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ABSTRACT

Background: Despite the availability of policies, procedures and clinical guidelines
developed to improve patient safety in correctly completing the pre-operative assessment
records, there is poor adherence to compliance. Therefore the aim of this study was to
determine if the introduction of an in-service education programme will improve the
completion of the pre-operative assessment records.

Objective: The objective of the study was to improve the completion of the pre-operative
assessment records in two private hospitals in Gauteng.

Method: The setting for this study was two private hospitals in the Gauteng Province; each
hospital conducting approximately 900 surgical procedures over a three monthly period. A
one group pre-test-post-test design and a survey were conducted in this study. A
retrospective chart review was conducted using a simple random sampling method in the
pre-and post-test selection of the pre-operative assessment records. The pre-test was
conducted between September and October 2016 and the post-test between May and June
2017. The researcher audited (n=187) pre-operative assessment records in the pre-and post-
test. The data were collected using an approved audit tool currently in use at both Private
Hospitals included in the current study. The data obtained in the first chart review (pre-test
audit) was used to develop and implement the in-service education programme for the
nursing staff at the two private hospitals where the study was conducted. The in-service
education programme was conducted in February 2017 following the gaps identified in the
incompleteness of the pre-operative assessment records in the first chart review. The
second chart review (post-test audit) was conducted after the introduction of the in-service
education programme to evaluate if the education programme had positively influenced the

improvement of the completion of the pre-operative assessment records. A survey was

Vi



designed by the researcher and was completed by the respondents that had attended the in-
service education programme. The aim of the survey was to explore the respondents’
satisfaction of the training programme. The data obtained from the questionnaire was
captured on an excel spread sheet and analysed by descriptive statistics and presented on
frequency tables.

Results: Eleven of the 16 discrete variables tested in the course of the pre-and post-test
analysis in Hospital A and B, demonstrated significant (p<0.05) change following the in-
service education programme. In each instance the change represented improved recording
of the pre-operative assessment records, which is an important finding and one in which
evidences the need for and value continued in-service education. The criteria that showed
recording improvement post-education programme were: patient received in theatre noted
(44.9%); booked procedure same as patients’ description (12.8%); premedication
administered (41.2%); patient kept nil per mouth (23%); identity band applied (20.3%);
signatures with handover (10.2%); fluid start and end times (11.7%); fluid volumes start
and completion (20.9%); fluid running total (18.7%); intravenous site checked
(25.6%).The results provide evidence that the education programme did influence the
compliance in some of the criterion in completing the pre-operative assessment records
correctly.

Of the completed feedback questionnaires received (n=45: an overall response rate of
96.1%), 14 discrete answers were collated and 28% of the respondents answered the
questions, including the respondents who indicated “nothing” as an answer. All
respondents indicated the nurses who attended the training felt it was beneficial, with
35.7% indicating that the training should be repeated and held frequently; ensuring that the
Doctors and agency nursing staff attended alongside the nurses was deemed important by

28.6% of the respondents. Additional training on the pre-operative assessment process and

vii



care was requested by 14.3% of the nurses and post-operative care was specifically noted
by 21.4% of those respondents.

Conclusion: This study provided evidence that after the introduction of the education
programme to the nurses there was an overall improvement in the completion of the pre-
operative assessment records. Although there was a disappointing note of compliance in
completing the fluid balance record, the results indicated and overall improvement of the
compliance in completion in most of the criterion of the pre-operative assessment records
partially fulfilling the aims of this study. However it is strongly indicated that there is a
need for further improvement in completing the pre-operative assessment records.
Keywords: Pre-operative Assessment; Patient Safety; Patient Records; In-Service

Educational Programme; Improving Quality.
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CHAPTER ONE

OVERVIEW OF THE STUDY

1.0 INTRODUCTION

The aim of this chapter is to provide an overview to the study. The chapter starts with a
concise background, regarding the researcher’s concerns on incomplete pre-operative
assessment records, and describes the purpose, problem statement, research questions and
the purpose and objectives guiding the study. The ethical considerations will also be

addressed.

1.1 BACKGROUND OF THE STUDY

South Africa hosts two healthcare systems — public and private. The public healthcare
system provides care to 80% of the population and uses a tiered approach, with nurse led
primary healthcare clinics the entrance point. The private healthcare system provides care
to approximately 16% of the population who have medical insurance or can afford private
healthcare, (Retrieved February 10, 2017 from

http://www.soutafrica.info/about/health/health.htm).

Patients admitted to private healthcare facilities depend on the skills, knowledge and
experience of the nursing staff to deliver safe and effective healthcare. This also applies to
the time the patients spend in the operating theatre. The level of skills of the nursing staff
related to preparing for and receiving a patient in theatre, is guided by policies and
procedures and should there be a deviation, this could put the patient at risk. Pre-operative

patient assessments are conducted by Registered Nurses and Enrolled Nurses in order to

1
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obtain relative and important information about the patients before carrying out the
planned surgical procedure (Kritts, 1997). According to Swart and Kuhn (2015), pre-
operative assessment is the clinical foundation of pre-operative patient management and

has the potential to reduce operative morbidity and enhance patient outcomes.

Pre-operative assessment records are an integral part of assessing the patient and are
completed by the Registered and Enrolled Nurses in the surgical wards and the operating
theatre receiving area. The pre-operative assessment records should include the following
information: patient medical and surgical history, patient sticker, patient name and file
number, allergy stickers and risk factors, signed informed consent, check for
administration of pre-medication, check if the patient was kept nil per mouth, application
of an identification band, pre-operative check done, signatures with handover and check
patient vital data. Unfortunately, the pre-operative assessment records are not always
completed correctly. Zambouri (2007), after evaluating the pre-operative assessment
records in their study, concludes that nursing staff do not take the appropriate precautions
for ensuring patient safety and do not follow protocol when admitting patients to the

operating theatre environment.

Patients are faced with numerous risks due to poor compliance in carrying out and
completing the pre-operative assessment records. These risks may include undergoing the
incorrect procedure, allergies not identified, inadequate medical and surgical history and
no indication if the patient was given medication pre-operatively. O’Connor et al., (2013)
comments that over 900 “never events” of surgery, involving retained foreign bodies,

wrong site and wrong patient surgery, occurred between 1900 and 2010 in the United



States. The lack of required signatures, lack of time, poor teamwork and timing of when

the checklists were carried out were the main cause of these adverse events.

1.2 PROBLEM STATEMENT

The researcher is responsible for the education and training of Registered Nurses
specialising in theatre nursing. Enrolled Nurses working in the theatre setting also receive
education and training by attending workshops and in-house Continuous Professional
Development (CPD) courses to improve their skills and bridge the knowledge gap
identified during performance appraisal. The researcher has a keen concern in maintaining
high standards of nursing practice in the operating theatre to ensure patient safety, and
improve patient outcomes and the surgical experience of the patients. However, the
researcher has noted occasions when patients have been incorrectly identified by nursing
staff in the receiving area of the operating theatre and the surgical wards, which could have
possibly contributed to incomplete pre-operative assessment records, but which were
addressed and corrected accordingly when identified. These omissions oppose patient

safety, best patient outcomes and positive surgical experiences.

1.3 RESEARCH QUESTIONS
To address the research problem of poor compliance in completion of the pre-operative

assessment records, the following research question has been formulated:

Would an in-service education programme for Registered and Enrolled Nurses based on a
record review identifying gaps in pre-operative assessment records lead to improved

completion of these records?



1.4 PURPOSE AND AIMS OF THE STUDY
The purpose of the study was to improve the completion of the pre-operative assessment
records in two private hospitals in Gauteng.
The aims of this study were to:
e Review the pre-operative assessment records;
e Develop and implement an in-service education programme for nurses based on the
gaps identified in completion;
e Review the pre-operative assessment records completed after the in-service
education programme.

e Explore the participants’ satisfaction of the in-service education programme.

1.5 SIGNIFICANCE OF THE STUDY

Little is known about the completion of pre-operative assessment records in South Africa
as studies addressing this issue appear to be rare. Only two studies, Mokgwathi, Baloyi and
Ogunbanjo (2011) and Swart and Kuhn (2015), addressing similar issues in the South
African context could be found. This study will focus solely on improving the completion
of the patients’ pre-operative assessment record by Registered and Enrolled Nurses. In
addition, it will add to the body of knowledge and improve the completion of the pre-
operative assessment records important for patient safety, patient outcomes and patient

experiences.

1.6 SETTING, RESEARCH DESIGN AND METHODS
The setting for this study was two private hospitals in the Gauteng Province; each hospital
conducting approximately 900 surgical procedures over a three monthly period. A quasi-

experimental one group pre-test-post-test design was selected for the study, which



according to Burns and Grove (2013), allows the researcher to use one experimental group,
collect baseline data (Appendix G), apply an experimental treatment (Appendix M ) and
collect data after the treatment (Appendix G) has been applied to another group.

The experimental group consisted of all the nurses practicing in the surgical wards and the
operating theatre receiving areas. A record review, which according to (Retrieved

November 14, 2016 from https: //medical-dictionary. the freedictionary.com/retrospective

review ) is a detailed written account of the patients’ medical and surgical history,
treatment, tests and diagnostic procedures done and scheduled, and current medication,
collected the baseline data. The unit of analyses consisted of all the pre-operative
assessment records completed by the nurses practicing in both the surgical wards and the
operating theatre receiving areas two months prior to the collection of data. A calculated
sample size (n=187) was used. The researcher used two quantitative methods in the
current study, a pre-test-post-test design and a survey. A probability sampling method,
simple random sampling, was used in step one to gather data from the pre-operative
assessment records. According to Burns and Grove (2013), probability-sampling methods
reduce the sample error, and consist of choosing individuals in such a way that every
individual has the opportunity to be part of the sample. A simple random sampling method
provides an unbiased representation of a group and is a fair method of selecting samples
from a larger population. The structured Mediclinic Audit Tool (Appendix G) served as the
data collection instrument. Descriptive statistics analysed the data, which was done
quantitatively in Excel and Stata/IC version 14. Data were collected at two points, from

September 2016 to October 2016 and from May 2017 to June 2017.

The second step was an experimental treatment that consisted of an in-service education

programme (Appendix M), which focused on the Registered Nurse, Enrolled Nurses,



Enrolled Nursing Auxiliaries and Student Nurses practicing in both the surgical wards and
the operating theatre receiving areas. The in-service education programme was based on
the gaps identified during the first record review. A survey was conducted using a
questionnaire (Appendix P) to collect data from the respondents in order to explore their
satisfaction of the in-service education programme. An inclusion criteria and exclusion
criteria was established to identify the respondents for this study. The questionnaire
consisted of an open-ended and close-ended questions and a Likert-style rating scale of
questions. A total of (n=45) nurses were eligible and met the inclusion criteria and

answered the questionnaire after the in-service education programme.

The in-service education programme was developed by applying the ADDIE Model, which
consists of five phases. The researcher adopted each phase accordingly to meet the
objectives of the study and answer the research questions. The researcher’s decision on
underpinning the ADDIE Model to implement the in-service education programme was
based on the gaps identified from the pre-test audit results. The third step was a second
record review which was conducted as a post-test; the same research methods were applied
to the post-test. Data collection started three months after the in-service education

programme from May 2017 to June 2017.

1.7 DEFINITION OF THE KEY CONCEPTS
Theoretical assumptions are definitions of the concepts that are in line with the

researcher’s field of study and include models and theories used in research.



1.7.1 Patient Records

Patient records are a form of recording and reporting information pertaining to patient care,
encompassing relevant patient information in an electronic or written form. This is also
considered a vital method of communication amongst the multidisciplinary team members
regarding the patients’ tests, treatment, procedures and general health activities relevant to
the patients’ condition. According to Mathioudakis et al., (2016), records also provide
evidence of procedures done on the patient, are a legal record and ensure all is compliant
with delivery of quality patient care. Therefore, the records must entail a detailed account

of the patient.

1.7.2 Pre-operative Phase

There are three perioperative phases: pre-operative, intra-operative and post-operative
phase. The perioperative phase, according to Phillips (2013), involves the physical and
psychological preparation of the patient prior to the surgical procedure. It runs from the

time the patient is admitted to the hospital to the time the surgical procedure commences.

1.7.3 Pre-operative Assessment

Pre-operative assessment is an orderly process of gathering information related to the
patient Phillips (2013). The information obtained assists the nurse to cater for the patients’
specific and unigque needs throughout the surgical intervention. The assessment of a patient
scheduled for surgery is the clinical judgement of the nurse admitting the patient, Rothrock
(2011) and according to Phillips (2013), the time the perioperative nurse collects a

patients’ health data enables the nurse to formulate a nursing diagnosis.



1.7.4 Patient Safety

Patient safety is an essential fundamental principle encompassing a wide range of actions
to ensure safe delivery of patient care and that no harm occurs to the patient Ballard (2003)
and according to Emmanuel et al., (2008), patient safety is crucial to minimise the impact

of incidence and adverse events and maximise the patients’ recovery.

1.7.5 Workshop

For the purpose of this study a workshop would refer to an educational programme for the
presentation of the in-service education programme. It is designed to meet the needs of the
practical and technical skills of the participants to use in their daily work lives, (Retrieved

November 20, 2018 from https://ctb.ku.edu/en/table-of-contents/structure/training-and-

technical-assistance/workshops/powerpoint).

1.7.6 Multimedia

In the current study multimedia involved the incorporation of video clips included in the
power point presentation. For the purpose of this study multimedia was used to convey
knowledge, (Retrieved November 20, 2018 from

https://fcit.usf.edu/multimedia/overview/overviewa.html).

1.8 ETHICAL CONSIDERATIONS

The ethical principles outlined by Brink (2012) guided this study. According to Brink
(2012), three fundamental ethical principles apply to ensure human rights are protected. In
this study, the principles related to ethics were maintained, such as privacy, anonymity and

confidentiality.
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Ethical clearance for the study was granted by the Human Research Ethics Committee
(HREC) (Medical) (M160803) (Appendix A) and the Hospital Managers (Appendix D)
and Nursing Managers (Appendix E) from the two private hospitals approved the study.
The Audit Tool (Appendix G) was used with permission (Appendix F) of the Private
Hospital Group as the data collection instrument. Codes were used to identify the patients’
records. The researcher ensured maintenance of anonymity and confidentiality of all
records and respondents and the information was only known to the researcher and the
supervisor. This information was kept electronically on a password-protected computer.
The respondents who participated in the in-service education programme received an
information sheet (Appendix J) that outlined the structure of the study. The participants
were informed of their voluntary participation and withdrawal from the study without any

discrimination or penalty (Appendix K).

According to the Guidelines on Keeping of Patients’ Records (2008), all data obtained
would be kept for two years if published and for six years if not published; after this period
all data would be destroyed. In the event of data sharing with other researchers for
academic purposes, written permission would be sought from HREC (Medical), (Retrieved
November 15, 2016 from

http://www/hpcsa.co.za/downloads/conduct ethics/rules/generic ethical rules/booklet 14

keeping of patience records.pdf).

1.9 SUMMARY
The proposed chapter layout for this study is as follows:
Chapter 1: Overview of the study

Chapter 2: Literature review


http://www/hpcsa.co.za/downloads/conduct_ethics/rules/generic_ethical_rules/booklet_14_keeping_of_patience_records.pdf
http://www/hpcsa.co.za/downloads/conduct_ethics/rules/generic_ethical_rules/booklet_14_keeping_of_patience_records.pdf

Chapter 3: Research design and methodology

Chapter 4: Presentation of the pre-test results and introduction of the in-service educational
programme

Chapter 5: Presentation of the post-test results and comparison of pre-and post-test results

Chapter 6: Discussion, justification, recommendations, limitations and conclusion
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CHAPTER TWO

LITERATURE REVIEW

2.1. INTRODUCTION

The previous chapter included an overview of the study, its background, the purpose,
objectives and significance, research questions and problem statement. This chapter
presents a summary of the literature review based on the topic and examines previous
research, to gain insight on national and international trends on the outcomes of pre-

operative assessment records.

The researcher used a systematic approach to search the literature. Databases CINHAL,
MEDLINE and Google Scholar were used to search. The keywords used for data search

are as follows, including the three areas on the audit tool:

Role of the Nurse; Patient Safety; Surgical Checklist; Pre-operative Assessment; Patient
Records; In-Service Education Programme ; The Adult Learner; Addie Model Instructional
Design; Allergies and Risk Factors; Informed Consent; Premedication; Application of
Identification Band; Nil Per Mouth; Signatures on Handover; Fluid Balance Record;

Improving Quality.

