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Occupational violence against
staff in the perioperative

environment

Occupational violence is a common problem in many workplaces, including
health service organisations. In the perioperative environment, we are
acutely aware of the problem of lateral violence, such as bullying, harassment
and incivility. But as a specialty we rarely acknowledge violence perpetrated
against us by patients, relatives or visitors. Anecdotally, this violence has
been steadily increasing over the past decade and peaked during the current
COVID-19 pandemic. Perioperative nurse leaders must be aware of the risks
and implement appropriate mitigation strategies.

As a former anaesthetic and recovery
nurse, | can recall several situations
where | or one of my colleagues

was threatened by a patient or one
of their family or visitors. The most
dramatic situation | recall resulted

in a lock-down of the department
after police informed us of a planned
gang retaliation against a patient
undergoing emergency surgery.

More common, however, was verbal
and sometimes physical abuse

from patients who were confused

or delirious on emerging from the
anaesthetic.

Something that is frequently
overlooked is the fact that
occupational violence harms

both the person it is directed at

and anyone witnessing it. As a

result, it has a significant impact

on the workplace and adversely
affects workers' physical and

mental wellbeing. This has been
shown to result in high economic,
psychological and social costs for
workers, organisations and the wider
community. It is not a surprise that
preventing occupational violence has
become a priority for health services,
unions and occupational safety
bodies in Australia and globally.

Occupational violence can take
many forms, including verbal abuse
(swearing or yelling), threatening
behaviour (pacing or glaring) and

physical violence or sexual assault.’
In hospitals, nurses are the most
at risk because we provide close
personal care to patients 24

hours a day. International reports
indicate that up to 80 per cent of
nurses have experienced verbal or
physical assault in the workplace.”
A recent systematic review found
that Australian and New Zealand
nurses reported higher occupational
violence rates than those in
European countries and North
America.’

Certain hospital departments are
known to have a higher incidence of
occupational violence, these include
emergency departments, maternity
wards, paediatric wards and mental
health units.” These areas typically
have high volumes of visitors in
emotive and stressful situations.

In the perioperative environment,
there is limited information on the
prevalence of occupational violence.
The area has restricted access with
few visitors, which may reduce the
risk. However, family and visitors
experiencing emotive and stressful
situations do congregate at the entry
and exit points.

In some cases, occupational violence
is perpetrated by people with a
history of criminal or antisocial
behaviour. This type of perpetrator
is the most reported. In many cases,
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however, the violence is due to a
patient’s medical condition such as
emergent delirium, dementia, mental
illness or hypoxia. | don't think there
would be a perioperative nurse
alive who has not been grabbed,
scratched or hit by a patient
emerging from the anaesthetic.
Although common, these incidents
are very rarely reported unless they
result in significant injury to the
patient or staff member.

The violence committed by patients
because of their medical condition
is frequently normalised in nursing
and perceived as part of the job.
Although there may not be intent on
the part of the patient, this violence
can still have adverse impacts on
staff. | remember being punched in
the nose by an elderly man who was
confused in recovery. | saw stars
and it brought tears to my eyes. |
played it down at the time, but |

do remember flinching for the next

few weeks anytime a patient raised
their arm. Although these assaults
are considered benign, we don’t
know what cumulative psychological
impact they are having on staff.

There are things we can do to
reduce the risk of occupational
violence. The layout and
management of the environment
can significantly contribute to risk.”
For example, poorly manned and
secured access points, isolated or
obscured workstations, permissive
admission policies, inadequate
family communication processes
and a lack of duress alarms may
increase the risk.? | would encourage
perioperative nurse leaders to
conduct a risk assessment in their
departments and instigate any
necessary safety improvements.
Hospital security services are a good
resource and are usually eager to
offer advice in this area.
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Integrated simulations to build
teamwork, safety culture and
efficient clinical services:

A case study

Abstract

Background: Simulation methodology and frameworks were used to build
teamwork and a safety culture, and to establish efficient clinical services
within the procedure centre of a newly constructed, stand-alone, fully digital
greenfield hospital. Rapid ramp up of surgical services required significant
recruitment, and onboarding necessitated training of nursing and other
perioperative support staff.

Methods: A two-day, immersive integrated simulation activity was carried out
with the interprofessional onboarding staff participating in their usual roles.
During the simulation, staff had the opportunity to apply newly acquired
skills and knowledge to all stages of a patient’s clinical journey through the
procedure centre, including use of the integrated electronic medical record
(ieMR) and non-technical skills.

Results: Department processes and workflows were rehearsed in real time
before the procedure centre opened to patients. A safe environment was
created for staff with formal prebriefing and debriefing delivered at the
commencement and conclusion of the simulation activity.

Discussion: The integrated simulations reduced uncertainty and streamlined
service delivery for staff who participated in the training, with simulations
also used to foster interprofessional team training for clinical workflows. The
simulation process allowed interprofessional teams (e.g. nurses, support staff,
surgeons) to interact with one another prior to the facility opening.

Keywords: simulation, operating theatre, procedural, debrief, ieMR

thus integrating both perioperative
and digital integrated electronic
medical record (ieMR) processes
and workflows. It has been shown
that the effective use of in situ
simulation fosters interprofessional
team training and a culture of safety
essential for high performance.’

Introduction

Simulation is increasingly being
used in health care settings to
allow staff training to occurin a
controlled environment. Termed ‘in
situ simulation’, this model allows
deliberate practice and assessment
of cognitive, psychomotor and
affective skills of individuals within
the actual work environment.' Key to
the successful design and delivery
of the simulation activity in this
case study was ensuring that the
planned simulation program could
be delivered to staff across all
clinical areas in the procedure centre

This paper will describe how
integrated simulation methodology
and frameworks were used to

build teamwork, safety culture and
efficient clinical services within

the procedure centre of a newly
constructed, stand-alone greenfield
hospital. The simulation activity

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au e-3



mailto:Melanie.Ferguson@health.qld.gov.au

was delivered as a component of
the training and induction program
for staff new to the hospital. The
simulation activity focused on
testing processes and workflows
within the procedure centre and
training new clinical and non-clinical
staff before the hospital opened

to patients. The simulation was
delivered as an integrated activity
with the project digital team who

coordinated and managed staff
training for the ieMR. At the time of
writing, there had not been another
fully digital, greenfield hospital
opened in Australia.

Background

The Surgical Treatment and
Rehabilitation Service (STARS) is a
new, 182 bed, fully digital, greenfield
facility that welcomed its first

Table 1. Stages of the simulation process

surgical and procedural patients

on 8 February 2021. The procedure
centre at STARS has seven operating
theatres, three procedural rooms,
two Post Anaesthesia Care Units, a
central sterilising unit (CSU) and a
day surgery unit.

The initial project brief for

the new service was that the
procedure centre would open only
gastroenterology services and the

Stage 0 Planning

e |dentify objectives and expected outcomes of the activity.

e |dentify key stakeholders for the activity and any initial physical or technology
constraints, staff information needed, available resources and required resources.

e Determine if any upskilling of simulation team is required.

Stage 1

e Analyse all available data.

e Engage with key stakeholders.

Preparation e |dentify how many simulations are required.

e Form training team for activity (encourage interprofessional team members).

e Finalise draft simulation activities on a standardised template.
e Schedule regular simulation reviews with the training team.

e Conduct tabletop walk-through when simulation drafts are completed.

Stage 2

Rehearsal e Make any required changes to simulation.

e Repeat rehearsal of simulation if required.

e Re-engage key stakeholders and arrange time to walk through the entire simulation
in the designated clinical area if possible.

e Ensure required resources are available for the activity.

Stage 3 Delivery

¢ Allocate members of the simulation team to facilitate appropriate simulation
activity.

e Prebrief participants, deliver simulation, debrief participants.

e Gather feedback and evaluation forms from participants.

Stage 4

Debriefing e Debrief simulation team and training team members.

Stage 5 reporting N

e Make any required adjustments to written simulation.
e Review simulation participant feedback and evaluations.
Evaluation and | e Provide written report to department leads and key stakeholders.

Recommend adjustments to process and procedures where appropriate and
relevant.

¢ Provide required education support to clinical area after the simulation activity.

e-4
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Table 2: Constraints

Physical constraints Technological constraints Staffing constraints

e Project team located in a building
off site.

e Unable to enter hospital building
site.

e No prior ieMR experience.

e ieMR was built for STARS during
project.

e Workflows needed to be
developed.

e ieMR training occurred on different
hospital builds.

e Hardware fit-out unknown.

Mixed staffing model for
anaesthetics.

Desire for STARS to adopt
interprofessional approach.

Unknown requirements of STARS
education research alliance (SERA).

Several changes to workforce model.

Simulation experience of staff
unknown.

CSU in 2021, with surgical services
scheduled to commence in 2022.
However, in light of the worldwide
COVID-19 pandemic, by the end

of May 2020 it was announced

that surgical services would be
commissioned 12 months earlier

to assist with post-pandemic
recovery management. When
planning commenced for the
training and induction program,

and the utilisation of an integrated
simulation model, recruitment of
hospital staff had not begun and a
final workforce model was not yet
available. It was unknown what level
of perioperative experience the staff
recruited to STARS would bring. Thus,
an innovative approach to inducting
and orientating new staff in a new
facility was needed to rapidly build a
cohesive team.

Objective

This paper aims to describe the
simulation process applied in this
case study, which can be adapted for
use in clinical settings to orient staff
and test workflows and processes.
Specific case study examples will be
used to assist with demonstrating
the stages of the simulation process
(see Table 1), which are based on
prior simulation education and
experiential learning of the STARS
perioperative team.

The simulation process

Planning (Stage 0)

The objective communicated by
project leads was to develop an
integrated induction and orientation
program for the new staff that would
commence in the procedure centre
at STARS, incorporating simulation
activities where appropriate.
Previous greenfield hospital sites
had been opened within Queensland;
however, opening a new hospital

as a fully digital greenfield site

had not previously occurred. As

a result, benchmarking against
other integrated programs was not
possible. Our program approach was
developed from the perioperative
nurse educator’s prior simulation
experience and informed by
literature.

Operating theatres and

procedural centres are made up

of interprofessional teams that
follow clearly defined processes
supported by policy, procedure

and legislation. Throughout the
development of the training and
induction program, the perioperative
nurse educator and clinical coaches
worked in collaboration with key
stakeholders - including nurse

unit managers (NUMs); the nursing,
medical and anaesthetics directors;

project leads and subject matter
experts — on process, policy and
procedure development through

a series of working parties. Initial
planning for the training and
induction program commenced with
some isolation and constraints (see
Table 2). These were worked through
systematically and shared with
additional team members as these
staff came on board.

The initial outcome measure
nominated by the perioperative
nurse educator for the integrated
training program was that recruited
staff will be work ready and provide
safe patient care at the completion
of their assigned induction and
training program.

Preparation (Stage 1)

Clinical nurses who had successfully
obtained a position at STARS joined
the training and induction team
approximately four months before
the scheduled onboarding date for
new STARS staff.

The clinical nurses fulfilled a
coaching role during the final
project stages. The clinical nurses
reported after onboarding that
they had no prior experience with
writing and facilitating simulation
activities. It was essential to build
their knowledge of simulation for
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the activity to be successful, so
reprioritising of activities occurred.
Simulation education and support
was provided by the perioperative
nurse educator to the clinical nurse
coaches during this stage of the
process.

The clinical nurse coaches were
assisted to develop and write
simulations using the simulation
quality improvement tool template
(see Appendix 1). The simulations
were written, developed and tested
over a three-month period. Practice
standards of the Australian College
of Perioperative Nurses (ACORN) and
Australian and New Zealand College
of Anaesthetists (ANZCA) informed
the design of the simulation content.
Digital workflows and the models of
care developed during the project
were also reviewed and incorporated
into the simulation design.

The priority at this stage was to
determine what was achievable

and what was required to ensure

a trained and work-ready nursing
team. With the challenge for our
team being to bridge the gap
between architectural plans and
real-world efficient and effective
patient care,’ the perioperative
induction and training team focused
on developing key simulation
scenarios. These simulations were
designed to bring together individual
training activities from the induction
program, processes, workflows, non-
technical skills and all professional
groups into the clinical space.

A foundation patient journey
simulation was written. This
simulation covered the patient’s
perioperative journey from arrival
to the procedure centre through
to discharge after the procedure.
Additional simulations were
written by the training team which
added to the foundation patient
journey simulation for each specific
area. Activities such as specimen

Table 3: Simulations

Operating theatre and procedure
rooms Post Anaesthesia Care Unit (PACU)

1. Normal patient journey

N

Can't intubate, can't oxygenate
(CI1co)

Specimen management
Malignant hyperthermia
Blood management

IS

X-ray / Image intensifier (Il)
required

~

MRSA (endoscopy suite)
8. Allergy (endoscopy suite)

Normal patient (double
procedure endoscopy suite)

10. Equipment failure (endoscopy
suite)

11. Aggressive patient

12. Normal patient journey

13. Patient requires a surgical
review

14. Patient requires pain protocol

15. Management of aggressive
patient

16. Patient requires x-ray, post-
surgical procedure

handling, calling for medical imaging
assistance, accessing the automated
medication dispensing system
(pyxis, med station and Anaesthetic
A station) and providing pain relief
to a patient were included into the
simulations developed. Integrated
into each stage of the patient’s
journey was the use of the digital
ieMR and the related workflows.

A total of fourteen integrated
simulation scenarios were written;
the planned scenarios were
interprofessional activities that
engaged with relevant departments
outside of the procedure centre,
where required. A point of

concern raised by the team during
preparation was that there were
still key decisions and workflows
outstanding as the simulations
were being developed. There was
also some conflicting information
on processes that included other
departments, such as transporting of
a specimen to pathology. Therefore,
there were 16 patient scenarios

in the final simulations (see Table

3). The team acknowledged that
the simulations would be updated
when additional information
became available or decisions were
endorsed.

For the simulation activity to be
successful, multiple simulated
patients were required. This provided
a logistical challenge which was
overcome with a creative solution
that allowed the challenge to

be managed in house. New staff
onboarding to STARS were to be used
both as patients and in their usual
roles for the activity. This ensured
that all new staff participated in

the simulation activity over the two
days. Staff were split into two groups
with half of the new staff acting

as patients and the other half as
staff members on the first day of
the simulation and then swapping
over on the second day. It was felt
that this approach would maximise
learning opportunities and promote
team building and use of non-
technical skills.
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Digital trainers were engaged and
assisted with creating patient
profiles in the ieMR that covered a
variety of surgical specialities and
procedures. Patient profiles were
staged so that staff could interact
with the ieMR during the simulation
as they would for an actual surgical
patient. It is reported in literature
that digital transformation of a
hospital is a disruptive event and can
cause a decline in time efficiency,
described in literature as digital
deceleration.” By providing new staff
with the opportunity to practice
using the ieMR during the simulation
and prior to the hospital opening, it
was hoped that the potential impact
of digital deceleration would be
decreased at STARS.

An invitation to participate in the
simulation activity was extended

to other professional groups after
consultation. We experienced good
engagement from other groups
including medical and administrative
staff, theatre support officers and
staff from inpatient surgical ward,
pathology/blood bank, pharmacy
and digital support. Once the

initial drafts of the simulations
were completed, they were peer-
reviewed and the perioperative
NUMs were invited to complete

a walk-through of the simulation
with the training team. If required,
the simulation flow was adjusted,
and additional walk-throughs were
completed. Collaboration with other
key stakeholders occurred to refine
sub-processes within the simulation
scenarios before the final simulation
documents were signed as ready for
the rehearsal stage of the process.

The simulation activity was planned
to run on the final two days of the
training and induction program.
This included having four operating
theatres and one endoscopy room
as part of the activity, with each
patient completing a full patient

journey. In total, the team was
aiming for twenty patients to pass
through the department on each

of the simulation days. This target
was above the scheduled number

of patients who were booked for
procedures in the first week of STARS
welcoming patients.

Rehearsal (Stage 2)

Two individual simulations were
delivered to key stakeholders prior
to the simulations being finalised
for use in the training and induction
program:

1. afoundation simulation of a
patient journey through the
operating theatre

2. afoundation simulation of an
endoscopy patient journey
through the procedure rooms.

Each simulation was delivered

as a structured and orderly run-
through of a patient journey from
admission to the unit at reception
to discharge from the unit post-
procedure. Throughout the
simulation, participants were given
the opportunity to provide in-time
feedback. However, rather than
immediately adjusting the planned
simulation process based on this
feedback, the feedback was noted
on the simulation template and
discussed at the facilitated debrief.
This approach allowed experienced
personnel to apply their collective
skills without interruption and
subsequently allowed them to review
and discuss the advantages and
disadvantages of their behaviours,
decisions and actions.’

The debriefing following the
simulation activity involved

the interprofessional team, the
participants in the simulation and
the observers of the simulation.
The debrief used a plus—delta
framework to document things that
went well during the simulation

(pluses) and opportunities for
improvement (deltas) or things that
didn’t work well. Pluses are items
that the individual or team want

to maintain and build upon. Deltas
are things that can be changed so
the individual or team may be more
effective. Ideally an effective plus-
delta debrief generates two lists of
behaviours which prompts further
discussion, reflection and learning.

The simulated journey of an
endoscopy patient was rehearsed
with key stakeholder’s present.

At the completion of the first
simulation rehearsal there were still
questions and undefined processes
that needed to be finalised before
the workflow of the patient journey
through the endoscopy suite could
be endorsed and the simulations
used for onboarding new staff.
Examples of concerns raised in the
debrief by participants included

the digital and clinical workflows
for specimen management and

the pathway for dirty scopes to

be transported for reprocessing.
Members of the training team and
department leaders took specific
actions from the rehearsal debrief
to follow up at the conclusion of the
first simulation activity. A second
simulation rehearsal was facilitated
a week later. It was determined

at the completion of the second
simulation rehearsal that the
endoscopy simulations could now be
used for training the new staff.

Delivery (Stage 3)

The simulations were held on the
final two days of the training and
induction program. Approximately
140 nursing staff and anaesthetic
assistants participated in the
simulation activity. Additional
professional groups were also
invited to participate; these
included medical staff, patient
support officers, administration
staff and staff located in other
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departments including medical
imaging and the surgical ward.

Each simulation session included

a prebrief, simulation activity and
debrief. Staff came to the simulation
activity with a basic understanding
of what the processes would be in
the department, and the relevant
applications and digital systems
that would be used, after attending
classroom sessions with facilitators.
The simulations were designed to
provide an opportunity for staff to
consolidate training, knowledge and
newly gained skills by rehearsing
processes and care delivery in their
clinical area. The training simulations
were slower and less structured than
the rehearsal simulations; however,
adherence to policy, procedure

and perioperative standards were
maintained. This approach allowed
time for staff members to identify
when they were unsure and seek
assistance from support options that
were available to them (i.e. digital
floor walkers, clinical nurse coaches,
perioperative nurse educator) when
required. The staff actively worked
through the relevant simulated
processes at each stage of the
patient’s perioperative journey either
independently or with support.
There were also several parallel
processes that could be observed

as staff worked through the training
simulations, including:

e testing staff and identifying how
the proposed processes were
interpreted and applied by staffin
the clinical space

e testing the suitability of the
processes that had been putin
place through the project

e testing if staff could use the digital
systems (e.g. ieMR) after they had
received classroom training

e ascertaining if the combined
processes and systems worked
together as expected.

Prebrief

A training team prebrief session was
held with the clinical nurse coaches
prior to the prebrief session for

the new staff members. Significant
support was provided to the clinical
nurse coaches to ensure that

they were comfortable with their
simulation and how they planned to
run their simulation session.

A prebrief was held for all simulation
participants and support staff

prior to the simulation activity
commencing. A prebriefing sets up
clear expectations for participants
who may have variable simulation
experiences.’ The perioperative
nurse educator encouraged staff

to fully engage in the activity and
reinforced that a priority was
ensuring the psychological safety
of all simulation participants. It was
discussed with staff that during

the simulation activities it is safe

to make mistakes and trial new
processes. The perioperative nurse
educator encouraged staff to report
any identified safety or efficiency
concerns to a member of the
training team. In a psychologically
safe environment staff members

do not fear disciplinary action or
punishment for admitting mistakes
- they speak up, discuss problems
and mistakes, learn from others and
solve problems. These behaviours
ultimately result in improvements
in systems and processes that

lead to safe environments for both
patients and staff members.® During
the prebrief, half of the staff were
allocated to either a specific theatre,
procedure room, post anaesthetic
unit or day surgery unit to be a part
of the team for the area. The other
half of the staff were allocated to the
role of the patient for the activity.
The flow of the simulations through
their operating theatre or procedure
room (e.g. normal patient journey,
specimen management, CICO, x-ray

or image intensifier required) was
discussed with participants. Digital
support facilitators were allocated
to an area and participants were
then taken to their specific area
and a smaller huddle of the specific
teams was facilitated by the clinical
nurse coach allocated to the area.
Staff allocated to the role of the
patient were taken to the procedure
centre waiting area to get ready for
admission.

Simulation activity

The first simulation activity for

all teams was a normal patient
journey and then the complexity

of the simulations was gradually
increased. This allowed the team

to settle into the activity and their
allocated area. This approach helped
staff become familiar with other
team members and the processes
related to caring for their patient.
Effective information flow between
perioperative phases, physical
locations and clinicians affects the
quality of care that perioperative
teams provide.” We wanted minimal
stress to be placed on staff and
relationships to allow team work

to grow organically throughout the
simulation activity as acute stress
has been shown to affect decision-
making and teamwork.” The ieMR
training domain was used for the
simulation activity throughout the
entire patient journey. Staff members
in each of the operating theatres
were provided with a simulated
patient list that had been generated
from the ieMR by the digital team.
During the simulations staff were
encouraged to follow and test
clinical processes and workflows.
All issues and questions raised by
the staff during the activity were
explored and corrected in real time.

The simulation activity used

four operating theatres and

one endoscopy room with four
patients in each room. Each patient
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completed a full journey through
the department and were cared for
by an interprofessional team of staff
including administration officers,
nurses, theatre assistants, doctors,
allied health practitioners, medical
imaging staff and pharmacists.

For the first day of the simulation
activity the plan was to facilitate

20 patient journeys. In practice,

the simulation was ceased after 18
patients had passed through the
department. The total simulation run
time was approximately five hours.

For the second day of the simulation
activity adjustments were made
based on educator observations and
feedback from the training team and
participants. One of the simulation
scenarios was changed from CICO

to blood management. This change
occurred to ensure that management
of two key emergency scenarios was
explored with staff. The simulated
patients were decreased by one
patient in the operating theatres
due to the time it was taking for
staff to work through the activity.
The number of simulated patients
allocated to the endoscopy rooms
was left unchanged as this group
was not experiencing the same time
challenges. The total simulation run
time for day two was four hours.

The PACU staff were able to use

the ieMR and the Pyxis medication
station to check and administer
medications to patients. Staff
practised retrieving and preparing
patient-controlled analgesia

devices for patients. Patients were
discharged from the PACU to the day
surgery unit and simulated discharge
of patients from the procedure
centre to home was also practised.

End of activity debrief

Properly facilitated debriefing
sessions enable simulation
participants to feel comfortable
with being open and honest about

their simulation experience.”" A
debrief was held on each day of

the simulation activity for the
participants and support staff

and was led by the perioperative
nurse educator using a plus—delta
framework. It was reiterated

to staff that the debrief was a

safe space to share thoughts,
experiences and feedback, and that
debriefing is an essential part of
participating in simulation activities.
If multidisciplinary perioperative
teams are to meet their learning
objectives they must reflect on

their experiences and test their
understanding of knowledge gained."
The clinical nurse coaches then
took the staff back to their clinical
areas and held an additional debrief
that was focused on a specific
clinical area. Feedback provided

by participants indicated that the
second, smaller debrief proved

to be a great team building and
information-sharing exercise for the
new staff.

