’no, T'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). \WReR
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follsWipressurgicallinstrictionsiand EUFMNUBIESISUFGER (- trust and adherence care and

Mechanism - individualisation - IPT Communication). So you could avoid cancellations
when you get the communication right from the beginning and maintain until on the day

of admission(mechanism - continuity - IPT communication).

Okay, that's very nice and clear. I think, I mean are you familiar with any other
patient involvement that influence on the day surgery cancellation, work outside

your organisation or within your organisation?

So I mean we are planning on doing some feedback sessions with patients in the new
year, so we're sort of in the early planning stages at the moment to, to potentially do a
sort of, a feedback forum of patients who’ve been through, for surgery, to just capture the
patient experience and what works and doesn’t work in the patient pathway. So we're

hoping to learn from that as well.

I dont know whether we would write to patients who ended up being cancelled and how

we'll sort of frame that, but doing it certainly we're considering.

How effective these interventions? I mean how, do you see changes in on the

day surgery cancellation rates?

Yeah so our overall combined [OTDS]cancellation and DNA rate has stayed around about
the mean, it hasn’t changed a lot yet. However, our patient DNA rate has gone down
significantly recently. We've had specifically a significant change on our SPC chart that

we're tracking that on; and so I think that’s primarily due to the phone calls.

We've also seen some reduction in some of the reasons, so for example, we've reduced
the number of patients that are being cancelled for an avoidable reason, of them not
having been given the correct instructions about stopping anticoagulation medications
prior to surgery, because we've implemented them (Intermediate Outcome - reduce
various behavioural complications- IPT Clinical care planning and communication). Some
steps in the process that remind both clinician and the patients of the need for that
communication to take place. So yeah, so we're having some success, but like I say, the
overall rate hasn't yet changed. I think potentially the time of year, we're coming to the
time of year where we've got patients who are just unwell on the day of surgery, so for
unavoidable, you know, they’ve had [a] recent cough and cold, although we are trying to
reduce that through the telephone calls as well, to identify if patients are unwell and

reschedule them in advance (context —-seasonal changes — IPT - communication).
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That's good. Considering the avoidable cases, will this kind of communication or
patient involvement interventions work in any organisation to reduce on the day
surgery cancellations, is there any particular features in the organisation that

will influence?
Rephrase it, I'm not quite sure what you're thinking.

So will these kinds of standardised interventions that you mention work in any

healthcare organisation?

Oh sure, yeah, so are they transferrable but may need some slight changes based on the

patients.
Could you explain this more how this influence surgery cancellations?

Hmm, I'm sure much of what we're doing would be transferrable. I think there are specific
things, so we've got specific scripts for the issues that we know are true for our
organisation. So for example, we know that our urology patients, we do some urology
stone work, we know that that patient group has a high incident of urinary tract infection,
which drive a high rate of patient cancellation (Context - Patient from different clinical

speciality i.e. — urology - IPT Communication).

To get the wider communication right staff is key. When you have staff with right
knowledge and expertise (Context - staff knowledge - IPT communication), it makes a
big difference to patient communication. The biggest complaint we get from the staff is
that their workload is high and they do not have the time to deal with patients
communication issues (Context - Staff workload - IPT Communication) affect their

decision making.

So it’s knowing the local context, what your patient groups are and what your reasons for
cancellation rates are, and then doing targeted questions around that. But the concept
overall of telephone reminder calls in a script that helped to maintain the continuity of
communication among patient and hospital (continuity — IPT communication). I think it is
transferrable to other hospitals. The reminder calls address both anxiety issues and
encourage them to follow instructions (Intermediate Outcome - reduce anxiety and

encourage adherence of care - IPT Communication).

I think these approaches helped to any hospital in general but maybe more helpful for
hospitals where they do a large number of surgeries in different specialities (context -

large organisations with multiple clinical specialities — IPT Communication)
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Some hospitals, you know, serve different types of communities, would this
influence on the day surgery cancellation whether it’s a rural community, or a

diverse community, or a city community?

Yeah I mean, our serving community is very diverse, so — and suffers from poor literacy
levels as well, and so that’s another factor, you know, potentially of telephone call
reminders are potentially a good idea for our community, because if you send a letter they

may not be able to read it (Context - literacy issues — IPT communication).

So just having that direct conversation might be helping us to understand their problems

(Individualisation — IPT communication).

Yeah so I think in XXXX [taken out for anonymity — a name of a region in England] it would
certainly be transferrable, other areas outside, might have different communities that they

might need to adapt to.

Okay. I mean that's quite interesting your observations. Are there any
unintended consequences of, you know, doing this kind of standardised

interventions like text messages.

Yes (laughs). So from the telephone reminder calls, what we have found, one of our other
KPIs is, we're tracking early finishing in theatres, i.e. unutilised theatre space, and so what
we are finding is that we, maybe identifying patients who aren’t going to — would otherwise
be cancelled on the day of surgery, and we're identifying them in advance, but that theatre
slot is then able to be reused to its full intention (Additional Outcome - underutilisation

theatre list i.e. unintended outcome - IPT Communication)

So some of our lists are going, it is underfilled, so we're, at the moment we’re sort of
looking at strategies how we can pull patients in at short notice in the most efficient way,

because that’s obviously a, not ideal.
So how, when do you send the reminders, is it a week to go or?
The telephone reminders it’s ten to seven days.

Okay. Any other unintended consequences you think, with any other

intervention, not only the text reminders, any communication?
None that I can think of off the top of my head.

Thank you. Thanks that’s quite a nice one actually, quite comprehensively done.