2.2 ROLE OF THE NURSE
The role of the nurse in the pre-operative assessment serves to identify the patients’ risk
factors and physical and psychological needs that could possibly increase the risk of

complications not only before the surgical procedure, but also for the entire perioperative
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phase, which includes the pre-operative, intra-operative and post-operative phase. The
outcomes of the success of the patients’ surgical journey rely on the information provided

between the phases.

Malley et al., (2015) conducted a qualitative study where focus groups were conducted on
the following themes: understanding patient vulnerabilities, multidimensional
communication, managing patients’ expectations and nursing role in compensating for
gaps. The conclusion of the study detailed the nurses’ role in the pre-operative assessment,
during the patients’ transition of pre-operative care, in identifying the risk factors that
could affect the surgical patients’ experience. The research findings in the study identified
that communication gaps exist during patient transition throughout the perioperative

assessment.

2.2.1 Categories of Nursing Staff Responsible for Completing the Pre-operative
Assessment Record

Two categories of nurses are responsible for the completion of the pre-operative
assessments records, the Registered Nurse and the Enrolled Nurse. The nurse that
completes the pre-operative assessment records can be a Registered or Enrolled Nurse in
the surgical and day wards, or an experienced Theatre or a trained Theatre Nurse. The
scope of practice of the Registered Nurse falls under the regulations of Nursing Act, 2005
(Act 33 of 2005). There are two regulations that respectively guide the scope of practice,
acts or omissions in the functioning of the Operating Theatre Nurse, Regulation R387,
1990 and Regulation R2598, 1984. The regulation of South African Nursing Council
(SANC) grants the independent practice of the Registered and Theatre Nurse. According to

Searle (2009), it is the responsibility of the Registered Nurse to adhere to the nursing
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regulations guiding his/her clinical practice and to provide the appropriate nursing care for

the patient.

The Registered Nurse and Enrolled Nurse in the operating theatre receiving area are
responsible for ensuring the patients’ records are completed and an entry in the
implementation record clarifies this with a signature from the surgical ward nurse who
hands over the patient. The operating theatre receiving area is also known as the holding
area, where patients awaiting a surgical procedure are meant to wait (Phillips, 2013).

The patient is accompanied by nursing staff from the ward and a porter. The escorting
nurse hands over the surgical patient to the nurse in the operating theatre receiving area.
The completed pre-operative assessment record, together with the informed consent, are
checked and acknowledged, with the signature of the nursing staff further clarifying the
records are correctly completed. The nurse receiving the patient introduces him/herself
then asks the patient to confirm their name and the surgical procedure for which they are

booked and clarifies this with the informed consent and the patients’ identification band.

Tuffaha et al., (2012) conducted a study to guide the nursing staff who completes the
patients’ pre-operative records to improve the quality of completion of pre-operative
assessment records utilising the Surgical Tool for Auditing Records score (STAR) method.
This tool is believed to be reliable, and suggestions are that it can be implemented
universally. On conclusion, the authors confirmed a significant overall improvement in the
completion of the pre-operative records. An educational exercise was implemented
whereby all participants confirmed that this would have an influence on their practice in

completing the records.
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Both the Registered and Enrolled Nurse are responsible for admitting and completing the
pre-operative assessment records of the patient scheduled for a surgical procedure and
therefore preparing the patient before their arrival in the operating theatre receiving area.
The Enrolled Nurse also has a function in the completion of the pre-operative assessment
record with the supervision of the Registered Nurse. The scope of practice of the Enrolled

Nurse is guided by the Nursing Act, 2005 (Act 33 of 2005).

A Theatre Nurse is a Registered Nurse with, SANC who works in the operating theatre. A
Registered Nurse can be an experienced Theatre Nurse or a Registered Theatre Nurse with

a Diploma in Operating Room Technique.

An experienced Theatre Nurse is a Registered Nurse who works in the operating theatre,
and who has gained competence and experience from exposure thus enabling them to

apply skills and technique in the operating theatre.

A Registered Theatre Nurse is a Registered Nurse who has completed and obtained a
Diploma in Operating Room Technique, and who is registered with an additional
qualification in the post basic Nursing Science course (Regulation R212, 1993). The
Operating Theatre Nurse is registered with SANC and has the knowledge, skills and

technique to work independently in the operating theatre.

It therefore remains the responsibility of the organisation to ensure the nursing staff are

trained and receive the appropriate training to achieve optimal productivity to complete

tasks (Muller, 2009).
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2.3 PATIENT SAFETY
Patient safety forms the forefront of patient care. The initiation of the surgical safety

checklist forms an integral part to the standard of care administered to a patient.

St. Jacques and Minear (2008) conducted a study on the application of available software
design and standards available to improve patient safety throughout the perioperative
process. Patient misidentification, surgical site misidentification and medication errors are
amongst the type of errors most likely to occur due to poor use of technology. Faced with
these daunting challenges, an approach is required to make a dramatic change within the
perioperative environment. The implementation of perioperative technology was to
improve patient safety as well as the efficiency and speed of the nursing staffs’ workflow.
The computing of patient data helps to reduce errors and re-entry of information while

maintaining patient privacy.

A retrospective record review was conducted in eight countries during 2005, including
South Africa, Wilson et al., (2012), and records of 15 548 patients were randomly selected
during the study. The objective of the study was to assess the frequency of adverse events
and the impact it had on the patient. The results concluded that inadequate supervision and
training of the staff and not following policies and guidelines further contributed to most of
the adverse events. Similarly, compliance in completion of the pre-operative assessment
records was noted by the researcher in this study. Unsafe patient practices are seen as

major medical legal risks.

An adequately prepared patient for a surgical procedure enhances the patients’ safety

Isgett-Lynn (2011) and can further reduce potentially serious medical legal issues at
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various medical institutions. It further prevents last minute cancellations of surgical
procedures, unnecessary complications, and bleeding risks for patients who have not been
appropriately stopped from taking chronic medication, such as aspirin and warfarin,
preceding the scheduled procedure. Inadequate preparation results in a waste of time for
both the patient and the healthcare provider. All information pertaining to the patient

preparation and care should be carefully and legibly recorded, signed and dated.

2.4 SURGICAL CHECKLIST
A surgical checklist comprises of a chain of communication consisting of the patients’
surgical journey. The World Health Organisation (WHO), (Retrieved July 16, 2016 from

http://www.who.int/patientsafety/safesurgery/knowledge base/SSSL Brochure finalJun08

.pdf), launched a surgical safety checklist, which is currently used worldwide in operating
theatres, including the United Kingdom and in current practice in South Africa. The
checklist comprised of three components: sign in before the commencement of
anaesthesia; the time out after the administration of anaesthesia and just before the surgical
incision; and the sign out during wound closure and before transporting the patient from

the operating theatre.

The National Patient Safety Agency implemented and introduced a safety checklist alert in

2009, which was in line with the WHQO’s safety checklist.

2.4.1 Purpose of the Checklist
The purpose of the checklist was to ensure that the organisation:
e Completed the checklist correctly for all patients undergoing a surgical procedure

under anaesthesia.
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e That a registered team member entered the information in the checklist in the
patients’ clinical records.

e The checklist was implemented within the organisation.

The aim of the study was to discover if all the patients’ disease processes were mentioned
in their records, and to identify if any mistakes regarding the surgical procedure were

recorded in the records and how they affected the care and management of the patient.

The World Alliance for Patient Safety (2008), (Retrieved July 16, 2016 from

http://www.who.int/patientsafety/safesurgery/knowledge base/SSSL Brochure finalJun08

.pdf). also part of WHO, established the “Safe Surgery Saves Lives,” which was initiated
to reduce the number of surgical deaths worldwide The intention of the surgical safety
checklist, launched in New Zealand in August 2009, was to ensure patient safety in every
surgical procedure undertaken, with the implementation of the simple yet efficient set of
priority checks (Retrieved July 13, 2016 from

https://www.hgsc.govt.nz/assets/Perioperative-Harm/PR-files--images/Litmus-surgical-

safety-checklist-report-June-2013.pdf). The aim of the study was to explore the personnel’s

attitude towards the checklist and its use in the wide range of hospitals in New Zealand.

Common barriers were identified in the study to the use of the checklist.

2.4.2 Common Barriers to the Use of a Checklist

e Personnel attitude
e Extent of use of checklist.

e Changes required for improvement of the checklist.
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2.4.3 Checklists as part of nursing documentation for the surgical patient

Surgical checklists are used routinely in major and complicated surgical procedures
and less in emergency trauma and caesarean section procedures.

Some of the personnel merely “tick the box™ rather than conducting the checks by
asking patients the relevant questions. This is due to lack of understanding the
intent of the surgical checklist.

In contrast, personnel feel their professional judgement is being undermined and
resort to rigorously conducting the completion of the surgical checklist.

Personnel in New Zealand observed that the majority of surgical procedures were
not seen to be critical in line with the surgical checklist. This resulted in an
unmanageable complex surgical checklist due to personnel leaving the inclusion of
non-applicable answers and spaces for comments and signatures incomplete.

The WHO Implementation Guide was adapted to the needs of each hospital

(Retrieved July 13, 2016 from https://www.hgsc.govt.nz/assets/Perioperative-

Harm/PR-files--images/Litmus-surgical-safety-checklist-report-June-2013.pdf).

There were suggestions from the study on how to improve the use of the checklist as

highlighted below:

The surgical checklist needs to be viewed as a communication tool among team
members to ensure patient safety rather than being viewed as a compliance
document.

The data obtained on incidents where patient safety was enhanced using the
checklist needs to be communicated to personnel.

Video clips, peer reviews and observations enhance good practice and effective

demonstrations on the use of the surgical checklists in New Zealand.
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e Asrecommended by, WHO, the surgical checklist should be kept simple.

Recording in the surgical checklist makes one fully accountable and responsible for the
completion of the checks. This is accompanied by one’s full name, signature, designation,
date and time. Auditing is done regularly to check the compliance in the completion of the
surgical checklist. Currently memorandums are issued to personnel if they are found “not
to be complying” in completing the surgical checklist correctly. As the surgical checklist
forms part of the patients records included in the patients’ file, it serves as important

evidence in case of an adverse event.

The surgical checklist has great relevance in developing countries, which includes South
Africa. Personnel have motivated for more data information on the possible impact the
surgical checklist had on enhancing patient safety and requested that this be included in
stories and newsletters rather than just highlighting the areas of non-compliance.

Cadman (2016) reviewed evidence, which found that the use of the checklist improved
communication and enhanced teamwork thereby reducing patient morbidity and mortality.
The use of the checklist also assisted in the reduction in operating time and theatre costs

(Cadman, 2016).

A retrospective record review done by De Vries et al., (2011) concluded that financial and
physical damage can be prevented by using the Surgical Patient Safety System
(SURPASS) checklist. The study identified the common factors that contributed to the
surgical malpractice claims was failure in diagnosis or pre-operative damage. The author
further claimed this could be prevented by 30% if the SURPASS checklist was used.

Failure in the following areas increased the incidence of malpractice: failure to adhere to
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protocols, failure in communication amongst care providers, absence of information in the
pre-operative records and failure to register the informed consent. These findings are

similar to the results of the researcher’s study.

Vohra et al., (2015) state that despite the growing use of the WHO’s surgical safety
checklist being adopted globally, the perception of its usefulness was a factor related to
many reported adverse events internationally. This was further justified by Urbach et al.,
(2014) regarding the effective use of the surgical safety checklist. The surgical safety
checklist was although introduced between June 2008 and September 2010, only a third of
the surgical safety checklist began to be utilised in April 2010, with the Canadian Safety
Institute version used in 79 hospitals. Out of 101 hospitals, only 92 provided copies of their
checklist, another nine hospitals used a customised checklist and four used the WHO
checklist. An education programme was implemented on the use of the checklist at 97
hospitals. Feedback on the compliance of the surgical safety checklist use reported high
usage between January and June 2013. Similarly, in this study the researcher delivered an
education programme underpinned by the ADDIE Model to improve the compliance of the
completion of the pre-operative assessment records of patients scheduled for surgery under

anaesthesia.

According to a study by Nilsson et al., (2010), the most common causes of wrong site
surgery and overlooking allergies are a result of poor communication recorded in the pre-
operative surgical safety checklist. Protocols and guidelines currently in place need to be
adhered to during the checking of the pre-operative assessment records. The 78% to 84%
of respondents who answered the questionnaire in the study allowed the author to identify

the importance of confirmation of patient identification, correct procedure, correct side and
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checking of allergies. Nilsson et al., (2010) indicates that the operating room is viewed as a
complex environment with the potential for high adverse events. Conley et al., (2011)
confirm the reduction in mortality after an investigation in 2009. In order to achieve
positive patient outcomes, the effective implementation of the checklist needs to be

adopted.

Melekie and Getahun (2015) conducted a prospective observational study on the
compliance of the completeness of the surgical safety checklist of patients undergoing
elective and emergency surgical procedures. The authors highlighted improved patient
outcomes and a reduction in occurrence of perioperative surgical complications is due to
appropriate use and compliance of the surgical safety checklist. The authors recommended
supplementary training on the use of the checklist to improve communication, and regular

auditing of the checklists.

According to orthopaedic surgeon, Patel (2015) at Monash and Melbourne universities
although internationally recognised, standardised surgical checklists are in place, they are
not properly adhered too. The intention of the surgical checklist was to ensure quality
control and compliance, however not all Australian surgeons are adhering to it. Despite
procedures and guidelines in place, wrong side and site surgery are amongst the common
errors reported in the operating theatres. Patel (2015) conducted a study at four Australian
hospitals over a six-month period, where he identified a difference in the compliance rate
with the manner in which the surgical checklists were being completed. The compliance
rate from the results following the study indicated adherence to compliance of the surgical
checklist was the highest with regular surgical team members and declined when there was

casual or agency surgical staff present. Patel (2015) further identified fraudulent
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completion of the WHO checklists. Staff members indicated the surgical checklist is seen
as a “tick box” and is signed despite not all the items being checked, which almost resulted

in wrong side surgery in a child.

Low, Walker and Heitmiller (2012) highlight the ongoing challenges experienced in
implementing checklists in the operating theatre to improve patient safety. Six key
elements were targeted at the Seattle Children’s Hospital. Particular attention was paid to
the importance of ongoing training and coaching as an important factor; training and
coaching are part of the education process to demonstrate the correct execution of the
checklists. Multimedia presentation was made available on You Tube Video for staff to
review and this was supported by strongly worded emails detailing the correct
implementation of the checklist. Routine audits were conducted and training became the

focus, which had a positive impact on the nursing staff.

2.5. PRE-OPERATIVE ASSESSMENT

The pre-operative assessment, which plays an important role in the success of the patients’
surgical journey entering the operating room theatre, consists of a record that is done to
ensure the patient is medically fit for a surgical procedure. This also helps to reduce
financial costs and implications for the hospital as well as prevent the surgical procedure
being cancelled or postponed. The pre-operative assessment is essential and further serves
as a guide to verify the patient is prepared physically and emotionally for the surgical
procedure. Therefore addressing these problems prior to the surgical procedure can
enhance the post-operative outcomes for the patient. Most important is that despite who
conducts the pre-operative assessment, the patient must be adequately prepared for the

scheduled surgical procedure.
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According to Pritchard (2012:51), “pre-operative assessment aims to reduce patient anxiety
as well as improve patient outcomes in the post-operative period.” Pritchard (2012) further
echoes the information obtained using the hospital admission forms, as this outlines part of
the overall management plan of the patient. The pre-operative assessment clarifies that the

patient is prepared, mentally and emotionally, for the scheduled surgical procedure.

The pre-operative assessment is a process of interviewing a patient, using the pre-operative
assessment record in line with the audit tool (Appendix G), to obtain baseline data. The
data obtained from the patient prior to the surgical procedure includes if the patient was
kept nil per mouth, premedication administered, the patients description of the surgical
procedure is the same as the booked procedure, application of an identification band,
allergies or high risk factors, administration of intravenous fluid (IV), name of IV
administered, volume and time IV fluid was commenced and signatures of personnel
completing the pre-operative assessment record. The pre-operative assessment of a surgical
patient assists in eliminating gaps and allows the opportunity to improve patient care and
safety. The pre-operative assessment is done to obtain relevant and important information
about the patient before carrying out the planned treatment of care in the operating theatre

(Kritts, 1997).