Debriefing (Stage 4)

After the first day of simulation
training, a debrief was held with the
training team by the perioperative
nurse educator to determine if any
changes needed to be made to the
activity before it was facilitated
again the following day. The feedback
and information obtained in this
debrief informed some minor
adjustments to the simulation for
the following day, including the
removal of one patient from the list
in each operating theatre. It was also
decided that a simulation on blood
management would replace the CICO
simulation for the second day of the
simulation activity.

Evaluation and reporting
(Stage 5)
Evaluation occurred at different

key stages of the project. Primary
evaluation of the patient journey

simulations was the first evaluation
activity completed when the two
simulations were reviewed and
adjusted after desktop activities and
walk-through rehearsals with key
stakeholders. The purpose of the
primary evaluation was to ensure
clinical accuracy and simulation
efficiency before delivering the
simulation to participants.

During the development of

the simulation activity the

training team determined that
Kirkpatrick’s evaluation model
would be appropriate to assist
with final evaluation of the activity.
Kirkpatrick's model has four levels:
reaction, learning, job performance
and organisational impact. It is
outcome and objective orientated
and is a summative evaluation
model.”

Key evaluation data was collected
by the training team through
conversations and observations
during the simulations and

from participant feedback given
during plus-delta debriefing and
participants’ written feedback
collected via an optional
questionnaire. A secondary
simulation evaluation was
completed at the end of the first
day of the activity by the training
team. This evaluation led to some
minor changes and improvements
to the planned activity for the
following day. Participants were
encouraged throughout the activity
to self-evaluate, reflect on their
practice and take the opportunity
to consolidate their skills. Some
participants did seek assistance
from a member of the simulation
team if additional support was
required.

All feedback collected was reviewed
by the perioperative nurse educator
and the clinical nurse coaches.

The feedback was compiled and
given to the nursing director and
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NUMs to review (see Appendix 2).
The simulation team reported that
level 3 evaluation on Kirkpatrick’s
evaluation model was achieved for
the simulation activity. Staff were
observed applying and consolidating
learnings from didactic ieMR training
sessions and orientation activities
in the procedure centre throughout
the patient journey and additional
scenario simulations. It was not
possible to assess if level four of
Kirkpatrick's model, organisational
impact, was achieved as the facility
was not yet operational.

Discussion

Ensuring that all project objectives
were met and a successful in situ
simulation was delivered proved to
be both a challenging and rewarding
experience for the training team.
Planning a successful training and
onboarding program for a large
number of staff whose experience
and skill set were largely unknown
required a unique approach. The
training team recognised that it was
essential that newly recruited staff
were provided with the opportunity
to consolidate learnings from
didactic sessions and test newly
developed workflows and processes
in the clinical area before the facility
welcomed patients. Petrosoniak

et al.” define in situ simulation as

a team-based training technique
conducted in the actual patient
care environment using equipment
and resources from that unit and
involving actual members of the
health care team. Adding to the
simulation being delivered in

the actual procedure centre we
integrated ieMR workflows into

our patient journey simulations

and ensured that support staff
were available to help simulation
participants when they required
assistance. Because the objective of
an ieMR is to facilitate the complete
patient journey across all hospitals,

units and professions in a health
service organisation,” we felt that it
was essential for the simulations to
include as many ieMR workflows as
possible for participants to practice
their newly acquired knowledge and
skills. Taking an integrated, in situ
and interprofessional approach to
our training simulations made the
development and facilitation of the
simulations complex and unique.

We felt our most valuable simulation
was the foundation patient journey
simulation. Nickson et al.” state

that testing new health care
facilities through simulation can
trial workflows, address ergonomic
issues and identify latent safety
threats before ‘going live'. The
patient journey simulation was the
first simulation written and tested by
the training and induction team. This
simulation followed the complete
perioperative patient journey and
informed the development of the
additional simulations. Brazil®
reports that designing simulations
to focus on systems and processes
rather than knowledge and skills can
assist with embedding processes
and procedures and offer diagnostic
opportunities when preparing to
open new facilities or services.

Once the foundation simulation

was written and finalised it was
then possible to begin writing other
simulations for the activity.

Although this paper describes the
application of a framework for
simulation development for our new
facility, the proposed framework

is flexible and can be applied

in other settings to support the
development of teams and safety
culture, and to test workflows and
processes. We recommend using a
quality improvement approach when
developing a simulation activity

for clinicians if there is limited
simulation experience within the
simulation faculty, as this framework

is widely understood in health
care and is adaptable and flexible.
Other health care organisations
who may choose to adopt this
framework could consider designing
a research project in addition to
using this simulation framework to
support design and facilitation of
a simulation. Our team determined
that running a parallel research
project was out of scope for our
team and this activity.

We observed a noticeable difference
in staff behaviour between the first
and second day of our simulation
activity. Staff communication
improved and group discussions
occurred organically. The teams
demonstrated improved efficiency
and confidence with the use of the
ieMR and patient flow through the
department. Many of the barriers to
good teamwork and communication
in health care can be attributed

to organisational, educational and
cultural factors.”® It was unclear

if the behaviour improvements
observed were due to staff becoming
more comfortable with their role,
with using the ieMR, with their

team members or with the overall
simulation activity. The clinical nurse
coaches reported that feedback
received from participants during
the simulation activity had led to
them reflecting on the activity and
changing their plans for how they
would approach patient care, staff
allocation and the completion of
key activities on the first day that
patients were welcomed into the
department.

Incorporating processes and staff
from different departments in

the simulation activity proved to

be valuable. For example, it was
discovered that the PACU was not
listed as an available location on

the hospital task allocation service.
This meant that it would be a manual
process for staff to request patient
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transport from PACU to the ward,
which is inefficient. Once identified
in the simulation, this issue was
resolved by the relevant support
team. Medical imaging staff were
also able to come into the procedure
centre and familiarise themselves
with the department layout and
identify the most appropriate
pathways for them to bring their
imaging equipment into the rooms.

There were constraints that occurred
with the simulation activity delivery
that were largely out of the control
of the induction and training

team. These constraints included
difficulties with the ieMR training
domain, not being able to allocate
monitors to the patients during

the simulation activity, and some
equipment not being available in the
department. Involving the CSU in the
simulation activity was not possible
due to the department needing to
focus on completing the processing
of instruments for the opening of the
hospital. An additional constraint
was that the department opened
following a pre-determined surgical
ramp up. This meant that there was
still a progressive onboarding of staff
after the department began treating
patients; thus, several staff members
did not get the opportunity to
participate in the simulation training
prior to ‘going live'. It is unknown

at this time if this affected their
transition into the department.

In summary, the key lessons learnt
from this project are:

e Astructured simulation model
assisted the clinical coaches to
stay focused and on track during
the planning and writing of the
simulation activity.

e Staff appreciated the opportunity
at the end of the two-week
induction and training program to
consolidate and rehearse learnings
from didactic classroom sessions
and to socialise with other staff

members prior to the facility
welcoming patients.

e Using external people in the role
of simulated patients instead of
new staff to the hospital may have
provided different experiences and
outcomes from the activity.

e Remaining flexible and adaptive
throughout the entire project and
adjusting the simulation activity
as processes and policies became
finalised was essential.

e Having new staff participate in
simulation activities and debriefing
and welcoming their feedback
during the training and induction
program has ensured that these
activities have become a part of
the work culture at STARS.

Conclusion and
recommendations

Using integrated simulation

as a methodology to support
development of processes and
procedures, introduction of new
procedures and testing of workflows
within clinical units can seem like
an overwhelming activity to develop
and implement. However, this is an
achievable task for all clinicians
when a structured approach is
adopted and consultation with
subject matter experts and key
stakeholders occurs.

Our recommendations for clinicians
wanting to undertake a large-scale
simulation activity include:

e Nominate a designated lead
who may or may not have prior
simulation experience.

e Determine what the key priorities
are for the simulation and what
the criteria for inclusion in the
simulations will be.

e Complete walk-throughs or
rehearsals of the simulation
activity before the activity is

delivered to participants. Make any
last-minute changes required to
the simulation at this point.

e Create a safe environment for staff
by providing a comprehensive
prebrief and debrief for all
simulation activities.

e Ensure participants in the
simulation perform their usual
roles for the activity so that all
learnings from training can be
transferred into clinical practice.

The advantage of writing and
facilitating process simulations

is that they can be run using a
scaffolded approach by gradually
increasing the number of different
sub-processes included within an
overall process, if required. It is
also possible to step back to the
beginning point of a process and
revisit the tasks for that section of
the process.

As department and organisation
requirements can change rapidly, it
is also essential to design project
or service/process simulations that
are adaptable and flexible to meet
identified needs. As our department
continues to transition to a
business-as-usual model, we have
identified additional opportunities
where we can use simulation to build
and refine our surgical service and
we have a department where staff
are now familiar and comfortable
with simulation.

Acknowledgements

The authors would like to
acknowledge the foundation clinical
coaches who worked on the team
that developed and delivered the
simulation activities and the digital
support team who supported the
staff during these activities.

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au

e-11



References

1. Motal I, Devine LA, Chung HS, Sullivan 6. ChengA, Eppich W, Epps C, Kolbe M, 12. Reio TG, Rocco TS, Smith DH, Chang E.
JE, Issenberg SB. 2013. Simulation in Meguerdichian M, Grant V. Embracing A critique of Kirkpatrick’s evaluation
healthcare education: A best evidence informed learner self-assessment during model. New Horizons in Adult Education
practical guide. AMEE Guide No. 82. debriefing: The art of plus-delta. Adv Simul and Human Resource Development.
Med Teach. 2013;35(10):e1511-30. DOI: (Lond). 2021; 6(1):22. DOI: 10.1186/s41077- 2017;29(2):35-53. DOI: 10.1002/nha3.20178
10.3109/0142159X.2013.818632 021-00173-1 13. Eden R, Burton-jones A, Sullivan CM,

2. Petrosoniak A, Auerbach M, Wong A, 7. Walsh BM, Wong AH, Ray JM, Frallicciardi A, Staib A. Digitising an Australian university
Hicks C. In situ simulation in emergency Nowicki T, Medzon R et al. Practice makes hospital: Qualitative analysis of staff
medicine: Moving beyond the simulation perfect: Simulation in emergency medicine reported impacts. Aust Health Rev.
lab. Emergency Medicine Australasia. 2017, risk management. Emerg Med Clin North 2020;44:690-98. DOI: 10.1071/AH18218
29:83-88. DOI:10.1111/1742-6723.12705 Am. 2020;38(2):363-82. DOI: 10.1016/j. 14. Nickson C, Petrosoniak A, Barwick S,

3. Barlow M, Dickie R, Morse C, Bonney emc.2020.02.003. PMID: 32336331 Brazil V. Translational simulation: From
D, Simon R. Advances in simulation 8. Fencl ), Willoughby C, Jackson K. Just description to action. Adv Simul (Lond).
documentation framework for healthcare culture: The foundation of staff safety in 2021;6(1):6. DOI: 10.1186/541077-021-00160-6
simulation quality improvement activities. the perioperative environment. AORN J. 15. Brazil V. Translational simulation: Not
Adv Simul. 2017;2(19). DOI:10.1186/s41077- 2021;113(4):329-36. ‘where?’ but ‘why?’ A functional view of in
017-0053-2 9. Stucky C, De Jong M, Kasper C. A network situ simulation. Adv Simul (Lond). 2017;2:20.

4. Staib A, Sullivan C, Cabilan C, Cattell analysis of perioperative communication DOI: 10.1186/s41077-017-0052-3
R, Eley R. Digital transformation of the patterns. AORN J. 2020;111(6): 627-41. 16. Volk MS. Improving team performance
emergency department-inpatientinterface 19 medwid K, Smith S, Gang M. Use of in-situ through simulation-based learning.

(EDIi): Integration for future innovation. simulation to investigate latent safety Otolaryngol Clin North Am. 2017;50(5):967-
Australian Health Review. 2020;44(5):666- threats prior to opening a new emergency 87. DOI: 10.1016/j.0tc.2017.05.008. PMID:
71.DOI: 10.1071/AH18176 department. Safety Sci. 2015:77:19-24. 28915950

5. Gaba D. The future vision of simulation 11. Hibberson M, Lawton J, Whitehead, D.
in healthcare. Qual Saf Health Care. Multidisciplinary simulation training
2004;13(suppl 1);i2-i10. DOI: 10.1136/qshc for perioperative teams: An integrated
2004.009878 review. JPN. 2021;34(2):e-3-e-13. DOI:

10.26550/2209-1092.1111
e-12 Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au



Appendices

Appendix 1: Simulation quality improvement tool

Predicted process/outcomes Was the process | ® Observe simulation e Compare data to
or outcome e Record observations predicted process/
achieved? outcomes
. e Analyse data
(Plea)se circle e Debriefing data analysis
one.

(What? Why? How? When?)

11 Patient arrives at hospital on

day of procedure. Yes No

12 Patient presents to
administration officer on
ground floor.

Patient takes lift to Level Yes No
2, procedure centre, and
presents to administration
officer at reception desk.

1.3 Administration officer checks
patient details are correct Yes No
and processes admission file.

14 | Allergy/alert status checked/

confirmed. Yes No

1.5 Administration officer places

ID arm band on patient. ves No

1.6 Admission nurses notified of
patient arrival.

e Will there be physical CDC?
e Where is it? Yes No

e Where will it go once the
patient is processed by
administration officer?

1.7 Administration officer to
complete patient information Yes No
tracking board.
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Appendix 2: Compiled feedback

Integrated workflow scenarios day 1

Facilitator feedback obtained on the run

From medical imaging participant:

e door shut on Carm of Il when it
was being brought into theatre

e call for 30 minutes in advance

e Karen to advise where contrast is
going to be kept

e different types of contrast
Omnipaque, Visipaque (used when
people have a known reaction to
contrast), Ultravist

e x-ray went well in theatre

e ward collected the patient without
issue

e when nerve centre was used to try
and order a bed and transfer it was
noted that PACU was not a location
listed on nerve centre.

Feedback from PACU CN:
e PACU buzzers not showing in OT

e PACU team leader to pay attention
to patient name

e nerve centre not working properly,
no PACU listed

® no contact number for wards

e need to work out the bed process
from the ward

e when it was simulated that a
patient went straight to ICU there
was no communication to PACU.
This feedback was provided to the
staff in this theatre from the PACU
CN.

e Should the BP cuff come with the
patient from theatre to PACU?

e important to always discontinue
pain protocol in the ieMR even if it
is not used (safety issue)

® no IV poles available

® no bins available.

Plus-delta notes taken from overall debrief at end of the activity

e communication e hand hygiene practices not so great

e teamwork e anaesthetic start time needs to be uniform

e friendliness ¢ some confusion about when 2"¢ and 3™ pre-op checks should be done

e admin staff did really well | e anaesthetic assistant won't be able to get drugs if they need to pick up the

e problem solving was patient

undertaken e |ocation of emergency resuscitation equipment

e everybody kept a level e TSOs were not in endo

head

e seeing how ieMR fits within
our daily activities

e MRO process from admissions
e need a whiteboard in theatre to identify staff

e surgical safety checklist — be mindful you cannot bring previous practices to

* facilitators did a really STARS and expect them to happen

good job ) )
® pre-op patient privacy

e PACU difficult to communicate with TSOs. Are spare dect phones available as we
don't have time to call several different phone numbers?

e Does a patient need to be awake for the surgical safety checks to be undertaken?

e people don't know each other AO staff — Day surgery staff

flow of beds - need to discuss workflows with NUMS and bed storage
* no one told the last patient for the simulation that they had been cancelled
nobody asked patients about COVID-19

e AOs to ask what procedure the patient is having done
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Integrated workflow scenarios day 2
Notes on the run:

e Some confusion witnessed in PACU when a code button was pushed with which way to bring the resuscitation trolley
to the patient bed side.

e 4 x theatres with 3 x patients in each theatre. 1 x GE room with 4 x patients

Plus-delta notes from final activity debrief

e calmer flow in theatre space e endoscopy flow worse today
e good to see the patient journey e anaesthetic assistants require more assistance with
e approximately five staff members present who did not 1eMR
attend simulations on the previous day e it is important to share infection status of patient with
¢ a staff member who was playing the role of a patient PACU
stated that even though she knew it was not real e have a team huddle in areas prior to case to confirm
she still got nervous being taken into the theatre but details

found the staff friendly and caring e anaesthetic questions — need to be communicated

e smooth patient experience
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Project report

Author ACORN Papua New Guinea

Carollyn Williams

Perioperative Nurse Consulant ANGAU Memorial Hospital
AR redevelopment clinical support

CNC Patient Safety and Quality —

Perioperative p I‘Ogra m ( Pa rt 1 )

Sunshine Coast Hospital and Health

ervee This article is the first in a series that will describe ACORN’s role in
Elinor Radke

clin the redevelopment of the ANGAU Memorial Hospital in Lae, Papua
inical Nurse

Central Sterilisation Unit, Sunshine Coast ~ New Guinea.
Hospital and Health Service

Sonia Griffiths Background

Clinical Nurse

Perioperative Services, Sunshine Coast The Australian Government Department of Foreign Affairs and Trade (DFAT)
Hospital and Health Service committed to funding the redevelopment of the ANGAU Memorial Hospital

Coast Hospital and Health Service (AMH) in Lae, Papua New Guinea (PNG). DFAT engaged Johnstaff International

Development (JID) as the Project Manager Contract Administrator for the AMH
redevelopment project. JID are program management specialists who work
with organisations that fund international programs in low- and middle-
income countries to provide end-to-end project management and health
advisory expertise.

The AMH is the second largest hospital in Papua New Guinea. It plays a
fundamental role as the district hospital for 149 000 people in Lae, the
provincial hospital for the 675 000 people of Morobe, and a regional referral
hospital for the 1.9 million residents of the Momase region (Morobe, Madang,
East Sepik and West Sepik).

ANGAU Memorial Hospital, Lae
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Project outline

The Australian College of
Perioperative Nurses (ACORN) was
contracted by JID to be the expert
body to advise on all aspects of
perioperative care to enable the
commissioning of the new operating
room suite (ORS) and central
sterilising unit (CSU) at AMH. ACORN
provided an expert consultancy
team known as the Perioperative
Clinical Advisory Team (PCAT) to
undertake the required work for the
key deliverables that were aimed at
ensuring a standard of care that will
be safe for the patients undergoing
surgical procedures provided by
Morobe Provincial Health Authority.

The PCAT consisted of a
perioperative lead and three
perioperative nurse advisors

with expertise in education,
commissioning of a new ORS facility
and sterilisation practices. The
team had the cultural awareness
required for the work as three
members of the team had lived or
worked in PNG, had collaborated
with the PNG Perioperative

Nurses Society (PNGPNS) and had
knowledge of the hospital settings
in Port Moresby and Lae. The fourth
member had participated in the
early development of the Pacific
perioperative practice bundle (PPPB),
a collaboration between ACORN

and the Pacific Island Countries to
develop and implement a bundle

of infection prevention standards
and practice audit tools to improve
consistency of perioperative practice
in the 14 participating Pacific Island
countries.

The aim of the PCAT was to work
collaboratively with key ANGAU
multidisciplinary staff and national
health stakeholders to ensure
standards, guidelines, sustainable
workflows and data collection was
achieved to support the efficient
management of the new ORS and

CSU. This aligned with an overarching
aim of ensuring the community of
Lae has access to safe surgical care
as per the World Health Organization
(WHO) target of universal health
coverage. While the overall objective
is the commissioning preparedness,
the multidisciplinary approach

was based on meeting identified

key deliverables in sequence

to enable the timely training,
capacity and mentoring of the AMH
staff to function within the new
perioperative environment.

The project began in February
2021 with a completion date of

31t December 2021. However, the
surge of COVID-19 within PNG saw
the project timelines extend into
2023. This paper will describe the
project aims and objectives, and the
outcomes that have been achieved
to date. A second paper will report
on the overall outcomes at the
conclusion of the project.

Scoping design

The current AMH ORS and CSU
complex has a combined area with
four operating rooms and inadequate
sterilising and recovery areas. Only
two operating rooms are in use with
limited equipment and consumables,
and staffing that does not meet PNG
National Health Service Standards.
The 24/7 staffing does not include
staff for the recovery area and there
are usually only two nursing staff
with an anaesthetic assistant for
each room. ORS and CSU staff do
not have access to perioperative
specialty training and most staff are
trained on the job.

The new ORS has four operating
rooms and a dedicated CSU. The
new complex will provide a centre
for surgical and procedural services
that include planned day surgery,
in-patient surgical procedures and
emergency surgery. It will operate 24
hours a day, seven days per week.

Staff surveys identified that

there were gaps in education and
knowledge in clinical practice
principles within the perioperative
and sterilisation setting. Medical
education was outside of the
scope of the project. However,

the governance, operational

flows and ORS efficiency are all
multidisciplinary and require
collaboration from all teams with
leadership from both nursing and
medicine to succeed. Therefore,
the primary educational focus was
nursing with other deliverables
aimed at the multidisciplinary teams.

The PCAT team were reliant upon
in-country JID staff and meetings via
Zoom using low bandwidth internet
connection to gather information
and data for a scoping report. The
collection process was also difficult
with the COVID-19 situation. The team
used alternative communication
processes like WhatsApp when
internet connection was poor. These
meetings faced various challenges
from not only variable internet
reliability but also inattendance of
key nursing staff due to multiple
factors (sick leave, workload, shift
availability and COVID-19). However,
once engagement was established
at the local level the flow of
information slowly increased as
COVID-19 impacts decreased. The
team was then able to identify the
gaps in documentation, orientation,
standard operating procedures,
rostering and clinical practices, and
make recommendations for the key
deliverables of the project.

Key deliverables
Four key deliverables were identified:

1. Development of a monitoring and
evaluation framework including
a governance structure and risk
management plan.

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au

e-17



2. Implementation of perioperative
and central sterilising unit
standards for practice and an
associated education program.

3. Development of guidelines and
processes to support nursing
management and leadership
inclusive of workflows, emergency
responses, staffing, data
management and ORS activity
indicators.

4. Development and implementation
of standard operating procedures
and procedures regarding the
new furniture, fixtures and
equipment.

The second deliverable listed above
has largely been achieved through:

e the development of practice
standards (the PNG Perioperative
Standards for Practice), together
with a sustainable education
program relating to the standards

e the delivery of an education and
training program

e operating procedures for the CSU
(CSU Safety Operating Procedures)
that relate to the standard for the
reprocessing re-usable medical
devices (RMDs).

PNG Perioperative
Standards for Practice
(PNGPSP)

PNG had no defined or endorsed
national perioperative standards
for practice. This project was

an opportunity to improve
perioperative practices in PNG with
the implementation of national and
endorsed perioperative standards
for practice.

The PNGPSP were developed
theoretically using the following
resources:

* PNG National Health Service
Standards

e PNG National Infection Prevention
and Control Guidelines for Health
Services

e WHO guidelines for safe surgery
and decontamination and
reprocessing of RMDs

¢ International Federation of
Perioperative Nurses (IFPN)
perioperative guidelines

e ACORN Standards for Perioperative
Nursing in Australia

e Pacific perioperative practice
bundle.

Seven standards were produced.
Standard 1: Perioperative attire
Standard 2: Aseptic technique

Standard 3: Surgical hand antisepsis,
gowning and gloving

Standard 4: Skin preparation and
draping

Standard 5: Accountable items

Standard 6: Safe perioperative
environment

Standard 7: Re-usable medical
devices

The draft standards were circulated
to the perioperative nurses at AMH
and, by the PNG Perioperative Nurses
Society (PNGPNS), to perioperative
nurses across PNG for comment. The
feedback that was received enabled
the PCAT to amend the standards so
they were fitting to nursing practice
in PNG and were within the scope of
resources available.