And let's go to the next idea which is, about workforce interventions like
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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 cancellationl(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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So we've been using average operating time for a good couple of years now, and like I
say, our overrun rates are not particularly high in daycase lists (context - low complexity
- IPT theatre resource allocation). And our non-clinical cancellations due to lack of time
are relatively high in the mix and complex case lists (context - the clinically complex
patient- IPT - theatre resource allocation). For example, colon-rectal cancer cases, half
of the time theatre time is wrong. It is a big issue for us, it is something that we monitor

and try to plan accordingly.

Sometimes we try to prevent cancellation by moving the patient into a different theatre,
where you can find a list that is going to complete early (mechanism - Flexibility — IPT

workforce).

Sometimes it'll be a smaller case that gets cancelled as a result of the wrong time
prediction in major case (Context - clinical complexity — IPT - theatre resource allocation).
For example, with colon-rectal cancer case, they schedule two small cases which one or
both tends to cancel. The staff were told to try to prevent cancellation by moving the

patient into a different theatre.

Variation mostly coming from patient factors. I think if they'’re complex but predictable,
then you should plan that, if it's completely unpredictable then, or high variation, then I

think you’ll struggle (intermediate outcome - variation)

If you consider all the patient factors in care planning, related to the surgery, you can

make variation reduce (outcome- comprehensive - IPT standardised care planning).

Yes. I mean what, any other interventions, or any other practices what make

sure the resource allocated to patient the influence on the day of the surgery?

Yes, so we're going through an exercise of reviewing our demand capacity and reviewing
our planned theatre schedules in place at the moment. So it's quite a complex piece of

work.

So yeah, so I think that is definitely something that, is, does help to get your right amount
of capacity, and for each service. What we're trying to do with that is reduce half-day
operation theatres, so that we have more all-day theatre to avoid the list finishing twice

in a day, which in itself would raise the risk of overruns and therefore cancellations.
Okay. So how do you allocate beds in the organisation?

So we're really fortunate in that most of the time we don’t lack surgical beds, and our

particular hospital we do not have a high rate of day case surgery due to emergency
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problems (Context - less emergency pressures). This may changed in the coming months
and we are making changes for that. We do some inpatient work as well, but we tend to
do lots of daycase surgeries. We do have ring fence beds, so our orthopaedic ward is ring
fenced, so it’s orthopaedic elective ward only, so that helps the orthopaedic service not be
affected by, sort of any fluctuations in medical beds, or other specialities. Ring-fencing
helped to protect beds (- protection - IPT separation) tends to work well until there is a
big increase in emergency demands (context - increase in emergency demand - IPT

separation)
So basically you don’t do much emergency work at all?

We do but not the scale of large teaching hospitals, yeah. In some occasions, we do get

some problems but mostly fine except in the winter months.
So you do not get many post-operative beds related surgery cancellations.

Not due to emergency issues similar to other large teaching hospitals. Mostly wrong beds
booked that are related to care planning and variation in clinical practice (intermediate
outcome -care planning complications - IPT care planning). Um, yes so occasionally we
have that when patients haven't arranged an, if board, to attend hospital to collect them
following day surgery . So in that case we would request whether there’s a bed available
from the site manager, and if there’s not, then that would result in a patient cancellation

if they can’t be done under local[anaesthetics].

Okay. Thank you.

We have done some interventions to try and reduce that.
Like?

So in our pre-assessment clinic they always spoke to them about meeting an escort, but
what they now do is they take the name and phone number off that person, just so that
there is actually definitely a person and we’ve found that that's had reasonable success
with that, you know, not perfect, but we feel like it’s sort of giving that bit of ownership to
the patient, you know, they’ve identified someone and we've got the number for that

person, so they're going to give a call on the day.

I think it is important to maintain capacity alignment. Well if they don't align, we get many
problems. Particularly we've got quite a nhumber of morning and afternoons here, so if a
morning list overruns and it’s going to have an impact on the afternoon list, so a decision

would need to be made whether their overrun can be allowed, or whether we need to
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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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Oh right, because of emergencies.

Well I'd imagine like, like it’s just inferred if you have a high rate of emergency work that
impacts on elective, whether that’s theatres based or beds. Then I'd imagine that, you
know, that can be quite tricky to transfer over. I think the plan can be transferred over,
but you would need to then take into account of what then happens, you know, the

unpredicted effect, and look for any trends in that, and then basically factor that in I guess.

Let’s come back to the idea around interventions used to allocated theatre time
such as using historical data to allocate theatre time. Will this kind of work in an
organisation with emergencies or university hospitals, or tertiary hospitals, is

that what you’re saying?

Yeah, so I think, tertiary hospitals may, I guess as soon as you‘ve got a busy A&E, if you
- yeah, I'm just trying to think back to my experience in other hospitals, where if you rely
on, if you need a lot of ITU and HTU bed support, then you might be more likely to, you
know, if patients can produce that. It's not as much of an issue here, although it’s not
without, you know, we’re not without knowledge of the problem. Another thing is the

delay discharges. But it's not such an issue for us here.

Sorry - I lost you there, can you explain what are you saying again, please ? how

does what are you saying influence on the day surgery cancellations?

Sorry, emergency demand has a big impact on surgery cancellations (context -
emergency capacity — IPT resource separation), but luckily, our emergency
demand is not very high at the moment. Based on my previous experience,
patient flow problems tends to create bed blocking (Intermediate outcome -
capacity related complications) which tends to create [surgery] cancellation due
to beds. Mainly critical care and inpatients bed which put cancer and other
major cases at risk of cancellations. Maintaining patient flow throughout the
hospital is very important to reduce cancellations due to beds. We have extra
clinical space in recovery, and we got a small discharge lounge, which gives us
the flexibility to maintain the patient flow better(Mechanism - flexibility). In
winter, sometimes we get too many complex patients that need discharging
(context - complex patient), which cause delays in discharges which tends to

create cancellations.