Swart and Kuhn (2015: 107) state, “Pre-operative evaluation of the patient is the clinical
foundation of pre-operative patient management and can potentially reduce operative
morbidity and enhance the patients’ outcomes.” It is important to note that accurate
completion of the pre-operative assessment records will ensure a safe surgical journey for
the patient. According to Zambouri (2007), after evaluating the pre-operative assessment

records, nursing staff do not take appropriate precautions for ensuring patient safety and do
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not follow protocol when admitting patients to the operating theatre environment; this is
evident by the incomplete pre-operative assessment records. Patients are faced with
numerous risks due to poor compliance in carrying out and completing the pre-operative
assessments records. Zambouri (2007) further highlights these risks may include incorrect
procedure, allergies not identified, inadequate medical and surgical history and not
indicating the administration of pre-medication pre-operatively. In addition to the
literature, the researcher has noted occasions when patients have been incorrectly identified

by nursing staff in the operating theatre receiving area.

The pre-operative assessment has been available for many years although the uniformity in
the way it is used varies, however it has proven to be a success in surgical procedures.
According to Bramhall (2002), nurses are forefront in the delivery of healthcare, ensuring
an effective and efficient patient journey. She emphasises the vital role of nurses in the pre-
operative assessment of elective surgical patients. The purpose of the pre-operative
assessment of the surgical patient varies from area to area and identifies a few of the
principles of the pre-operative assessment namely:

e The pre-operative assessment enables the patient to be identified and for obtaining
medical and surgical history, as well as attending to the patients’ psychological and
spiritual needs.

e As the pre-operative assessment forms part of a risk assessment, it helps the
anaesthetist to gain insight to ascertain if the patient is physically and mentally fit
to undergo the surgical procedure.

e Any abnormalities detected before the scheduled procedure can be attended to or

rescheduled until the patient has reached an optimal health status.
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Kluger et al., (2000) reviewed 197 reports on the Australian Incident Monitoring Study
(AIMS) database to conclude that the incident rate post-operatively can be reduced if the
pre-operative preparation was done accurately. According to AIMS, the 6,271 cases
reported fell into the following categories regarding incidents involving inadequate patient

pre-operative preparation: evaluation, poor communication and poor airway assessment.

The study found 10% of the patients had not been reviewed by an anaesthetist, 23% of the
anaesthetists did not perform the pre-operative assessment or the patients were seen by a
different anaesthetist pre-operatively and anaesthesia was administered by a different
anaesthetist. There was a marked improvement following proposed corrective strategies
involving improved communication, additional training, quality assurance activities and
development of protocols, which were appropriately applied. The study highlighted other
issues such as unplanned admissions and cancellation of the surgical procedure due to

inadequate preparation of patients or assessments that were not completed correctly.

Beck (2007:35) states, “nurse-led pre-operative assessment for elective surgery is
becoming increasingly recognised as a valuable method of ensuring that patients have a
safe and well planned hospital stay.” Beck (2007) also noted that the pre-operative
assessment must be applied systematically in the same way each time. The pre-operative
assessment process is guided by nursing records that are prepared in advance in order to
maintain uniformity in the way patient data were gathered and completed. The author
indicated that the systematic approach guided the multidisciplinary team to be able to
access the patients’ information in the same place in a reliable manner. The literature on
this study concluded that continuous professional development of nurses not only improves

their skills and knowledge, but is also evident in the productive outcomes of the patients.
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According to Stahel et al., (2009), application of the Universal Protocol, introduced by the
Joint Commission in 2004, was designed to prevent the occurrence of wrong patient
identification, wrong site surgery and to ensure the patient had the correct scheduled
surgical procedure. The aim of the Universal Protocol was to improve the safety of the
patient. The success of the system was solely dependent on commitment from the entire
team, which included the staff from the ward, to make this work. Another pitfall in the
wrong site and wrong patient surgical procedure was from inaccurate completion of patient
records, which occurred due to a mix up of records in patients with similar or sometimes
identical names. Prior to taking the patient into the operating theatre, the verification
process is done in the operating theatre receiving area, where the pre-operative record with

a checklist is reviewed and verification recorded and completed accurately.

The National Good Practice Guidance on Pre-operative Assessment for Inpatient Surgery
states “pre-operative assessment establishes that the patient is fully informed and wishes to
undergo the procedure” (Bridgen, 2003:2). The programme was developed for the pre-
operative assessment of the patient before admission of the surgical procedure. It further
allows the patient to be fully informed of the surgical procedure, the expectations, reduces
their length of stay, minimises last minute cancellations and improves their surgical
experience. The American Heart Association (AHA) and the American College of
Cardiology (ACC) revised the pre-operative assessment guidelines of cardiac patients in
2007 as a gap was identified in the pattern of practice. This gap was the clinical practice

and the recommended guidelines for the pre-operative assessment of the AHA and ACC.
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The literature guided the researcher to identify the gaps in completing the pre-operative
assessment records as well as addressing these gaps to improve the completion of such

records.

2.6 PRE-OPERATIVE RECORD

A record contains the patients’ information, whereby baseline data is collected for on-
going patient care in the operating theatre environment Phillips (2013). During the course
of the perioperative pathway, the patients’ records are utilised by nurses, anaesthetists and
surgeons. All these members of the multidisciplinary surgical team take responsibility for
recording different information relevant to the patient. The nurse (Registered and Enrolled
Nurse) are the ones who primarily receive and prepare the patient in the surgical ward prior
to the surgical procedure; this is where the pre-operative assessment record is completed,

relaying and highlighting information of the patients’ data.

Aliyu et al., (2015:55) further state that “the notion of the pre-operative visit has been in
existence since the 1960s.” Cox and Donworth, who were included in Aliyu et al.,
(2015:55) literature, further established the three main components of pre-operative care of
patients “a pre-operative visit is related to a nursing assessment of the patient, care of the
patient during surgery and post-operative nursing care and evaluation of the patient.” In
addition to the literature, the benefits of the pre-operative visit are to ensure that adequate
patient information has been obtained and recorded. Other authors included in this
literature claim that pre-operative information allows the patient to be psychologically

prepared thereby reducing their anxiety.
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The detailed pre-operative assessment record not only provides for safe patient care, but
also is of utmost importance in providing adequate patient information. Literature review,
conducted by Braaf, Riley and Manias (2015), detailed that the failure in communication
of the pre-operative assessment record compromised patient safety across the perioperative
pathway. Incomplete pre-operative assessment records present the multidisciplinary team
with sentinel and adverse events due to unclear verbal and non-verbal communication.
Communication contributes to delivery of safe quality of patient care if the information is
accurately documented; it is the fundamental process to ensure optimal patient safety in

written forms.

According to Coughlan et al., (2015), there was an improvement in certain areas in the
completion and recording of the pre-operative procedures on completion of a retrospective
audit on the patients’ surgical records. The researcher found an improvement in some areas
of the three sections in the completion of the pre-operative assessment records following

the in-service education programme.

Action research conducted by Lees (2010) explored issues on poor quality of recording and
ways to improve this during patient assessment. The results of the study noted that the
common omissions in the pre-operative assessment records were unrecorded IV infusions
and the entries were not up to date from admission. During the action research, the author
made amendments to the record to enhance improvement in areas that were identified on

poor compliance and completion.

Fourcade et al., (2012) study identified barriers that influenced the effective

implementation of the surgical checklist, such as cultural and organisational factors,
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duplication of items within the existing checklists, poor communication, risks that were
unaccounted for and the time spent completing the checklist. Staff further commented that
due to their workload, the checklist took too long to complete. The objective of the study
was to identify barriers affecting the use of the checklist, identify compliance in the
completeness of the surgical checklists and implement strategies to ensure the effective use

of the surgical checklist.

A quasi-experimental study on patient records completed by nurses before and after and an
educational intervention was conducted at a teaching hospital at the Zone of Mata Mineira,
Dutra et al., (2016). During the study, 826 records were audited for compliance in
completion. The patient records serve as a communication tool among the
multidisciplinary team members. Accurate recording of the patients’ information allows
the multidisciplinary team to execute the appropriate care, enhancing patient safety. The
interventions implemented were to improve compliance in the completion of the records,
which found a decrease in offences due to the positive results of the intervention. After the
intervention, the nursing staff was more attentive to the items left incomplete in the patient

records.

The literature provided identified the benefits as well as the risks of a completed pre-
operative assessment record. It is therefore important to adhere to protocols and take the
necessary precautions when completing the pre-operative assessment records to reduce
operative morbidity and enhance patient surgical outcomes. The most identified gap
indicated in the literature review was nursing staff that do not follow protocol. The
researcher also noted on occasions when the nursing staff failed to identify patients

correctly upon receiving them in the operating theatre receiving area. These gaps were
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highlighted in the in-service education programme and further addressed areas of
incompletion of the pre-operative assessment records and provided guidance in the

improvement thereof.

2.7 PATIENT AUDIT RECORDS

Audit is defines as a quality improvement process to improve the quality of care of a
patient Fawkes, Ward and Carnes (2013). An audit consists of a systematic review of the
patients records to ensure the care carried out on the patient is in line with the
implementation. Audits are conducted in various clinical facilities both nationally and
internationally. Audits are generally conducted on the quality of care and treatment of the
patient. The findings of the audit guide the nursing staff in identifying areas for
improvement Nock (2016). Nock (2016) implemented an eight-step guide on auditing
medical records and these principles were applied to the researcher’s study where the

patients’ pre-operative assessment records were audited.

Depending on the objectives of the audit, it can be done internally by the nursing staff or
externally by an agency. Compliance audits are conducted externally by a third party while

internal audits are conducted to assess quality of care Nock (2016).

The researcher is not a qualified auditor, but for the purpose of this study conducted an

audit for quality improvement in compliance of completion of the pre-operative assessment

records.
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2.7.1 Common Errors on Patient Records

About 126 wrong site surgical procedures were cited by the Joint Commission on
Accreditation of healthcare organisation (JCAHO), Sentinel Event Alert Issue (2001)
situated in the United States. An observational study, followed by interviews and a
retrospective survey of patient records De Marinis et al., (2010), indicated that not all
nursing activities were recorded. The quality of care delivered was found to be inadequate
due to incomplete and insufficient recording. The authors of the study needed to identify

recording strategies that nursing staff would find easy to complete.

One hundred and fifty patient records were reviewed retrospectively Hanchanale et al.,
(2014) and it was found that in 6.23% of patients with renal problems, who had undergone
operations and investigations, the side of the pathology was not indicated. However,
although the wrong side was mentioned in three patients’ clinic letters, the remaining two
patients did have the side of their radiology reports mentioned; the radiologist however, did
indicate the correct side in the renal pathology report. Fortunately, no wrong side surgery

was conducted.

In 50 patients whose interventions involved the ureter, 67% of them did not have the side
mentioned, neither was it indicated in the patients clinic letter. Patients scheduled for
bilateral ureteric stents had only one removed and the other stent remained for a year
before removal. According to Hanchanale et al., (2014) the admission card indicated
“flexible cystoscopy and removal of ureteric double J stent.” Even though wrong side
surgery was not performed on any of these patients, it is still seen as a dramatic and
devastating catastrophe leading to surgical errors. Patients in all the records that were

reviewed consented for the correct surgical procedure, however the side of the surgery was
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not marked neither was the consent rechecked on the day the surgery was performed. An
important finding in this study Hanchanale et al., (2014) was that although the side was not

mentioned or was incorrectly recorded, no wrong side surgical procedure was performed.

Gebremendhn and Nagaratnam’s (2017) cross-sectional study, in which anaesthetic record
sheets were audited, identified that less than 50% of the records were incomplete.
Recommendation for training and regular clinical audits needs to be carried out on the
incompleteness of the records until standards were met. As the record forms the
perioperative pathway for patient care, it is imperative to establish strategies to improve

clinical record keeping.

A retrospective study conducted by Naik, Mohammad and Dhulkhed (2017) audited pre-
operative records of patients who had elective surgery in a rural hospital in India. A pre-
operative form was introduced which significantly improved the quality of the overall
outcome of the surgical patient. It was therefore recommended to use the standardised pre-
operative evaluation form during the pre-operative assessment of the surgical patients.
Prior to the implementation of the pre-operative evaluation form, it was found patients
were not formally handed over to the operating theatre staff in the operating theatre

receiving area.

Kori’s and Hopkins (2015) discovered a large number of same day cancellations at a
general hospital in England. An audit was conducted and the results revealed a discrepancy
in the findings between the pre-operative assessment and that of the anaesthetic
assessment. Three interventions were decided on and implemented to bring the pre-

operative assessment in line with the anaesthetic assessment. The inexpensive and effective
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methods of intervention improved the quality of the pre-operative assessment aligning it
with the anaesthetic assessment, reducing the rate of same day cancellations of the surgical

patients.

Shah et al., (2011) conducted a retrospective study in which 48 operative records were
randomly analysed for completeness as per protocol in Good Surgical Practice (2014),

(Retrieved November 15, 2016 from https://www.rcseng.ac.uk/standards-and-

research/gsp/). The operative record was hand written and in a legible manner. When
compared to a previous audit, signatures and names appeared in the pre-operative record,
which improved by 98% during the retrospective record review. The patients’ operative
records serve as a legal record, which are subject to production in a court of law pertaining
to certain conditions; therefore it is important they are completed correctly and legibly. It
was recommended that regular audits be conducted to improve the quality of the

completeness of the pre-operative records of patients.

2.8 IN-SERVICE EDUCATION PROGRAMME
An in-service education programme is regarded as instructional training delivered to
employees or staff by an agency or an institution (Retrieved November 14, 2016 from

https://www.elsevier.com/books/mosbys-medical-dictionary/moshy/978-0-323-41425-).

The aim of in-service education is to improve the skills and knowledge of staff to maintain
high standards of practice and improve patient safety. Continued in-service education
enhances professional development of nursing staff enabling them to increase their current
knowledge towards their professional growth and increase patient satisfaction and safety.
In order to obtain satisfactory results, the content of the education programme must be

appropriate and easily presented to the attendees to enable them to integrate this to the
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nursing staff in this study to guide them in improving the completion of the pre-operative
assessment record. Applying an instructional design model helped the researcher to
improve the content and facilitate the in-service education programme for this study. The

model applied to this study was the ADDIE Model.

The quality of an in-service education programme must facilitate learning and should be
carefully structured and coordinated in order for it to be successful. Despite the method
used or adapted for the presentation of the education programme, the idea is to gain the
attention of the audience, make them curious and ensure they understand the content of the
information presented. Active participation from the attendees ensures that information is

understood and retained (Kotze et al., 2011).

Literature from various studies indicates an increased improvement in completeness of
recording following an intervention. An education programme of instruction, provided by a
medical institution for nurses, was conducted by Courtenay, Stenner, and Carey (2009).
Their findings identified the critical role that nurses play in improving assessment and
recording of patients’ records during the pre-operative assessment. The study concluded
that an education programme for nurses would contribute to better evaluation and
completion of a pre-operative assessment and for team debriefing purposes involving

surgeons and anaesthesiologists.

Tola et al., (2017) mentioned that simple training and intervention in completing patient
records correctly could effectively improve the quality of patient care. Similar to this
study, there was a marked improvement in the completion of areas on the pre-operative

assessment records.
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2.8.1 Designing an Education Programme

Education programmes are designed to improve the professional development of a person
within the clinical setting Muller (2009). Major components of the education programme
are carefully constructed to ensure the recipients are fully equipped with adequate
knowledge in line with the outcomes. When designing the education programme it should
be relevant to ensure the learners’ competencies in order to deliver quality patient care.
The effectiveness of the education programme should be in line with achieving the set
outcomes, this would be clearly identified in the learners change in behaviour and their
skills displayed in the clinical setting. There needs to be positive feedback on the impact of
the education programme; this would be evident in the improvement of clinical
competencies in the clinical setting. The learners’ commitment to perform the desired
outcomes as set out in the education programme highlights the ability to uphold standards
of practice. Therefore, the content of the education programme needs to be in line with the

expected competencies of the learner.

2.8.2 Instructional Design Model

An instructional design model is a systematic process of developing and delivering
instructional material Gustafson, Branch and Alpert (2002). The instructional design model
originated in 1965 by Robert Gagne, who published his first Conditions of Learning
Theory and undertook to apply the learning theory and analysis and incorporate the

development of instruction (Campbell, Schwier and Kenny, 2005).