The PNGPSP incorporates appendices
that apply to:

e Pre-operative patient checklist

e Surgical hand scrubbing
procedures (three- and five-
minute)

e Surgical hand rubbing procedure

e Accountable items count sheet

e Papua New Guinea Surgical Safety
Checklist

e ORS and CSU environmental
cleaning audit

e Perioperative patient journey
audit forms (measured against the
standards)

e Perioperative safety guidelines
(relating to positioning the patient,
diathermy safety, pneumatic
tourniquet safety, sharps handling
and disposal, and specimen
collection)

e WHO recommendations for staffing
Csu

The count sheet and surgical safety
checklist can be utilised across

all perioperative environments in
PNG, therefore, enabling a safe,
consistent approach to perioperative
documentation.

The PNGPSP was endorsed by the
AMH Board of Management Safety
and Quality Committee and the
PNGPNS. Endorsement is now being
sought from the PNG National
Department of Health.

Education and training
program

The education and training program
comprised three components:

1. an online learning program

interactive workshops delivered
virtually or face to face

3. mentoring and support for staff
during an in-country visit.

The online learning program is
complete. It was developed in
collaboration with Catlapa, an
international design and technology
organisation that uses technology
to make information accessible in
low-resource countries. In PNG they
have implemented micro learning
via a mobile phone app at two
major hospitals including AMH.

e-18
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Kumul Helt Skul (PNG Health School)
7Kumg[ is the app that provides professional
Y development training for hospital
staff to improve quality of care. The
”(' ’ app's visual language was designed
Fy ) & to represent PNG heritage and
culture.

Nine courses were developed for
Kumul Helt Skul for ORS and CSU
staff. Two introductory courses, one
for ORS and one for and CSU, and
seven courses relating to the seven
standards in the PNGPSP. Courses
Operating Theatres contain a series of lessons with an
ungraded multi-choice question at
Explore courses of the Operating Theatres (OT) training R the end of each lesson. The courses
program to suit your needs and expertise | relating to the standards also
have a graded exam at the end of
the course. The courses contain a
discussion forum called ‘talk to the
team’ where questions are posed
and learners can discuss the topic
with other learners.

Enrolments to the app and the use
Introduction to the Introduction to the Perioperative Attire of the technology were logistically
Operating Theatres Central Sterilising... problematic for staff with low
technology literacy skills. The aim
was for all staff to complete the
Naf
would be further expanded upon.
The workshops have commenced
OTCourse 4 - OTCourse 5 - OT Course 6 - Skin and are being delivered virtually. The

online learning program before
Aseptic Technique Scrubbing, Gowning Preparation & Workshops encourage discussion

commencing the interactive

workshops where the standards
and Gloving Draping ] )

of practices and problem solving of

issues relating to practice.

Central Sterilising Unit
Standard Operating
Procedures (CSUSOP)

The staff survey revealed that

OT Course 7 - OT Course 8 - Safe OTCourse 9 -
Accountable items Perioperative Reprocessing the current CSU accepted
Environment reusable medical... instrumentation already cleaned

and wrapped from other areas of the
hospital for sterilising. Therefore,
CSU staff were not completing the
entire process for reprocessing
RMDs, which is best practice, and
thus not meeting infection control

Kumul Helt Skul introductory screen
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>

AMH staff undertaking Kumul Helt Skul courses. From left: Sr Julienne
Pauliet, Community Health Worker David Waesa, Sr Elaine Kuresu

best practices. ORS staff were
cleaning instrumentation in a
corridor before taking it to CSU for
processing. CSU staff also identified
a lack of education and training in
reprocessing RMDs as a significant
gap for their practice. The AMH CSU
nursing workforce data indicated

a total of six staff for the CSU,
including a nurse manager. The
move to a larger, newly equipped
CSU will mean an increase in
staffing to undertake the multistep
process that includes process
control and monitoring to ensure
the devices are safe for re-use. A
recommendation has been made to
implement significant training and
support during commissioning of
the new CSU and to explore ongoing
access to education in sterilisation
practices.

Standard 7: Re-usable medical
devices is based on best practice
according to the Standards Australia
and Standards New Zealand AS/
NZS 4187:2014 Reprocessing of re-
usable medical devices in health
service organisations. Information
was also included from the WHO's

Decontamination and reprocessing
of medical devices for health care
facilities, and the PNG National
Infection Prevention and Control
Guidelines for Health Services.

The standard for RMDs required a
companion operating procedure
document with step-by-step

details of the work-related tasks.
This document will assist staff to
understand what tasks need to be
done, how to do the tasks and which
tools and equipment are needed

for doing the tasks. The operating
procedures in the CSUSOP are
designed to enhance performance,
improve efficiency and ensure quality
by enabling consistent practice. The
CSUSOP includes detailed operating
procedures for:

1. cleaning
packaging
sterilising

sterile storage

o s W

process control and monitoring,
including validation.

These operating procedures are
designed to be applied in CSUs
across PNG.

The operating procedures were
developed and based on Queensland
Health, Oral Health Sterilising
Practices that were referenced to
AS/NZS £4187:2014 Reprocessing

of re-usable medical devices in
health service organisations and

the National Health and Medical
Research Council (NHMRC) Australian
Guidelines for the Prevention and
Control of Infection in Healthcare.

Continutation of the
project

The next phase of the project

is to oversee the completion of
the Kumul Helt Skul courses and
conclude the series of interactive
online workshops that are already
underway. There are two sets of
workshops:

1. to further clarify the
perioperative standards for
practice and CSU operating
procedures

2. to conduct question-and-
answer sessions about the new
equipment for the new ORS.

The final phase of the project is

to conduct in-country visits to
mentor and advise staff about the
relocation to the new ORS and CSU.
This will include supporting nursing
management and leadership with
workflows, emergency responses,
staffing, data management and ORS
activity indicators.

This article has described ACORN'’s
role in the project’s scoping

design, the development of a set of
standards and operating procedures
and the development and
implementation of education and
training. A second article will report
on the completion of the project and
the evaluation data.
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PhD RN ; Background: Post-operative nausea and vomiting (PONV) is the second-
University of Newcastle most common post-operative complication. Prolonged pre-operative fasting
oya.gumuskaya@newcastle.edu.au . . . . S . .
is common in Australia despite guidelines recommending reduced fasting
to improve patient outcomes, such as PONV. Commercially prepared pre-
operative oral carbohydrate (OC) drinks may be used to reduce fasting time.
In this study commercial products were replaced with honey, an inexpensive
and common food item.

Design: Partially blinded, four parallel arms randomised controlled non-
inferiority trial compared pre-operative OC loading with overnight fasting.

Methods: Adult elective laparoscopic cholecystectomy and thyroidectomy
patients having two or more risk factors for PONV were allocated into
intervention and control groups by simple randomisation. The intervention
group ingested 60g of honey in 100 ml of water at least two hours before
surgery as pre-operative OC loading to reduce PONV. Participants and
assessors to the group assignment were blinded to the study outcomes. Early
PONV (0-6 hours) was measured with Rhodes index of nausea, vomiting and
retching (R-INVR) and a numeric rating scale (NRS).

Results: The four groups (N = 142) were control and intervention groups of
thyroidectomy patients (n = 72: C =37, | = 35), and control and intervention
groups of laparoscopic cholecystectomy patients (n =70: C =37, 1 = 33) and
had similar distributions of variables. The estimated effect size was 140 with
a 95 percent confidence interval. The PONV incidence (Pearson 2 = 4.54;
df =1; p = 0.03) and severity were significantly lower in the laparoscopic
cholecystectomy intervention group (R-INVR: Mann-Whitney U = 446.5; p =
0.01; NRS: Mann-Whitney U = 444.5; p = 0.01) and results were not conclusive
in the thyroidectomy group (NRS: Mann-Whitney U = 629.5; p = 0.95; R-INVR:
Mann-Whitney U = 629.5; p = 0.76).

Conclusion: Honey could be recommended as an inexpensive pre-operative
OC to reduce PONV in adult patients receiving general anaesthesia.

Keywords: pre-operative, carbohydrate loading, honey, post-operative nausea
and vomiting, prevention, randomised controlled trial
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Introduction

Overnight fasting of patients before
surgery (no oral intake from midnight
until surgery) is an outdated and
harmful practice; however, it remains
common in Australia. The fasting
period is frequently prolonged -
greater than 12 hours and up to

24 hours. Guidelines recommend
reduced fasting and early post-
operative oral intake to improve
patient outcomes such as post-
operative nausea and vomiting
(PONV) and glycaemic balance.

One strategy to reduce the fasting
period is providing patients with

oral carbohydrate (OC) drinks up to
two hours before surgery. However,
evidence-based guidelines on
pre-operative fasting are poorly
implemented and research is not
being translated into reduced fasting
times.'?

Despite the improvement in
anaesthesiology and surgical
methods, PONV is the second-
most common post-operative
complication, experienced by
approximately one third of all
perioperative patients.”” The
aetiology and pathophysiology
of PONV is multidimensional and
not fully understood. The nausea
and vomiting centre, located in
the medulla oblongata of the
brain, is thought to respond

to chemoreceptor inputs from
blood circulation, toxins or

other stimulants received from
the gastrointestinal tract, and
other inputs from the cerebral
cortex, thalamus and vestibular
region.” PONV is considered to be
a consequence of physiological
stress, prolonged fasting time
and anaesthetic agents.®’
Increased length of hospital stay
and subsequent increased cost,
discomfort, anxiety, incisional
tension and pain can occur due to
PONV.ET

Recommendations for the prevention
of PONV include reduced pre-
operative fasting, early post-
operative oral intake, determination
of the risk groups and prophylactic
interventions for those at high risk
of developing PONV."” However, the
best way to manage PONV has not
yet been determined, although 5-HT3
receptor antagonists, glucocorticoids
or a combination of these are used
with limited efficacy."”? Many
studies have investigated the best
practice for pharmacological PONV
management; however, many had
suboptimal methodology resulting in
a weak to moderate level of evidence
for prevention.” ™ The recommended
approach for managing PONV is

to determine patients at higher

risk of developing PONV and

focus on prevention for this
population rather than the current
practice of polypharmacological

interventions for all surgery patients.

Polypharmacological intervention for
PONV poses a risk of adverse effects,
such as drowsiness and hypotension,
and increases the cost of care.
Non-pharmacological interventions
for PONV include reducing the
fasting time and pre-operative OC
loading.”™>1°

Current recommendations regarding
non-pharmacological interventions
for managing PONV include oral
pre-operative carbohydrate.®”'® The
evidence remains moderate as PONV
is a multifaceted issue and previous
studies lack inclusion of all relevant
variables. For instance, some reports
did not present an anaesthesia
protocol, some were unclear
regarding the medical management
of PONV and very few included data
regarding PONV risk factors; thus,
making comparisons to results in
future studies is difficult.*"*** We
have not found any studies that
used honey as an oral pre-operative
carbohydrate for PONV or any other
type of nausea prevention.

The evidence for the effectiveness of
pre-operative OC loading in reducing
PONV has not been conclusive;
however, it was recommended as

a simple and safe intervention to
reduce fasting time (gastric emptying
time for clear fluids was determined
between 60 to 90 min).? % OC loading
is described as ingestion of 400-800
ml of OC the night before surgery
and 200-400 ml up to two hours
before elective surgery.'®

Studies indicate that reducing
pre-operative fasting time
improves patients’ comfort, insulin
resistance and stress responses

in the post-operative period.?"*
Moreover, the pre-operative OC
loading improved post-operative
insulin resistance and return of
bowel function,®” and did not
increase the risk of aspiration.?”?>%°
The recommendations from
anaesthesiology professionals
resulted in commercial pre-operative
drinks emerging in the market and
being promoted to health care
institutions with an additional cost.
The content of these commercial
pre-operative drinks varies but is
usually a hypo-osmolar solution
including around 50 grams of
complex glucose, sometimes with
vitamins and minerals.”>?"? The
economic and environmental
impact of manufacturing, packaging,
storing and distributing is assumed
to be a significant consideration
when developing a commercial OC
preparation, whereas using honey,
a common pantry item that can be
ingested by patients as preferred,
avoids these impacts. Honey has
been used for gastric mucosal
protection and healing, and its
consumption has been shown to
be just as effective as sucralfate or
allopurinol”*~"in reducing glycated
hemoglobin, LDL cholesterol, and
fasting triglycerides.”
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Previous studies measured PONV as
a gastric complication, as described
in the design section. Therefore, the
current study was planned as a pilot
superiority randomised controlled
trial to support or refute our
hypothesis that a natural nutrient
source, honey, would be beneficial to
prevent or reduce PONV.

Pre-operative OC has been beneficial
for reducing PONV in a number of
studies®**** and was recommended
in the Enhanced Recovery After
Surgery (ERAS) guidelines.® As a
natural carbohydrate source, honey
has an antioxidant effect with
tocopherol, ascorbic acid, flavonoids
and other phenolic-enzyme
compounds in its structure.”>* To
date, there are no published studies
investigating the effect of honey
consumption on PONV or any other
type of nausea, to our knowledge.

Perioperative nurses are patient
advocates for improving surgical
outcomes and reducing the cost
of health care. This study presents
evidence and recommendations
for reducing the pre-operative
fasting period by replacing
commercial carbohydrate products
with a common food item,
informing practice regarding non-
pharmacological interventions
and introducing a new method for
managing PONV.

Aim

The aim of this randomised control
trial (RCT) was to evaluate whether
pre-operative oral honey and water
intake is associated with a lower
incidence and severity of PONV in

adult participants, compared to
overnight fasting.

Hypotheses

Hypothesis 1: Pre-operative oral
intake of 60 g of honey in 100 ml

of water is associated with a lower
incidence and severity of early PONV
for laparoscopic cholecystectomy
patients, compared with standard
pre-operative overnight fasting.

Hypothesis 2: Pre-operative oral
intake of 60 g of honey in 100 ml
of water is associated with a lower
incidence and severity of early
PONYV for thyroidectomy patients,
compared with standard pre-
operative overnight fasting.

Methods
Study design

The study was designed as a single-
centred, open-label randomised
control non-inferiority trial with a
1:1 allocation ratio. The impact on
PONV incidence and severity of oral
administration of honey in water as
oral carbohydrate loading to reduce
fasting time was compared with
overnight fasting.

PONV risk factors and the
participants selection

The factors that affect incidence of
PONV are: female gender, history
of PONV or motion sickness, not
smoking, younger age, general
anaesthesia, use of volatile
anaesthetics and nitrous oxide,
use of post-operative opioids,
longer duration of anaesthesia and
type of surgery (cholecystectomy,
laparoscopic, gynaecological).”®

We considered Koivuranta’s five
risk factors (female, age <50, non-
smoking, duration of anaesthesia
>60 min, history of PONV or motion
sickness®®) as they were indicated to
be superior to Apfel’s risk factors*
(female, non-smoking, history of
PONV or motion sickness, use of
post-operative opioids®). To obtain

more robust results in smaller
samples, we aimed to include
patients with two or more of
Koivuranta’'s risk factors.

Elective laparoscopic
cholecystectomy and thyroidectomy
surgeries were targeted, to obtain
consistent results with previous
studies” and to reach a robust
sample size for comparison, as these
surgeries were frequent in the study
setting.

Patients aged 18 to 79, having two

or more Koivuranta risk factors for
PONV*® were approached between
May 2017 and January 2018. Patients
with diabetes, oral restrictions other
than fasting, or pollen allergy were
excluded (Figure 1).

Intervention (description
of study procedures and
methods)

The intervention in this study was
the oral intake of a honey and
water mixture as a pre-operative
carbohydrate source. We compared
the impact on PONV incidence

and severity of oral honey intake
with overnight fasting. Previous
studies used 50 g (200 kilocalories)
of carbohydrate in 400 ml of water
two hours pre-operatively. The
anaesthesiology department where
the study was conducted limited the
oral fluid to 100 ml. Therefore, our
intervention was 60 grams of honey
(200 kilocalories approx.) in 100 ml

of spring water at room temperature.

The mixture was ingested by
participants up to two hours pre-
operatively.

The honey used in the study was
purchased from a single producer,
collected in the same season and in
the same region for consistency of
chemical and glycaemic properties.
The honey samples were tested for
quality and confirmed to meet the
quality standards of international
consumable honey.*
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Institutional permission was obtained.

N

Ethical committee and institutional approvals were obtained.

The randomised numbers were obtained from the program.

A\’4

All elective laparoscopic cholecystectomy and thyroidectomy patients who were at the institution for the
anaesthesia examination in between 16:00 and 18:00 each day were approached and invited to participate
in the study

Each eligible participant signed the informed consent form. A consecutive registry number was given which
determined the allocation to the control or intervention groups by the match of the randomised numbers
list. Initial pre-operative data were collected.

) )

Laparoscopic cholecystectomy Thyroidectomy
Control Control

Intervention

L

Subjects in the intervention
groups ingested the honey and
water mix two hours prior to their
anaesthesia induction.*

(standard overnight fasting) (standard overnight fasting)

N N/

All subjects were observed by nurses in the Post Anaesthesia Care Unit (PACU) and the wards for the first
six post-operative hours as part of routine vital observations protocol.

N

The participants were informed regarding the outcomes of the study.

Figure 1: Research process diagram

*Subjects whose surgery was planned as second, third and fourth cases of the day were given the honey and water mixture an
estimated two hours before surgery.
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The primary investigator prepared
a food-grade jar with 60 g of honey,
marked each jar to the top-up point
of 100 ml for water to be added

and mixed before consuming.

The hospital where the study was
conducted admits perioperative
patients at 7.00 am, and the first
case of each operating room
commences at 8.00 am. Therefore,
the first patients of each operating
room list were instructed to
consume the mixture at 6.00 am
before coming to the hospital and
two hours before the anaesthesia
induction. The primary investigator
phoned the participants a day
before the operation and repeated
the instructions. Confirmation of
drinking the mixture was sought on
hospital admission by the primary
investigator. The same investigator
observed the participants’ intake at
the hospital for the remainder of the
cases on each operating room list
of the day from 8.00 am onwards.
Patients who did not follow these
instructions were excluded from the
study.

All participants received the same
protocol (as follows) for a general
inhalation (inh.) and intravenous
(IV) anaesthesia: propofol 1-1.5
mg/kg (IV), midazolam 0.03-0.05
mg/kg (IV), fentanyl 0.5-1 mg/

kg (IV), rocuronium bromide 0.3-
0.6 mg/kg (inh.), sevoflurane %2-
3/L (inh.), prophylactic antibiotic 1
g (IV), paracetamol 1 g (IV), atropine
sulphate 1 mg (1V), neostigmine
methyl sulphate 2 mg (IV), famotidine
20 mg (IV).

Outcomes

There were two primary outcomes
for this study:

1. theincidence of PONV per group
over the early post-operative
period (0-6 hours)

2. the severity of PONV per group
over the early post-operative
period (0-6 hours).

Data collection

The data collection form consisted of
three sections:

1. participant characteristics -
age, gender, education, height,
weight, BMI, general health
condition and planned type of
surgery

2. PONV risk factors — gender, age,
smoking status, anaesthesia
medications, duration of
anaesthesia and history of PONV
or motion sickness®*®

3. post-operative complications -
pain, bleeding, antiemetic use,
PONV incidence and severity
(measured by the Rhodes index
of nausea, vomiting and retching
(R-INVR) and the numeric rating
scale (NRS) at each routine post-
operative assessment for the
first six hours post-operatively.

The first part of the data collection
form was completed by the primary
investigator during the pre-operative
anaesthesia examination of patients.
Data for the second section was
pulled from the institutional patient
data, and data for the third section
was collected by nurses who were
trained by the primary investigator
prior to data collection. The nurses
in the Post Anaesthesia Care

Unit (PACU) and general surgery
departments collected the post-
operative data by observation

and patient reporting in the first
post-operative hour, and by patient
reporting in the next five post-
operative hours.

The R-INVR and NRS were used for
PONV measurement along with
routine post-operative observations
which were conducted, according to
hospital protocol, every 15 minutes
in the first hour, every 30 minutes

in the second hour and hourly
thereafter. PONV incidence and
severity were measured by R-INVR

scores (eight items, 0-4 points;

total of 0-32 points) and NRS (0 to

10 patient expression) in the early
post-operative period, zero to six
hours after surgery. The highest
recorded scores of PONV within the
observation period were used for the
analysis; the intervention group was
compared to the control group for
each type of surgery.

Description of instruments,
including measurement
reliability and validity
evidence

The R-INR and NRS are validated
scales and have been used in
previous studies of PONV. The
R-INVR was developed by Rhodes
and McDaniel in 1999, validated for
PONV in adult patients by Kim et al.
in 2007 and Genc and Tan proved
language validity of the scale in 2010.
It is widely used in the literature for
PONV.>*#"%4 Responses are recorded
using a scale ranging from ‘0’ for

no discomfort to 4 for the highest
discomfort, with a total of 32 points
for eight scale items. The internal
consistency coefficient of the scale
was 0.91; sub-dimensions alpha
internal consistency coefficients
were 0.81 and 0.89 for ‘symptom
development’ and ‘symptom
discomfort’ respectively in this study.

The NRS is a widely used tool

and has been used in several
studies to measure PONV in similar
populations, including adult
laparoscopic cholecystectomy
patients. Patients were asked by
nurses to rate their discomfort,
nausea, vomiting/retching and

pain on an NRS ranging from ‘0’

for no complaints to 10 for worst
imaginable complaint, during the
routine post-operative care intervals.
The highest score of the repeated
assessments was recorded.

Both scales were approved by a
panel of experts.
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Sample size

The literature indicated the average
incidence for PONV is around

30 per cent of patients. We aimed

to reduce this by 50 per cent. For
the power analysis, alpha was set

at 0.05 and estimated power at

0.8. Estimated effect size of two
independent groups was calculated
at an average of 0.5 (d=0.50).” In
consideration of any data loss and
non-parametric analysis, the power
analysis determined the sample size
at a minimum of 140 participants -
70 laparoscopic cholecystectomy
participants (35 in each of the
intervention and control groups) and
70 thyroidectomy participants (35 in
each of the intervention and control
groups).

Simple stratified
randomisation

The patients were assigned to

the four groups - laparoscopic
cholecystectomy control and
intervention and thyroidectomy
control and intervention - by simple
randomisation using an online
number randomisation service.”
The primary investigator gave
consecutive registration numbers
to volunteering participants;

these registration numbers were
randomised and used to assign
participants to a group (intervention
or control). Allocation was marked
only on the data collection forms,
the patient records did not include
any allocation information.

Partial blinding

This study was an open-label RCT.
The outcome measures of the
intervention were not disclosed to
participants — information provided
to participants included the general
statement ‘gastrointestinal system
and other post-operative outcomes
will be observed after surgery’. The
nurses who collected the post-

operative data were blinded to the
group allocation of participants. The
external expert who supervised the
statistical analysis was not blinded
to the group allocations.

Statistical analysis

Statistical analyses were performed
with SPSS 21.0 (IBM Corp. released
2012, Armonk, NY, USA) package
program. Descriptive statistics were
mean, standard deviation, median,
minimum-maximum, frequency,
percentile and regression analysis.

We used Pearson’s chi-squared
test and Fisher’s exact test in the
comparison of discrete variables
regarding the incidence of PONV.
We performed Mann Whitney U test
for comparisons between groups of
continuous variables related to the
severity of PONV with mean scores
of the R-INVR and the NRS. P <0.05
value was accepted for statistical
significance with a 95 per cent
confidence interval.

Ethical considerations

Following the institutional permits
and ethical approval from Istanbul
University, Cerrahpasa Medical
Faculty Ethical Board (03/05/2017-
166977), health professionals in the

relevant departments were informed.

The primary investigator approached
the patients at their pre-operative
anaesthesia examination a few days
before their surgery, provided verbal
and written information about the
study, and obtained written consent
from voluntary participants.

We censored the patient
identification information in the data
set prior to the analyses, archived

all patient data collection forms
safely, and stored and protected the
electronic data in an offline device.