The delay discharges and patient flow issues create lots of capacity problems like bed

blocking can influence the various capacity related problems which can create delays or
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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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That's fine. I know you only allocated hour for this and the time is running out
and lets move into the next idea. This is another idea. Standardised care
planning interventions such as protocols, checklist and pre-assessment tool
appears to influence on the day surgery cancellation rates. Any thoughts around
this and in your experience, what type of standardisation is used in your

organisation for elective care services?

So one example of this is that patients on anticoagulation medication which leads to high
variations in clinical practices (Intermediate outcome - variation in clinical practice) as we
didn't have a clear, standardised process to cover perioperative anticoagulation guidance,
which we now do have. And so having that in place has helped us engage with clinicians
to say, oh you know, has this patient been given their instructions, whether they need to
stop or whether they need bridging, has it been arranged, and it allows us to put a bit of
challenge back to them, to say, oh has this been done. Whereas when there was no clear
process or policy, there’s no sort of standard to hold them against, so I think that that’s
quite helped. I think the clinicians have found that helpful as well, they know where to go
for that information, so they can be confident with the information that they're giving to
patients. So all clinicians work in a certain agreed framework (mechanism - consistency-
standardised care planning -advantages of standardisation) which reduce surgery

cancellations due to anticoagulation management. Yeah, it's been quite good.

Thank you - Is the pre-assessment process been standardised? Or do you use

these interventions I mentioned like pre-assessment tool or checklists

Yeah, we do use that you mentioned may use slightly different names. We're working on
our pre-assessment process, we're — yeah, it's not as effective as we’'d like it to be for
various reasons, around capacity and things. We've got a bit of a backlog of patients
waiting to go into the service. Sometimes the process does not work for complex cases,
So we are trying to put things in there (context — standardsation do not work for complex
patients)

What we'd like to get to is we're intending to develop, like a patient passport, so that the
patient has a booklet that basically has the steps of their pathway to surgery in it, so that
they can record, or the clinicians can record for them in their book, bits of information that
are pertinent to their surgery, to their pathway. So yeah, and what the enablers for others
to see that as well, but most importantly for the patient to be, able to have that at home
so that they can refer to it.

So we haven't developed it yet, we're kind of getting our processes sorted so that we, you

know, get the right things for the booklet. But that’s our intention.
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I mean do you think your pre-assessment processes are standardised?

Yeah, I mean it is, you know, the actual information that’s collected is on a form on our
out-patient record, so it's quite, that is quite standardised. So yeah, I mean from that

point of view it is.
Okay. I mean you said it’s difficult to, there were some difficulties?

Yeah, capacity, the other issue is the timeliness of pre-assessment. So we would like to
move to a walk-in model of pre-assessment, so that the patient is seen almost immediately
once they're listed. At the moment we manage mostly a booked system, so patients are,
tend to be booked for their pre-assessment at the point they're getting their TCI booked,

rather than they‘ve already been set.

So that can cause problems over a short notice. It takes away the point of pre-assessment
if you're only doing it a few days before anyway. It doesn't give you much time to manage

and optimise a patient.

Okay. Does the standardisation in care clinical planning influence on the day

surgery cancellations?

eah, I guess for that example it would be clinical cancellations, and so - well the ones

hat I'm thinking of is when patients go through pre-assessment and need cardiolog

practices but need good time to do all the assessment and caring. The issue is pre-op
urses need to be very sensitive to patients’ clinical and emotional needs and act carin

ways (compassion - mechanism) to avoid surgery cancellations (main outcome

standardised care planning). Yeah, Standardised care planning reduce variation in

That's fine. I think - will the standardisation work in any organisation? Or any

features you can highlight?

Yeah, I mean I would imagine so, I mean I think it's only what most organisations are
trying to achieve, standardisation where we can. Standardised care planning reduces
variation in practices by making the process consistent and gives the platform to improve
team working (- consistency & intermediate outcome - reducing variation practice - IPT

standardised care planning).
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What are the unintended consequences of, or outcomes, due to standardisation

processes?

I guess it’s just if there’s any individual patients that don't fit into the standard process, I
suppose, or specific procedures. It might require things to be done outside of other SOP
or a guideline, so I guess there’ll always be exceptions to the rule is what I'm saying. This
is where nurses need to step up and be confident in their clinical decision (mechanism),
empathy and caring behaviours (mechanism). It is important that care planning become
individualised, otherwise you will find some problem down the care pathway -

individualisation - IPT standardise care planning) like surgery cancellations.

OK - So it is important to be care being individualised but are saying pre-op
nurses need to be trained in providing caring and empathy to reduced

cancellations.

Most nurses are really caring but they are under lots of pressure from many parts. Over
the time, things got very bad for pre-op nurses. There working conditions do not allow
them to do the job. The problem is we have too much pressure from CQC, NHS England
(macro-context) plus the management (meso-context). Especially, pre-op nurses have
been under a lots of pressure and suffering from very high workloads due to anaesthetists
and nursing shortages(meso -context). This is the real cause of all these surgery
cancellations. Pre-op nurses work is critical to avoid all types of surgery cancellations. Last
few years we lost lots of good nurses due to NHS pressures(meso -context). They have
very little support from anyone and cannot stand up for management to do the real nursing
job. They are asked to do as told by the managers to get the targets done. They have very
little control over their role (micro-context) and very extremely unhappy with the job
micro-context). This is a big problem in all NHS trusts. Without good nurses, we will always

have big problems like surgery cancellations and delayed discharges.