His nine-step model is based on information processing and the mental thoughts that occur
through various stimuli. Gagne introduced five different types of learning outcomes,

suggesting different instructional approaches to each outcome. The types of learning
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included classical conditioning, operant conditioning, verbal association learning and

chaining.

Based on Gagne’s theory, several instructional theorists proposed different approaches to
deliver instructional material (Reiser and Dempsey, 2011). The Florida State University, in
conjunction with the Department of Defence, created a revised the ADDIE Model, which

included the same slightly, modified phases.

2.8.3 ADDIE Model

The ADDIE Model consists of five phases: Analysis, Design, Development,
Implementation and Evaluation. It is used by instructional designers and training
developers to create instructional course material. The ADDIE Model is a simple and
valuable educational model (Kaminski, 2007). When designing the education programme
using the ADDIE Model, the researcher took into consideration the following aspects: the
assessment of the learners needs, deigning the education programme to meet the needs of
the nursing staff, developing the educational programme based on the planned design,
implementing the education programme and evaluating if the education programme met
the needs of the nursing staff. This study describes the process the researcher used to
design the education programme for the nursing staff at both private hospitals included in
this study using the ADDIE approach. The ADDIE Model has been used in various
educational researches. Figure 2.1 illustrates the five phases of the ADDIE Model the

researcher applied to create the in-service education programme.
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Figure 2.1: The ADDIE Model
Source: Hashmi, Y. (2015). ADDIE and Design. (Retrieved November 20, 2016 from

https://noodlenooknet.wordpress.com/2013/01/24/addie-and-design)

2.8.3.1 Analysis

The Analysis Phase allows the facilitator or trainer to identify the learning needs,
knowledge gaps, skills and behaviours of the learners. This phase is seen as the goal setting
stage. The needs of the learner must match the design of the programme ensuring that
information is not duplicated. After determining the needs, the facilitator plans and
constructs a training programme, taking into consideration the learners’ level of experience
and educational level in that area of expertise. A needs analysis is conducted to determine

solutions for the problems identified (Forest, 2014).

2.8.3.2 Design

This phase is a process of proposing how the information delivered in the form of an
education programme will be grasped. The learning objectives, assessment process,

37



learning activities and content are planned during the design phase. The objectives are
clearly outlined and planned according to the subject matter and the main idea of the
training highlighted. The learners’ cognitive, psychomotor and affective behaviours are
assessed. This phase must be logically and systematically delivered and meet the
objectives outlines. An appropriate teaching style needs to be applied to the design phase
detailing how the facilitator will implement the education training. Creating a mind map or
flow chart will guide the facilitator in ensuring the content of the education training is

adequate to meet the needs of the nursing staff (Forest, 2014).

2.8.3.3 Development

The in-service education programme is developed by the facilitator, who designs the
education programme to the specific objectives to meet the learners’ needs. The content of
the education programme is delivered in writing, by the use of videos, quizzes, storyboards
and multimedia presentations. The content of the education programme is pilot tested to
conclude its effectiveness. This is followed by revising the pilot test and finalising the
delivery of the education programme. The facilitator needs to ensure the period allocated to

the training programme will be adequate to deliver the planned content (Forest, 2014).

2.8.3.4 Implementation

The facilitator delivers the education programme to the leaner. The learner provides
constructive feedback on the effectiveness of the education programme, that they
understood the content and if the objectives were met. The education programme is
continuously modified to enhance its effectiveness and to ensure it successfully meets the

needs of the nursing staff (Forest, 2014).
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2.8.3.5 Evaluation
The education programme is evaluated and its success is measured on the feedback from
the learners. Any modifications made to the current education programme after the
evaluation are amended and implemented in the next presentation. Evaluating one’s self is
a constructive way to determine if the education programme was successful, noting if the
staff attending the education programme engaged during the delivery of the session and
reviewing the results can determine if the nursing staff retained the skills and knowledge
the facilitator intended to deliver. All these will allow the facilitator to adapt different
strategies to improve the education programme for better understanding.
According to Forest (2014), the following aspects are evaluated before the content of the
education programme is delivered:

e If the outcomes of the content are appropriate for the audience.

e The relevance of the content of the information and its effectiveness in the clinical

institution.
e The attitude of the nursing staff that will receive the information.

e The experience and competency levels of the staff.

2.9. THE ADULT LEARNER

According to Billings and Halstead (2009), adult learners display the specific
characteristics for readiness to learn. Quinn and Hughes (2007), also describe adult
learners as individuals who differ widely from each other. The following are characteristics

of adult learners:
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2.9.1 Mature self-concept

Generally, they are actively involved in the learning process and are able to identify their
needs that are essential for the desired skills. Adults apply a learning style that is based on
their own individual needs. This requires commitment in terms of time and money, which
gives them control over their say in the content and the chosen direction of learning. Adult
learners have the ability to utilise new opportunities to their advantage. However, their
previous experiences and failures can have a negative impact creating barriers with the fear
of failure. A supportive educator in this situation can provide additional motivation by
selecting suitable learning strategies to build their self-confidence (Billings and Halstead,

2009).

2.9.2 Accumulated life-experiences

Accumulated life-experiences shape the learning behaviours of adult learners. The
information provided by the facilitator allows the learner to link previous information and
practically apply it, in a meaningful way, to current relevant information. Adult learning is

further enhanced when they connect it to their own personal experiences.

2.9.3 Readiness to learn linked to internal motivating factors

The readiness to learn is dependent on an individual’s internal motivation. The need to
know and pre-existing knowledge gaps create an eagerness to learn. Having realistic goals
and the intention to commit to learning for personal and professional growth are other
motivating factors. Being able to utilise the information in a clinical setting is an

achievement of the set goals in adult learners.
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2.9.4 Having an immediate time perspective
The expected outcome of adult learners is to apply knowledge gained immediately and

effectively. Adult learners tend to apply learned information in real life situations.

2.9.5 Being diverse in terms of their orientation to learning
Various learning styles need to be applied by the facilitator in order to deliver the required
content to the learner. Experiential, collaborative and interactive learning styles are

preferred strategies by adult learners.

2.10 RESPONSIBILITIES OF THE ADULT LEARNER

The adult learner assumes the responsibility to take control of learning. According to

Muller (2009), the following are responsibilities that apply to the adult learner:

e A sense of responsibility and the eagerness to learn are characteristics displayed by the
learner.

e Adequate preparation and demonstrating a positive behavioural outlook clearly
indicates the responsibility assumed to participate actively in the learning process.

e The learner needs to utilise the knowledge gained in order to apply it in a significant
manner to the area of his or her speciality in the clinical setting.

e The knowledge imparted to the learner needs to be done in a creative and effective

way, giving the learner the ability and eagerness to absorb the information and retain it.

Learning and training takes place in the clinical setting to allow the learner to apply their

theoretical knowledge into the practical skills, therefore further allowing the learner to

integrate their skills in the clinical area in which they specialise. Before undertaking the
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design of an education programme, the appropriate scientific principles need to be applied

to ensure it is effective. A learning theory was underpinned in this study.

2.11 ADULT LEARNING THEORY

The nursing staff working in the operating theatre receiving area and surgical wards is
adult learners and are responsible for setting their own learning objectives. The adult
learner is an individual with unique characteristics in comparison to younger learners;
every adult learner learns in unexpected ways. According to Gravett (2003), an adult
learner is an individual who accepts the responsibility for their engagement in an
educational activity. A common aspect noted in adult learners is their voluntary
participation. The more satisfied a learner feels with accomplishing their set objectives, the

more motivated they are to learn.

There are different learning theories of adult learning namely; andragogy, neuroscience,
experiential learning, self-directed learning and transformational learning. The common
goal for these theories is to allow one to create effective learning experiences for the adult

learner.

In the current study the adult learning theory allowed the researcher to plan and develop
the in-service education programme and implement the training that facilitated the learning

process.

2.12 LEARNING THEORIES
Learning theories are structured to guide individuals with instructional strategies on how to

learn Billings and Halstead (2009). There are different approaches to learning, with three
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applicable learning theories that include behavioural, cognitive and constructivism. The

researcher applied the constructivism learning theory in this study.

To underpin the constructivism theory effectively, the facilitator needs to present current
issues to the learners. The relevance of the issue will be approached with a positive outlook
allowing the learner to construct the knowledge gained and link it to their personal lives
searching for meaning. There are varied methods on how technology can complement
constructivism, namely the internet and software application tools which possess endless

amounts of instructional information. Figure 2.2 illustrates the Learning Theories.

Behaviorism

Cognitivism

Theories

- Constructivism

Figure 2.2: Learning Theories
Source: James. (2012). (Retrieved November 17, 2016 from

http://thepeakperformancecenter.com/educational-learning/learning/theories )

A constructivism theory is based on how people learn. Individuals learn from knowledge

obtained from their experiences. The constructivist facilitator guides and support learners
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on how to assess their understanding of the information. Reflection on experiences creates
complex ideas empowering the learner to establish sound resourceful capabilities to
integrate the current knowledge. The learner is actively involved in the process of learning
in the constructivism theory, which further allows the learner to grasp and internalise the
knowledge gained guiding their understanding and promoting learning, (Retrieved

November 17, 2016 from http://thepeakperformancecenter.com/educational-

learning/learning/theories).

2.12.1 Benefits of Constructivism Theory

There are benefits to the constructivism learning theory, as it allows learners to actively
engage and exchange ideas while evaluating their own contributions in an exceptionally
appropriate manner. Being actively involved enables the exchange of information and
ideas based on real life experiences, and make the learning experience more enjoyable.

Constructivism focuses on understanding rather than merely memorising information.

2.13 THE ROLE OF THE CRITERIA IN THE AUDIT TOOL IN LINE WITH THE
PRE-OPERATIVE ASSESSMENT RECORDS

The compliance of the completion of the following criterion indicated on the audit tool in
line with the pre-operative assessment record was important to deliver quality patient care

and implement changes to further improve gaps identified.

2.13.1 Pre-Operative Record
The pre-operative records contains patient information and details including administration
of medication, vital signs and all relevant tests conducted and the results Williams and

Stroh (2007). The applicable nursing staff must therefore ensure that the pre-operative
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assessment record is correctly completed accompanied with their signature and
designation. The tick list is completed acknowledging that all relevant information is

recorded.

2.13.2 Patient Received in Theatre Noted in Implementation Record
Signing on the implementation recorded confirms that all records are completed upon
arrival to the operating room receiving area. Any abnormalities are noted and the

anaesthetist and surgeon are timeously informed.

2.13.3 Patient Sticker/Patient Name and File Number

The patient data on the sticker needs to correspond with that of the patient file. The data
included on the patients’ sticker was the patients’ full name and surname, identity number,
address, date of admission and attending doctor. Data from the patients’ sticker is
important as this is used by medical aids to capture correct coding for the surgical

procedure as well as for labelling of the patients’ specimen.

2.13.4 Allergy Sticker/Nil Known/High Risk

Allergies and risk factors need to be identified in order to eliminate and prevent adverse
drug or contraindicated side effects. A careful and detailed patient medical and surgical
history is obtained during the completion of the pre-operative assessment record, which
guides the nurse in planning the management of complex medical problems that can occur

during the course of the perioperative period.
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Medication errors are among the common cause of harm to a patient if not accurately
recorded. Any unfavourable reactions to previous anaesthesia, bloods or antimicrobial

agents are noted during the completion of the pre-operative assessment record.

2.13.5 Informed Consent/Pre-Operative Record
An informed consent clarifies that the patient has confirmed that he or she understands the
surgical procedure and the risks and benefits, and authorises that the surgical procedure can

be performed; this is confirmed with the patient’s signature, together with two witnesses.

Leclercq et al., (2010) provided insight into the informed consent, as well as how to
enhance the quality of the process. The author discovered gaps between the theoretical and

practical completion of the informed consent.

There is scarce literature on quality of the informed consent however; the purpose was to
provide ways to improve the completion of the informed consent correctly in daily
practice. Patients need to be educated on the risks and benefits regarding their voluntary
participation in the informed consent process, as it is a legal record of the patients’
comprehensive knowledge giving voluntary authorisation for the diagnostic or
investigative procedure and surgical treatment. It is the attending surgeon’s responsibility
to provide the patient with the appropriate information and knowledge to prevent future
litigation. Wrong side surgery can be catastrophic for the patient, their family, the

attending surgeon and the admitting nurse.

In the current study, the researcher identified incompleteness of the booked procedure and

the patients’ description of the surgical procedure. The correct application and completion
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of the pre-operative assessment record can eradicate numerous errors, one of them being

wrong side surgery.

2.13.5.1 Purpose of Informed Consent

Patients have the right to make an informed decision on what can or cannot be done on
their body and have the ability to make this decision without being influenced by others.
The informed consent is obtained by the surgeon during consultation where the patient
makes the informed decision for the conduction of the surgical procedure. The information
of the surgical procedure is verbally exchanged with the patient, and the surgeon can use
innovative ways of transferring this information in writing or using computerised
technology (video clips) to ensure the patient fully understands the risks and benefits
before making the informed decision. The presentation of information impacts on what the
patient perceives and remembers. The researcher has noticed general oral information is
poorly retained depending on the patients’ age and other factors, such as culture and

language barriers, that can inhibit interpretation of the informed consent.

The information on the consent form should have the following: the patient’s full name,
date of birth, age, sex and the hospital registration number. The booked procedure must be
the same as the procedure described in the patient’s own words, the patient’s signature or
that of a legal guardian or parent is required if the patient is under the age of 18 years old.
A thumb print of the patient is acceptable if they are unable to sign and this needs to be
accompanied by the patient’s full name printed alongside the thumb print. In an emergency
or life-threatening circumstance, a surgical procedure will be performed on a patient with

the consent obtained by the attending surgeon.
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Informed consent provides protection for the patient from unnecessary invasive surgical
procedures. The attending surgeon and the nursing staff at the health institution are further
protected against any legal claims concerning unauthorised surgical procedures that may
be conducted on the patient without an informed consent. The consent confirms that the

patient has made an informed decision for the authorisation of the surgical procedure.

Informed consent is a legal record reflecting that the patient has consented voluntarily for
treatment, therefore determining what will be done to their body. Hall, Prochazka and Fink
(2012) explain that informed consent is a legal form, which protects the patient from
unwanted medical interventions, safeguarding the patient and allowing them to exercise
their autonomous rights in decision making on the proposed medical intervention to

maintain their health status.

Hall, Prochazka and Fink (2012) convey the purpose of the informed consent is to respect
the patients’ autonomy toward the desired result of the intended treatment, therefore
allowing the ethical paradigm to shift in the decision making process toward the patient

rather than the surgeon.

2.13.5.2 Factors that Affect Obtaining the Informed Consent

Hall, Prochazka and Fink (2012) highlight a few factors that affect obtaining the informed
consent: patient comprehension, patient autonomy, patient use of disclosed information
and the demands placed on the healthcare providers to meet the patients’ needs with

minimal disclosure of information.

48



2.13.5.2.1 Patient Comprehension

It is important that the patient fully understands what the surgical procedure entails, the
risks and the benefits and can comprehend their acknowledgement on the informed consent
record. Patient comprehension, according to Hall, Prochazka and Fink (2012), is related to

the patient’s age, education level, intelligence, cognitive function and anxiety.

2.13.5.2.2 Patients’ Use of Disclosed Information

Hall, Prochazka and Fink (2012) convey that based on theory, patients will use the
information disclosed in rational and autonomous ways. The authors express that while
some patients base their decisions on intuition others make rational decisions while

considering the risks and benefits.

2.13.5.2.3 Patient Autonomy

Patients exercise their rights by making an autonomous decision and signing the informed
consent. Mockneally and Martin (2000) focus less on the decision making process and
more on trust, allowing them to take a “leap of faith” based on the care entrusted in the

surgeon.

2.13.5.3 Future Improvements of the Informed Consent

Incomplete informed consent and inaccurate information does not justify the patient’s
authorisation for the surgical procedure. This leads to medical legal claims, which are due
to failure in communication when completing the informed consent. In order to improve
the informed consent process and the correct completion thereof, nursing staff need to
improve their skills in this area. This can be achieved by using effective methods and ways

of communicating to ensure relevant information is recorded on the informed consent.
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Patients’ level of knowledge needs to be checked to ensure that information is transferred

correctly before the informed consent is obtained.