Results

The study was conducted with a
total of 142 participants in four
groups; 72 of the participants
underwent thyroidectomy - 37 were
randomly assigned to the control
group (T-control) and 35 to the
intervention group (T-intervention);
70 patients underwent laparoscopic
cholecystectomy — 37 were randomly
assigned to the control group (LC-
control) and 33 to the intervention
group (LC-intervention). Table 1
shows the distribution of variables of
the four groups.

The intervention and control groups
were comparable in terms of type
of surgery, age, gender, smoking
status, PONV or motion sickness
history and obesity. On the other
hand, more participants in the
intervention group had a history
of gastric morbidity (presence

of ulcer, gastritis, reflux, hiatus
hernia, pain or gastric cancer), In
addition, more patients received
tramadol hydrochloride in the
intervention groups of both types
of surgery, and more patients in
the thyroidectomy control group
received dexamethasone compared
to the intervention group.

Four of Koivuranta's five PONV risk
factors® — being female, being
younger than 50, being a non-smoker
(tobacco) and having a history of
PONV and/or motion sickness were
included in the data collection to
facilitate comparisons to results

in future studies. Other PONV risk
factors indicated in the literature,
including opioid, antiemetic,

or tramadol hydrochloride
administration (opioid analgesic),
and body mass index’ (recorded as
obesity) were included for the same
reasons.
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Assessment (n=220)

Enrolment

Excluded (n=72)

¢ not meeting the inclusion
criteria (n=33)

(n=2)
e postponed operation

(n=2) Allocation

Did not receive intervention Randomisation (n=148)

> ¢ declined to participate
(n=18)

* postponed operation
(n=21)

Received intervention (n=72)
e thyroidectomy participants (n=37)

e laparoscopic cholecystectomy

Received standard care (n=74)
e thyroidectomy participants (n=37)

e laparoscopic cholecystectomy
participants (n=37)

participants (n=35)

Thyroidectomy participants lost to
follow-up (n=2)

* missing data (n=2)

Laparoscopic cholecystectomy
participants lost to follow-up (n=2)

* missing data (n=1)

e left the study (n=1)

Follow-up (n=142)

Followed up (n=68)
Thyroidectomy participants (n=35)

Laparoscopic cholecystectomy participants
(n=33)

Followed up (n=74)
Thyroidectomy participants (n=37)

Laparoscopic cholecystectomy participants
(n=37)

Analysed (n=68)
 Thyroidectomy participants (n=35)

e Laparoscopic cholecystectomy
participants (n=33)

Analysed (n=74)
 Thyroidectomy participants (n=37)

e Laparoscopic cholecystectomy
participants (n=37)

Figure 2: Modified Consolidated Standards of Reporting Trials (CONSORT) flow diagram for individual randomised

controlled trials of nonpharmacologic treatments
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Table 1: Distribution of variables between groups (N=142)

Thyroidectomy

Control
(n=74)

37 (50.0%)

Intervention

(n=68)
35 (51.5%)

cholecystectomy

Operation Laparoscopic

cholecystectomy 37 (50.0%) 33 (48.5%)

Female 63 (85.1%) 52 (76.5%)
Gender*

Male 11 (14.9%) 16 (23.5%)

Mean + standard deviation 471414 4 45.7+12.3
Age~

Median (min-max) 50.5 (19-79) 45 (22-79)

. Smoking 16 (21.6%) 9 (27.9%)

Smoking status* -

Non-smoking 58 (78.4%) 49 (72.1%)
History of PONV | No 60 (81.1%) 53 (77.9%)
and motion
sickness=* Yes 4 (18.9%) 5 (221%)

. No 47 (63.5%) | 52 (76.5%)

Obesity

Yes 27 (36.5%) 16 (23.5%)
Gastric No 47 (63.5%) 2 (471%)
morbidity Yes 27 (36.5%) | 36 (52.9%)
Use of tramadol | NO 67 (90.5%) | 48(70.6%)
hydrochloride Yes 7(9.5%) | 20 (29.4%)

Thyroidectomy 6 (43.2%) 6 (17.1%)
Use of -
dexamethasone | Laparoscopic 1(2.7%) 3(91%)

PONV = Post-operative nausea and vomiting; oc = Koivuranta risk factor; Gastric
morbidity = presence of ulcer, gastritis, reflux, hiatus hernia, pain or gastric cancer

* All participants who had a history of PONV also had a history of motion sickness.

Table 2: Incidence of PONV by R-INVR (N=142)

The time between the intervention
(ingestion of honey and water
mixture) and anaesthesia induction
varied from two to five hours, as the
daily operation lists were frequently
updated; however, the difference
inincidence of PONV was not
significant (Spearmen’s correlation
-0.085, P=0.49).

Table 2 shows the incidence of
PONV in the four groups. There
was no significant difference in
incidence of PONV in the R-INVR
mean score comparison between
the thyroidectomy groups (Pearson
X2 =0.038; p=0.84; df=1). However,

a statistically significant lower
severity of PONV was determined in
the laparoscopic cholecystectomy
intervention group than in the
control group (Pearson 2 =4.54;
p=0.03; df=1).

Table 3 shows the mean R-INVR

and NRS scores for each group.

The R-INVR and NRS scores were
statistically lower in the laparoscopic
cholecystectomy intervention

group than in the control group;

no statistical significance was
calculated between thyroidectomy
intervention and control groups
(Table 3).

Discussion

The intervention and control groups
in the present study had a similar
distribution of characteristics,
including the PONV risk factors
(gender, age, smoking status and

30 (81.1%) 29 (82.9%)
Thyroidectomy 0.038 /1 0.84
>0 7 (18.9%) 6 (17.1%)
Laparoscopic 0 23 (622%) 26 (84.8%) 4.54 [ 1 0.03
cholecystectomy >0 14 (37.8%) 5 (15.2%) ' '

R-INVR = Rhodes index of nausea, vomiting and retching (8 items of 0-4 points, total of 0-32 points); df = degrees of freedom
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Table 3: Mean R-INVR and NRS scores (N=142)

Median Mann-
Score Operation Group MeanzSD (min-max) | Whitney U

Control 1.8+4.3 0 (0-17)
Thyroidectomy : 629.5 0.76
Intervention 35 1.6+5.4 0 (0-30)
R-INVR
Laparoscopic Control 37 3.0+5.1 0(0-23) e oo
cholecystectomy | |ntervention 33 0.5+1.4 0 (0-6) - .
_ Control 37 11£2.5 0 (0-8)
Thyroidectomy - 629.5 0.95
Intervention 35 11424 0 (0-10)
NRS
Laparoscopic Control 37 2.0£27 0(0-7) pass oo
cholecystectomy | |ntervention 33 0.4+14 0 (0-5) ' '

R-INVR = Rhodes index of nausea, vomiting and retching (8 items of 0-4 points, total of 0-32 points);

NRS = numeric rating scale (0-10)

history of PONV or motion sickness).
The time between the intervention
(ingestion of honey and water
mixture) and anaesthesia induction
varied from two to five hours, as the
daily operation lists were frequently
updated; however, the difference
between PONV incidence and mean
R_INVR was not significant. The
incidence of PONV was significantly
lower in the laparoscopic
cholecystectomy intervention group;
there was no significant difference
between the thyroidectomy groups.

In line with the literature, >*%“% we
believe the balanced distribution

of factors affecting PONV among

the groups strengthens the results
of our study. Gastric morbidity can
make a patient more prone to PONV“®
and history of gastric morbidity was
more frequent in the intervention
groups for both surgeries. Therefore,
we considered the lower incidence of
PONV to be another strength for the
validity of the results.

Oral pre-operative carbohydrate
solutions have been shown to be
effective in reducing PONV in some
studies. Yilmaz et al.** and Ayoglu et
al.” showed in their research that
200 kilocalories of carbohydrate

and 400 ml of fluid administered

to participants two hours before
laparoscopic cholecystectomy
surgery reduced early PONV, Weledji
et al.” showed positive effects of
pre-operative oral carbohydrate
intake on metabolic and endocrine
surgical stress response and an RCT
by Hausel et al.”' showed that pre-
operative carbohydrate solutions
could reduce PONV."® In contrast,
Poyraz*’ examined the effects of
pre-operative oral carbohydrate
solutions on surgical stress response
and did not find any significant
difference. A number of systematic
reviews and guidelines stated the
need for more robust RCTs that
include an anaesthesia protocol,
antiemetic treatment and rescue
treatment.?°0%

We observed a significantly
lower occurrence of PONV in the
intervention group compared to
the control group of laparoscopic
cholecystectomy participants.
In thyroidectomy participants,
significantly more patients
received dexamethasone in

the control group to prevent
vocal cord oedema. The lack of
significant differences between

the thyroidectomy groups may be
associated with the antiemetic effect
of dexamethasone.””** Lauwick et
al.”* also reported no difference

in PONV with oral carbohydrate
administration with thyroidectomy
participants. They indicated that
factors such as pharynx and vagal
nerve stimulation may have affected
their results and that a more
detailed examination was necessary
to draw conclusions.*

Post-operative nausea and vomiting
is one of the most common
perioperative complications, and
pre-operative oral carbohydrate
administration is recommended

for its prevention. Honey is a
natural and available source of
carbohydrate. Pre-operative oral
honey and water administration can
reduce the incidence and severity of
PONV.

In-service or postgraduate education
programs for perioperative health
professionals could include up-to-
date recommendations for improved
patient care, such as ERAS protocols
which involve reducing pre-operative
fasting time and providing pre-
operative oral carbohydrates.
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Anaesthetists, surgeons and
perioperative nurses should be
informed of the consequences of
prolonged fasting practices and
recent evidence regarding the safety
of pre-operative oral intake. Studies
have shown no changes in gastric
emptying time between individuals
(including patients with obesity or
diabetes, unless gastric reflux was
present) or any risk of aspiration for
fluids ingested up until two hours
prior to surgery. These findings
from oral carbohydrate loading
were equal to overnight fasting."*
The recommendations for all solid
and liquid dietary intake have

been present for quite some years;
however, today’s routine surgical
practices still do not reflect those
recommendations.

Despite the fact that general
anaesthesia practices have been
trending towards the reduction

of volatile anaesthetics to reduce
PONV, the issue seems to remain
pertinent. Therefore, further
studies to modify risk factors and
reduce the incidence of PONV are
recommended. Considering that
the results for thyroidectomy
participants in our study were not
significant, covariate-adaptive
randomisation is recommended in
future studies to obtain definitive
evidence for this type of surgery
and the relation between the use of
dexamethasone and PONV.

Strengths and limitations

The R-INVR and NRS scales used

in this study to measure outcomes
and to define risk for PONV were
previously validated, and the
sample size was sufficient. Data

was presented regarding the type
and total dose of medications that
impact emesis, such as anaesthetics,
antiemetics, tramadol-HCl and
dexamethasone. This will assist
with replication of the study and
applicability of the results. However,

PONV incidence in total intravenous
anaesthesia should be further
investigated as our study included
combined inhalation and intravenous
anaesthesia protocols.

Identified limitations are that the
study was conducted in a single
centre, and the primary investigator
registered the participants and
conducted randomised allocation.
A potential bias could exist during
the study’s introduction; however,
we prevented this by providing the
same information to all participants
and blinding the nurses collecting
the data to the group allocation.
The interrater reliability for the
nurses’ collection of the data was
not analysed and this could present
another limitation.

The use of dexamethasone and
antiemetic treatment, tramadol
hydrochloride, could not be
standardised across groups. The
total doses of each medication
administered were analysed,

and no influence on the primary
outcomes was determined. The time
between intervention (participants
ingesting the honey and water mix)
and anaesthesia induction also
varied between participants, as
the operation list of the day was
frequently updated. The amount
of time from the intervention to
anaesthesia induction varied from
two hours to five hours, and this was
analysed against PONV outcomes
using regression analysis; however,
the difference appeared not to be
statistically significant.

Conclusion

In this RCT, it was discovered that
honey could be recommended

as a simple and inexpensive pre-
operative oral carbohydrate to
prevent or reduce PONV in adult
participants receiving general
anaesthesia (combined inhalation
and intravenous administration)

undergoing laparoscopic
cholecystectomy. Honey, which

isa common and economical
nutrient, is available as an effective
intervention for PONV prevention
and is an alternative to commercially
prepared, processed carbohydrate
which is less economical.

Knowledge translation

e PONV is presently one of the
most common perioperative
complications. Pre-operative
oral carbohydrate administration
is recommended for PONV
prevention.

e Honey is a natural, economical
and readily available source of
carbohydrate. Pre-operative oral
honey and water administration
can reduce the incidence and the
severity of PONV in laparoscopic
cholecystectomy.
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Abstract

Studies have shown that approximately one third of operating room
communications fail. This has a negative impact on patient safety, with half
of all adverse events being attributed to communication failures. However,
human factors have the capacity to protect patients. Aviation’s human factors
strategies provide guidance for staff and are beneficial in the operating
room. Currently, no intervention is universally applied to improve operating
room communication and team performance. Closed loop communication,
though poorly utilised, has been demonstrated to counteract communication
errors, therefore protecting patient safety. In 2018, calls were made to take
advantage of theatre caps to display staff member’s name and/or aid staff
identification and communication. Further research into this initiative with
larger participant numbers in a variety of specialities, especially emergency
situations, and with greater scrutiny of infection prevention and control

guidelines should be considered.

Keywords: communication, patient safety, human factors, staff identification,

mental recall

Introduction

In 1995, a retrospective study of
Australian hospital admissions

(n =14 000) by Wilson et al.’
revealed that adverse events were
associated with 16.6 per cent of
hospital admissions, and half (51%)
were considered preventable.
Communication was identified as
one area requiring improvement to
prevent these events reoccurring
(11.1%, preventability 81%).' Today,
preventable adverse events
continue to occur globally, with
communication still negatively
impacting patient safety.” *

Gillespie and Davies® "

defined human factors ‘as the
interrelationships between people
and their environment and each
other’ and communication failure
has been identified as the most
significant human factor influencing
adverse events.“® Within Australia,
this continues despite the National

Safety and Quality Health Service
standard ‘Communication for
safety’’ The operating room (OR) is
a complex and dynamic environment
providing many barriers to effective
communication; however, high
performing perioperative teams
communicate effectively and have
better patient outcomes.®®

In 2004, Lingard et al.” concluded
that approximately a third (30.6%)
of OR procedural communication
failed, with similar results (32.7%)
noted by Garosi et al.’ in 2020,
indicating that communication is
still ineffective, despite calls for
improvement. Several interventions
have been suggested to improve
OR communication and staff
identification including, among
others, eliminating non-procedural
conversations, simulation, colour-
coded stickers or theatre caps,
writing names on a whiteboard and,
recently, displaying name and/or role
on the theatre cap.>*"
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In 2018, English midwifery student,
Alison Brindle, devised the
#TheatreCapChallenge which Rob
Hackett, an Australian anaesthetist,
then championed.” They both
labelled their disposable theatre
cap by writing their name and role
on it to aid communication and
prevent misidentification.” This
discussion paper will examine the
elements required for effective
communication, and the role labelled
theatre caps may play in staff
identification and communication
within the perioperative
environment. Thematic analysis of
reviewed literature will be presented
under the following three themes:
‘effective communication’, ‘staff and
role identification’ and ‘labelled
theatre caps'.

Discussion

Health care's adverse event
numbers have remained relatively
unchanged while aviation’s error
rate has significantly reduced.”
Aviation’s human factors training,
or crew resource management, was
developed to combat complications
arising from human factors, such
as communication between team
members.®" Aviation recognised
that human factors rather than
equipment or technical skills

were responsible for accidents.”
Similarly, OR adverse events have
predominately been attributed

to human factors or nontechnical
skills — particularly communication
but also teamwork, situational
awareness and leadership.’®"”
Communication failure impedes
teamwork and approximately

half of all adverse events are
attributed to it.*° Studies indicate
that communication failure occurs
in almost all operations, with
ineffective communication noted
in every observed procedure and
occurring every seven to eight
minutes.”® Interprofessional

communication is more susceptible
to failure due to differing education,
roles, perspectives and priorities.>?°
Kenway and Schwaltz's"® survey
(n=67) explained that staff strongly
agreed that communication

is important (p = 0.52) but
acknowledged that its quality is not
of a high standard. A qualitative
study by Paige et al.”" indicated that
staff (n = 15) consider that effective
communication is a vital component
of efficient teamwork and assists
situational awareness. Adverse
events are predominately attributed
to communication failures but
these small studies indicate that OR
personnel recognise the importance
of communication.’>”

Adam-McGavin et al.® in a cross-
sectional study analysing data from
an OR black box, a data capturing
device, noted that while poor human
factors predominately contribute
to adverse events, well executed
human factors have the capacity

to protect patient safety. Three
quarters of the observed strategies
that protected patient safety were
attributed to human factors, as
humans can adapt to change.”
Interventions directed at improving
human factors will target the source
of the greatest threat to patient
safety.”® Jackson suggests that as
clinical complexities are increasing,
communication skills must improve;
and aviation strategies, such as
checklists, clear messaging, read
back and names are applicable.*®
Etherington et al.® propose
identifying creative solutions to
counteract communication barriers
and call for further research to
improve communication within the
operating room.

Effective communication

Communication is the process of
transferring information, by verbal
or nonverbal methods, between
individuals.”” Information is not

only transferred between sender/s
and receiver/s, it must also be
recognised and interpreted by the
receiver/s, who rely upon verbal,
paraverbal (for example, tone and
pitch) and nonverbal cues.® OR
staff must focus upon effective
verbal cues as the communication
process is compromised in the OR
environment®’®, which is complex
with numerous simultaneous
senders and receivers, multitasking,
masks and reduced nonverbal cues.
For the process to be successful,
there needs to be more than an
impression that communication

has occurred and information

must be interpreted exactly as
intended by the sender.” Therefore,
verbal communication must be
audible, concise and use universally
recognised vocabulary rather than
jargon.” Structured formats and
checklists enhance communication
but closed loop communication, with
read back, provides an opportunity
to counteract communication
failures.””?

Closed loop communication
originates from military radio
communications and comprises
three phases.” Flemming and
Carpini”® describe these phases as:

the sender transmitting
information to an intended
receiver

2. the receiver acknowledging and
reading back their interpretation
of the received information

3. the sender confirming that the
interpretation is correct, thus
closing the loop.

This communication loop eliminates
ambiguity, permits questioning and
has the potential to protect patient
safety; however, it is poorly utilised
in health care.” Objective analysis of
an operative emergency simulation
concluded that approximately

half of the messages were non-

e-34
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directed.” Etherington et al.®
indicate that this may be attributed
to limited research assessing
closed loop communication

within ORs; however, trauma
research highlights closed loop
communication’s effectiveness.” In
a retrospective observation study
of paediatric trauma, El-Shafy et
al.” illustrated that closed loop
communication significantly reduced
time to complete tasks. Tasks were
completed 3.6 times faster (95%

Cl (confidence interval) [2.5-5.3],
p<0.0001).

Closed loop communication relies
on targeting the intended receiver/s
using an individual's name; therefore,
not knowing the name of other
team members contributes to

poor communication and potential
adverse events.”"” Using names is
comparable to aviation’s use of
callsigns.” Hardie et al.“ indicate
that in circumstances where names
are unknown, using role titles is
superior to making the request
generalised with ‘you’ or ‘'someone’.
Generalised requests result in
no-one responding, the ‘bystander
effect’, as everyone thinks that
someone else will respond.’ In noisy
environments, humans can recognise
familiar words such as their name,
the ‘cocktail party effect’; therefore,
using names draws attention

faster than a generalised request.”
Name usage promotes positive
action, or feedback, and good team
performance.>?

Staff and role identification

The Garling Report, a New South
Wales public hospitals’ Special
Commission of Inquiry 2008 report,
made recommendations to assist
health care communication.”
Colour-coding uniforms, according to
professional role, with name badges
displaying name and role in large
print, was one recommendation.*
Similarly, in 2009 the World Health

Organization (WHO) released
guidelines regarding safety in
surgery.” The WHQ's evidence-
based surgical safety checklist was
introduced, as an intervention to
reduce medical errors and improve
patient safety, by addressing
interprofessional communication
weaknesses.’’ The first requirement
of ‘time out’, or ‘surgical pause’, is
an introduction of everyone’s name
and role.”® These introductions
acknowledge that OR staff allocation
is fluid and identifying everyone is
vital to effectively manage high risk
circumstances.*’

Both the OR environment and
human nature present barriers to
these recommendations.® Colour-
coding uniforms enables ‘object
communication’, a form of non-
verbal communication; however,
within the OR environment attire
overwhelmingly is a universal colour,
while name badges are frequently
covered by surgical attire and
difficult to read from afar.®* A small
survey (n = 15) of OR staff at a single
centre noted that introductions

are an opportunity to commence
communication, reducing obstacles.”
However, introductions during time
out are frequently poorly executed.”
Ethnographic observations, in a
single centre and surgical speciality,
noted that only the initial procedure
included staff introductions during
time out.”’ This was attributed

to the Hawthorne effect - when
normal behaviour is not displayed
because there is an awareness of
being observed - as eye contact
was made with researchers.”

Time out frequently occurs with
some team members absent for

a variety of reasons."”' Surgeons
and radiographers are frequently
not present due to conflicting
obligations and availability, while
additional staff arrive during a
procedure as a substitute or due to
an emergency.""#

Bahrick, Bahrick and Wittlinger’'s™
salient research, illustrated that
humans are able to remember
faces but remembering names is
problematic. Introductions during
time out, therefore, may not be
enough. Birnbach et al.** objectively
concluded that, on the whole, team
members could not name their
colleagues at the conclusion of
procedures that used the WHO's
surgical safety checklist. Of the

150 participants, the anaesthetic
resident was the least known

(28%); however, Birnbach et al.**
acknowledge that results may be
determined by the size of a facility,
thus limiting generalisability.
Attitudes towards knowing names
and having names known was
different between professional
groups. Surgeons believed it was
more important that everyone knew
them than that they knew other’s
names, anaesthetists believed

it was more important that they
knew others than that others knew
them, and nurses rated knowing
and being known of roughly equal
importance.’* Similarly, Bodor,
Nguyen and Broder's® research (n

= 50) found that accuracy rates for
identifying team members were
highest within disciplines (surgeons
84%, anaesthetists 83%, nurses
100%). However, outside their own
professional discipline comparative
accuracy rates were lower and the
differences between disciplines were
statistically significant (p<0.0001).*°
While nurses demonstrated the best
accuracy, their average accuracy of
identification was only 54 per cent
when identifying surgeons and

65 per cent when identifying
anaesthetists.”” Anaesthetic trainees
remained the least known with
some not known at all, especially
by surgeons.® However, it was

not known if introductions were
conducted during time out in Bodor,
Nguyen and Broder’s research.
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Labelled theatre caps

Through social media platforms,
#TheatreCapChallenge has gained
momentum; however, research
assessing its impact is minimal.”**°
Four quality improvement studies
were located.?/?>% All four studies
indicated that knowledge and

usage of names improved but the
study sample sizes were small
(n=100,“n=236,"n=84"n-=

78°%) so caution is required when
generalising the results. Douglas et
al.” conducted a before-and-after
study (n = 236, 107 responses) and
reported a statistically significant
decrease (p<0.007) in staff not
knowing names of team members
(before M (mean) = 3, after M =

2). Midwives were the only group

to have a statistically significant
(p<0.001) improvement in teamwork
(before M = 3, after M = 4), suggesting
labelled caps were beneficial for
transient staff members such as
midwives.” Only one randomised
study, underpowered and unblinded,
was located, it assessed the effect
of labelled caps on communication
during elective caesarean sections
(n =20).2 Brodzinsky et al.? found a
statistically significant difference
regarding staff's knowledge of
names (p<0.011, 95% Cl [64.4%

- 88.0% labelled versus 41.6% -
67.9% unlabelled]). Four observed
miscommunications were corrected
when a name was used.® The impact
of using labelled theatre caps during
emergencies remains unclear as the
number of emergency cases in these
studies was limited.®"*

Three quarters of patients indicated
that they liked the labelled caps,
mirroring support provided by a
patient collaborative committee.®*°
In addition, labelling theatre caps is
viewed as low cost and study results
appear favourable; however, barriers
were identified."#?%°25 Some
participants were concerned the

caps appear unprofessional, others
felt they are irrelevant because

they know everyone, while some

had difficulty containing their hair
within the style of cap used for the
trial.“?’*> The most significant barrier
identified is that disposable caps,

as suggested originally by Alison
Brindle,” have evolved into cloth
hats. There are issues associated
with cloth hats due to specific
infection control standards for the
manufacture and laundering of cloth
hats and the types of fabric they are
made from.”” Proposed solutions
include labelling the disposable
theatre cap or covering a cloth cap
labelled with a dark font with a
disposable theatre cap.™®

Conclusion

The incidence of adverse events in
health care has remained relatively
unchanged despite almost half of the
events being considered preventable.
In 1995, communication failures

were highlighted as significantly
contributing to patient adverse
events, with calls for improvement.
However, recent studies have
indicated that OR communication

has not improved. Aviation has
successfully demonstrated the
effectiveness of human factors
training which may pave the way for
perioperative safety. Closed loop
communication and name usage are
examples of two strategies intended
to improve communication and
reduce adverse events.