Thank you - that is interesting. If I am not mistaken, you are saying, It is various
policy and organisational contexts that negatively impact on nurses, I meant pre-
operative nurses’ practices or behaviours which create failures to the

individualisation of care.

I do not know what you meant by context, I mean unfavourable working conditions do

affect pre-op nurses clinical decision-making. Mostlimportant thing is pre-op nurses do all
care plan to make sure the patients do not get cancelled on the day of the surgery. But it
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is hard to very hard with what is going on in the wider NHS. The nurse need time and head

space to do their nursing job properly (micro -context - clinical autonomy). Things get

need support from matrons and senior clinical team\\(inter-professional collaboration) to

gain that understanding.

So you are saying pre-op nurses decision-making is critical to

prevent OTDSCs due to clinical reasons, although the

anaesthetist cancelled the patient?

Sorry - then the question is, so how do you create these

behaviours among pre-operative nurses?

The pre-op nurses are mostly, know what they need to do. The issue is
that policies like austerity measures, high workloads, and emergency
disruptions create very challenging situations for nurses. Making things

hard to do their nursing job in a caring way. There is lots of

documentation, tools and checklist. The pre-op nurse’s confidence in

reasons.

You mentioned something like standardised as well as
individualised to prevent on the day surgery cancellations - how

do you do in practice?
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Yehh, sure - the Pre-assessment protocol is standardised but the pre-op
nurse need the time, training and support to do their job and make the

protocol individualised for every patients.

Ok -that is interesting - Can you give me an example how it work
in practice? And how this prevent on the day surgery

cancellations ?

So pre-op nurses need the clinical time and less interruptions to do their
job to complete the pre-assessment protocol and prepare patients for
caring and good clinical decision making. It is a lot about making the
right sort of environment to work, which will prevent problems on the
day. When pre-op nurses prepare patients considering all clinical needs,
they rarely get cancelled by anaesthetists on the day. I mean the one
due to clinical reasons . But these are problems we can not really
resolved by one group - this why things like surgery cancellations are
massive problems and complex once to resolve. Things got really worse
after austerity measures and due to high emergencies plus staffing

issues.

Okay. Thank you very much. Is there anything else do you think that helps,
interventions or processes that helps cancellations that come to your mind, or

anything, that influence cancellations?

We've got sort of environment, like on our driver diagram one thing that we've put is sort
of environmental issue, so that would be non-clinical cancellations due to sterilisation
services failing, or to theatre temperatures not being maintained to optimum levels, things
like that, that are kind of organisational issues that staff within theatres aren’t necessarily
able to directly affect. So that's something that we’ve raised up at organisation level to

just make sure that there are contingency plans and for any of those sorts of things.

Apart from that, we’ve put in new stuff, processes into increase feedback among various
clinical and management groups to improve the awareness ( situational awareness -
mechanism) and identify problems early. Creating huddles in theatres and escalating
potential cancellations early in the day, so that troubleshooting and senior management

can help to resolve any reasons that are able to be resolved. So I think that that’s quite
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important to reduce cancellations in theatres. (intermediate outcome - situational

awareness of problems)
Yeah. So what kind of - do you have an escalation process, or is it a kind of-

So we do, it wasn't particularly well followed, so we're in the process of revising it at the
moment. Itis similar to feedback but done in a formal way. Basically before a patient gets

cancelled for non-clinical reasons, that should go up to the matron or to the general

manager first, before the patient’s cancelled. Thelidea is that make the matron aware

(mechanism/outcome - feedback :intermediate outcome - awareness about
complication). If the cancellation’s unavoidable, then we want the patient to leave with a

new date arranged, so that we meet the twenty-eight day target as well.
I mean the other question is, who cancels patients in your organisation?

Um, that's slightly contentious. If it's a clinical cancellation, then it’s usually clinicians, it
could be, if it's non-clinical then that would usually be the general manager who makes

that decision, yeah.
What tends to happen in the practice?

Clinicians often, it's only when you find out later, so that’s the purpose of us putting a new
installation protocol just to make sure that, just so that we can assess if we find that

anything could’ve been done to, to avoid the cancellation has been done.
Is there anything we missed that is important to reducing surgery cancellations?

Yehh, Currently, to meet the emergency demand, we are separating emergency, and
elective resources that help to protect electives from emergencies (mechanism -
Protection - IPT separating resources) but all depend on emergency demand (context -
emergency demand). But in the winter, the cancellations go high as the protection do not
work when the emergency demand increase (context - emergency demand). Sadiymajor
cases need inpatient and ITU beds tend to go down as when emergency demand increase
which means whole day theatres are not being used and create big financial problems and
BigiWaste (outcome - waste of resources and financial problems)

Finally, any other wisdom to reduce on the day surgery from your long service

improvement career in theatres?

on the day surgery cancellation is a very hard problem to resolve in NHS. I think it takes

a long time to get good results due to various complexity around surgical care and due to
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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

Eeamsand differentNievels o thelorganisation (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.