The patient needs to understand that he/she is in charge and make the final decision for the
surgical procedure. Leclercq et al., (2010) included the following practice implication for
an adequate informed consent process: ensure that patients and doctors are aware of the
importance of an adequate informed consent; the use of an interactive computer to guide
the doctor when imparting information to the patient to understand the surgical procedure;
to check the patient understands the risks and benefits involved; the correct informed
consent record is used and confirmed with the booked procedure and recorded in the
patient’s own words; check that the informed consent is correctly completed and kept in
the patient’s file and easily accessible; provide the patient with adequate local information
rather than just relying on one’s clinical insight; clarify the patients understanding of the

planned operation by asking the patient to repeat this information.

The attending surgeon provides the patient with adequate information with clear and
simple information regarding the following: the nature of the proposed surgical procedure;
the purpose of the surgical procedure; the risks and benefits and the possible complications
intra-operatively and post-operatively; the treatment options available; the pre-operative
assessment regarding current medication, medical and surgical history and nil per mouth as

this can impact on the outcome of the surgical procedure.

2.13.6 Patient Description of Procedure - Own Words (and/or Informed Consent)
The patient confirms that he/she has agreed to the surgical procedure and describes the

understanding of the surgical procedure in his/her own words. Clarke, Johnston and Finely
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(2007) examined patient records over a 30-month period. The errors identified were near
miss events involving wrong patient, wrong procedure, wrong side and wrong part. The
most common procedure incorrectly operated on was the lower extremities. An important
note on this study was to ensure verification of the patient’s consent at multiple points

before making the surgical incision.

2.13.7 Is the Booked Procedure the Same as the Patients’ Description?

The booked surgical procedure must correlate with the patient’s description and this is

further confirmed with the informed consent.

2.13.8 Pre-medication Administered

Pre-medication is administered to patients prior to anaesthesia to achieve optimal
conditions for the surgical procedure. Pre-medications can be administered intravenously
at induction or during anaesthesia. The anaesthetist prescribes the pre-medication after
taking the following factors into account: the age and weight of the patient; physical status;
previous pre-medication history; allergies; the scheduled surgical procedure; the patient’s
length of stay in the hospital (Williams and Stroh, 2007). Williams and Stroh (2007)
identifies the main objectives of pre-medication as helping to alleviate anxiety, promoting
amnesia, reducing secretions, achieving sedation, alleviating pain and fear, and providing
analgesia. It is imperative that the nurse administering the pre-medication confirms the
time, dose and route on the prescription chart. The nurse then signs the prescription chart

and completes an entry in the patient’s implementation record.

The administration of pre-medication can have side effects, such as drowsiness and

confusion, therefore the patient is observed for any possible reaction to the pre-medication.
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If the patient presents with any adverse drug reaction this is brought to the immediate

attention of the anaesthetist.

2.13.9 Patient Kept Nil Per Mouth

Patients are kept nil per mouth, meaning nothing to eat and drink 8 t010 hours prior to a
surgical procedure. Therefore, careful history when obtaining information from a patient
on admission and completing the pre-operative assessment record is important. The
detailed data in the patient’s medication history provides the nurse with vital information
about the patient’s condition and the need to consume any medication orally. In some
cases, the surgeon will inform the patient to have clear fluids 3 to 4 hours before the
surgical procedure, and in elderly and dehydrated patients, IV fluids are administered

intravenously.

2.13.10 Identification Band Applied

A patient is accompanied by a staff member to the operating theatre receiving area, where
they are identified in the presence of the nurse receiving him/her in the receiving area. The
nurse clarifies the patient’s identification against the identification band and the patient’s
records and further asks the patient to state their name, date of birth and surgical
procedure. The patient also clarifies the side and site of the procedure to be conducted and
this is confirmed against a signed informed consent. This ensures the correct patient is

booked for the correct surgical procedure.

Wrong side surgery has become a common error due to poor patient identification. Patients
are identified with the pre-operative assessment record, which is checked and clarified

against their identification band.
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Failure to identify patients correctly is constant throughout the healthcare industry. This is
identified with medication errors, transfusion errors and wrong patient procedures. The
United Kingdom National Patient Safety Agency reported 236 near miss related events
between November 2003 and July 2005, due to missing wristbands or those that had
incorrect patient information. In order to reduce errors, proper patient identification is

important prior to any medical intervention (Lallmohamed, 2008).

In addition to this, Robertson (2008) stated that the most important safety check was to
ensure that the right patient receives the right treatment every time. The National Safety
Goals for 2009, released by the Joint Commission, was to “Improve the accuracy of patient
identification.” The aim of the goals was verbalising the intention of patient identification,
helping to reassure an already anxious patient by further informing them that the

identification process was to ensure they would be properly taken care of.

2.13.11 Pre-operative Check Done
The pre-operative check is done to ensure all the areas on the pre-operative assessment
record are completed and entered correctly upon receiving the patient in the operating

theatre receiving area.

2.13.12 Signatures with Handover
This area indicates that the patients’ records are completed upon arrival in the operating
theatre receiving area. The nursing staff in the operating receiving area clarifies this by

completing and signing the implementation record.
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2.13.13 Fluid Balance Record

Accurate recording, monitoring and assessment of fluid balance in a surgical patient are
important to identify deterioration in the patient’s condition, e.g. multiple organ failure.
The Registered and the Enrolled Nurse are responsible for the completion of the fluid
balance chart. Incorrect completion of the fluid balance record can present the patient with
negative consequences. Transfusion errors can occur if the wrong transfusion, be it blood
or intravenous fluid, is administered to the wrong patient. Fluid mismanagement, if not
recorded correctly on the fluid balance chart increases the chance of an adverse event

should the patient have an unfavourable reaction.

IV therapy is administered to patients to either prevent and/or correct their fluid or
electrolyte status ensuring that the patient is neither dehydrated nor overhydrated. The
administration of IV fluids may be due to the patient having the following problems:
swallowing problems, gastrointestinal dysfunction, fluid deficit due to an illness or injury
and patients scheduled for a surgical procedure and therefore need to remain nil per mouth
(not to consume anything orally). The patients are carefully assessed prior to
administration of any IV fluid as the amount, rate and composition of the 1V fluid needs to
be carefully calculated. A report by the 1999 National Confidential Enquiry into
Perioperative Deaths (NCEPOD) Schubert (2003) highlighted a significant number of
patient deaths due to incorrect infusion administration of either too much or too little. This
report recommended that fluid prescribing be given a drug prescribing status; this
recommendation has not been applied. Despite inappropriate fluid therapy resulting in as
many as 1 in 5 patient complications and morbidity, it is rarely reported. Most likely areas
where errors occur in prescribing 1V fluids are in emergency departments, acute

admissions and general medical and surgical wards. Areas where errors are less likely to
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occur are operating theatres and critical care units, due to staff having more experience in

prescribing IV fluids.

Sweeney, McKendry and Bedi (2013) performed a study, which concluded that IV therapy
has serious harmful effects that can lead to a patient’s death. Therefore it should only be
applied if necessary and the patient must be monitored both clinically and biochemically.
Careful charting of 1V fluids is just as important as a prescribed drug or the administration

of oxygen.

The article by Shepherd (2011), a tutor nurse at Florence Nightingale School of Nursing
and Midwifery, Kings College, London, discusses the importance and health implications
of dehydration and over-hydration and the reasons for accurate measurement of fluid
balance. Abnormalities of over-hydration and dehydration can be detected if accurate fluid
balance record is maintained. , which allows the nurse to deliver the appropriate care to the

patient.

Roets, Aucamp and de Beer (2002) conducted a study to evaluate if the important
parameters were recorded on the checklist. The degree of the completeness and legibility
of the records were also noted in the study. The authors concluded that the fluid balance
was inadequately recorded, while the allergies were indicated on most of the records.
Roets, Aucamp and de Beer (2002) recommended the use of a comprehensive and easily

useable document to minimise errors and negligence.

Wrong patient identification can lead to other forms of adverse events, such as

administering wrong medication to the wrong patient or incorrect transfusion in the wrong
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patient (blood or intravenous fluid); noted as a human error, it can lead to varying
consequences on the patient, such as increased length of hospital stay. Additional to the
National Safety Goals, 2009 released in 2009, was the goal to eliminate errors when
administering blood transfusions. When blood transfusion is administered, two identifiers

are required for confirmation that it is the correct patient and the correct transfusion.

Ling et al., (2011) implemented a new format on the document for recording intake and
output to increase the compliance in completion, which was found to be more practical and
user friendly as their study identified areas of incompleteness in charting. A pre-
implementation and post-implementation audit was conducted which showed a significant
improvement in the compliance of completion of the records. Calculation errors were often
picked up by Specialists and Doctors regarding the totalling of the intake and output.
Periodic briefing sessions were suggested and the new format be introduced at an early
stage to nursing students in the nursing colleges. The study based their research questions
to identify knowledge gaps that resulted in poor compliance in completion of the intake

and output recording.

A recent study conducted by Tang and Lee (2010) identified calculation errors,
inconsistency and inaccurate recording resulted from the lack of education in the nursing
staff. A prospective survey was conducted that provided evidence that clinical experience
did not influence the correct calculation on recording the values on the intake and output

record.
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It is the responsibility of the registered nurse to complete or supervise the completion fluid
balance record. Patients who have an IV should be monitored and this needs to be

identified and recorded in the patients’ records.

Providing accurate data of the administration of IV fluid is a fundamental standard of
practice, as it forms baseline patient information in achieving physiological patient
stability, but it is noted for being inaccurate and incomplete. Poor recording of the fluid

balance record can have an impact on the patient’s stay in hospital.

A quantitative study conducted by Diacon and Bell (2014) concluded that the majority of
fluid balance records were inaccurately calculated. A 24-hour observation chart is used to
record the patient’s intake and output and plays an important role in the management of the
patient. According to SANC (Retrieved February 15, 2017 from http://www.sanc.co.za/)
the South African Regulation of Nurses, the Scope of Practice of the Registered Nurse
forms part of fluid balance monitoring, and he/she is responsible for accurate recording and

completion of the fluid balance records.

There are principles and protocols in place for the administration of intravenous fluids,
NICE Clinical Guidelines (2013) (Retrieved February 17, 2017 from

https://www.nice.org.uk/quidance/cgl74/documents/intravenous-fluid-therapy-nice-

version2). Administration of intravenous fluid is for the following reasons:

e Fluid resuscitation

Intravenous fluid is administered to restore the electrolyte balance to vital organs caused
by bleeding and loss of plasma from the gastrointestinal tract.

e Routine maintenance
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Continuous IV fluid may be required for routine maintenance for complex fluid or
electrolyte problems in patients. IV fluids are administered to patients who present with
abnormal losses or redistribution issues and cannot meet their normal fluid and electrolyte
needs enteral or orally.

e Replacement

Patients may require fluid replacement due to loss from intravascular or other fluid
compartments, usually from the gastro-intestinal tract or urinary tract. The administration
of the replacement fluid is done slowly and with caution to prevent potential risks.

e Redistribution

Fluid and electrolyte losses and changes in fluid distribution are common in patients who
are critically ill, post major surgery or septic. The development of oedema is possible from

the sodium and water excess.

The NICE Clinical Guidelines (2013) further highlight the following four areas that
underpin the administration of intravenous fluid:

e Physiology of fluid balance.

e The pathophysiological effects of fluid balance.

e Approaches utilised to assess 1V fluid needs.

e Properties of available 1V fluids.

Roets, Aucamp and de Beer (2002) discovered, on data analysis, that only 45.2% of the

89.2% of respondents had an indication of the amount of fluid that remained in the

vacolitre.
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The IV site is checked for swelling and infiltration, as this can limit the flow of the IV
fluid. Limited or no flow can result in the patient not being able to receive the appropriate

doses of medication or the prescribed IV fluid timeously.

2.14. IMPROVING QUALITY OF THE COMPLETION OF THE PRE-

OPERATIVE ASSESSMENT RECORDS

Makary et al., (2006) highlight the importance of teamwork to enhance patient safety. The
authors convey that poor communication can lead to breakdown in teamwork, which can

have catastrophic consequences and influence on patient safety.

Further breakdown in communication can lead to wrong side operations being conducted
on patients and adverse and sentinel events. Wrong side surgery can be prevented by
adhering to protocols and guidelines Makary et al., (2006). The development and
implementation of protocols and guidelines must have clear and specific instructions and
be a collaborative effort of the surgical team as well as the nursing staff admitting the
patient. The fatal chain of events can have a detrimental effect on the life of the patient as
well as the career of the anaesthetist, surgeon and nursing staff. Therefore, mandatory use,
globally, of the WHO surgical safety checklist is effective in minimising wrong side

surgery.

2.15. SUMMARY
This chapter explored current and relevant literature based on the purpose of this study.
The literature presented the use of the surgical safety checklist and the non-compliance in

the completion of the pre-operative assessment record and the impact they had on patient

59



safety. In this chapter, the literature review was discussed on completion of the pre-
operative assessment records, relevant learning theory and the instructional design
underpinned by the ADDIE Model. Researchers are still trying to find ways to increase the
use of the surgical safety checklist and improve compliance in completion of the pre-
operative assessment record to maintain patient safety. The next chapter will outline and

discuss the methodology used to conduct this research.
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CHAPTER THREE

RESEARCH DESIGN AND METHODS

3.1 INTRODUCTION

Chapter 3 describes the research design and methods used to review the records, including
the research setting, population and sample used in this study, and discusses the data
collection process and the data collection tool (Appendix G), its validity and reliability.
This chapter focuses on the pre-test results (Appendix H) and implementation of the in-
service education programme. The evaluation of the in-service education programme will

also be discussed in this chapter.

3.2 RESEARCH DESIGN

The researcher used two quantitative methods, a one-group pre-test-post-test study to
review the records and a survey to evaluate the respondents’ satisfaction of the in-service
education programme. To evaluate the education programme, the researcher used a
questionnaire (Appendix P) which will be described in Chapter 5. A descriptive survey
design was used to describe the satisfaction of the respondents’ evaluation of the in-service
education programme. According to Burns and Grove (2013) a questionnaire is a self-
report form designed to gather information from a respondent’s written response. Unlike
an interview a questionnaire contains less depth but is similar to the information gathered
during an interview (Burns and Grove, 2013). The chosen design, a one-group pre-test-
post-test, is quantitative and quasi-experimental. Burns and Grove (2013) define research
design as a blue print for conducting studies that maximises control over factors that could

interfere with the validity of the findings. A research design is the researchers overall plan
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for obtaining answers to the research questions that guide the study (Polit and Beck, 2012).
De Vos, Strydom, Fouche’ and Delport (2011) further states that a research design is a blue
print or a detailed plan for how a research study is conducted. The chosen design
conducted by the researcher was quantitative to address the research problem and achieve
the research objectives in order to improve the compliance of completion of the pre-

operative assessment records.

3.3 QUANTITATIVE RESEARCH

Quantitative research, according to Burns and Grove (2013), is described as the systematic
process of obtaining numerical data in order to understand the aspects of the world.
Quantitative design allows the researcher too systematically and logically progress with a
specific plan of action to focus on a solution of the research problem (Polit and Beck,
2012). Quantitative designs present results numerically in percentages and frequencies.
The researcher applied the quantitative research method because of the purpose and aim of
the study, which was to review the pre-operative assessment records, develop and
implement an in-service education programme for nurses based on the gaps identified in
completion, and to review the pre-operative assessment records completed after the in-
service education programme. The researcher obtained quantitative data using an approved
structured audit tool (Appendix G) in line with the pre-operative assessment record, which

was statistically analysed.

Quantitative research methods are classified into two main classes, quasi-experimental
designs and experimental designs (Burns and Grove, 2013). Experimental designs can be
further distinguished into three main categories, pre-experimental, true experimental and

quasi-experimental. The researcher applied a quasi-experimental design for this study.
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Major strengths of quantitative research methods are used for various control strategies.
Biases are minimised with control by imposing conditions on the research situation and
therefore maximising precision and validity (Burns and Grove, 2013). As data is precise,
consistent and reliable, it can be easy to analyse (Retrieved on July 23, 2017 from

http://betterthesis.dk/research-methods/lesson-1different-approaches-to-research/strengths-

and-limitations).

Burns and Grove (2013) explain a common limitation in quantitative research methods is
that moral and ethical questions cannot be answered using the research. Another limitation
is that difficulty can be experienced in accessing secondary data as well as accessing
available data, creating unexplainable complex issues due to robust data (Retrieved on July

23, 2017 from http://betterthesis.dk/research-methods/lesson-1different-approaches-to-

research/strengths-and-limitations).