Care is required to ensure that
staff introductions take place as
part of team time out before each
case. Labelling theatre caps may
provide one solution to improve OR
communication and this could be
achieved by labelling disposable
theatre caps or labelling cloth

caps that have been manufactured
according to appropriate standards

and laundering them after each
surgical session.

Further research with larger
participant numbers in a variety
of specialities and circumstances,
especially emergency situations,
is required. Solutions that meet
infection prevention and control
standards must be sought

and transient staff, such as
radiographers, midwives, student
doctors and nurses and company
representatives, must be considered
if implementing this intervention.

Having team members’ names
and/or roles displayed on their
theatre caps appears, in principle,
beneficial for promoting closed

loop communication and a safety
culture within the perioperative
environment. This must be balanced
with adhering to infection prevention
and control standards and
guidelines.
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Measuring surgical patient
engagement: A scoping review
Abstract

Background

Patient engagement is a patient’s capacity and willingness to participate
and collaborate in their own health care. This scoping review aimed to
identify tools used to measure engagement among surgical patients, the
levels of engagement and the association between engagement and surgical
outcomes. We hypothesise that highly engaged patients are more likely to
achieve better surgical outcomes.

Review methods

MEDLINE/PubMed, CINAHL, SCOPUS and Embase were searched for studies
that assessed adult perioperative patients for engagement. Analysis from
charting the data identified the measurement tools, levels of capacity to
engage and relationships between engagement and surgical outcomes.

Results

Twelve studies were selected out of 3975 identified; three valid and reliable
tools to measure surgical patient engagement - Patient activation measure
(PAM®), Patient health engagement scale (PHE-s) and Hopkins rehabilitation
engagement rating scale (HRERS) — were identified, as well as levels of
engagement. The capacity to engage was categorised into two, three or four
levels. High levels of engagement were associated with enhanced patient
satisfaction, better adherence to physical therapy, and decreased pain and
disability.

Conclusion

There are valid and reliable tools to measure the capacity of surgical patients
to engage in their post-operative recovery; PAM® is the most frequently

used tool. Patients with higher engagement are more likely to report better
physical health and greater satisfaction with their surgery. Using these tools
could assist health care providers in the early identification of patients at risk
of poor recovery and provide tailored support.

Keywords: patient engagement, levels of engagement, patient activation
measure, surgery, scoping review

Background eve‘ry 100 patients.z‘ Encograging.
patients to engage in perioperative
Surgery is a major component care education shapes effective
of the health care system with collaboration between patient and
2.7 million' surgeries performed provider, prevents complications and
annually in Australia. While a promotes patient recovery.’ Also,
patient’s surgery may be successful,  importantly, those who experience
the success of their recovery is not fewer post-operative complications
guaranteed. In Australia and New are more likely to express higher
Zealand, 30 complications occur in satisfaction .
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In the current health care

system, patients are motivated

to participate® and hospitals are
adopting patient-centred approaches
to promote patient engagement;
however, patients feel there is
limited opportunity to do so due to
the power imbalance between health
care providers and themselves.”®
Studies have shown that behaviours
of health care providers, including
nursing staff, such as ignoring
patient knowledge®” and providing
insufficient information,”” prevents
patient participation® and leads
patients to adopt a passive role

in their care.”” As such, there is a
recognised urgency to empower
patients to engage in their health
care. Despite this, when encouraging
patients to participate in their
health care, health care providers
often disregard a patient’s ability

to engage® and often presume the
level of a patient’s understanding

of their surgical journey.” This
frequently results in a ‘one size fits
all" approach to educating patients.

Tailored education is important

to promote patient engagement,
as it provides patients with the
appropriate knowledge and skills to
take ownership of their health and
make informed decisions. It also
promotes effective communication
between patient and provider. It

is therefore essential for health
care providers to understand their
patients’ levels of engagement so
they can provide effective, tailored
support® to minimise the impact
of post-surgical complications

on patients’ physical and mental
health.’

Patient engagement

Patient engagement consists of
behaviours that are shaped by
degree of participation, according
to patients’ desires and capabilities,
and influenced by partnership

with providers and institutions.

Patient engagement involves four
developmental phases:

blackout - disengaged and
overwhelmed

2. arousal - gaining awareness but
lacking knowledge

3. adhesion - taking action

4, eudaimonic - accepts the
‘patient identity’ and integrates
and maintains health care
behaviours.””

Patient engagement shifts the
patient role from a passive
participant in the health care system
to an active member of the health
team. Engaged patients are able to
access and process information,
participate in decision-making and
act in their health care. They are
more likely to manage their condition
by adhering to treatment plans, take
preventative health measures and
ask questions when confused. These
behaviours are important because
they can facilitate patient recovery.
Compared to less engaged patients,
more engaged surgical patients
report better post-operative surgical
results, reduced pain and greater
adherence to physical therapy
(PT).M—U

Current interventions (e.g. health
behaviour change counselling,”
decision aids and health information
technology™®) have been designed
to include patients in their
ecosystem of care; however, before
interventions can be implemented
it is essential to first understand a
patient’s capacity to engage. This
knowledge is vital to identifying
barriers to patient engagement and
determining areas where patients
need more support.

We conducted a scoping review
which aimed to provide an overview
of current patient engagement
measures, the levels of engagement
measured among surgical patients

and the associations between
engagement levels and surgical
outcomes. Our findings will assist
health care professionals involved in
caring for surgical patients to choose
the appropriate tools to understand
their patients’ capacity to engage.

Methods and analysis

Protocol design

A scoping review is appropriate as we
aimed to explore the available tools
to measure patient engagement
and identify key characteristics of
and factors that influence surgical
patient engagement.” This scoping
review was written in accordance
with the framework proposed by
Arksey and O’Malley™ which has
been further enhanced by Levac et
al.” and The Joanna Briggs Institute
(JBI).° This framework organises the
review process into a minimum of
five stages:

1. identifying the research
questions

identifying relevant studies
selecting studies

charting the data

A

collating, summarising and
reporting the results.

Stage 1: Identifying the research
questions

The following research questions
were identified based on an initial
exploratory study of the literature
on patient engagement in surgery
and discussions with members of the
research team:

1. What are the tools used to
measure levels of engagement
among surgical patients?

2. What are the levels of
engagement measured among
surgical patients?
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3. Are levels of engagement
associated with surgical
outcomes?

The following assumptions

were made to further clarify the
definitions of common terms
used when formulating research
questions:

1. ‘patient engagement’ involves
increasing or promoting patient
knowledge, skills, ability and
willingness to manage their own
health and care, or meaningful
and active patient-provider
collaboration (i.e. shared
decision-making and asking
questions related to their care)

2. ‘surgical patients’ are individuals
in their perioperative phase (from
the time the patient goes into
surgery until the time the patient
goes home

3. ‘surgical outcomes' include
results of surgery, pain levels,
rate of hospital readmission and
adherence to PT sessions.

Stage 2: Identifying the relevant
studies

The four selected databases were
MEDLINE/PubMed, CINAHL, SCOPUS
and Embase. An initial search was
conducted using key concepts
within our research questions:
‘patient engagement’, ‘surgery’,
‘outcomes’, ‘measure’ and ‘levels of
engagement’. To elicit more relevant
articles, search terms were reviewed
to include: ‘consumer’, ‘client,
‘perioperative care’, ‘questionnaire’,
‘scale’ and ‘survey’. Producing
irrelevant search results, ‘consumer’
was excluded. Upon discussion

with the research team, the search
terms were finalised as follows:

AB (measure OR questionnaire OR
survey OR scale) AND AB (surgery OR
surgical patients OR perioperative
care) AND AB (patients OR
perioperative care) AND AB (patient

engagement OR patient activation
OR patient participation OR patient
experience OR patient involvement).
See supplement 1 for an example
search history.

Stage 3: Selecting studies

Search results were combined, with
duplicates removed. Articles were
screened for their title, abstract and
index terms, to ensure all eligibility
criteria were met, and categorised
into the following groups: ‘exclude’,
‘include’ and ‘maybe’. The full text
of the articles in the ‘'maybe’ and
‘include’ groups were screened

then checked by another researcher
to ensure consistent application

of the eligibility criteria. ‘Maybe’
group articles were found to explore
aspects of patient engagement (e.g.
decision-marking, health literacy
and empowerment), but not patient
engagement in its totality. As such,
these papers were excluded.

The inclusion criteria were subjects
being adults > 18 years old, subjects
being surgical patients during the
perioperative period, the study
assessed patient engagement

and the report was published in
English. Being a scoping review, all
publication types were included (i.e.
guidelines, theses, etc.). Qualitative
studies and studies not assessing
levels or measures of engagement
were excluded and no timeframe
was included due to the potential of
limited search results.

Stage 4: Charting the data

In scoping reviews, data extraction
is referred to as charting the

results. Data was entered in an
Excel spreadsheet and collected

on the following information: year
of publication, author, country

of origin, title, aim, study type,
selection criteria, study population
and sample size, type of patient
engagement measure used, levels of

engagement measured, results and
conclusion.

Stage 5: Collating, summarising,
and reporting the results

Analysis of the data provided
information about the levels

of engagement among surgical
patients and the associated surgical
outcomes. This identified the
actions and behaviours of surgical
patients associated with each level,
highlighting the potential surgical
outcome benefits and the impact
of enhanced patient engagement.
Furthermore, it determined gaps

in the literature and under-
researched areas that require
further investigation. Findings are
presented in tables and charts where
appropriate.

Results

The literature search yielded a total
of 3973 articles with two articles
identified through hand searching.
339 duplicates were removed.

After the initial screening of article
titles and abstracts, 95 full-text
papers were screened, of which 12
were included in the final review.
The detailed process of articles
identified, screened, excluded,
selected and reviewed is depicted in
Figure 1.

Characteristics of the
selected articles

Articles were primarily published as
of 2011 and from the United States
of America (USA). Over one third
were longitudinal studies and spine
surgical populations were primarily
assessed (8 of 12 articles). Table 1
provides a summary of the studies
and supplement 2 is the complete
data extraction of the study
characteristics.
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Figure 1: Study selection process

Measures of patient
engagement

Three tools were identified:

Patient activation measure (PAM®),
Patient health engagement scale
(PHE-s) and Hopkins rehabilitation
engagement rating scale (HRERS).
All tools are validated and reliable
measures of patient engagement,
designed to be short and feasible
for a wide audience with different
comprehension skills. PAM® was the
most commonly used scale (10 of 12
articles) and is available in over 35
validated translations.”

Table 2 compares features of the
patient engagement measures.

The self-reported PAM® and PHE-s
are used across a variety of health
conditions and disease prevention
efforts. PAM® captures the six
dimensions of patient activation

in 10 or 13 items to assess patient
willingness, knowledge, skill

and confidence to manage their
health care. PHE-s is a five-item
psychometric questionnaire that
describes patient’s experience along
a continuum of the four phases

of engagement.”” In contrast, the
five-item clinician-rated HRERS
specifically quantifies patient
rehabilitation engagement through
behavioural observations.” Unlike
PAM® and PHE-s, HRERS cannot

capture engagement throughout the
entire perioperative process.

PAM® yses a five-point Likert scale
where patients rate their level

of agreement with each item to
produce an activation score between
0 and 100. PHE-s uses a seven-point
Likert scale, allowing patients to rate
themselves between engagement
positions to facilitate more accurate
responses. PHE-s scores are
calculated as the median of item
scores, ranging from 1to 4, which
corresponds to an engagement
phase. HRERS uses a five-point scale,
ranging from ‘never’ to ‘always’.
Scores are calculated by summing
ratings minus the score of item 2,

to produce an overall score ranging
from 5 to 30. For all measures, the
higher the score, the greater the
engagement.

Levels of patient engagement

Patient engagement is a
developmental process that involves
levels or phases. In the literature,
engagement was categorised into
two to four levels - two levels (low
and high), 242028 three levels,”* four
levels'™*°~* — with two and four being
the most common. While PAM®

and PHE-s identify four levels of
engagement, PAM® determines the
levels based on patient perception
of participation in their care

process - passive and overwhelmed
(score < 47.0), lack of knowledge

and confidence (score 47.1-55.1),
taking action but lacking confidence
and skills (score 55.2-67.0) and
adopting new behaviours but unable
to maintain them under stress
(score = 67.1).7"%* PHE-s describes
them according to the emotional
and psychodynamic components
throughout the engagement
experience - blackout = 1, arousal =
2, adhesion = 3 and eudaimonic = 4.°
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Table 1: Summary of studies included in this scoping review assessing patient engagement among surgical patients

Number of Percentage
articles (n= 12) of articles
8%

Year of publication 2006-2010
2011-2015 5 42%
2016-2020 6 50%
Country USA 1 92%
Italy 1 8%
Type of article conference abstract 1 8%
longitudinal study 4 33%
clinical trial 2 17%
observational study 1 8%
prospective cohort study 1 8%
qualitative study 1 8%
retrospective study 1 8%
review 1 8%
Surgical population adult spinal deformity (ASD) surgery 1 8%
SifelEe lumbar and cervical spine disorders 6 50%
spine surgery and spinal cord stimulation 1 8%
hand and upper extremity surgery 1 8%
primary hip or knee arthroplasty (THA/TKA) 1 8%
thoracic surgery 1 8%
thyroidectomy, colectomy or proctectomy 1 8%
Patient engagement PAM®-10 2 7%
measure used PAM®-13 8 67%
PHE-s 1 8%
HRERS 1 8%
Number of levels of 2 6 50%
engagement measured 3 ’ 8%
4 5 42%

THA = total hip arthroplasty, TKA = total knee arthroplasty, PAM®-10 = 10-item Patient activation measure, PAM®-13 = 13-item
Patient activation measure, PHE-s = Patient health engagement scale, HRERS = Hopkins rehabilitation engagement rating scale
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Table 2: Comparison of patient engagement measures

Patient activation measure (PAM®)

Patient health engagement scale (PHE-s)

Hopkins rehabilitation engagement rating

scale (HRERS)

Person who rates

patient

patient

clinician

Purpose and dimensions

To assess patient activation:

¢ self-management of symptoms

e engagement in treatment plan

e shared decision-making

e collaboration with health care providers

e informed choices of provider based on
quality

® navigating the health care system.

To assess patient engagement:

e blackout — disengaged and overwhelmed

e arousal — gaining awareness but lacking
knowledge

o adhesion — taking action

e eudaimonic —accepts the ‘patient identity’
and integrates and maintains health care
behaviours.”

Assess patient engagement during
rehabilitation:

e therapy attendance

e attitude toward therapy

o need for verbal or physical prompts to
facilitate initiation or maintenance of
therapy engagement

recognition of the need for therapy

level of active participation in the therapy.

4. adopting new behaviours but unable to
maintain them under stress

Number of questions 100r13 5 5
Time to complete® <10 minutes <5 minutes <5 minutes
Number of languages 51 5 (Chinese, English, Italian, Spanish and Turkish) 1 (English)
available in
Score range 0-100 1-4 5-30
Levels of engagement™* 1. passive and overwhelmed 1. blackout 1. low

2. lack of knowledge and confidence 2. arousal 2. high

3. taking action but lacking confidence and 3. adhesion

skills 4. eudaimonic

Reliability and validity

Internal consistency (Cronbach =0.81).”
Validity: higher proportion of participants with
low activation in unplanned admission group
for both oncology and cardiology service lines
(p=0.007,and p = 0. 047, respectively).”

Internal consistency (ordinal alpha via empirical
copula=0.85).”

Reliability (PSI=0.884).”

Correlations between PHE-s and PAM® (r =
0.431,p<0.001).

Test-rest reliability (ICC = 0.95; Cl=0.90-0.97).”

Internal consistency (Cronbach =.91).%

Interrater reliability (intraclass correlation
coefficient, 0.73).

Responsiveness and
sensitivity

For every +1 PAM® score, hospitalisation
decreases, and medication adherence increases
by 2% each.”

*This has been estimated by the author as there were no details found.

**Of the ten studies that used PAM®, five articles reported only two levels of engagement - low or high; one article, three levels -
low, medium or high; four articles reported the four levels listed.

Correlations with patient

engagement

Eleven articles examined correlations
between factors influencing patient
engagement and/or behaviour and
health outcomes (see Table 3 and
Figure 2). See supplement 3 for the
complete data extraction of study

aims and results.

Two articles identified a correlation
between patient engagement and
patient characteristics. Among
spine surgery patients, non-white
individuals were more likely to score
lower PAM® scores (P= 0.042) and
individuals with higher household
income were more likely to be in the
upper quartiles of patient activation

Influencing factors

extremity conditions were correlated
with higher education (r=-0.055, P <
0.1), both assessed prior to surgery.”

Outcomes

Fourteen health and behaviour
outcomes were identified. The
outcome most commonly correlated
with patient engagement was
satisfaction. Four articles reported

(P=0.048)(13). Higher PAM® scores
of patients with hand and upper

that patients with higher PAM®
scores were more likely to be

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au




satisfied'>?¢?%** and a study of spine
surgery patients found that highly
activated patients were three times
more likely to be satisfied with
their treatment at one year post-
surgery (OR 3.23, 95% C| 1.8-5.8).%2
Similarly, another study found that
satisfaction was more likely for
patients in PAM® levels 3 and 4

at one year post-surgery than at
three or six months post-surgery
(p< 0.05).** This suggests that the
engagement is important for longer-
term post-operative recovery.

Several psychological correlations
were identified. Patients with higher
engagement were more likely to
report high self-efficacy.”*-" Among
spine surgery patients undergoing
PT, increased engagement was
significantly associated with
increased self-efficacy (P< 0.001),
increased hopefulness (P= 0.003),
increased confidence to participate
in PT (79% vs 53%), decreased
depressive symptoms (P< 0.001)

and decreased externalised control
(powerful others, P<0.007; physicians,
P=0.003; other people, P=0.002).”
One study found that for every
one-point increase in PAM® score,
mental health scores improved

by 0.26.” Furthermore, patients

with higher PAM® scores did not
show the same psychological risk
factors (i.e. demoralisation, negative
emotions and self-doubt) compared
to patients with lower scores.” This
suggests increased engagement
protects against psychological

risk factors that impact surgical
outcomes.

Higher engagement was correlated
with decreased disability™?%° and
pain intensity.”?*°° On average, pain
intensity decreased by 3.15 + 1.91
points for level 4 patients compared
t0 2.01 + 2.24 points for level 1 (p

= 0.029).°° Among anterior cervical
discectomy and fusion patients
there was no difference in immediate

e confidence
e education

e income

ethnicity

e self-efficacy

Influencing factors:

Increased patient engagement
among surgical patients leads to ...

A4

Health outcomes:

e control less externalised
e increased hope

e improved mental health
e increased satisfaction

e decreased disability

e decreased pain

e decreased psychological risk
factors

N/

Behavioural outcomes:

e increased adherence to
physical therapy

e increased attendance at
physical therapy

e increased engagement with
physical therapy

® increased participation in
physical therapy

Figure 2: Correlations with patient engagement

post-operative pain and narcotic
consumption between PAM® levels.”
As such, pre-operative PAM® scores
may not predict post-operative
outcomes for all surgery types.

Three articles investigated
correlation between patient
engagement and PT.”"“* Increased
PAM® scores were associated

with improved adherence to PT,

and positively correlated with
participation in PT (r = 0.53, P<0.001)
and engagement with PT (r = 0.75).”
Patients who participated in health
behaviour change counselling
(patient engagement intervention)
had significantly higher rehabilitation
engagement than the control

group (who did not receive health
behaviour change counselling)
(21.20+4.56 vs 23.57+2.71)"; however,
one-third still reported low
rehabilitation engagement compared
to the control group.”” This highlights
the need to address barriers that
inhibit greater improvements in
rehabilitation engagement.

Discussion

This scoping review identifies

valid and reliable measurement
tools that are easy to use and can
provide perioperative nurses and
other health care professionals
with information about the level of
patient engagement. Knowing this
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can help health care practitioners
improve patient-centred care and
promote positive clinical outcomes.

The three tools identified are
user-friendly and may be used as
diagnostic tools to assess a patient’s
capacity to be an active participant
in their care. PAM® is the most
widely used measure. It captures

a wide range of contributors to
engagement, to provide a more
comprehensive assessment of
patient engagement, and caters

to patients from culturally diverse
backgrounds, having been translated
into over 35 languages.

Patients with higher levels of
engagement were more likely to
report greater satisfaction, better
adherence to and engagement
with PT, and decreased pain and
disability.

Comparison with existing
literature

Consistent with studies on non-
surgical populations, patient
engagement was associated with
psychological factors (i.e. self-
efficacy, hope, locus of control,
confidence and satisfaction)”

and psychological risk factors (i.e.
demoralisation, negative emotions
and self-doubt).”® Increased
self-efficacy and confidence

was associated with increased
engagement. Patients with a high
level of engagement were more likely
to report more internalised control,
hope, satisfaction and improved
mental health, reflecting that
psychological factors may affect a
patient’s willingness, confidence and
ability to engage. Furthermore, those
factors identified pre-operatively
have been reported to effect
post-operative physiological and
psychological outcomes.*°

As health care systems transition

from disease-centred to patient-
centred care, the need to assess

a patient’s capacity to engage

is paramount, as it will not only
capture patients at risk of low
engagement pre-operatively, but
also enable health care providers
to gain an insight into psychological
morbidity of their patients and
identify patients who might have
potentially poor surgical outcomes.
These findings will provide an
opportunity for health care providers
or health care organisations to
deliver individualised interventions
to better support patients and
prevent poor surgical outcomes.

This review identified some
contradictory findings about
correlation between patient
engagement and mental health or
pain, with one study identifying no
association,”, while others did.”*®
One study” found an association
between patient engagement

and pain but not mental health.
These conflicting findings may be a
result of different sample sizes (no
association, N = 65 vs association,
N = 125") and surgery types (lumbar
spine surgery® vs total hip and knee
arthroplasty™).

Interpretation of the findings

Patient engagement and the surgical
journey are both processes which
involve phases. Depending on
surgery type, the surgical journey
has an acute phase and a long-
term recovery phase for those that
require rehabilitation. Through

this process, a patient’s capability
to engage will change over time.
Reported satisfaction increased
with higher levels of pre-operative
engagement one-year after surgery,
but not at three or six months
post-operatively.” This suggests
that patients with high capacity

to engage are more likely to have
better engagement further into their
health care journey. This continuous
and sustained effort to engage

will in turn have long-term effects.

However, it is unclear whether

the level of patient engagement
measured here during the long-
term recovery phase reflects the
immediate post-operative journey.
One third of the reviewed studies
were longitudinal but only one
assessed patient engagement
before and after surgery, finding that
satisfaction increased with higher
levels of pre-operative engagement
one year after surgery.” Due to this
gap in the literature, it is unknown
how surgical patient engagement
evolves.