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 1. Medical reasons 1. Cancellation reasons 1. Previous Patient

2. Hospital cancel - lack theatre time/list 2. DNA 2. Cancellation reasons Complications
overrun 3. Cancelled by 3. Patient Unfit 2. Replaced by Emergency

3. DNA: reason not known patient 4. Patient DNA Patient

4. Hospital cancel - consultant decision 4. Beds not available | 5. Theatre List Over Ran 3. Theatre Equipment -

5. Hospital cancel - ward bed unavailable 5. List Overrun 6. Patient No Longer Required Breakdown

6. Hospital cancel - HDU bed unavailable 6. Sickness & Procedure/Surgery 4. Ward Bed Unavailable

7. Patient cancel - domestic reason Absence 7. Emergency Surgery Took 5. Staffing - Surgeon

8. Hospital cancel - lack [of] theatre staff 7. Admin Reasons Precedence Unavailable

9. Hospital cancel - infrastructure problems | 8. Patient did not 8. Patient Declined Operation 6. ICU/HDU Bed Unavailable -

10. Patient cancel - does not want follow instructions | 9. No ITU bed available Critical Care
operation/admission 9. Emergency 10. Further Investigations Required 7. Sickness - Surgeon

11. Hospital cancel - lack [of] theatre 10. Equipment & 11. Essential Equipment Not 8. Administrative - Other
equipment Facilities issues Available (please specify in 9. Staffing - Theatre Staff

12. Hospital cancel — Patient delayed to 11. Ward issues comments section) Unavailable
admin high priority patient 12. Consent issue 12. No HDU bed available 10. Sterile Equipment -

13. Hospital cancel - patient admitted as an 13. Transport 13. Shortage of Theatre Staff Preparation Error
emergency 14. Staffing 14. Difficult Case Earlier on the List | 11.1CU/HDU Bed Unavailable -

14. Patient cancel - anaesthetic decision Availability 15. Other, Please specify in Cardiac

15. Hospital cancel - equipment failure 15. Radiology - not comments section. 12. Administrative - Interpreter

16. Hospital cancel - lack [of] surgeon booked 16. No Surgeons Available Not Booked

17. DNA: Patient unfit 17. Admin Error 13. Sterile Equipment -

18. Patient cancel - already had 18. No Bed Available Breakdown
operation/admission 19. No anaesthetist 14. Theatre Closure

19. Patient cancel - treatment not necessary 20. Transplant Took Precedence 15. Administrative - Pre-

20. DNA: did not receive letter 21. Patient Given Wrong Date assessment Inadequate

21. DNA: Patient already had operation 22. No ITU nurses available 16. Winter Pressures

22. Hospital cancel — case notes missing 17. Untoward Incident

23. Hospital cancel - patient given wrong 18. External Issue
information 19. Sickness - Theatre Staff

24. DNA: domestic reason
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25.
26.
27.
28.

29.
30.

31.
32.
33.
34.

35.
36.

37.
38.

39.
40.
41.

42.
43.

44,
45.

Hospital cancel - admin error

DNA: does not want operation

DNA: short notice

Hospital cancel - unreasonable offer to
patient

Hospital cancel - ward closed

Patient cancel - did not attend pre-
assessment

Patient cancel - holiday

Hospital cancel - lack anaesthetic staff
Patient cancel - work commitment
Hospital cancel - date brought forward
for clinical reason

Hospital cancel - ITU bed unavailable
Hospital cancel - service trans to
outpatient

Patient - swine flu

Patient cancel - partial booking 1st offer
refused

DNA: holiday

DNA: work commitment

Hospital cancel - patient already
admitted electively

Maternity patient

Patient cancel — admin other trust -
patient choice

Patient cancel - moved/moving away
Patient deceased

20.

21.
22.

23.

24,

25.
26.

27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.

38.
39.

40.
41.

Administrative - Specialist
Staff Not Booked

List Overrun

Theatre Equipment - Not
Ordered

Administrative - Equipment
Not Ordered
Administrative - List
Overbooked

Late Start

Staffing - Anaesthetist
Unavailable

Sterile Equipment - Not
Ordered

External Equipment
Unavailable

Sickness - Anaesthetist
Non-Hospital

Patient Did Not Attend
Patient Unfit for Surgery
(Hospital reason)

Patient Unfit (Patient Called to
Cancel Due to Sickness)
Operation No Longer
Required

Patient Temporarily
Unavailable

Deferred Pending Clinical
Review

Date Entered In Error, Patient
Not Informed

Winter Pressures

Patient Deferred Pending
Decision to Proceed
Pre-op Guidance Ignored
Patient Self Discharge
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42.

43.
44,
45.
46.

47.
48.
49,

50.
51.
52.

Patient No Longer Wants
Operation

Duplicate Entry

Unsuitable For Day Surgery
Offer Declined

Patient Brought
Forward/Accepted Earlier
Date

Patient Treated Elsewhere
Patient On Holiday
49.Administrative - Pre-
assessment Inadequate
Patient Work Commitments
Patient Deceased
Transferred To Other Provider
(Including Treatment Centre)

Trust E Trust F Trust G Trust H

1. Admin/Scheduling Error 1. Patient unfit for 1. Medical reasons 1. Clinically unsuitable

2. Anaesthetist Unavailable surgery 2. DNA 2. DNA

3. Assistant Surgeon Not Available 2. Operation not 3. Cancelled by 3. Cancelled by patient

4. Blood products unavailable necessary patient 4. Beds not available

5. Cancelled by hosp: on the advice of 3. Patient DNA 4. Cancelled due to 5. Cancelled by surgeon
anaesthetist 4. Operation declined anaesthetist 6. List Overrun

6. Consent problem 5. Appointment reasons 7. Admin Reasons

7. Death during the list inconvenient 5. Beds not available 8. Patient did not follow

8. Emergency slot required 6. No bed available 6. List Overrun instructions

9. Equipment/ Instrumentation Unavailable 7. Urgent patient added 7. Sickness & 9. Emergency priority

10. Equipment failure to list Absence 10. Equipment & Facilities

11. HDU/ITU Bed Unavailable 8. List overrun 8. Admin Reasons issues

12. Incorrectly Scheduled to Local List 9. No surgeon 9. Patient clinically 11. Ward issues

13. Interpreter Unavailable 10. Patient(s) cancelled on unwell 12. Sickness & Absence of staff

14. Investigations/tests not completed the day 10. Patient did not 13. Consent issue

15. Lack of preparation 11. Clin-hosp: other follow instructions 14. Transport

16. List discontinued due to infected case reason 11. Emergency 15. Staffing Availability

17. List overbooked 12. Equipment unavailable 12. Equipment & 16. Radiology - not booked

18. Medical condition / failure Facilities issues 17. Cancelled by consultant
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19.
20.
21.
22.
23.
24,
25.