3.4 QUASI-EXPERIMENTAL DESIGN

Quasi-experimental design is when the researcher aims to establish the cause-effect
relationships. Brink (2012) further states that quasi-experimental design is similar to a true
experiment, as there is either a lack of control over the experimental situation or
randomisation. The researcher is not in a position to assign participants randomly to either
a control or an experimental group. Creswell (2014) explains that researchers use intact
groups either because of the availability of participants or the setting, which limits the
researcher from forming artificial groups. A quasi-experiment was applied in this study at
two private hospitals using a one-group pre-test-post-test design, which allowed the
researcher to collect baseline data, apply an experimental treatment and collect data after

treatment was applied. The outcome of the treatment was to assist the improvement of the
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compliance of completion of the pre-operative assessment records. The treatment in this
study took place in the form of an in-service education programme (Appendix M). The in-
service education programme was the treatment in the current study. The researcher
explored the respondents’ satisfaction of the in-service training by gathering data with a
questionnaire. Burns and Grove (2013) state surveys serve to be important source of data
and used with many designs such as descriptive and quasi-experimental studies similarly in

the current study.

According to Polit and Beck (2012), quasi-experimental designs have their strengths as
well as weaknesses. Quasi-experimental designs are practical and this is one of their major
strengths. There is also a degree of control over the research, as quasi-experimental designs
allow for a broader group of people to be assigned because not all participants are willing
to allow the relinquishment of their treatment. The results may be less conclusive due to

the implications of the generalisability of the results (Polit and Beck, 2012).

The researcher needs to ensure the necessary steps are taken to counteract the weaknesses
encountered when interpreting results using a quasi-experimental design, as there is an
erroneous risk of incorrectly interpreting the results obtained (Polit and Beck, 2012). In
this study, the researcher hopes to improve the compliance of completion of the pre-
operative assessment records following the in-service education programme. The
conclusions derived from a quasi-experimental design depends on human judgement rather
than objective criteria Polit and Beck (2012) resulting in less compelling cause-effect
interferences. Polit and Beck (2012) further note another weakness in quasi-experimental
designs is that the researcher is unable to manipulate the independent variable or assign

subjects randomly to treatment groups. Quasi-experimental design allows for the search of
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knowledge and examination of the casualties making it impossible to control the study
design, therefore action needs to be taken in order to control the threats and validity of the

research findings (Burns and Grove, 2013).

3.5 ONE-GROUP PRE-TEST-POST-TEST DESIGN

One-group pre-test-post-test designs are another commonly used pre-experimental design
(Burns and Grove, 2013). According to Polit and Beck (2012), one-group pre-test-post-test
involves a collection of baseline data twice, before and after an intervention, allowing the

researcher to examine a change following the intervention.

According to Polit and Beck (2012), one-group pre-tests-post-tests designs present
strengths as well as weaknesses, where events can cause changes in the scores of the pre-
test and post-test that could result in alterations in the post-test responses. Polit and Beck
(2012) further state that the changes in the post-test scores can be further altered by the

maturation process, administration of the pre-test and changes in the instrumentation.

The researcher applied a one-group pre-test-post-test for this study and collected baseline
data at two points, one before (Appendix H) the in-service education programme and one
after (Appendix 1) the in-service education programme. The in-service education
programme was designed based on the data obtained from the analysis of the pre-test
results. An audit tool (Appendix G) collected the pre-test and post-test data. A simple
random sampling method obtained data from (n=187) pre-operative assessment patient
records, which were scrutinised against the 16 core elements in line with the audit tool for
completion of written details. The post-test data provided the researcher with relevant

scores to determine if the in-service education programme improved the competencies of
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the nursing staff in completing the pre-operative assessment records. During this study,
there was neither a control group nor comparison group. The results of the in-service
education programme were the presumed outcome of this study, which was to improve the

completion of the pre-operative assessment records.

In this study, the post-test may be influenced by the in-service education programme, as
the post-test scores could be altered due to the nursing staff being aware of the expected
outcome of the correct completion of the pre-operative assessment records. The
researcher’s intent of the post-test was to assess if there was a knowledge improvement of
the nursing staff that were responsible for completing the pre-operative assessment records.
The in-service education programme included a half hour PowerPoint presentation with
video clips and a 10-minute session for the nursing staff to complete a questionnaire

(Appendix P) based on the satisfaction of the in-service education programme.

3.6 RESEARCH SETTING

A research setting, as described by Polit and Beck (2012), is a place where data were
collected. This study was conducted at two hospitals in the private sector in Johannesburg,
Gauteng, South Africa. Both private hospitals conduct a varied complexity of specialised
surgical procedures. Patients admitted to Hospitals A and B is national and international;
overseas patients who are visiting the country may require medical attention or emergency

surgical procedures.

Hospital A has 379 beds, 10 operating theatres, 106-bed surgical wards and a 19-bed day
ward. The surgical procedures scheduled in Hospital A include general, gynaecology,

neurology (including spinal procedures), orthopaedic (including joint replacements),
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urology, plastic, ophthalmology, ENT (ear, nose and throat procedures), maxillofacial and

vascular. On average, 900 patients are admitted per month for surgical procedures.

Hospital B comprises of 214 beds, 20-bed surgical and day wards. Hospital B has eight
operating theatres, which includes general, gynaecology, neurology (including spinal
procedures), orthopaedic (including joint replacements), urology, plastic, ophthalmology,
ENT procedures, maxillofacial, vascular, catheterisation lab, cardiac and cardio-thoracic
surgery. Hospital B conducts approximately 900 surgical procedures every month.

Both hospitals have specialised nursing units that include the following: 24 hours Crisis
Intervention Centre, 24 hours Emergency Centre, Neonatal and Paediatric ICU and six-bed
High Care Orthopaedic Unit. They further accommodate the community by providing
specialised clinics such as Antenatal Clinic, Baby Wellness and Immunisation Clinic,
Breast-feeding Clinic, Pre-admission Centre as well as a Sleep Clinic. The supplementary
services offered include computed tomography (CT) scans, Fertility Treatment, magnetic
resonance imaging (MRI), Pathology and Radiology services and a Renal Dialysis Unit.
All of these units are staffed with qualified personnel who are equipped with the relevant

knowledge and skills to perform their tasks in a professional and organised manner.

Patients are admitted to the surgical wards prior to a surgical procedure. During this period,
the pre-operative assessment records are completed by the Registered and Enrolled Nurse
in the surgical and day wards. Additional to this, the surgical, day ward and operating
theatre receiving areas have pupil Enrolled Nurses, Bridging Student and Enrolled Nursing
Auxiliaries. The nursing staff admitting the surgical patient in the surgical and day wards

and receiving the surgical patient in the operating theatre receiving area are qualified
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Registered and Enrolled Nurses. The Registered and Enrolled Nurses receive the surgical

patient awaiting the surgical procedure in the operating room receiving area.

3.7 UNIT OF ANALYSIS

De Vos, Strydom, Fouche’ and Delport (2011) describes unit of analysis as objects,
specific elements, persons or events whose characteristics the researcher intends to
describe after data collection. In the current study, the unit of analysis consisted of the pre-
operative assessment records (n=187) in the pre-and-post-test. According to Brink (2012)
the population is referred to as the entire group of persons that is of interest to the
researcher. The population that attended the in-service education programme were
Registered Nurses, Enrolled Nurses, Enrolled Nursing Auxiliaries and Student Nurses from

both hospital A and B (n=45). The population will be discussed in Chapter 5.

3.8 SAMPLING

Sampling plays a vital part of the research process and is a process of selecting subjects for
the research that will be the representative of the entire population (Polit and Beck, 2012).
Prior to selecting the sampling method, the researcher needs to take into consideration the
research method, the source that will provide the necessary data and the setting in which
the sampling will take place. The strategies employed will influence the results and the
researcher’s interpretation of the results. For this study, the researcher used a probability
sampling method, simple random sampling, as it allowed the researcher to collect the
necessary data to answer the research questions. The simple random sampling method
provides an unbiased representation of a group and is a fair method of selecting samples
from a larger population (Creswell, 2014). Creswell (2014) states the researcher selects

units during simple random sampling that allows individuals an equal opportunity of being
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selected. This method of sampling allowed the researcher to ensure an equal chance of the

patients’ pre-operative assessment records being selected for the sample.

The sample was determined by using the Raosoft calculator, using a 95% confidence level
and a 5% margin error. The population for the current study was (n=360) patient pre-
operative assessment records of which the sample size of (n=187) was drawn and audited
in the pre-test and the post-test. The researcher audited the pre-operative assessment
records in the pre-and post-test until the desired sample was reached (n=187).Three
hundred and seventy four pre-operative assessment records were audited in total during
pre-and post-test this study. The researcher did not have control over the selection of the
sample size of the pre-operative assessment records at both private hospitals. An email
correspondence was sent to both private hospitals after receiving ethical clearance to
conduct the study at both private hospitals. The selection process was done by the filing
department at both hospitals and. The researcher audited the selected number of pre-

operative assessment records.

To clarify the sample size in the current study the researcher justifies this according to
Creswell (2014:161) “bias in the population will be equally distributed among the chosen

people”.

According to Saunders, Lewis and Thornhill (2009), non-probability sampling method of a
participant being selected from the total population is impossible, therefore making it
difficult to answer the research question. For the current study the respondents’ that
fulfilled the inclusion criteria for the in-service education programme were Registered

Nurses, Enrolled Nurses, Enrolled Nursing Auxiliaries and Student Nurses.
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3.9 DATA COLLECTION

According to Burns and Grove (2013), data collection in a quantitative study allows for
systematic methods of gathering numerical data that addresses the objectives and purpose
of the study. The researcher collected data from the pre-operative assessment records of
patients using a retrospective records review. Data were gathered from the respondents’ on
their opinion of the in-service education with a self-administered questionnaire, which the
researcher handed out personally at both hospitals. According to Burns and Grove (2013),
a retrospective record review is utilised to examine the effects of an intervention. In this
study, the retrospective record review involved collecting and analysing information from
the records of patients who had been admitted in the last year. The researcher personally
collected the data using the audit tool (Appendix G). Data collection took place over a
period of two months in the pre-test and three months in the post-test. During the data
collection process the selection of the pre-operative assessment records was done by the
filing department at both private hospitals and therefore this resulted in the selection of 57
(n=57) from Hospital A and 130 (n=130) from Hospital B during the data collection

process.

3.9.1 Data collection method

The data collection for this study took place between 07h00 and 16h00 on weekdays
during September and October 2016 for the pre-test and for the post-test, between May and
June 2017. Data were collected using an approved audit tool (Appendix G), which was
currently in use in the two private hospital groups included in this study. A simple random
sampling method was used during the pre-test and post-test audit of the pre-operative
assessment records. Due to the nature of the study, informed consent was not obtained, as

there were no direct participants involved during the data collection process of the patients’
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pre-operative assessment records. The patients’ identification was excluded during the
audit and substituted with a factitious number. The researcher was granted permission from
the ethics committee (Appendix A) and further permission was granted to collect data from
Hospitals A and B (Appendix D and Appendix E) in this study. The data were collected
and coded and entered onto a spread sheet (Appendix L and Appendix O) and transferred
to Statistical analysis software Stata, version 14 SE to manage and analyse the data. The
researcher audited each pre-operative assessment record of patients that had a surgical
procedure under anaesthesia against the instrument. The researcher scanned the three
sections of the pre-operative assessment record for completeness. The data collection
process was done in two days between both hospitals. After the data were collected over
the two consecutive months the researcher finalised the results in preparation for data

analysis.

3.9.2 Instrument

The researcher did not design a new instrument but used a current audit tool (Appendix G)
which has been used for the past five years in the two hospitals included in this study. The
audit tool was aligned with the pre-operative assessment records in use. The instrument
had been tested for reliability and validity and formed part of the Council for Health
Service Accreditation of Southern Africa (COSAHSA) audit for Private Hospital

accreditation.

The instrument comprised five sections, the pre-operative record, fluid balance record,
intra-operative record and post-operative checklist, recovery room record and recovery
observation record. For the purpose of this study the researcher focused only on three

sections, the pre-operative record, informed consent (pre-operative record) and the fluid
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balance record, as the study was conducted on the completion of the pre-operative
assessment records of patients’ who were scheduled for surgery. There were criteria
indicators for each section of the instrument, which allowed the researcher to obtain data
on the completeness of the pre-operative assessment records within the given period of

data collection.

The instrument was divided into three sections. Sixteen points were allocated to the pre-

operative record instrument.

Section 1:

Pre-Operative Record:

e Patient received in theatre noted in implementation record.
e Patient Sticker/Patient name and file number.

e Allergy Sticker/Nil known/High risk.

Section 2:
Informed Consent/Pre-Operative Record:

e Patient description of procedure — own words (and or Informed Consent)

Is the booked procedure same as the patients’ description?
e Pre-medication administered.

e Patient kept nil per mouth.

¢ Identification band applied.

e Pre-operative check done.

e Signature with hand over.
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Section 3:

Fluid Balance Record:

Did patient have an 1\VV?

e Fluid name.

e Starting and ending time.

e Volume started/VVolume complete.
e Running total.

e |V site checked.

The researcher used an instrument that was a self-administered questionnaire to gather data
from the respondents’ satisfaction of the in-service education programme which will be

discussed in Chapter 5.

3.10 DATA ANALYSIS

Data analysis, according to Polit and Beck (2012), can be explained as the measurement of
the relationship between quantitative information that is analysed through statistical
procedures. Burns and Grove (2013) state that data collection is a systematic method of
gathering information that is relevant to the research question. The researcher captured the
data on an excel spreadsheet. In this study the data gathered from the respondents’
responses were presented by means of descriptive statistics and frequency tables in chapter
5. The quantitative data of the respondents’ satisfaction of the in-service-education

programme was handled using descriptive statistics.

The statistical tests described below were used during the analysis of the data. Descriptive

statistics were used to summarise and describe the data collected during the pre-and post-
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test of this study. According to Polit and Beck (2012), descriptive statistics present analysis
in averages and percentages. Statistical analysis software Stata, version 14 SE, was used to
manage and analyse the data. In data management, data were checked for consistencies,
duplicates, and missing values. Proportionality tests at the 95% confidence intervals were
employed to statistically significantly compare the percentage distributions of criteria on
pre-operative assessment records for the pre-test-post-test for both hospitals and the
educational programme. The data analysis was done with the assistance of a statistician.

All results were presented in number percentages.

In order to test significant difference between the variables, the Chi-Square test, a non-
parametric statistical test used. The Chi-Square test checks for differences between
observed and expected values. The following are assumptions for the Chi-Square tests:

e The samples must be independent.

e An expected frequency in any cell of less than 1 must not occur in more than 20% of

the cells (Bothma, Greef, Mulaudzi and Wright, 2015).

In the current study the Chi-Square test was used to test if there was a significant
difference in proportions across the levels of the variables of the completeness of the pre-

operative assessment records between the pre-test audit and the post-test audit.

A Z-test is used for the difference between two proportions that are performed to check
whether there are significant differences between the proportions of correct entries in the
pre-and post-in-service education training. In the current study the Z-test was used to
compare the population mean to determine if the there was a significant difference.

All data were quantified and the numerical data were statistically analysed with the

assistance sought from a statistician from the Medical Research Council. This method
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enabled the researcher to organise and present data in a systematic manner, thus providing

sufficient insight to this study.

Frequency distributions are used to organise numeric data systematically. Values are
arranged from lowest to highest concurrently, with a count of the number of times each
value was obtained (Polit and Beck, 2012).

e Frequency tables were used to display data in this study.

e Measures of the central tendency are part of the descriptive statistics, and are the mean,
median and mode Burns and Grove (2013). In this study, the central tendency was
measured by analysing the mean scores. According to Polit and Beck (2012), the mean
scores are a sum of all the scores divided by a number of scores, which is referred to as
the average, therefore making the mean score the most stable index of central tendency

(Polit and Beck, 2012).

The researcher processed the audited pre-operative assessment records and compiled
tables, with percentages, to interpret the data to present information that was incomplete

during the preparation of the patient before surgical procedure under anaesthesia.