Existing research focuses on

the patient characteristics that
influence patient engagement,

and the outcomes associated with
it, but not on the ‘why’ behind
non-engaged patients or the

‘what’ that hinders their ability to
engage. One study, in which health
behaviour change counselling was
administered to improve patient
activation, reiterated the importance
of these findings; however, one

third of patients still reported low
rehabilitation engagement due to

a lack of knowledge and support,
resulting in low self-efficacy which
health behaviour change counselling
was not designed to address.”” While
measurement tools do not tell us
why patients do not engage, they
may be used to identify barriers
which may reflect why patients
cannot engage. Early identification
of these barriers allows health

care provider intervention, creating
an opportunity to minimise these
barriers to engagement.

Considerations for clinical
practice and future research

Patient engagement is important to
patient-centred care. PAM® stood
out as the preferred evaluation
tool due to its ease of use, wide
application and ability to provide
quantifiable measures to determine
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the level of engagement as well as
capture a wide range of components
involved in engagement. PAM®’s
broad and inclusive nature allows it
to be used across different disease
groups, cultural backgrounds and
stages of the health care journey.

In order to integrate PAM® into the
clinical setting, it is important to
consider the facilitators and barriers
to its implementation.

Facilitators

The implementation of PAM®
requires organisational, leadership
and provider support for patient
engagement. Organisational leaders
recognise the importance of patient
activation and communicate this

to staff.”” Similarly, health care
providers perceived PAM® as a
valuable and acceptable tool to
demonstrate the efficacy of the
person-centred approaches they
use.’® At the patient level, patients
found PAM® easy to complete as it
only takes five minutes to fill out. On
average, 90 per cent of respondents
provide reliable PAM® responses.*”

Previous studies showed that
organisations and health care
providers who have used PAM®
found PAM® aligns well with person-
centred care.’® PAM® appealed as

a way of quantifying qualitative
constructs®; in addition, when

using a more flexible administrative
approach (e.g. mediate completion,
deviate and elaborate on questions
to assist patient understanding),
PAM® opened discussion on patient
engagement and re-aligned patient-
provider understanding to improve
patient-centred care.

Barriers

To successfully implement PAM®,
organisational resources are
required. It is important to provide
appropriate training, infrastructure
and personnel to support staff and

patients. In addition, organisations
should consider the time and funds
needed to train staff and fully adopt
PAM®. To support staff, organisations
may consider redesigning workflow
and revising staff roles. Other
qualified members, such as front
desk staff, can administer PAM®

and take greater responsibility for
patient engagement and care*’.
Re-allocating work that does not
require medical or nursing skills

will relieve extra workload and
allow more efficient workflow. This
is particularly important in smaller
organisations or individual practices
(e.g. family practices) to overcome
staffing challenges that can affect
implementation.®®

At the health care provider level,
a well-defined but flexible and
time efficient administration
process to appropriately inform
patient care is important for PAM®
implementation.” It is important
to note that when a patient needs
assistance to complete PAM® longer
than the five minutes indicated

by developers may be needed to
establish common understanding
and goals.

Future research

Future research should explore
patient engagement among surgical
patients beyond those undergoing
orthopaedic surgery. In addition, it is
necessary to investigate how patient
engagement develops during the
perioperative process and identify
why patients are not engaged.

Limitations

As health care systems transition
from disease-centred to patient-
centred care, the term ‘patient
engagement’ has become
increasingly popular. Throughout the
rise of the term, patient engagement
has assumed many definitions;
however, there is no widely accepted

definition or criteria for patient
engagement. Various terms for
patient engagement were included in
the search; however, broader search
terms (e.g. ‘education’, ‘coaching’,
‘literacy’ and ‘teaching’) were not
included. Adding these terms would
have broadened the search but
might have retrieved many irrelevant
papers. As such, search terms and
findings from this review are based
on our chosen definition of patient
engagement.

The studies included in this scoping
review were primarily conducted in
the USA, where health care delivery
differs from other parts of the
world. Therefore, these findings

may not apply to surgery patients
elsewhere. Furthermore, the number
of studies produced is limited, and
most articles are about orthopaedic
surgery patients. As such, the
results of this scoping review may
not be applicable to other surgical
populations or align with the results
of studies conducted in other
populations.

Conclusion

There are valid and reliable tools to
measure the level of engagement
among surgical patients, and
engagement levels correlate with
some health and behavioural
outcomes. Consistent with patient-
centred care, these tools can be
used to help early identification of
patients at risk of poor recovery
and to provide personalised
perioperative support. Future
research should be extended to
non-orthopaedic surgery patients
and explore the evolution of patient
engagement throughout the surgical

journey.

Competing interests and
funding declaration

The authors have declared no
competing interests.

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au



Rebeca Law is funded by the

RMIT University Research Stipend
Scholarship (RSS) and the
Commonwealth Government of
Australia Research Training Program
(RTP) Scholarship.

Acknowledgments

All authors contributed to the
study’s conception and design,
data analysis and interpretations,
and critical revisions. RL, ZZ and
DWLW contributed to literature
search strategies. RL contributed to
literature search, data extraction
and initial draft. ZZ and DWLW
contributed to the literature search
and data extraction verification.

RL and ZZ contributed to the study
selection.

References

1

10.

Australian Institute of Health and Welfare
(AIHW). Hospitals at a glance 2017-18
[Internet]. Canberra: AIHM; 2019 [cited 2020
Sep 30]. Available from: www.aihw.gov.au/
getmedia/b93ed17e-47f2-4bc8-92ae-
c5cbceeaab57/Hospitals%20at%20
a%20glance%202017%E2%80%9318.pdf.
aspx?inline=true.

Story DA. Postoperative complications in
Australia and New Zealand (the REASON
study) [Internet]. Perioper Med. 2013 [cited
2020 Sep 30];2:article 16. DOI: 10.1186/2047-
0525-2-16

Mbamalu O, Bonaconsa C, Nampoothiri V,
Surendran S, Veepanattu P, Singh S et al.
Patient understanding of and participation
in infection-related care across surgical
pathways: A scoping review. Int J Infect Dis.
2021;110:123-34.

Woodfield J, Deo P, Davidson A, Chen

TY-T, van Rij A. Patient reporting of
complications after surgery: What impact
does documenting postoperative problems
from the perspective of the patient

using telephone interview and postal
questionnaires have on the identification
of complications after surgery? BMJ open.
2019;9(7):€028561.

Tobiano G, Bucknall T, Marshall A, Guinane
J, Chaboyer W. Patients’ perceptions

of participation in nursing care on
medical wards. Scand J Caring Sci.
2016;30(2):260-70.

Roter D. The medical visit context of
treatment decision-making and the
therapeutic relationship. Health Expect.
2000:3(1):17-25.

Mulsow J, Feeley TM, Tierney S. Beyond
consent - improving understanding

in surgical patients. Am J Surg.
2012;203(1):112-20.

Hibbard JH, Mahoney ER, Stockard J, Tusler
M. Development and testing of a short
form of the patient activation measure.
Health Serv Res. 2005;40(6 Pt 1):1918-30.

Standage H, Kelley K, Buxton H, Wetzel
C, Brasel KJ, Hoops H. Revitalizing the
patient-surgeon relationship: Surgical
curriculum including the patient
perspective [Internet]. ) Surg Ed. 2020
[cited 202 Sep 30];77(6):e146-53. DOI:
10.1016/j.jsurg.2020.08.003

Graffigna G, Barello S. Patient health
engagement (PHE) model in enhanced
recovery after surgery (ERAS): Monitoring
patients’ engagement and psychological
resilience in minimally invasive thoracic
surgery. ] Thorac Dis. 2018;10(Suppl
4):5517-528.

20.

21.

. Kinney RL, Lemon SC, Person SD, Pagoto

SL, Saczynski JS. The association between
patient activation and medication
adherence, hospitalization, and emergency
room utilization in patients with chronic
illnesses: A systematic review. Patient Educ
Couns. 2015;98(5):545-52.

. Andrawis ], Akhavan S, Chan V, Lehil M,

Pong D, Bozic KJ. Higher preoperative
patient activation associated with better
patient-reported outcomes after total
joint arthroplasty. Clin Orthop Relat Res.
2015;473(8):2688-97.

. Skolasky RL, Mackenzie EJ, Wegener ST,

Riley LH. Patient activation and adherence
to physical therapy in persons undergoing
spine surgery. Spine 2008;33(21):E784-91.

. Skolasky RL, Maggard AM, Li D, liiriley

LH, Wegener ST. Health behavior change
counselling in surgery for degenerative
lumbar spinal stenosis. Part I:
Improvement in rehabilitation engagement
and functional outcomes. Arch Phys Med
Rehabil. 2015;96(7):1200-7.

. de Achaval S, Fraenkel L, Volk R},

Cox V, Suarez-Almazor ME. Impact of
educational and patient decision aids on
decisional conflict associated with total
knee arthroplasty. Arthritis Care Res.
2012:64(2):229-37.

. Sieck CJ, Walker DM, Gregory M, Fareed N,

Hefner JL. Assessing capacity to engage
in healthcare to improve the patient
experience through health information
technology. PXJ. 2019;6(2):28-34.

. Munn Z, Peters MDJ, Stern C, Tufanaru

C, McArthur A, Aromataris E. Systematic
review or scoping review? Guidance

for authors when choosing between a
systematic or scoping review approach.
BMC Med Res Methodol. 2018;18(1):143.

. Arksey H, O’'Malley L. Scoping studies:

towards a methodological framework.
International Journal of Social Research
Methodology. 2005;8(1):19-32.

. Levac D, Colquhoun H, O'Brien KK. Scoping

studies: Advancing the methodology.
Implement Sci. 2010;5:69.

Peters M, Godfrey C, McInerney P,
Soares C, Khalil H, Parker D. The Joanna
Briggs Institute reviewers’ manual 2015:
Methodology for JBI scoping reviews.
Adelaide, South Australia: The Joanna
Briggs Institute; 2015, p.24.

Insignia Health. Patient activation
measure® (PAM) [Internet]. Portland:
Insignia Health; 2020 [cited 2020

Oct 31]. Available from: https://
s3.amazonaws.com/insigniahealth.
com-assets/PAM-Fact-Sheet.20200505.
pdf?mtime=20200505094829&focal=none

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au



https://www.aihw.gov.au/getmedia/b93ed17e-47f2-4bc8-92ae-c5cbceeaa657/Hospitals%20at%20a%20glance%202017%E2%80%9318.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/b93ed17e-47f2-4bc8-92ae-c5cbceeaa657/Hospitals%20at%20a%20glance%202017%E2%80%9318.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/b93ed17e-47f2-4bc8-92ae-c5cbceeaa657/Hospitals%20at%20a%20glance%202017%E2%80%9318.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/b93ed17e-47f2-4bc8-92ae-c5cbceeaa657/Hospitals%20at%20a%20glance%202017%E2%80%9318.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/b93ed17e-47f2-4bc8-92ae-c5cbceeaa657/Hospitals%20at%20a%20glance%202017%E2%80%9318.pdf.aspx?inline=true
https://s3.amazonaws.com/insigniahealth.com-assets/PAM-Fact-Sheet.20200505.pdf?mtime=20200505094829&focal=none
https://s3.amazonaws.com/insigniahealth.com-assets/PAM-Fact-Sheet.20200505.pdf?mtime=20200505094829&focal=none
https://s3.amazonaws.com/insigniahealth.com-assets/PAM-Fact-Sheet.20200505.pdf?mtime=20200505094829&focal=none
https://s3.amazonaws.com/insigniahealth.com-assets/PAM-Fact-Sheet.20200505.pdf?mtime=20200505094829&focal=none

22.

23.

24.

2

(€]

26.

27.

28.

29.

3

o

3

e

32.

Prey JE, Qian M, Restaino S, Hibbard J,
Bakken S, Schnall R et al. Reliability and
validity of the patient activation measure
in hospitalized patients. Patient Educ
Couns. 2016;99(12):2026-33.

Graffigna G, Barello S, Bonanomi A,

Lozza E. Measuring patient engagement:
Development and psychometric properties
of the patient health engagement (PHE)
scale. Front Psychol. 2015;6:274.

Kortte KB, Falk LD, Castillo RC, Johnson-
Greene D, Wegener ST. The Hopkins
rehabilitation engagement rating scale:

Development and psychometric properties.

Arch Phys Med Rehabil. 2007;88(7):877-84.

. Insignia Health. PAM® survey [Internet].

Portland: Insignia Health; 2020 [cited 2020

Oct 31]. Available from: www.insigniahealth.

com/products/pam

Block AR, Marek RJ, Ben-Porath YS. Patient
activation mediates the association
between psychosocial risk factors and
spine surgery results. J Clin Psychol Med
Settings. 2019;26(2):123-30.

Skolasky RL, Maggard AM, Li D, liiriley

LH, Wegener ST. Health behavior change
counselling in surgery for degenerative
lumbar spinal stenosis. Part II: Patient
activation mediates the effects of

health behavior change counselling on
rehabilitation engagement. Arch Phys Med
Rehabil. 2015;96(7):1208-14.

Gruber JS, Hageman M, Neuhaus V, Mudgal
CS, Jupiter JB, Ring D. Patient activation
and disability in upper extremity illness. )
Hand Surg Am. 2014;39(7):1378-83.€3.

Patel DV, Yoo JS, Block AM, Karmarkar SS,
Lamoutte EH, Singh K. Patient activation
is not associated with postoperative
outcomes following anterior cervical
discectomy and fusion. Clin Spine Surg.
2019;32(10):E453-6.

. Skolasky RL, Mackenzie EJ, Wegener

ST, Riley LH. Patient activation and
functional recovery in persons undergoing
spine surgery. ) Bone Joint Surg Am.
2011;93(18):1665-71.

.Yun PS, MacDonald CL, Orne J, Gutierrez-

Meza D, Buentello G, Street R et al. A
novel surgical patient engagement model:
A qualitative study of postoperative
patients. ) Surg Res . 2020;248:82-9.

Harris AB, Kebaish F, Riley LH, Kebaish
KM, Skolasky RL. The engaged patient:
Patient activation can predict satisfaction
with surgical treatment of lumbar and

cervical spine disorders. ) Neurosurg Spine.

2020;32(6):914-20.

33.

34,

35.

36.

37.

38.

39.

40.

41.

Akhavan S, Lehil M, Chan V, Bozic K. Patient
activation and functional recovery in
patients undergoing primary total knee or
hip arthroplasty [Abstract]. CTS: Clinical
and Translational Science Research
Education Meeting Abstracts. 2014;7(3):237.

Harris AB, Puvanesarajah V, Riley LH,
Kebaish KM, Skolasky RL. 270. Engaged
patients are more likely to be satisfied
at one year following adult spinal
deformity surgery. The Spine Journal.
2019;19(9):5131-2.

Tsimopoulou I, Pasquali S, Howard R,
Desai A, Gourevitch D, Tolosa | et al.
Psychological prehabilitation before
cancer surgery: A systematic review. Ann
Surg Oncol. 2015;22(13):4117-23.

Mavros MN, Athanasiou S, Gkegkes
ID, Polyzos KA, Peppas G, Falagas
ME. Do psychological variables affect
early surgical recovery? PloS one.
2011;6(5):€20306.

Hibbard J, Gilburt H. Supporting people
to manage their health: An introduction
to patient activation. London, United
Kingdom: The King's Fund; 2014.

Chew S, Brewster L, Tarrant C, Martin G,
Armstrong N. Fidelity or flexibility: An
ethnographic study of the implementation
and use of the Patient Activation Measure.
Patient Educ Counsel. 2018;101(5):932-7.

Insignia Health. Preventing and addressing
unreliable PAM® response patterns
[Internet]. Portland: Insignia Health; 2017
[cited 2020 Oct 31].

Blash L, Dower C, Chapman S.
PeaceHealth's team fillingame uses patient
activation measure to customize the
medical home. San Francisco: University of
California; 2011.

Kearns R, Harris-Roxas B, McDonald J,
Song HJ, Dennis S, Harris M. Implementing
the patient activation measure (PAM®) in
clinical settings for patients with chronic
conditions: A scoping review. Integrated
Healthcare Journal. 2020;2(1).

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au



https://www.insigniahealth.com/products/pam
https://www.insigniahealth.com/products/pam

IX3L 11N4 YHM THVYN]D - 8seqeleq

42Jeas
P3IURAPY — U3JDS YdJeas saseqeieq

aselyd/uesjoog - Sapow ydieas

(Juswasesus Jo sadA] 10 JUBWSSLSUS JO S|8A])
ANV (AoAins Jo alreuuollsanb 4o 31e3s 4o ainseaw) gy ANy
(9Je2 dAneIadolIad Jo sjusiled 1e2ISINS 40 AUd8iNs) gy ANY
(JUBWBAI0AUL JUBIIRd JO ddUBLIadXa uaied Jo uonedidiied

€ 42Jeasay 150Yy0ISgd — 9deaiu| | s1dalgns usieAinba Ajddy - siapuedx3 1udied Jo uoneallde jusied Jo Juswasesus jusied) gy GS
PXOLING YHMIHVYNID — 9seqeled (JUSWBA]OAUI JUBIIed JO BdUBIIadXD
y2Jeas 1uslred Jo uoiredidiied jusiied Jo uolleallde Juaijed 4o
aselyd/uesjoog - sepow Ydieas : : : : :
PIJUBAPY — U93JDS Y2Jeas saseqeieq Juswasesus juslled) gy aNY (Siusied 1ea1sins o A1asins)
6GGL y2J4easay 150y0ISd3 — adeiaiu| | S12algns 1usjeainbs Alddy - siapuedx3 ayv ANV (AsAuns Jo aileuuonssnb Jo 81e3s Jo aunsesw) gy %G
PXOLTINA UM THYNID — 9Seqeieq (8Inseaw Jo alleuuollsanb 4o AsAuns) NV (Sawo021n0
aselyd/ueajoog — sapoul ydueas | :
yoJeas paliodas -1usijed JO SBWO021N0 1UBWILaI] JO SBWODIN0)
pP3dUBAPY — U33J2S YdJeas Saseqele( s109lgns gV ANV (siusired 1e218ins 4o A1a3ins) gy NV (sdualiadxs
/%79 42Jeasay 150Yy0ISg3 — 9drjJa1u| 1ualeAlnbe Ajddy - sispuedx3 1uaned Jo uonedilied yusied Jo Juswesesus usiied) gy €S
<ol 114 L1M Scpele (91e2s U0 AsAuns
POLTING YHM THVYNID - qeied J0 alreuuonsanb 1o sunsesw) gy NV (Uonetado o sanesado
aselyd/uesjoog - sspow yoieas
y2Jeas 10 a1ed saneladoliad Jo siusited 1ed18uns 4o A195ins) gy ANV
pPadURAPY — U3342S 2Jeas Saseqele( s109lgns (FusWwaAjoAul JuaIled U0 sdusliadxs usiied Jo uolredidilied
69/1 42JBasay 150Yy0ISg3 — 90rjJaiu| 1uareAinba Alddy - siapuedx3 1usned Jo uoneAloe Juslled Jo Juswasesus jusled) gy ZS
(sawo21n0 paliodal usiled 4o SaW02IN0
o Scpqel 1UBW1ea4] 10 S3W021IN0) gY ANV (IUSWSSeSUS JBWNSU0D 10
PXOLTING YHMTHYNID - qeied JUBWaSe3Ud UaID J0o 9dualladxa Jualied Jo uoneddilied
ydJeas 1usied Jo uonealoe Jualled Jo Juswasesus jusled) gy
9selyd/uesjoog - Sapow Yyoieas
PIJUBAPY — U93JDS Y2Ieas saseqeieq ANV (84ed aallesadoriad 4o sjuained 1ed181ns 4o A1ssins)
889 42Jeasay 150Yy0Isgd — adejiaiu| | s1dalgns jusieAinba Ajddy - siapuedx3 gy ANV (9]82S J0 ASAINS 10 241rUUOIISIND JO dunsesw) gy LS
s1nsay BIA UNJ }SET siapuedxa/sianwi] Aianp | youeas

020 1SNSNY GZ U0 PaIdNpuod ydieas
1soy 0Js41

Aio1s1y yoaeas ajdwex3 | uswajddng

M3IA3J Suldods Y :jusawagesud juanned je318ins sulinNses|y

s-1

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au




"Aaauns uonenjeas A1abins suids pue uied e
(xaput Ayijigesip AinsamsQ) |q0 e
:do-)sod sieaA z pue | 'syiuow g

“(Wioy painianiisal-z-A101usAul

/N Buryows

/N JuswAojdw3

/N :BWoau|

/N :SNIElS [elLe\

/N Auoiuyig

SIS paulelqo %E'6L ©
sa1abins auids [euoIUBAUOD

SNOLIBA JUBMIBPUN %/ 'O/ e
a8+

£G'E| U0I1EINPA JO SIEBA UBAW e

9|BWd) %Y'6G

£0°€l FZ2°0G abe ueaw e

:a|dwes aAelado-1sod

/N Buryows

/N JuswAojdw3

/N :8Wwoau|

/N :SN1elS [ellepy

/N Auoiuyig

uoisnj paulelqo %G99 e
sal1abuns auids |euoiUBAUOI

SNOLIEA JUBMIBPUN %/ |9 e
88¢C+

Gp'E| U0I1BINPA JO SIEBA UBAW e

9BWa} %E'IG o

LLI'EL F 170G 8be ueaw e

/N BLI81LId uoIsn|ax3

/N :ebenbue

/N 8By

"Ju8su09 pawiojul Buipiroid Jo s|qeded e
10e|nwis piod

synsai Aiabins
aulds pue s1030e}
ysu [eroosoyaAsd

Avijeuosiad aiseydiynw e3088uU) 44-Z-[dININ - ® [euids e 10 A1abins suids Joj psjussaid U8aM]3() UOIBI0SSE VSN
NYd o (4B1y pue moj sjers) Z) VSZL=N e oym sjuaned 9AINIBSUOI /Gl e oy} sejeIpaw (6102)
:do-aug VN el-Nvd :a|dwes anrelado-ald ‘BLI}LI9 UOISN[OU| Apnis jeuipnyibuo] UOI1BAINIE JUBIey ¥o0lg
‘(8]22S UOIRYSIIES BBUY pue diy) SSHH
(20Z143) weay [euaw pue [eaishyd e V/N BB} UoISnox]
$81008 A1IAIOB Y10 ® VN :8woou| /N :3U8SU0D PaULIoju|
S00Y10 SOOH o VIN ‘SIS [eiepy wo -abenbuey
-do-150d SUIUOW 71 10 Aol ‘JuswaBbeuew aA[}EAIBSUOD
1soaspuow 21109 VN A s e 0} AJ0JOB1J8] SILIYLIE PAIUBAPE e
(ZAZ14S) Yeay [eauaw pue [eaishyd e 18ous an11e %96 gl .
0y
$81008 AJAIOR /TON e ceae\u@s_acﬁ__% %MM 10z Aenuer 01 €107 YyaIe|\ Kisejdoaypie yuiof
Am‘__uom awodno - 0 woJj 8.1us) |eAIPSIA Y1IN-10g4eH pue |10} Ja}JB SAW0IIN0
$131411R081S0 pue AInful 83U J0 81098 8WOIINO aaibap erenpeiBisod %y 0¢ €10z AInf 03 €107 Aenuer wouy 813ua) payiodaiquaized
SIHY1R0BISO P AY|IGesIp diy) SOON 0 SOOH 8[ewa} %09 [BAIPBA 4SO 18 )1/ VHL Atewnd 13118 U)IM PAILI0SSE vsNn
ANVd o (81008 |\\Yd 00L-0) 0L ¥ 79 abe ues|y e 0Biapun 0} pa|npayas sjusiied e e uoneanae juaned ,(5102)
:do-aug v/N el-Nvd GZL=N ‘BLIB}1IO UOISN[aU| Apnys euipnyiBuoy annesado-aid 1ayBiy SIMBIPUY
{Passasse saInseauw awooyno 3I1aM UaYA\ | uonuanialu| (painseaw uonejndog ©113}119 UON}3|AS apiL uibio

juawabhiebua jo sjanay)