26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45.
46.
47.
48.
49.
50.
51.
52.
53.

Medical records unavailable

Medical staff called away to emergency
Medication not discontinued

Op Not Required

Operation abandoned due to peri-op comp
Operation not required

Operation performed in other
departments/hosp

Other (Specify)

Patient deceased

Patient DNA

Patient inadequately prepared for surgery
Patient medically unfit (on arr in hosp)
Patient not Fasted

Patient refused op

Patient Self-Cancelled on Day

Pt admitted with cold/infection/virus

Pt didn't follow starving instructions

Pt medically unfit for surgery currently
Radiographer not available

Replaced with emergency

Surgeon Unavailable

Theatre Staff Unavailable

Ward Bed Unavailable/Delayed

Admin Error - Incorrect patient booked
Admin Error - Patient double-booked
Admin Error - Pt on incorrect list

Child had no parental supervision
Data cleansing

Emergency Bumped for Elective
Inappropriate grade of the anaesthetist
Incorrect starving - by patient

Incorrect starving - due to ward

Latex Allergy, Not scheduled first
Material not available

Madification to schedule

13.

14.

15.

16.
17.
18.

19.

20.

21.
22.
23.

24,
25.
26.

27.
28.
29.

30.
31.
32.
33.
34.
35.

No ITU/HDU bed
available
Clin-patient:unfit for
surgery
Non-clinical-hosp:
other reason

No notes / results
Major incident
Previous operation not
finished

Previous session
overran
Non-clin-hosp:admin
error

No theatre staff

No anaesthetist
Non-clin-hosp:list
overbooked for
session

Patient died

No data!
Clin-hosp:pre-op
problem

Surgeon late
Operation abandoned
Clin-hosp:ward
procedure completed
Military deployed
Patient not starved
Ward staff unavailable
unsuitable-day surgery
Anaesthetist late
Theatre staff late

13.
14.

15.
16.
17.
18.

Ward issues
Medically
unsuitable
Consent issue
Transport

Staffing Availability
18. Radiology -
not booked
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54.

55.

56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.

73.
74.
75.
76.

Operation Not Required-Performed in other
deptment

Operation Not Required-Treatm't no longer
req

Out of theatre time - Anaesthetist

Out of theatre time - Delay Await'g Bed
Out of theatre time - List overbooked

Out of theatre time - Prev case overrun
Out of theatre time - Prev List Overran

Out of theatre time - Recovery Bed

Out of theatre time - Surgeon delay

Out of theatre time - Ward delay

Out of theatre time -Equipment Related
Out of theatre time -Theatre staff

Patient did not receive a letter

Problem with arranged transport
Prosthesis not available

Provisional Trauma Booking Removed
Surgeon declined to undertake a procedure
Surgeonill

Too many patients scheduled (emergency
only)

Unplanned maintenance

Ward Closed

Company Rep not available

On-Call Team called in During Night
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2.13 Appendix 7.1.1 - RAMESES quality and publication standards for realist
synthesis

The following checklist adhered to refine the initial programme theory in an overall realist
evaluation study.

Title: Bridging the divide between standardisation and individualisation of care to
minimise on-the-day surgery cancellations.

Reporting item Description of item Reported on
sections (s)

1 In the title, identify the document as a realist Title page
synthesis or review

Abstract

2 While acknowledging publication Section 7.1
requirements and house style, abstracts
should ideally contain brief details of: the
study’s background, review question or
objectives; search strategy; methods of
selection, appraisal, analysis and synthesis of
sources; main results; and implications for
practice

Introduction
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Reporting item

Description of item

Reported on
sections (s)

and provide a rationale for how the iterative
searching was done. Provide details on all of
the sources accessed for information in the
review. Where searching in electronic
databases has taken place, the details should
include, for example, name of database,
search terms, dates of coverage and date

Rationale for Explain why the review is needed and what it Section 3.6.4
review is likely to contribute to existing

understanding of the topic area
Objectives and  |State the objective(s) of the review and/or the Section 7.1
focus of review |review question(s). Define and provide a

rationale for the focus of the review

Methods

Changes in the |Any changes made to the review process that| Section 3.6.1
review process |was initially planned should be briefly

described and justified
Rationale for Explain why realist synthesis was considered Section 3.6.4
using realist the most appropriate method to use and
synthesis ethical approval
Scoping the Describe and justify the initial process of Section 7.2
literature exploratory scoping of the literature
Searching While considering specific requirements of Section 7.4
processes the journal or other publication outlet, state

91




Reporting item

Description of item

Reported on
sections (s)

last searched. If individuals familiar with the
relevant literature and/or topic area were
contacted, indicate how they were identified
and selected

9 |Selection and Explain how judgements were made about Section 7.5
appraisal of including and excluding data from
documents documents, and justify these
10|Data extraction |Describe and explain which data or Section 7.6
information were extracted from the included
documents and justify this selection
11]Analysis and Describe the analysis and synthesis Section 7.6
synthesis processes in detail. This section should
processes include information on the constructs
analysed and describe the analytic process
Results
12]Document flow |Provide details on the number of documents |7.4 and figure 7.4
diagram assessed for eligibility and included in the -1

review, with reasons for exclusion at each
stage, as well as an indication of their source
of origin (e.g. from searching databases,
reference lists and so on). You may consider
using the example templates (which are likely
to need modification to suit the data) that are
provided
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Reporting item