The completeness of the pre-operative assessment records in respect of legibility was also
noted. Baseline data, obtained from the pre-operative assessment records that were audited,
consisted of patients that had a wide variety of surgical procedures under anaesthesia. The

results of the pre-test audit and post-test audit are presented in frequency tables.
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3.11 PROCEDURE

3.11.1 Step one

The researcher obtained baseline data from the pre-test that was conducted incorporating a
retrospective record review of (n=187) pre-operative assessment records of patients who
had had a surgical procedure over the two-month period between September 2016 and
October 2016 at both private hospitals. The audit tool (Appendix G) used during the data
collection process was in line with the pre-operative assessment records. The files of
patients who underwent a surgical procedure at both private hospitals were retrieved from

the archive with the consent of the hospital management.

3.11.2 Step two

Burns and Grove (2013) state that an intervention can be delivered in a physiological,
psychological or an educational form. Burns and Grove (2013) mention that the
intervention must be designed to meet the outcomes of the study, providing consistency in
the intervention. The in-service education programme (Appendix M), underpinned by the
ADDIE Model, was delivered at both private hospitals included in this study for nursing
staff, on both day and night shift, working in the surgical wards and the operating theatre
receiving area. The purpose of the in-service educational programme was to guide the
nursing staff to improve their responsibilities in completing the pre-operative assessment
records ensuring it is in line with the hospitals guidelines and policy. It was also to change
the nursing staff current practice in correctly completing the pre-operative assessment
records, as this was a concern to improve patient safety. The theoretical content of the in-

service education programme was based on the findings from the pre-test audit results.
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The nursing staff was invited to attend the in-service education programme upon receiving
an information letter (Appendix J) outlining the purpose of this study. An arrangement was
scheduled to consult the Unit Managers of the surgical wards and the operating theatre

receiving areas.

The in-service education programme was delivered over five days in February 2017. The
training was scheduled for a convenient time in the surgical wards and operating theatres
of both hospitals, and was not to interrupt the routine of the staff daily tasks. The managers
were informed that the in-service education programme would be stopped should the staff
be required to attend to an emergency. The in-service education programme took the form
of a workshop and included, but was not limited to, failures identified with the elements of
the audit tool. A power point presentation and video clips regarding the guidelines and
importance of adherence when completing the pre-operative assessment records were
included in the in-service education programme. The information supplied was to guide the
nursing staff with sufficient knowledge, and the visual experience highlighted the
importance of patient safety during their surgical journey. The researcher reserved a half

hour time slot for the delivery of the in-service education programme.

An attendance register was signed by the nursing staff attending the in-service education
programme. In order to appraise the influence and effectiveness of the in-service education
programme, the researcher gave the nursing staff a questionnaire (Appendix P) to
complete. This questionnaire was to provide feedback to the researcher on how they
perceived the in-service education programme helped to develop their skills to improve
patient safety by correctly completing the per-operative assessment record and their overall

satisfaction of the programme.
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3.11.3 Step three

A post-test was done of the pre-operative assessment records three months after the in-
service education programme. A second retrospective record review (post-test audit) was
conducted during May and June 2017 (Appendix 1), using the same audit tool as for the
pre-test (Appendix H) to evaluate the effectiveness the in-service educational programme
had on the nursing staff and their compliance in improving the completion of the pre-
operative assessment records. The sample size of patient records audited was (n=187). In
order to ensure reliability the researcher was the only data collector for the pre-test and
post-test. The results were compared to the results obtained in step one before the in-

service education programme.

3.12 VALIDITY AND RELIABILITY

3.12.1 Instrument Validity

According to Brink (2012), validity is the ability of an instrument to measure the variables
intended for measurement. Reliability of a research instrument shows the length to which
the instrument measures the same results on repeated measures. The measure used to
ensure validity and reliability of this study was the current audit tool, which has been used
for the last five years throughout the country. This instrument has been tested for
reliability and validity, and forms part of the COSAHSA audit for Private Hospital
accreditation. An instrument is used to measure a specific variable of a study, for the
purpose of this study the researcher used an audit tool (Appendix G), which was currently
in use at the two private hospitals included in this study and in line with the pre-operative

assessment records. The researcher was the only record reviewer for this study.
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3.12.2 Content Validity

Brink (2012) states that the content validity of an instrument represents the components of
a variable and the way it will be measured. The instrument used for this study was an
approved instrument that has been developed by subject experts, and tested and reviewed,
used for the past five years and forms part of the COSAHSA audit for the Private Hospital
accreditation. The audit tool is in line with the outcomes in the pre-operative assessment

record and therefore allows the researcher to measure the compliance in completion.

3.12.3 Face Validity

According to Brink (2012), one of the weakest kinds of instrument validity is face validity,
as its purpose is to measure what it is supposed to. The audit tool (Appendix G) used in
this study, allowed the researcher to obtain data, intending to measure completeness of the

pre-operative assessment record.

3.12.4 Reliability of data collection

This is the ability of an instrument being able to produce consistent results when used
repeatedly (Brink, 2012) and therefore raises concerns to the researcher during data
collection. Irrespective of how reliable an instrument may be, it would serve no purpose if
it lacked validity (Brink, 2012). The audit tool was developed by subject experts, ensuring
it was in line with the pre-operative assessment record. Therefore, the audit tool proved to
be a consistent reliable instrument to measure the intended outcomes every time it has been

used in the past. The researcher was the only data collector during this study.
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3.13 THE EVALUATION OF THE IN-SERVICE EDUCATION PROGRAMME

To describe the effectiveness of the in-service education programme, the researcher used a
questionnaire to elicit the nursing staff feedback of their satisfaction of the education

programme.

3.13.1 The design of the questionnaire

The design of the questionnaire used in this study was a survey used to gather the
respondents written responses on their satisfaction of the in-service-education programme
(Appendix K). According to Burns and Grove (2013) a questionnaire is a self-report form
designed to gather information from a respondent’s written response. A survey is used to
gather information from a population through a self-report (Polit and Beck, 2012).
According to Burns and Grove (2013) a questionnaire can be designed to ask open-ended
questions where the respondents are required to give a written response or close-ended
questions where the researcher provides the respondents with a selection of options. The
questionnaire in this study comprised of open-ended and close-ended questions and the
Likert-scale. The open-ended question were analysed and it yielded quantitative
information which is summarised in (see Table 5.14). Data analysis used by qualitative
researchers allows them to apply aspects of the participants experience unique to the
aspects of the study (Polit and Beck, 2012). The choice of the design of the questionnaire
in this study is that it addressed the research question: Would an in-service education
programme for Registered and Enrolled Nurses based on a record review identifying gaps
in pre-operative assessment records lead to improved completion of these records? It was
cost effective and allowed the researcher to collect the data quickly and efficiently, on the
same day of the in-service education programme. The quantitative research design was

discussed in detail in Chapter 3. A qualitative, descriptive design was used to describe the
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respondents’ experience of the in-service education programme. Burns and Grove (2013)
state that a descriptive research design provides an accurate interpretation of the
characteristics or situation of how things happened naturally within a particular field of
study. The questionnaire allowed the respondents’ to describe their experiences of the in-

service education programme as well as their experiences were questioned.

3.13.2 Research Setting

The in-service education programme was conducted three months after the pre-test audit in

the surgical wards and the operating theatre at both hospitals.

3.13.3 Population and inclusion criteria

Burns and Grove (2013) describe the population as a total group of individuals who meet
the criteria established by the researcher. The population for this study was nurses working
in the surgical wards and the operating theatre receiving areas. To be included in this study
the nurses needed to be either registered or enrolled at SANC and older than 18 years. An
information letter was sent out to both hospitals outlining the purpose of the study and
invited the nursing staff to attend. The attendance and completion of the questionnaire of

the respondents were voluntary.
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3.13.4 Sample

According to Polit and Beck (2012), the sample is a portion of the population from which
information is collected. According to Burns and Grove (2013), a sample should contain at
least 30 respondents. Total sampling was used which included all the nurses who
volunteered to take part in this study. A total sample of 45 (n=45) respondents attended the

in-service education programme and completed the questionnaire.

A questionnaire that consisted of two sections and eight questions had an open-ended,
close-ended and Likert-scale rating questions (Appendix P) were administered to the
respondents’. Section A consisted of questions relevant to the respondents’ years of
experience and years of experience in the operating theatre receiving area and the surgical
ward. The selection of the questions in Section B in the questionnaire was relevant to the
respondents’ opinion of the in-service education programme and how it would guide them
to improve the correct completion of the record and if they require further information in

this regard.

3.13.5 Data collection

Polit and Beck (2012) state that in order to maximize completeness of a questionnaire is to
administer the questionnaire to a group of respondents immediately allowing them to
complete it at the same time and clarify their concerns. An advantage of using
questionnaire as to an interview is that there is less opportunity for bias and questionnaires
can be distributed to large samples. A questionnaire was used as a method of data
collection in this study on the respondents’ satisfaction of the in-service education
programme. The questionnaire was anonymous and gave the researcher a chance to view

the results for statistical differences.
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3.13.6 Data collection method

Questionnaires are self-administered through mail, the internet and postal. Although
questionnaires are economical method of collecting data it is not appropriate for children

and the elderly (Burns and Grove, 2013).

The researcher explains the data collection method on the respondents’ feedback.
Following the in-service education programme the researcher handed out an anonymous
questionnaire to be completed by the respondents’ on their satisfaction of the training. The
respondents’ received an information letter (Appendix J) and a permission letter (Appendix
K) from both private hospitals on their voluntary attendance and participation in the
current study. The data collection method was a self-administered questionnaire. This
allowed the respondents’ the freedom to describe their experience of the in-service

education programme.

3.13.7 Instrument

The researcher had selected a self-administered questionnaire (AppendixP) for data

collection of the respondents’ satisfaction of the in-service education programme.

The questionnaire comprised two sections that allowed the researcher to present the results

of the data as follows:

e Section A comprised of demographic data pertaining to years of nursing experience
and years of experience working in the operating theatre and or the surgical wards.
The consisted of close-ended questions and the characteristics of this section allowed
the researcher to gather data on the participants’ independent variables. Close-ended
questions allow the respondent to choose from options. Advantages of close-ended

questions are that they are easy to administer and analyse, are completed in an efficient
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amount of time and a preferred method for respondents that are not verbally expressive.
There are disadvantages of close-ended questions is misinterpretation resulting in bias
opinion and omitting key responses (Polit and Beck, 2012).

e Section B comprised of an open-ended question and Likert-scale rating. The
respondents had the option to indicate their opinion in writing and in the Likert-scale to
indicate their opinion in which they were given options to agree or disagree. Open-
ended questions give respondents the opportunity to give a written respond in their own
words (Polit and Beck, 2012). There are several disadvantages to open-ended questions
as the data analysis is time consuming, difficult to interpret and respondents are not
given an opportunity to clarify the questions resulting in questions being unanswered
(Polit and Beck 2012). Advantages of open-ended questions allow the respondent to be

verbally expressive conveying valuable replies (Polit and Beck, 2012).

3.13.8 Pre-testing of the instrument

The researcher designed the questionnaire and pre-tested it for validity and reliability. The
questionnaire was pre-tested by six nurse educators for strengths and weaknesses. These
expert nurse educators facilitate both the theoretical and clinical content of the pre-
operative assessment records. The six nurse educators are Registered Nurses, all of who
have more than five to ten years’ of experience in facilitation. The researcher also received
recommended email response amendments to the questionnaire from her supervisor.
According to Saunders, Lewis and Thornhill (2009) pre-testing of a questionnaire is done
to refine the questionnaire to omit any problems in the way the respondents’ answer the
questions and to ensure there are no problems in recording the data as well as measuring

the validity and reliability of the questionnaire.
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3.13.9 Data management and analysis

Polit and Beck (2012) describe data analysis as a systematic organisation and synthesis of
data. In this study descriptive statistics and frequency tables were used to analyse the data
captured on the respondents’ satisfaction of the in-service education programme.
Descriptive statistics according to (Polit and Beck, 2012) are referred to statistics used to
summarise and describe data captured. The data were captured and entered onto an Excel
spread sheet and analysed with the assistance of a statistician. Statistical analysis software
Stata, version 14 SE was used to manage and analyse the data. The education programme
was conducted in the operating theatres and the surgical wards at both hospitals. The
current study provided evidence that the education programme was successful and
significantly influenced the compliance in completing the pre-operative assessment records
in some of the criterion as indicated in the results when comparing the pre-test to the post
test results (see Table 5.7). Jones and Morris (2006) also reported the benefits in a study
facilitating learning in the operating theatre and intensive care units. The authors explained
that training in the clinical environment offers powerful benefits for the trainee who will be
retain information in the environment that it is learned, allowing the trainee to master the
skills, knowledge and abilities in a familiar clinical environment. Furthermore presenting
training in the clinical environment can be done when cases are cancelled or during short

breaks, using equipment that is readily available for demonstration.

Of the completed feedback questionnaires received (n=45: an overall response rate of
96.1%), 14 discrete answers were collated and 28% of the respondents answered the
questions, including the respondents who indicated “nothing” as an answer. All
respondents indicated the nurses who attended the training felt it was beneficial, with

35.7% indicating that the training should be repeated and held frequently; ensuring that the
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Doctors and agency nursing staff attended alongside the nurses was deemed important by
28.6% of the respondents. Additional training on the pre-operative assessment process and
care was requested by 14.3% of the nurses and post-operative care was specifically noted

by 21.4% of those respondents.

In summary, this feedback identified three major themes: (1) the training is considered
valuable and there is a desire for regular training of this nature; (2) attendance at the
training session should include Doctors and agency nursing staff; (3) an area of primary

concern was post-operative care and handover.

Quantitative content analysis was used to analyse the open-ended question. Open-ended
questions yielded quantitative information (Burns and Grove, 2013). Unfortunately, there

was hardly enough information to warrant full quantitative content analysis.

3.14 VALIDITY AND RELIABILITY
3.14.1 Instrument Validity

According to Polit and Beck (2012) the validity is a criterion for evaluating instruments
validity and what it is supposed to measure. The researcher constructed the questionnaire

and had the questionnaire evaluated by a panel of expert educators.

3.14.2 Content Validity

The questionnaire was tested for reliability and validity by Nurse Educators working at the
training department with the researcher to check the questionnaire for content clarification.
The questionnaire was intended to be completed by the nursing staff that attended the in-

service education programme. The questionnaire contained short easy questions in a
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language intended for the target group that would take less than ten minutes to complete.
Following feedback on the content of the questionnaire from the educators the researcher
amended the questionnaire appropriately. Polit and Beck (2012) state that content validity

is when an instrument represents the sample being measured.

3.14.3 Face Validity

The face validity of the questionnaire was assessed by an expert of six of the educators that
had given feedback (Appendix N) on the power point presentation for the in-service
education programme. The educators provided written feedback on the questionnaire on
the length, the layout of the questionnaire and the time taken to complete the questionnaire.
According to Polit and Beck (2012), the face validity allows the instrument being used to
measure the target construct as its purpose is to measure what it is supposed to. The
instrument used in this study (Appendix P), allows the researcher to obtain data, from the

respondents that attended the in-service education programme.

3.14.4 Reliability of data collection

This is the ability of an instrument being able to produce consistent results when used
repeatedly (Brink, 2012) and therefore raises concerns to the researcher during data
collection. Irrespective of how reliable an instrument may be, it would serve no purpose if
it lacked validity (Brink, 2012). The reliability testing of the instrument was assessed by
the panel of expert educators in the training department ensuring the questions were
relevant to the in-service education programme and the demographic population that were
expected to attend. The instrument was approved by the panel of expert educators
following their feedback and the researcher’s amendments ensuring it met the intended

outcomes. The researcher was the only data collector during this study.
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3.15 SUMMARY

This chapter described the research methods and design, sample and data collection
instrument and process, reliability and validity and data analysis method. The data
collection technique adopted for this study was a simple, timeous and cost effective
process. The results of the pre-test will be presented in Chapter 4, and the post-test results

and comparison with the pre-test will be presented in Chapter 5.
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CHAPTER FOUR

PRESENTATION OF PRE-TEST RESULTS AND INTRODUCTION

OF THE IN-SERVICE EDUCATION PROGRAMME

4.1 INTRODUCTION
Chapter 3 discussed the research design and methods. This chapter presents the pre-test

results and the introduction of the in-service education programme.

Frequencies were done and percentages were reflected in tables to enhance illustration and

interpretation.

4.2 PRE-TEST RESULTS

As already mentioned the audit tool consisted on three sections, the pre-operative record,
informed consent record and fluid balance record.