100} Juawainseaw
juawabiebuz

jo Annunog

(deah) 1oyiny

sa1isualdeIRYd APN]S JO uoIdeIIXd ele( -z Judwajddns

M3IA3J Suldods Y :jusawagesud juanned je318ins sulinNses|y

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au

S-2




Xapul Uol3aeysiies juaned
SINOHd
AVd

:do-}sod syjuow Z|, pue ‘g ‘g pue syasmg

/N JuswAojdw3
V/N :uoneanp3

/N :8woau|

/N :Sniess [ele|y
SI30WS BAILIE %G'G

/N :BLI8}LI0 UoISN|oX]
/N :3U3sU02 pawLoju|
/N :8benbue
V/N 8By

‘Siaplosip [eulds

sulewop |BAIAIBI /leqWN| JO Juswiesl} ealbins |e3IAI2 pue _mnEz_. J0
U}[eay (Wa1sAs UOI1BWIOJUI JUBWAINSEAW aUYM %28 8AI198|3 PaAIIal 0YM /|0Z PUB 102 Juswyeal) [BAIBINS Yyim
sawoa)no pariodal juaied) SINOYd o a[eWay % G UBBM]aQ B13Ua BUIdS dIWapede uonoeySIIes J91pald vsn
NVd e (x/\I—| SaBe1g :s|ana| ) ‘zZLF099beueaw | “apiroid-ninuw e oy Bujussald syuaned e UBJ UONBAIIIR 1UBIIE] ,(0202)
.do-algd /N e1-INVd /GZ=N ‘BLI8}II UOISN|aU| Apnis |euipniibuoy :Jusied pabebua ay| siLeH
/N :Bunjows
/N uswAojdw3
V/N :uoneanp3 /N ‘BU81LI9 UoISn|ox]
V/N :awiodu] /N 1U8SU0D pawIoju|
/N snieis elepy /N :@benbue]
X8pul Uo10BySIIES /N “Auoiu3 V/N 8by
juaned A18190G auldS UBILIBWY YLION e aSN1 S19A8] BUIL 10 URIDa : Aiabuns (qSy) Avwiogep
dos0d 1eah | PAST) SIEAAI B0 VEIPEIN ‘uonmusul euids 3npe Buimojjo
: alews} %l /L olwapeae a|buls ‘1opirold-1nw e 1eak auo je paysies VSN
NVd o («Al—I s8BES 'S[ana) t) LL ¥ 19 abe ueaw 18 (pasny sjaAa| G <) sluailed 4SY e aq 0} Ajy1| a10ul ae 1:(6102)
.do-ald /N el-NVd 06=N ‘BLI8}II uoISn|u| J0BJ1SUE 8UBIBJUO) sjuaijed pabebug SLLIeH
‘UOIJIBYSIIES o
Avsusiul uied o
puBY pUE J8p|N0YS ‘WE JO SaIHI|IgesIp }ainb e /N U0eanpg
AVd /N :8W0aul poyasnoy
SUIUOW Z J0 |) :UOI}eN|EAS PU0Ja! .
(Syauoul Z 1o |) :uoijen|es puodag /N A3 /N :BLI811I0 UOISN[aX3
‘Ausuaiul uted o Buptowss %z| /N 11U8SUO PaLLIOJu|
alleuuonisanb Aaeaiyye -jjes uied e saunul 8Inde %z ‘Bunyeads ysibuy e
Z-8Jreuuonsanb yijeay juaied e aw [|ny Buppiom %85 A . 48l o
PUBY pue Jap|noys ‘Wie Jo sail|igesip }oinb e PalLew %05 suoafins Aywaiixa
aleuuonsanb olydesbowsp e 8lew %l Jaddn pue puey o1paedoy1io aaly} ssau|l Avwanxa VSN
NVd (81093 \Vd 001-0) (88-81) £1 ¥ 9 abe uesw 08U J0 891J0 8y} Bunisia jusined e Jaddn u Ayjigesip 7102)
:uoabiuns yyum Bunsaw-aid V/N el-INVd ZlL=N 1183119 U0ISN|au| Apnis |euonenlasqQ puUB UOI1BAI}IE JUBIIRY 1agnig
Aiabins
219B10Y} BAISEAUI
Ajlewiuiw ur 83uay|isal
(oiuowiepna ¢ |eaiBojoyahsd pue
uoisaype ‘g 1awabebua syusijed
esnole - Buuoyuow :(SyH3)
I .N AsaBins J81e A1anodal
noxe|q ‘| paaueyua Ul [apow Aley
'sabels ) VN -Bl81LIO uoISnjox3 (3Hd) uswaBbebus 2(8102)
V/N V/N S-IJHd /N \//N :BLI811IO uoISn|au| MaINBY y3eay juaned eubijein
(PassSasse SaINSeau awoaINo alam uaypy | uonuaniajuj (painseaw uonendog ©113)149 UOI}D3|3S L uibuo

juawabebua jo sjanay)

100} Juawainseaw
juawabiebuy

jo Anunog

(deah) 1oyiny

s-3

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au




‘yjeay |ejuaw pue |eaisAyd 1oy ZAz|-4S
(xapul Ayijigesip AlxsamsQ) |0
Ausuajur uied e

:do-}sod syjuow {7z pue z

“yijeay [ejusw pue |eaisAyd 10§ ZAZ|-4S e

(xopur AjIligesIp A1isamsQ) [0 e

Avisuajuruied e

Xapu| A}IpIqIowod uos|iey) e

S313S11810B1RYI [BII0S pUB Y}|eay ‘dlydeifowap e

/N :Bunjows

/N :Snie1s JuawAojdwy
S1Say3sijojApuods

UMM paleIaosse sisoua)s aulds
Jlequin| yxm pasoubelp 90z
SISOUB]S

auids Jequin yiim pasoubelp %08
uoneanpa afia||09 > %9ty
80! pjoyasnoy 405-0€$ %! €Y
patiew %08

21uedsIH-uou 9%@8

‘Aabins auids snoinaid e
‘B1I8}119 UOISN|9X]
‘(sjulod g 40 8|< J0 8103S UOIJBUIWEXD
SN1e1s [eIUBW-IUIW e Ag paulwialap)
1U8su09 paw.ojul Buipiroud Jo 8|qeded e
Buiyeads ysijbuy e
18] o
S1S0u}s |eulds Jequn| aAielausbisp
J0 Juswiea.y |eaibuns BuloBispun 900z

Asabuns auids

B[BWa} %6S | Aejy 01600z 1snBny woly aiusd suids Buiobiapun suos.ad vsn
NVd e (<A~ saBes :sjana] ) G1 7 85 :abe uesw dlwapede Jiayy 03 Bunuasaid sjuaned e ur A1enodau [euonouny (1102)
:do-alg V/N el-INVd G9=N ‘B1I8}119 UoISN|auy| Apnis 110409 aA398dsold pUE UOI1BAIJIE JUBIRY Axsejong
‘A1abuns auids snoinaid e
‘B1I8}119 UISN|9X]
/N Buryowss ‘(siurod g 40 8|< Jo mawm UOIBUIWEXD
9o wismessswiaday | e
18 p8123]|09 :(SHIYH) 1d Buninp Juswabebus e uoeaNpa aB809> 4G by 3 p Ul .cm.c_v_mwh% ;_m__mcm .
. : L]
9)8am yBnouyy Apeam pa1aa||0d :a3uepusiie e AWI02UI PIOYBSNOY Y0G—0ES$ %L EY | ! L .
:do-1s04 paLew %08
: 900z AeIN AseBins
Xapu| A}IpIgIoW09 UoS|Iey) e aHYM JluedSIH-UoU %68 pUB G00Z 1snBNy Usamjaq Aabins auids BuioBiapun
SI3s1I93B 1Y [B100S pUE U3[eay ‘ajydelbowsp e 9|ews) %8G SIS0udls |eulds Jequin| aAlielauabiap suossad :_ Adesayy SN
NVd e (yBiy pue moj :sjans) ) Gl ¥ g :abe ueaw Joj sjusiied a13usd aulds JlW8PeIE e Apms |eaisAyd 0y aualaype +(8002)
:do-alg V/N el-INVd G9=N ‘B118}112 UoIsSn|au| |eupniBbuo| aAnadsoly pUB UOI1BAILIE JUBIIRy ISR
‘uled wie pue 328U 8|eas anbojeue [ensIA e V/N ”Eﬂ“_\,“_%:_:m_ /N BUBHIO UOISN|X]
(81035 Jusuodwod V/N uoheanp3 /N :1U85U02 paLLIou|
[eaisAyd wioj-1ioys wed-zl) SId Z1-4S ‘((epnenb doy) yby g /N :8woay| v/N :aBenbue
(xepul Auligesip Yo8u) |ON » (8inenb e /N ssmeas eneiy /N 9By uoisny pue
:do-1s0d JEBA | pUE SYILOW g PUB § 'SBBM ) . 101U '
} L P > Yjuow g pue g 'syasm g pue puz) |\ 8elapow 'z V/N A Ao:m_ ABojouyed Au0199951p [29IAI3
Xpul AIPIQIOwO9 UOSHEY] e (einenb SISO %Ll aAlelauabiap Joj (4qQv) uoisnj pue Jouyue Buimoyjoy
auieuuoiisanb alydesfowsp e wo10q) NVd Mol | 9JBW %'6G Aw03982s1p [BIIAIBI JOIIBIUE E—| S8W09IN0 m>_.§m8 VSN
NVd e 'S[9A3] §) ¢zG:ebeuesw | ‘Aewnd e suobiapun peyoym sjusiied e -1s0d y1Im pajerosse I6102)
:do-alg V/N 0l-I\Vd ¥9=N ‘B1I3}119 UoISn|auy| Apnis 8A1108ds011aY | 10U S| UOIBANIR JUBIiEd |aled
(PassSasse SaINSeau awoaINo alam uaypy | uonuaniajuj (painseaw uonendog ©113)149 UOI}D3|3S L uibuo

juawabebua jo sjanay)

100} Juawainseaw
juawabiebuy

jo Anunog

(deah) 1oyiny

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au

S-4




‘110ddns yijeay jo sinoineyaq sunndope
suositad = A| 98e1S ‘uollde a¥el 03 SuluuISaq suosiad = ||| 9Se1S ‘JusWwaSeuUrW-}]9S 4104 9UIPLYUOI Sujde] suostad = || 9Se1S ‘Yieay Jiayl ul 9104 dAIIDe UR Suly el 30U suosiad = | 95e1S

Suasunod

a8ueyd JnoIARY( Y3)eaY = DDFGH ‘OM] UOISIDA ‘ZL-WJ0) 1I0YsS APN1S SBWO0IIN0 1RIIPAW = ZAZL-4S ‘S9]98UY SOT RIUIOIRD JO ALISIBAIUN = YIIN ‘0ISIDURI{ URS RIUIOLIR) 4O ALISIBAIUN = 4SDN

/N Bupyows

/N JuswAhojdw3
/N :uoneanp3
/N :8woau|

/N :Snieis [ele|y
/N :Avoluy3

“Ajaniesado-}sod syeam Inoy

ey} Jayealb sawel) swil MaIAIBIUL e
[IGIPREN:T]
|BIBISIAI}|NW 10} PABU B IO ‘MO|[BMS 10
8910 Bu1328}4e Uo11IpUOI |eaIBOo0INBUY
21U0.YD ‘sIsAjesed p1od |eaon Buisixa
-a1d e "AaueuBijew aioe Alepuodass

‘suorjeoljdwod aanesado-1sod buiney e

paleiadledul e

jueubald e

‘BLIB}I UOISN|IX]

/N :1U8SU09 pawoju|

abenbue| Aewrid se ysiuedg 1o ysijfuy e

p|o sieah 0/ pue gL usamiaq e
SI}1[N2I1IBAIP PUE SI3|0D BAIIRIIIN
‘aseasIp s,uyo.?) 482ued 1981 J0 UO|0I

‘plosAyie.ed ‘piosAyy Joy Alabins oy sjuaned
0L-INVd o V/N “18pusg £8.1e U0ISNOH 8y} ul [eydsoy areAld Jo Apms m>_§__m1c v VSN
Ma8IAIBIUI BAI3eYI|eNnD papus uado e («/\I—| Sabeig :s|ans| ) /N 8By 1018U A1ajes e Jay3ia woly siusied e [apow uswabebua +0202)
:do-}sod sysam ¢ /N 0L-NVd sjualled aAnessdo-1sod g¢ =N ‘BLI8]110 UoISN|aU| Apnis saneyenp | jusijed [eaibins [gaou yy unj
/N Bupouis
/N JuswAhojdw3
N “co.:mo:uu AsaBins auids snoinald Juswabebua
. /N :8Woau| ‘B1I8]110 UOISN|IX] uoneyjiqeysl uo
‘weJBold as1ai8xa swoy pue V/N Smels [ellie)y 1u8su02 pawiojul Buipinod Jo sjgeden Buijjasunoa sbueyd
Adelayy [eaisAyd ui 8auepuaiie paiiodal-jjes e dno.b uonuaaaul 9IgH £9 Bunyeads ysijbu3 InoiAeYyaq Yijeay o
(SY3YH) awabebua uoiel|igeyas e |0JJU09 B ’ ’ a1 $108448 8Y} sajelpaw
‘14 J0 SY8am g a S1S0Ua]S Jequin|) S %G ) UORBAIIR JUBHE ||
14401 . Sy |011U02 SNSJaA ! >M DQ Is1 \om 71 (hwiogep 1o Agersur “a) sisous)s feurds 1ied "sisouals [euids
Wvd o 998H paseq o BUSIH-UOU %LL Jequin| anieiauabap Jo Juswieal) [ealbins Jequin| aAieisuabap
-uonuaAIBIuISod -MaIAIBUI 8Jewsa) %Eg9 104 710z 3snbiny 0} 600Z 489838 WOl 10} Asabins ul vsn
‘NVd e |BUOIIBAIIOW (4Biy pue moj :sjaaa| z) €€l ¥ 66 :obe ueaw 813U3J [BIIPAW JIWBPEIE UE 1B PAjUBSBI4 Buijjasunoa abueyd 214 '5102)
:UOIIUBAIBIUI-B1] Jaug el-INVd 2L =N ‘BLIAYII UOISN|aU| |11} [BIUIND BA1DBdS0.J noiAeyaq yeay Axsejoys
/N Bupjouss
;uawhojdw
VN A i 103 Alabins auids snoinaid e
/N :uoieanp3 : ‘
. ‘BLIBYLID UOISN|IX
/N :8woau|
. "Juasu09 paw.ojul Buipiroid o s|qeded e
(weiboud asia1axa awoy Jo/pue Adelay} [eaisAyd) V/N :Snieis [elep Bunyeads ysibuy e S9LLI0AINO [EUORIUN
uonel|iqeyal aaneladosod 18 aouepuslie paliodal dnoJf uonuaABIUI JIEH €9 . : pue juawabebua
48l o
sjusiied pue ur jJuswabebua passasse sisidelay | |0J3U02 G T e uone ! geyasut
N . ! 1l Juawanoldwl ;| Hed
A SISOUB}S Jequinj) S 9
N — mm;Nw L |0J3U02 SNSIBA A .m \ \,Mu_cu%_ :.ww%m & sisouals [eulds lequin| aAnelausbap 'SIsous]s [eulds
(xapur Aiqesip Ay olao e 00gH paseq UM OIUEGSIH LL jojuauneal [ealbins 4o} 710z 3snbiny Jlequn| aAleauabap
‘do-sod stpuow g o g -MBIABI 3lewWa) %e9 01 6007 13qWI828Q W01 811U8D 104 AsaBans ul SN
(SH3HH) uonedion.ed uoneligeyal e [BUOIRAIIOW (V/N) €€l 765 :obe ueaul |BOIpBW dlWwBpeIE UR Je pajussald e Buijjasunoa abueyd (114 'S102)
:do-}sod syaem g Jaug SHIYH 2L =N ‘BLI8)1I UOISN|aU| [B11} 221Ul BA198dS0Id noiAeyaq yyesH Ayse|ong

(PAsSsasse sainseaw awoano alam uaypy

uonuaAIau|

(painseaw
juawabebua jo sjanaj)

100} Juawainseaw
juawabebuy

uone|ndod

©113}119 UOIII|AS

Pl

uibuo
jo Anjunoy

(4eah) 1oypny

s-5

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au




'$8102S UOI}9BJSI1ES pUE UOI1e129dXa

18ybiy pue s8100s |qQ 8AleI8d0-}s0d 18MO| Y}IM
pa1ela0sse Aj1sapow a1am $a109S |\Yd [ed16ins-ald e

'$8109S |\\V/d

|eaibuns-aid pajeroosse AjaaizeBbau Ajjerzueisqns o}
Aj3sapow 818m $8103S 44-Z-|dININ [ed16ins-a1d ||y e

‘A1abins 03 Joud swiy swes

8y} 1e passasse uaym sjana)| uied aajesado-aid
U}IM PB1BII0SSE 10U BI8M $3103S |\ [Bd16Ins-3ld e

'suore1aadxa Jisyy bunesw

J0u a1am synsal [ealfuns 1eyy Buiniodal syuaied

pue $8103s S |ealBins-a1d Jaybiy ussmiaq
diysuoie|al 8y} 81e1pall 10U pIp $3103S \Yd e

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au

*$109)J8 9SI9APE 4INS ‘paieAilde Ajaanisod se jou 81am oym sjualied
S81RIPAW — $S811S J0 SawI} Bulinp aaual|isal 8s0U} I se 10308} ysi1 [eaIBojoyaAsd Byl yum
pue Bupjew-uoisioap ‘uoiewloul buruielgo Pajelo0sse swoaino Ul Juswiilap aWes sy} Moys
Ul JUBWIBA|OAUI S Juslled— UOIIBAILOR JUBIR] e 10u pip sjuailed pajeAide aiow Jeyl yans ‘synsai
quasaid ale A1abins pue s1039e4 ys11 |e190S0YdASd usamiaq
510198} ¥s1 [e19050yaAsd [eaiBins-aid uaym SOLEIOESERUIBOIRINO LN EATICR ORI
s}|nsau [eo1Bns as1aApe adusliadxa Jou op '$10J8} }S1J [e190S049ASd JaMO| BUSPIAS 0S|E 81ED
siuanjed awos Aym uiejdxa ued aaual|isal {3[eay J1ay} ul 8AI19E B10W 8Q 0} pus} oym sjusiied (S9S) uonenwis piod [euids s)nsal Alabins
118y} pue ‘Bupyew-uoisiaap ‘uolewIoul 18y} ButAjduwi 's81eas 44-Z-|dININ 8Y} YHM pale|aiiod pue (SS) A1abuns suids jo awoano aulds pue $1030e}
Buluielqo u JuswsAjoAul syusiied <-- Ajaniebisu AsaBins 0} solid painsesw $8100S \d e paanpas )M pajeldnsse aq o} punoy sl e100soyaAsd
S8W023N0 [ewizdogns pue s103e} 3t 'synsal Asabuns Ajsnoinaud si010ey [e1o0soyaAsd U88M18( UOIIeII0SSEe vsn
[B120S0Y9ASd UBBMIB( SUOIIRII0SSE panoidul y1im paleldosse ale |\yd 8yl Aq passasse 81 JO BLUOS SaJeIpaU UOIEAIIR 8} sa1eIpaw «(6102)
SN0JBWNU S8}BIPAW UOIIBAILIE JUBIIE] e v/N V/N uoijeAlloe Juailed Jo s|as) [eaibins-aud 1aybiH 1ua1ed Jaylaym auluLIBlap o] UOIIBAIIR JUBINE] Y09
(€200 (AL
=d ‘800 = g) 8.1reuuoiisanb SSyH ays buisn Asejdoaypie 8auy 2301 40 (YH])
A1oBins 1a14e uonaeysies aneado-1sod Jayealh Aysejdoiyye diy (ejoy Aewnd
BulA_y 1M paleIdosse 81am $8109s |\d JaubiH e 18}je uoinaeysiies 1ejealb ‘g
(100°0>d 2600 = Uieay
ZvH) 1ZAZ14S 8y1 Buisn yijeay |ejusw aAnelado-}sod [eyuaw pue [eaisAyd saijesado Aisejdoiyie
181180 Y1IM PBIeIJ0SSe 818M S8103S |\d J8YBIH e -1sod ut syuswanoldull 18yealb -z il 101 Ja1je
‘Ayse|do.yyae jurof (120'0=d ‘2/Z°0 = ZvY) $8103s wWordwAS SOOY Ayanoe panoidu $8WW02IN0 pajiodal
|B101 J8}je UONIR)SIIeS Ja1ealb pue ‘yijeay /SOOH 8y: Buisn swoydwAs pue (8yo0=d‘L1E0 = pue uted Jo uonnjosal ssleall -| -uaied Ja1sq
|eIuBW paroldul ‘swolduwAs paseslosp Z4) $8109s uled (3109s 8LOI]NO S1}1IY}IR0AISO pUB :80ualadxa UMM paleloosse vsn
‘Jaljau uled 181180 Y1IM PaleIJ0SSE SEM Aanfur sauy/diy) SOOM/SOQH 8y Buisn Jaijai ued PINOM $8109S UOIEAI. JBUBIY Y1IM uoneAnoe jusijed 2(5102)
uoneAnnoe jusiied annelado-aid JaybiH e V/N VN 18118 paoualiadxa 8109s |\d aul|aseq JaybiH e Sjualed Jaylaym aulwialap of aAlesado-aud saybiy SIMBIpUY