Description of item

Reported on
sections (s)

13]Document Provide information on the characteristics of Section 7.7
characteristics the documents included in the review
14|Main findings Present the key findings with a specific focus Section 7.8
on theory building and testing
Discussion
15]Summary of Summarise the main findings, taking into Section 7.9
findings account the reviews objective(s), research
question(s), focus and intended audience(s)
16|Strengths, Discuss both the strengths of the review and |Section 7.9 and

limitations and
future research
directions

its limitations. These should include (but need
not be restricted to) (a) consideration of all
the steps in the review process and (b)
comment on the overall strength of evidence
supporting the explanatory insights which
emerged

The limitations identified may point to areas
where further work is needed

7.10

17

Comparison with
existing literature

Where applicable, compare and contrast the
reviews findings with the existing literature
(e.g., other reviews) on the same topic

Sections 7.9, 8.4
and 8.5

18

Conclusion and
recommendations

List the main implications of the findings and
place these in the context of other relevant

Sections 7.11, 9.2
and 9.3
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Reporting item

Description of item

Reported on
sections (s)

literature. If appropriate, offer
recommendations for policy and practice

19

Funding

Provide details of funding source (if any) for
the review, the role played by the funder (if
any) and any conflicts of interests of the
reviewers

The project is
funded by NIHR
Doctoral
Research
Fellowship (DRF)
grant. No conflict
of interest
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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.

A E i< D E F L] H
SCREENING A, QUANTITATIVE DESCRIPTIVE STUDIES
Citation 51. Are 52. Do 4A.l.Isthe A4.2. Isthe 4.2, Are 4a.4.l1sthe 4.5 Is the
there the sampling sample the risk of statistical
clear collected strategy represen measure nonrespo analysis
research data relevant tative of ments nse bias appropri
question allow to to the appropri low? ate to
57 address address target ate? answer
the the populati the
research research on? research
guestion guestion question
57 ? ?
(Chang et al., 2014) Yes Yes Yes Yes Yes Yes Yes
Elkassabany et al., 2013} Yes Yes Yes ¥es Yes Yes Yes
(Jiménez et al., 2006) Yes Yes Yes Yes Yes Yes Yes
(Rai and Pandit, 2003 Yes Yeas Yes Yes Yes Yes Yes

Table 2.14-1 related to quantitative descriptive studies
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A B i D E F G H

SCREENING 3. NON-RANDOMIZED STUDIES
Citation 51. Are 52. Do 3.1. Are the 3.2. Are 3.3. Are there complete 3.4. Are the 3.5. During the study period, is
there the participants measurements outcome data? confounders the intervention administered (or
clear collected representative of appropriate regarding accounted for in the exposure occurred) as intended?
research data the target both the outcome and design and analysis?
question allow to population? intervention (or
s? address exposure)?
the
research
question
57
(Brazil et al., 2021) Yes Yes Yes Yes Yes Yes Yes
(Diez-Garcia et al_, 2023) Yes Yes Yes Yes Yes Yes Yes
(Dowd et al_, 2023) Yes Yes Yes Yes Yes Yes Yes
(Elis et al_, 2012) Yes Yes Yes Yes Yes Yes Yes
(Leite et al., 2019) Yes Yes Yes Yes Yes Yes Yes
(Miri Bonjar et al., 2019} Yes Yes Yes Yes Yes Yes Yes
(Schretlen et al., 2021) Yes Yes Yes Yes Yes Yes Yes
(Sillero-Sillero and Zabalegui, 2020) Yes Yes Yes Yes Yes Yes Yes
(Varughese et al_, 2013) Yes Yes Yes Yes Yes Yes Yes
(Kue et al., 2013) Yes Yes Yes Yes Yes Yes Yes

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

A B C D E F G H
SCREENING QUESTIOMNS 1. QUALITATIVE STUDIES
Citation 51. Are there 52. Do the collected 1.1. Is the qualitative 1.2. Are the 1.3. Are the 1.4. Is the 1.5. Is there
clear research data allow to address approach qualitative data findings interpretation of coherence between
guestions? the research appropriate to collection methods adequately results sufficiently  gualitative data
questions? answer the research adequate to address derived from the substantiated by sources, collection,
question? the research data? data? analysis and
question? interpretation?
(Bjgrn et al_, 2017) Yes Yes Yes Yes Yes Yes Yes
(Gilmartin and Wright, 2008) Yes Yes Yes Yes Yes Yes Yes

Table 2.14-3 related to qualitative studies
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A B C D E F G H

1 SCREENING QUESTIONS 2. RANDOMIZED CONTROLLED TRIALS
Citation 51. Are  52.Dothe 2.1. Is randomization 2.2. Are the groups 2.3. Are there 2.4, Are outcome 2.5 Did the
there collected appropriately performed? comparable at complete outcome 855855015 participants
clear data allow to baseline? data? blinded tothe adhere to the
research address the intervention assigned
question  research provided? intervention?
2 57 questions?
3 Gaucheretal, 2016) Yes Yes Yes Yes Yes Yes Yes
4
5
B

Table 2.14-4 related to randomised control trails
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2.15 Appendix 8.8 - RAMESES quality and publication standards for realist evaluation

RAMESES Il reporting standards for realist evaluations:

The following checklist was adhered to to refine the initial programme theory in an overall

Reported in
document Y/N/ Not
applicable

Section No./Page

TITLE

In the title, identify the document as a realist
evaluation

Yes

See the title page

SUMMARY OR ABSTRACT

2

Journal articles will usually require an abstract, while
reports and other forms of publication will usually
benefit from a short summary. The abstract or
summary should include brief details on: the policy,
programme or initiative under evaluation; programme
setting; purpose of the evaluation; evaluation
question(s) and/or objective(s); evaluation strategy;
data collection, documentation and analysis methods;
key findings and conclusions.

Where journals require it and the nature of the study is
appropriate, brief details of respondents to the
evaluation and recruitment and sampling processes
may also be included.

Sufficient detail should be provided to identify that a
realist approach was used and that realist programme
theory was developed and/or refined

Yes

Yes

Yes

Abstract and see section 1.4.
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Reported1.4

Page(s) in document

required and has gained ethical
approval from the relevant
authorities, providing details as

. document
Y/N/Not
applicable
INTRODUCTION
3 Rationale for Explain the purpose of the Yes Section 1.1
evaluation evaluation and the implications for
its focus and design
4 Programme Describe the initial programme Yes Sections 4.9 and 4.10
theory theory (or theories) that underpin
the programme, policy or initiative
5 Evaluation State the evaluation question(s) Yes Sections 1.2 and 3.6.1
questions, and specify the objectives for the
objectives and evaluation. Describe whether and
focus how the programme theory was
used to define the scope and focus
of the evaluation
6 Ethical approval State whether the realist evaluation | Yes Section 3.7
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Reported
in

Page(s) in document

document
Y/N/ Not
applicable
appropriate. If ethical approval was
deemed unnecessary, explain why
METHODS
7 Rationale for Explain why a realist evaluation Yes Section 3.5
using realist approach was chosen and (if
evaluation relevant) adapted.
8 Environment Describe the environment in which the Yes Section 2.4.41
surrounding the evaluation took place
evaluation
9 Describe the Provide relevant details on the Yes Section2.4.4
programme programme, policy or initiative
policy, initiative or | evaluated
product
evaluated
10 | Describe and A description and justification of the Yes Sections 2.4 and 1.4

justify the
evaluation design

evaluation design should be included,
at least in summary form or as an
appendix, in the document which
presents the main findings. If this is not
done, the omission should be justified
and a reference or link to the evaluation
design given. It may also be useful to
publish or make freely available any
original evaluation design document or
protocol, where they exist
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TITLE Reported in Page(s) in document
document
Y/N/Unclear/
Not
applicable
11 | Data collection Describe and justify the data Yes Sections 2.4
methods collection methods — which ones
were used, why and how they fed
into developing, supporting,
refuting or refining programme
theory
Provide details of the steps taken Yes Sections 2.4 and 8.8

to enhance the trustworthiness of
data collection and
documentation
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TITLE Reported in Page(s) in document
document
Y/N/Unclear/
Not
applicable
12 | Recruitment Describe how respondents to the Yes Sections 3.6.2 and 3.6.3
process and evaluation were recruited or
sampling strategy | engaged and how the sample
contributed to the development,
support, refutation or refinement of
programme theory
13 | Data analysis Describe in detail how data were Yes Sections 3.6.2,3.6.3,and 3.6.5

analysed. This section should
include information on the
constructs that were identified, the
process of analysis, how the
programme theory was further
developed, supported, refuted and
refined, and (where relevant) how
analysis changed as the evaluation
unfolded
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TITLE Reported in Page(s) in document
document
Y/N/Unclear/
Not
applicable
14 | Details of Report (if applicable) who took part | Yes Sections 3.6.2 and 3.6.3
participants in the evaluation, the details of the
data they provided and how the
data was used to develop, support,
refute or refine programme theory
15 | Main findings Present the key findings, linking Yes Section 8.3
them to contexts, mechanisms and
outcome configurations. Show how
they were used to further develop,
test or refine the programme
theory
16 | Summary of Summarise the main findings with Yes Section 9.2
findings attention to the evaluation
questions, purpose of the
evaluation, programme theory and
intended audience
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TITLE

Reported in
document
Y/N/Unclear/
Not
applicable

Page(s) in document

17

Strengths,
limitations and
future directions

Discuss both the strengths of the
evaluation and its limitations.
These should include (but need not
be limited to): (1) consideration of
all the steps in the evaluation
processes; and (2) comment on
the adequacy, trustworthiness and
value of the explanatory insights
which emerged

In many evaluations, there will be
an expectation to provide guidance
on future directions for the
programme, policy or initiative, its
implementation and/or design. The
particular implications arising from
the realist nature of the findings
should be reflected in these
discussions

Yes

Section 8.8 and 8.9
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TITLE Reported in Page(s) in document
document
Y/N/Unclear/
Not
applicable
18 | Comparison with | Where appropriate, compare and Yes Sections 8.4 and 8.6
existing literature | contrast the evaluation’s findings
with the existing literature on
similar programmes, policies or
initiatives
19 | Conclusion and List the main conclusions that are Yes Sections 9.2 and 9.3
recommendations | justified by the analyses of the
data. If appropriate, offer
recommendations consistent with a
realist approach
20 | Funding and State the funding source (if any) for | Yes See the acknowledgement section,
conflict of interest | the evaluation, the role played by The project is funded by NIHR
the funder (if any) and any conflicts |[Doctoral Research Fellowship (DRF)
of interests of the evaluators grant. No conflict of interest

Adapted from table 1 in:

Wong G, Westhorp G, Manzano A, et al. RAMESES Il reporting standards for realist evaluations. BMC Med 2016; 14:96.
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