juawabebua $3W093No0 InoiAeyag Sawooyno yjjeay wiy apil | wibuo yo Aizunos

juanjed jo siojoeq (1eak) soyiny

S3)nsaJ pue swie Apnis Jo uoieIxs ejeq :€ Juawsajddng

M3IA3J4 Suidods v :Juswasesud juanned jed1sins sulinses|y

s-6




‘uoize|ndod
‘(uonpuo 11y} abeuew 03 s||1ys 1usiied SIy} Ul SUleWop 8| Jo
pue abpajmous 8y Buiaey sou jueyoduwi Ayijenb paiejal-yijeay umouy
SeM 9|0 dA139e ue Bunye 1eyl Buinaijag 01 paje|al 1 19n1isuod SIy} moy
13y}iau) sabels oM} Jamo| 8y} pasiopus puelsIapun J818q 03} Japlo
(9%02) 15 '(%9G) uoizeailae jo |aas| 1saybiy ur Asabuns auids Buiobispun
3y} paslopusa sjualied jo Aliolew e |IYAN @ sjuaned ul sainseaw
“h1aBans auids aA128je BuIMO|[0} (€°6-G'L 1D %S6 '8'Z HO) paysiies Buiag jo sppo aW09}N0 PalepI|eA Jaylo pue
uoiaeysies wualied sroidwi 0] Japio ul sa1ealb Apueaylubis pajesisuowsp os|e uoleanoe uoieAioe Juaiied ussmiag sI8pIosip
UOI1BAIIE JUBI1Ed 9SBAIOUI 0} SaNbluyds] 40 86e3s 3s3YBly-pu0ass ayy ui spusned Apejwis diysuorie|al 8y} auiwexs 0] 'z aulds |eaIAIad pue
usnoud Ajsnoinaid Juswadui 03 Juem Aew 18'5-8°1 13 %56 ‘€2°€ HO) ‘AsaBuns auids aA1ja8|a Buimoj|o) Jlequin| Jo juswiealy
SUBIDIUI|) "BW09]IN0 BAI1eIado-1s0d J18y} Yim 1eaA 8U0 Je JUBLIIEAIY JIBY} YIIM PalSIIes aq 0} Ajayi| Juawieal) [eaIBINS 418y} JO [eaiBins yum
paysiies aq 0} Ajay1| a1ow Ajjueayiubis ae 810W S8UII} 831y} 8I8M SuBlIed PaJeAlde JSOW 8y e S1NS8l 8y} Y1IM paysiies aq uonaeysies Jipaid vsn
Aiabins auids aA1308a 01 Jo1ud 81e9 Y1jEdY “SUIBWIOP Y3[eaY S|INOHd UMM (Z'0 S J) pale|a.iod 03 Ajay1| 810w a1e syusiied UBJ UOIIRAIIB JUBI1Ed .(0z02)
J18y3 ul pabebus alow 8ie OYM SJUBlIeRd e V/N V/N Apjeam sem uoneanloe Jusied aalesado-ald e | PalBAIIIR J8YIBYM BUIWIBIBP O] | ;uaned pabebua ay | SILIEH
‘paIapIsuod
Buiag si Alabins woym Joy Ecm_wma mw< ul (500 > d) Asabuns-3sod
syjuow g 1o ¢ 3e uoieAlae aneado-ald Jo sjana|
uojieande Juaied aseauaul o} sanbiuyaay 18yBiy yim paysiies Buiaq jo sppo juealiubis o
uanold Ajsnoinald Bunuawaduwi 1apisuod UPIL M pays! 84 40 spp BILDISON o
Aew sueioiuny A1anodal aanesado-1sod wiel Wee-v1 Alabins
-186uo| u1 Jueliodwi sawodaq Juswabebus 10 %856 ‘L'LL HO) 740 (8'8GZ — 20°L 119 %S6 ‘29l (aSy) Avwuosap
1e1 BunsaBBns ‘syjuow g 1e uoeysIIES H0) £ 80€1S |\\Yd UpiM UOLIOBJSIAeS 0 SPPO Jalesl) e ‘sjuaned Sy Buowe uonaeysnes | (eulds npe Buimojjo;
191paid J0u SB0P |\d 8yl 3|1ym ‘Ieah | 1e 1eaA | 1@ paysiles aiom %98 e aAneJado-1sod pue Juswabebus Jleah suo 1e paysnes VSN
U0I19B)S11ES JO SpPO Jaiealb Ajjueayiubis pyG =1 juaned anijelado-aid Jo S|ang| aq 0} Ajayi| 80w ale «(6102)
aAeY $8100S |\Yd J8yBIy Yylim siusiied e /N /N "%Z2=C %Yl =7 '%6'8 = | :|8n8| NV Alabins-ald e UB3M]8(Q UOI1LID0SSE 8} Ajlluapl 0] sjuaned pabebug SLLeH
‘uoissaldap ‘dn mojjo4 1e \vd
J0 swoydwAs ueyy Jabuo.ls usaa ‘Alljigesip PUE "JUBW|0JUB 1B |NYd 1M Pale[aliod ‘Apueayiubis
J0 81e|81109 1586U0.1S By} SI Adeayja-}|8s g ‘AYeaM SBM JUBUIIEAI] Y}IM UOIIBISIIES o
pue AJeal}a-|as YiM pale|aliod \Yd e (1'0>d 'G50°0- = 4) Jusw|oJuad 1B NVd
(HSYQ PUE |\'Vd UsaMm1aq Uoie|aii0) papnjaul dn moj|o} 1e uled Jo siojoipaid Jueayubis e
S8WO0JIN0 Y}|BaY Ja1}aq pey a1ed yijeay ESERITERTEN
118y} Ul pabebus aiow a1am oym sjusiled e 1amoj pue dn moj|o} 1e |\d JayBiy ‘uoissaidap
‘SUOIIUBAIBIUL .>u_m:wuc_ Ema pue 10 SwoldwAs < Ylim paie|sliod uolien|eAs-al
0 AJ|I0E BY} SSBIPPE p|N0YS YaJeasal aininy JUBW|0IUB 1B HSYAXIND PUE JUBW|0JUB UBBMIBG All|IqesIp pasealdsq e
‘Apnis siy3 ut Ayisuaiul uted uo uoreAljoe ‘z-8lieuuonsanb yieay ‘Ayisuaul 'ssau||| Apwalixa
jualed Jo sauanjjul Juspuadapul 8y} pue usned yum pajesllod uted 10} [apow 8|geIBAILNW BY} Ul paule}al Ajuo Jaddn pue puey yim sjuaiied
Ayjigesip pue swoidwAs pue (Aoealya-}|as Ajaairefisu pue uoieanpa SeM INQ JUaLIEaI] YLIM UOI1IRJSIIeS pue Alisualul ur Ayjigesip ssa| pue swojdwAs ssau||l Ajwalixa vsn
uied “6s) saifisreuls Buidod ani08y48 U1IM pale|aliod Ajaaiisod uted (10°0 > d 'LE"0- =1 HSY@X2IND) Aujigesip 18M8} U}IM S81|31109 UOIJBAI}IR Jaddn ur Ayijigesip ArL02)
usam1aq diysuolie|al Jus}sISU0d 8y} UBAID e SBM JUBW|0IUB 1B A/ e V/N U}IM P83e(8110d JUSW|0JUS 1B UOIJBAINIB JUSIIE] e juaned 1aybiy 4l BUIWLIBIBP O] | PUB UOIBAIZIR JUBIE] 13gnig
"91ed y1eay ui uonedionied pue
aausl|isal |ealbojoyaAsd suaned Buiuieisns
ur swelBoid 11oddns juaiied Jo SSausAINIBYSE Asabins
8y} AJlI8A 0} UBAS pue $3SeJ [BII1LID Ajljuspl 919B.0U} BAISBAUI
03 "JuswaBebua jusiied 4o U0IIN|0A3 B} JO Ajjewiuiw ui 8ausijisal
Buryoe) moj|e pjnom ‘snyy “Aeuinol jusiied ‘sBuyas Alabins [eaiBojoyaAsd pue
8y1 Buoje s-3Hd 8Y1 Jo uonINpoIIUI Y] e 219eloy} uf Bupplom sjeuoissajoud | juswabebua siuaned
‘uor}eanpa annadelay} 19 Y3 |eay Joj sanjenualod Jisyy Bunoyuow (Syy3)
pue AJeJall| yijeay ‘uoneaiunwwod jusiied pue aousliadxa (Syy3) Aebins | Aisbins isije Alanodai
—10}20p }O SWI8} Ul Suole}dadxa pue spaau 1814 A1anadal paaueyua ay} Ul paaueyus u [apouw Ay
118y} sny} pue ‘yuawabebua Jo |ana| ,Ssiusied 5|00} 9113UB12S 853y} 40 uoidope (3Hd) uswabebua 2(8102)
$S3sSe A|ISBS 0] SUBIDIUID SMO||B FH] e V/N V/N v/N ay} Jo uoiyealjdwi sy} SSnasIp 0] Uyeay juaiied eubiyjein
juawabebua Sawoo)no Inoireyag SawooIno Yjjeay a1 | wbuo jo Anpunoy

juaned jo si0joe4

(deah) 1oyiny

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au




‘INd Buisn unoiaeyaq yieay aairdepe ul

(200°0=d '8|doad

184310 '£00°0=d ‘suelaisAyd
'100°0>d ‘saypo |nyiamad)
|013U09 PasI|eulaIxa
pasealosp pue (¢€0'0=d)
ssau|njadoy paseaioul
(100°0>d) Aoeayye

-J18s Buisealaur yyum
paieldosse Ajjueayiubis
UOIBAI}IB PaSEealau|
'(870°0=d) 81038

INVd < 8AeY 03 Ajay1| alow
awoaul pjoyasnoy ybiy
(¢v0°0=d) $81038 |NVd >
81098 0} Aj8)1| 810w 81aMm
S|ENpIAIpul syM-UoN
(%6L SA %ES)

uoieAizoe ybiy yum asoyy
uey} | 4 ur aedionled

0} 92UBPLUOI JBMO|
pasiopua UoI1eAl19e MO
‘S|BNPIAIPUI PBYBAIFIR

‘|4 03 83uslaype
J0 uoiieaipaid ayy ul
uoljewIoul [eUOI}IPPE
papinoid \Yd 18yl
Buiiealpul sjgpow asay}
ul paule|dxa aauelien
O JUnowe pasea.aul
Apueayiubis \vd
'8109s Juswabebua
JO UOIIBIIRA JO %9G~
10} PAJUN0JIR V] o

‘90UBpUdlIe

J0 UOIIBLIBA JO %Gz~
104 PBIUN0JE N\ e

"89ualaype | d o J0301pald

weayiubis e \d e

"(200°0=d '8|doad 18y30 ‘£00°0=d ‘sueidisAyd
'L00°0>d ‘S18y10 |nyJamod) |013U0d pasI|euIalXa
pasealdsp pue (zE0'0=d) ssau|njadoy pasesloul

‘Juswabebua

pue sauepuslie |4 101pald 0}
INVd 8Ul|9seq Jo 8auanjjul 8y} e

A1abins

auids lequin| Ja1Je S|eNpIAIpUI JO

abebus 0} Ansuadoud s,|enpialpul ue ssasse yb1y pesedwo 01309 Jo ‘1dur(gro=1) 10yod e ul (] 4) Adesayy [eaishyd Asabuns
Apyainb 03 8|qe aq Aew Japinoid ied yyesy y e SN2 |BUIB1X8 pue adoy JuswabeBua pue (100°0>d Uum paleoosse Ajjuealyiubis uoiealloe pasesiou| e anijelado-sod ut uonediored auids BuioBiapun
‘Juswabebua pue 8auepualie Ul pajasjal se MO| ‘AJBII}}8-}(8S |4 MO 'eG°0 =) uonedan.ed ‘S|enplAipul paieaniae ybiy pue uoieAnoe Jusied suljaseq suosiad ul Adesayy vsn
Adeiayy [eaisAyd 01 sauaiaype paroidwi yyim 110da1 03 Ajay1| 810w 818M UM pale[allod Ajaaiysod 0] paledwod [0J1U0I JO SNIO| [BUIBIXS pue ‘adoy mo| U3aM3aq uoielosse syl e | |eaisyd oy sousiaype -(8002)
P81BID0SSE SI UOIIBAILIR JusIled paseslou| e sjuaiied paleAl}oe Mo e 318M |\|/d UO $8103S e 1i0dau 01 Aj9y|1| 810w 818Mm sjualled pajeAllae MO e BUIWIBIBP O] | PpUE UONEBANJR JUBIIE] Axsejong
'sdnoibgns |\ Buowe uoidwnsuoa a13091eu
pue uled aA1les8do-1s0d 81eIPAWLWI Ul 8IUBIBY4IP ON e
‘sdn-mo||o} annresado-}sod | 1e sdnoibgns Buowe
$0d Z1-4S pue ‘xapul Aujigesip 32au ‘uted wie SyA
‘Uled Y98U YA Ul JUBWaACIAWI Ul 8JUBIBHIP ON e
"u013dwnsu03 213091eu J0 $8109s uled (S\YA) 8]eIs
400V ue Buimojjo} sauI093n0 anbojeue |ensiA Juaiiedul Ul 89UBI84IP OU SEM 3J8Y| e (400v) uoisn pue Awio}o8as|p
annelado-1sod 301paid 03 poylew 8A1}I8}48 ’ ’ ..emum Wvd Lm_; epey oz — |BOIAIBD J0LIB}UR BUIMO||0f SBWOIINO | UOISN) pue Awo3a8asIp
U 10U 8B SJUBWISSBSSE |\ Yd 8Alleiado-a1d : anijelado-3sod pue ‘(QL-|\Vd) [B9IAIBD JoLIBIUE
181 $15966ns uoneBisaaul ino ‘salabins 81003 |NVd Sieispow e pey | — aINSea\ UONBAIDY USIE WeY-0] BUIMO|[0} S3WOIND
21paedoy1.o Jay1o pue sjusiied auids 8109S |\/d MO| B pBY GZ — U1 Ag painsesw se ‘uoijeAioe aAlesado-1sod yum VSN
lequin| ul A1aA09al aAlelado-1sod Jsliaq :SMO||0} juaed anjesado-aid usamiaq sisixa Pa}eIo0sse 10U s (6102)
UM palelaosse uaaq sey [\d ybnouyyy e V/N V/N SB $8103S |\|\/d J18Y1 A PalI1eIIS 819M S1UBIIEJ e | UOIRIDOSSE UB J3U18YM BuluwIalep 0] UOI_AIIR JUBIIE] |81ed

juawabebhua
juaned jo si0joe4

S3wo0a}no inoineyag

S3woano yijeay

L

uifiiio jo Anjuno9
(deah) 1oyiny

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au

s-8




(%ee

‘L€ 198})8 10811pul) d3H
Ul 9duepualie pue ‘(%/'6
‘711 198)8 308.1pUl) |4
ul aauepusiie ‘(%g gl
‘7'z 198))810811pUl)
SHIYH uswabebua
uopeyl|iqeyal ybnoiyy
palelpaw Sem sniels
y3eay [eaisAyd uo
uonuaAIBIUI 99gH 8y} Jo
108)J8 8 (%E'S V0L
1198448 10811pul) d3H Ul
aduepuaie pue ‘(%|'L|
'91°'Z 198}J8 10841pUI) | d
U1 8guepuane ‘(%1 '€z
‘067 1988 10811pUl)
SYIYH Juawabebua
uoiey|iqeyal ybnoiyy
paleipaw sem Alljigesip
UO UORUBAIBIUI )8H
‘(Ajaanoadsal ‘1 /°7/G €2
SA9G10Z 1 Z) Juswabebus

(%9'¥¥ 'BE ¥ 1199}43 108.1pul) SHIYH 1uswabebus
uorey|iqeyal yénolys parelpall Sem Sniels yijeay
[eatsAyd uo uaizuaAIalul DIGH 8U} 40 198448 By |
*A}I]IGBSIP UO UDIUBAIBLUI

70GH 83 40 198448 83 40 %G’ { J0} paIunoase
SHIYH Aq painsesw juswabebus uoiielljiqeyay

'SIS0UB]S
|euids Jequn| aAjelauabap 1oy
Aiabuns 1a1je sniess yieay pancidwi
pue Ayjigesip paanpal ‘(S43H)
sweihoid 8s1918x8 8wy Jo/pue (1 d)
Adesayy |eaisAyd ui uorzedion.ed
1uaned pasealu UolIUBAISIUI

SBWOJIN0 [BUOIAUN
pue yuswabebua
uoreyl|igeyal ui
Juawanoidw ;| Hed
'SISOU8)S |eulds
Jlequin| aAlelausbap

‘uonediaied uolielljiqeyas Jaybiy (GE°L 19, LB Se pale|na|ed 198448 19a11pul) SHIYH (90gH) Buijjasunoa abueyd unoineyaq 10} AsaBins ut vsn
uonjexiqeyas panosdwi ybnoayy Asabins Ajpueaiyiubis pey juawabebua uoiiey|igeya. ybnoiyy paieipaw U3|eay paseq-malAlalul [BUOIIBAIIOW Buijasunoa abueyd (13 SL02)
aulds Ja}je $BW0IIN0 aAodwi U J)FgH e V/N sjuaned 99gH e sem ALl|IqesIp uo uonuaAIalul )9gH 8yl 01083 e Jalig e J8Y18YM ulWexs 0] noineysaq yyesy Axsejong

(py00=dsiodgzz ¥
9°p '80ualay4Ip ueauw) abels 1S8Mo| 8y} ul 8soy} ueyy
y3eay |eaisAyd ur yuswanoidwi sayealb Ajpueayiubis
e paoualladxa uolieAinoe Jusiied jo abels 1saybiH e
(180°0=d) u1reay
[eIUBW Ul 8BUBYI pUB |\\/d UBBMIB(] UOIJRIDOSSE ON
‘| abe1s ueyy syusned Al
pue ||| 8Beis 1o} suljaseq e uted Jamo| Ajjueayiubis e
(Ge0'0=d :sputod oz'g
F 0’/ '99ualaIp ueaw) abieys 1s8mo| sy} ul S0y}
pip ueyl Ayjigesip ur uoizanpal Jayeald Ajpueayiubis
e paoualladxa uoieAinoe Jusiied jo abels 1saybiH e
‘synpe ur Asafuns auids "(620°0 = d) sienpiaipul | abe3s Joy syuod 422 ¥ 102
J1a1je aaualaype Adesayy [eaisAyd pasealoul 0 asealoap abelane ayy ueyy Jaiealb Ajpueayiubis
yBnoay Asenodau jeuoiiauny panoidw o} Sem a1ym ‘sjenpiaipur A| aBe1s o4 sjuiod 16| *Aiabins auids Jequin| Ja1je Alarcoal Asabins auids
pea| Aew uoreallae jualjed pasealou| e 7G1'¢ Jo abesane ue Aq pasesiap Asusiul uieq e |BUOIIIUN PUB UOI1BAILIE JuBlied BuroBiapun suosiad VSN
‘Aabins 1a1je A1an02al 18118q 1 86.1S UBYY (GEO"0=d) AM|IqeSIp pUe (5¥0"0=d) aAneJado-aid ussmiag uoe1o0sse | Ul AlaA0dal [euonouny «(1102)
UHM paleloosse sem uoieajae Jusiied ybiH e V/N V/N uled ur asealdap Jsiiaq Ajpueayiubis pey | abeig e UB SBM 813U} JAU18YM BUIWIBIBP O] | PUB UOIIBAIIIR JUBIEY Aysejoyg

s-9

juawabebhua
juaned jo si0joe4

S3wo0a}no inoineyag S3woano yijeay api] | wibuio jo Axyunoy

(deah) 1oyiny

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au




sundope suosiad = A| 88e1S ‘Uoilde e} 01 SuluuISaq suostad = |

‘11o0ddns y1jeay jo sinoineysq

98e1s quawasSeurw-41as 40} 9d2UdPIU0I Supde) suosiad = || 98e1Ss ‘Yieay JIayl ul 8104 dAIDe ue Suiyjel Jou suosiad = | a8e1s 4

9102s Juauodwod jedisAyd wioj-Hoys Wwall-zl = Sd ZL-4S ‘@Inseal awodIno (HSyd) puey pue 1apinoys ‘WJe 4o SalIqesip 3yl JO UOISISA PauaMoys = HSY@X2IND ‘(xapul Aujigesip A1lsamsQ
=10 ‘wJoy pain1dniisal-z-Aloruanul Arjeuosiad diseydininw vI0SBUUIW = 44-2-IdWW ‘@]BIS UoI1deisiies aauy pue diy = SSHH ‘OM1 UOISIA ‘ZL-WIo) 110ys APN1S SaW0I1N0 1edIPall = ZAZL-4S

"SOWO02IN0
118y} Agausyy pue Juawabebua Jiayy anosdwi
01 spuaied asay} 10} suoiuaAsul dojanap

‘wexa |ewsou e Buiney
a11dsap abieyasip Jayje
Juswy.ledap Asuabilawa
ay} 01 pauinias jualied
siy3 ‘Ajpusnbasuo)
‘suoineasid abieyasip
pasipiepuels BuiAigas)
Ajladouid pue swoy 1e
Ajaaiesado-ysod yyeay
siy Buissasse se yans
$)Se] 81e9-}|as palinbal
ysijdwoaae 03 Alljiqe siy
BuipieBal A1aixue o [ang)
13yB1y e pake|dsip 1aALp
Aaeay4a-J|8s 8y} InoyHm
Z1uaned ‘AJealyya-j|es
J0 |3A3] Jaybiy e
BuiAe|dsip syusiied
'S3W02IN0

181384 01 Buipes| ‘aied
annjelado-1sod umo
Jiayy ut Bunedionted
Ajaainoe yuswabebua
juaiied jueaylubi

MOYS 0S|e Adealya-j|as
ybiy yrm syusneq
*SNJe1S 21WOU0Id

-0190$ Ul S82U813},
811dsap UOIIBAIIOE JO

03 Pasn ag UeJ [8pOW MaU In() “8.npua S|aA8| |ewndo Buneaipul '$8U02IN0 sjusied jo Apnis
Aay1 yoe1y A1anoaal snbiun sy} Jo asnedaq ‘10 ¢ Jo8I0Is e ‘Paw|aymIsno Ajises pue 1uailed snosdwi 03 yJom a1niny apinb aAnelenb v japow vsn
Asessadau si syuaiied [ealbins 03 ay1oads pauleiqo %86 ‘INVd pabebuasip sijuaiied siy1 1eyy buiiealpul ‘z 4o |aAa| 0} Juswabebua juaiied |eaibins Jo} Juswabebua juaned +:(0202)
Juawabebus juaiied Jo [apow [8AOU Y e Bunna|dwoa syusned o e /N uoleAnoe jusiied e paiods ‘uaned | 10 ‘%z AjuQ e Ajeaiy10ads [apow mau e aulap of [eaibuns [anou unj
"(%8v) Juswabeuew uled 1noge uIadU0d g (1004
(%) Juswanow 40 Jeaj 03 pajejal AJaixue 'z ‘bbb’ 1UBlaM UoISsaIBal
(%2z9) 1oddns pue sbpajmou pasipiepuels) 99gH Juswabebua

J039e| J0 8sneaaq Aeale-§1as mo| ‘|
:Juswabebus 03 siallieq
UOWILIOD 831y} PaIIIUBPI SISA|EUE JI1BWaY| e
“Juawabebua uoneljigeyal ul
sjuawanoidwi 18)ealB 03 pea| pjnoys sialiieq
asay) Buissalppy 1uswabebua uonelljiqeys)
MO| paiiodal sjusijed 4O paIyl-8uo ‘uol}eAI}oe
juaned ul syuswanoidwi 831dsaq “uolleAl}oe
juaned Ag paielpaw sem juawabebua
uoljel|Iqeyal uo HgH 40 8auanyuI 8y e

J01d1828. pue (L00™>d
‘308" ‘yB1am uoissalbal
pasiplepuels) uoeAloe

juaiied auljaseq Aq
pajaipaid sem uoieAioe
1ua11ed uolusAIBIUI-}SOd

(1007>d ‘289 ‘WBrem
uoissalfial pasiplepuels)

(G6€'Zd '6£0° ‘1ubram uoissaibal

Juawabebua pajaipaid
VN UOIJBAIJOB JUBIIE]

pasiplepuels) uoieAne jualed Aq pajelpaw sem
Juawabebua uoriell|igeyss uo HIgH J0 10848 8Y] e

juawabebhua
juaned jo si0joe4

S3wo0a}no inoineyag S3woano yijeay

'SISouals [eulds Jequin|
anjelauabap ioy Asabins Buiobiapun
sjenpiaipul Buowe yuswabebusa 0}
SJallIeq UOWWOI Aj1uspl 0} pue
"Juswabebua uonell|igeyas uo
uoreAlae Jusiied Jo sauanjul ays
pue uoneAiae Juaiied uo (J9gH)
Bui|asunoa abueya noineyaq
U}eaY 40 198448 By} BUIWIB)EP O]

uone|igeyal uo
Buijasunoa abueya
InoiAeyaq yijeay Jo
$108}J0 8} sajelpaw
UOIBAIIR JUBINEd ||
1e4 'sisouais euids
lequn| aijelauabap
104 AsaBins ut VSN

Buijasunoa abueyd
InoIAeyaq yijeaH

L

A2 '5102)
Msejoys

uifiiio jo Anjuno9
(deah) 1oyiny

Journal of Perioperative Nursing Volume 35 Number 3 Spring 2022 acorn.org.au

s-10




	JPN 35(3) Spring 2022.pdf
	2022_35(3)5 Editorial
	2022_35(3)1 PRA1_Integrated-simulation-case-study_Ferguson
	2022_35(3)2 PR_ANGAU-redevelopment-project_Williams
	2022_35(3)3 PRA 2_PONV-prevention-using-honey_Gumuskaya
	2022_35(3)4 ESP 1_Labelled-caps-and-communication_Yates

	2022_35(3)6 PRA 3_Patient-engagement-scoping-review_Law.pdf
	2022_35(3)6 PRA 3_Patient-engagement-scoping-review_Law_supplemental.pdf