Section one of the Pre-operative Records; patient received in theatre record indicates no
significant difference between the “Completed Yes” and “Completed No” answers. They
have similar proportions. The patient sticker is nor relevant since all indicated “Yes”.
There is a significant difference between the proportions for the “Completed Yes” and
“Completed No” for allergy sticker. There was significantly more “Completed Yes” than
“Completed No” in this case. Table 4.1 presents the results in all three areas in this

section.
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Table 4.1 Completion of the pre-operative assessment records (n=187)

. Completed Yes Completed No
Criteria P values
n % n %
!Datlent recel_ved in theatre noted in 95 508 92 29 0.785
implementation record
Patient sticker/Patient file number 187 100 0 0 Unable to
compute
Allergy sticker/Nil known/High risk 187 100 0 0 Unable to
compute

*(p<0.05)

Table 4.2 presents the details of the second section of the pre-operative records, Informed
Consent Record. There was a significant difference between “Completed Yes” and
“Completed No” proportions for the following: patient description of procedure, booked
procedure same as patients description, patient kept nil per mouth, identification band
applied, pre-operative check done and signatures with handover. In all cases the
proportion of “Completed Yes” answers was significantly more than the proportion of

“Completed No” answers, except for premedication, where the opposite was true.
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Table 4.2 Completion of the informed consent records (n=187)

Completed Yes Completed No P
Criteria
n % n % values
Patient description of procedure-own words
(and/or informed consent)
161 86.1 26 13.9 | *0.001
Is the booked procedure same as the patients
description (does it correlate) (and/or 132 70.6 55 294 | *0.001
informed consent)
Premedication Administered 69 36.9 118 63.1 0.006
Patient kept nil per mouth 134 71.7 53 28.3 *0.001
Identification band applied 137 73.3 50 26.7 | *0.001
Preoperative check done 175 93.6 12 6.5 *0.001
Signatures with handover 151 80.7 36 193 *0.001
*(p<0.05)

For the third section, Fluid Balance Records, there was higher proportion for recording the

patient having intravenous fluid administered and the fluid name was indicated on the pre-

operative assessment record (p< 0.05).

Starting and ending time, volume started and completed and running total all had

statistically significantly higher proportions of incorrectly completed criteria than correctly

completed criteria (p<0.05).

There was no significant difference in the percentage distribution between correctly and

not completed correct criteria for intravenous site checked. Table 4.3 describes the fluid

balance record of the pre-test results.
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Table 4.3 Completion of the fluid balance records (n=187)

Completed Completed
Criteria Yes No P
- 7 - 7 valites
Did patient have an intravenous fluid (IV)
179 95.7 8 43 *0.001
Fluid name 162 86.6 25 134 *0.001
Starting and ending time 635 34.8 122 65.2 *0.001
Volume started/volume completed 47 251 140 74.9 *0.001
Runningtotal 51 273 136 722 *0.001
Intravenous fluid (IV) site checked 80 42.8 107 57.2 0.058

*(p<0.05)

4.3 COMPARISON OF PRE-TEST RESULTS IN HOSPITALS A AND B

Table 4.4 describes the comparison of the pre-test results of the pre-operative assessment
records between Hospital A and B. There was a total of (n=57) pre-operative assessment
records from Hospital A and (n=130) pre-operative assessment records from Hospital B

during the pre-test audit comparison.

With regard to patient received in theatre, there were (n=95) completed records in total,
(n=11; 19.3%) from Hospital A and (n=84; 64.0%) from Hospital B. There were
significantly more correctly completed responses in recording in this aspect in Hospital B

than in Hospital A (p<0.05).

Both Hospital A and B were 100% compliant in having patient sticker available. There

was no significant difference between Hospitals A and B regarding allergy sticker for the

pre-education (p>0.05).
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Table 4.4 Comparison of the completion of the pre-test results of the pre-operative

assessment records between Hospital A and B

Hospital A (n=57)

Hospital B (n=130)

risk (n=187)

p
Criteria Completed Yes Completed Yes
values
n % n %
Patient received in theatre noted
in implementation record (n=95) 11 193 84 64.0 £0.001
Patient sticker/Patient file
187 100.0 187 100.00 0
number
Allergy sticker/Nil known/High
57 100.0 130 100.0 0.057

*(p<0.05)

There was a total of (n=161) completed records with regard to patient description of

procedure of which (n=47; 82.5%) were completed from Hospital A and (n=114; 87.1%)

from Hospital B. From a total of (n=132) records for the booked procedure same as the

patient’s description, there were more correct responses in Hospital B (n=92; 70.8%) than

Hospital A (n=40; 70.2%). A total of the recording for the (n=183) pre-operative check

done with Hospital A (n=51; 89.5%) and Hospital B (n=124; 95.4%). With regard to

recording signatures with handover there were (n=151) in total. Hospital B (n=108; 83.1)

had more correctly completed records as compared to Hospital A (n=43; 75.4%). There

was no significant difference of correct recording in Hospitals A and B (p>0.05).

There was significantly more correct responses from a total of (n=69) completed record of

premedication administered in Hospital A (n=28; 49.1%) than in Hospital B (n=41;

31.5%), (p<0.05).
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From a total of (n=134) patient records a significant difference was noted in Hospital A
(n=48; 84.2%) compared to Hospital B (n=86; 66.2%) in recording patient kept nil per

mouth (p<0.05).

With regard to recording identification band applied there were (n=137) in total. Hospital
A (n=48; 84.2%) had a significantly higher correctly completed response in than Hospital
B (n=89; 68.5%), (p<0.05). Table 4.5 describes the comparison of the pre-test results of

the informed consent records between Hospital A and B.

Table 4.5 Comparison of the completion of the pre-test results of the informed

consent records between Hospital A and B

Hospital A Hospital B
(n=5T) (n=130) P
Criteria Completed Yes Completed Yes values

n % " %
Patient description of procedure-own
words (and’or informed consent) (n=161) 47 823 14 §7.1 0.341
Is the booked procedure same as the
patients description (does it correlate) 40 70.2 97 70.8 0.935
(and/or informed consent) (n=132)
Premedication Administered (n=69) 28 401 41 il1s 0.022
Patient kept nil per mouth (n=134) 48 g4.2 86 66.2 0.012
Identification band applied (n=137) 48 g4.2 &0 68.5 0.025
Preoperative check done (n=183) 51 gos 124 95 4 0.129
Signatures with handover (n=151) 43 75 4 108 831 0.223

*p<0.03)

Table 4.6 describes the comparison of the pre-test results of the fluid balance records

between Hospital A and B. There were significantly more correctly completed responses in
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recording administration of intravenous fluid from a total of completed records (n=179) in
Hospital B (n=130; 100%) than in Hospital A (n=49; 86.0%) (p<0.05).

There was no significant difference in indicating the fluid name from a total of (n=162) for
Hospital B (n=115; 88.5%) than Hospital A (n=47; 82.5%) (p>0.05).

There was significantly more correct recording of starting and ending time from a total of
(n=65) in Hospital B (n=53; 40.8%) than in Hospital A (n=12; 21.1%), (p<0.05).

There was no significant difference in the total completed records noted between Hospitals
A and B in recording the volume started/volume completed (n=47) and Running total

(n=51) (p>0.05).

The total recording of the intravenous fluid (IV) site checked were (n=80) had no
significant difference between Hospitals A (n=21; 36.8%) and Hospital B (n=59; 45.4%)

(p>0.05).

Table 4.6 Comparison of the completion of the pre-test results of the fluid balance

records between Hospital A and B

Hospital A Hospital B
Criteria Completed Yes | Completed Yes | P values
n % n %
Did patient have an intravenous fluid (IV)
(a=179) 49 86.0 130 100.0 *0.001
Fluid name (n=162) 47 825 115 885 0.267
Starting and ending time (n=63) 12 211 33 408 0.009
Volume started/volume completed (n=47) 12 11 35 260 0.394
FRunning total (n=51) 13 228 38 292 0364
Intravenous fluid (IV) site checked (n=80) 21 168 59 45 4 0277
*p=0.03)
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4.4 DEVELOPMENT AND DESIGN OF THE IN- SERVICE EDUCATION
PROGRAMME: THE ADDIE MODEL

The aim of this study was to review the pre-operative assessment records, and develop and
implement an in-service education programme based on the gaps identified in the
compliance of completion thereof. This was followed by a review of the pre-operative
assessment records that were completed after the in-service education programme. The in-
service education programme was developed and designed from the pre-test data results.
To deliver the education programme effectively, the ADDIE Model Instructional Design

was used.

The education programme was designed to determine if a training need exists, and if so,

the type of training programme required addressing the gaps identified.

Typically, a training needs assessment would be required. The ADDIE Model guided the
in-service education programme. Table 4.7 below outlines the objectives based on the
development and design of the education programme:

The focus of the ADDIE Model in this study was to guide the behaviour of the nursing
staff to correctly and accurately complete the pre-operative assessment records. Figure 3.1

indicates the objectives based on the ADDIE Model.
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ANALYSIS of needs, requirements,
tasks, particlpants’ current
capabilities

DESIGN learning objectives,
delivery format, activities &
exercises

DEVELOP - Create a prototype,
develop course materials, review,
pilot session

IMPLEMENTATION Training
implementation, tools in place,
observation

Figure 4.1 The ADDIE Model
Source: Addie- The eLearning Adventurer. (2017). (Retrieved November 15, 2016 from.

www.e-adventurer.com/challenges/ADDIE/story.html).

The researcher describes the process that was applied to develop, design and deliver the in-

service education programme.
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Table 4.7 In-service education programme objectives

Objectives

Analvsis

Identify the problem and the performance gaps.

Identify the target audience forthe education programme.

The structure, content, scope of the education programme.

The skills and resources required to facilitate the education
programme.

Foles and responsibilities of the personnel needing to be trained.

The desired outcome of the education programme.

Design

Objectives based on the gaps identified from the pre-test audit
results.
Selecting the methods to deliver the training.

Deigning an implementation and evaluation plan.

Development

Developing the content for the training_

Integration of video clips and editing for technical accuracy.
Pilot testing the content of the training to be delivered by a panel
of nursing experts.

Revising the content from the feedback received.

Prepare the training programme accordingly for the presentation.

Implementation

An email notification sent to the participating hospitals.

The venue is confirmed and set up for a conducive learning
environment.

The relevant resources and equipment is available to facilitate the

training programme effectively.

Evaluation

The training programme is evaluated to see if the needs of the
target audience are met.

The results of the feedback are analvsed to evaluate the

effectiveness of the training programme.

4.5 APPLICATION OF THE ADDIE MODEL

The Addie Model is a form of instructional design commonly used by educators and

facilitators to design and conduct effective training programmes. Instructional designs
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were being facilitated as long ago as the 1950’s, but only designed in 1975. It is a
systematic process using creative and appealing instructional material to support the
learning environment (Forest, 2014). The approach of this model guides the facilitator to
apply each phase of the model. The ADDIE Model, which comprises five phases, the
Analysis Phase, Design Phase, Development Phase, Implementation Phase and the
Evaluation Phase, has been previously used in educational research and development of
training programmes as supported by the literature review. After choosing the ADDIE
Model, the researcher described how it was applied to deliver the in-service education
programme. The problem addressed in this study was to improve the completion of the
pre-operative assessment records by the implementation of an in-service education

programme.

4.5.1 Analysis

The analysis phase is to identify the performance gap in order to determine the
instructional goal (Branch, 2009). Answering the questions in Table 4.7, guided the
researcher in determining the type of training that will meet the needs of the target
audience. The target audience was the Registered and Enrolled Nurses who are responsible
for completing the pre-operative assessment records. Understanding the roles and
responsibilities of the target audience further guided the researcher to design the most
applicable training programme. Language preference for the training programme was
English, which was one of the needs that were required when assessing the content of the
education training programme to be delivered. The environment also needs to be
conducive to facilitate the training programme, and can be either in clinical setting or in a
formal classroom setting. The chosen setting for the delivery of the education programme

was conducted at both hospitals.
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4.5.2 Design

The findings identified from the gathered data addressed the construction of the design of
the education programme (Branch, 2009). The researcher formulated learning objectives in
stage two, based on what the target audience were expected to learn. Items were created to
test the success of the objectives set out. This guided the researcher on the selection of
appropriate resources to plan, strategically and systematically, the outcomes to meet the
target group’s objectives. Included in this phase were the length of the training programme,
an outline of the content to be covered and the sequence. Learning material using
multimedia resources, together with a power point presentation, were included with audio-
visual methods in the form of video clips that were easily accessible. The varied style
incorporated into the in-service education programme was adapted to the needs of the

target groups knowledge, skills and competency levels.

4.5.3 Development

The development phase involves how the instructional design content will be created and
the materials used (Branch, 2009). The content of the education programme was in the
form of a power point presentation and the content structured specific to the gaps
identified. Video clips were attached to the objectives outlined and edited for technical
accuracy. The content had a logical flow of the information that was delivered. The
content of the training programme was reviewed by a panel of experts who were current
nurse educators (Appendix M), which was acknowledged, edited and formatted by the
researcher. The rationale of having an expert panel of reviewers during the design and
development phase is to ensure the learning objectives are met and effective learning takes

place. Feedback further shapes the content for the training programme. The researcher
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allocated a reasonable time of half hour sessions for the delivery of the education

programme.

4.5.4 Implementation

The purpose of the implementation phase is to prepare the learning environment to allow
students to engage effectively (Branch, 2009). The implementation phase is putting the
planned lesson into practice. Logistical arrangements are made in this phase regarding the
venue, equipment needed and transportation. As the venue was at the clinical setting of the
target audience, transportation was not required. The researcher arranged for the use of the
proxy, speakers and extension cables that were essential to facilitate the training
programme. An email notification was sent to the two hospitals included in the study,
inviting the target audience to attend the describing of the aim of the study and the training
programme. The in-service education programme was offered in the operating theatre

receiving area and the surgical wards at both private hospitals.

4.5.5 Evaluation

The final phase is the evaluation to assess the quality of the facilitation of the instructional
design before and after implementation (Branch, 2009). The evaluation phase involved the
feedback from the target audience on the effectiveness of the training programme.
Routinely, training programmes measure the participants’ reaction. In this study, the target
audiences’ reaction was measured by a questionnaire (Appendix P) immediately after the
training programme. There were many requests to deliver more in-service training on the
subject matter and the participants found the information imparted very useful and
informative. There was also feedback that it made them aware of patient safety issues and

the medical legal risks associated with it. To attain if the participants would apply the
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training objectives affectively requires the ADDIE process to be repeated with the

assessment phase.

4.6 SUMMARY

This chapter presented the pre-test results and the comparison between hospital A and B.
The implementation and presentation of the in-service education programme was done
based on the gaps identified on the incomplete criterion on the pre-operative assessment

records. Chapter 5 will present the post-test results.
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CHAPTER FIVE

POST-TEST RESULTS

5.1 INTRODUCTION

The previous chapter presented the pre-test results and supported the findings with the
implementation of an in-service education programme. This chapter presents the post-test

results and the comparisons between the pre-and post-test results for Hospitals A and B.

All results are presented in percentages. The data were analysed to see if there was a
significant association between the variables and the hospitals. The data are presented in

frequency tables.

5.2 POST-TEST RESULTS

The post-test results for the three sections, Pre-operative Record, Informed Consent

Record and Fluid Balance Record, are presented below.

Table 5.1 presents the post-test results for section one, the Pre-operative Record. There
was a significant difference between the “Completed Yes” and “Completed No”
proportions for patient received in theatre (95.7%; n=179), patient sticker (97.9; n=183)
and allergy sticker (97.3; n=182). The vast majority of records were completed correctly

with (p<0.05).
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Table 5.1 Completion of the pre-operative assessment records (n=187)

Criteria Completed Completed
Yes No P values
n % n %

Patient received in theatre
noted in implementation 179 05.7 g 3 *0.001
record
Patient sticker/patient file 183 07.9 4 2.1 *0.001
number
Allergy sticker/nil 182 97.3 5 2.7 *0.001
known/high risk
*p=<0.05

The second section, Informed Consent Records, in Table 5.2, presents correctly completed

criteria for patient description of procedure (92.0%; n=172), booked procedure same as

patient’s description (83.4%; n=156), premedication administered (78.1%; n=146), patient

kept nil per mouth (94.7%; n=177), identification band applied (93.6%; n=175), pre-

operative check done (94.7%; n=177) and signatures with hand over (90.1%; n=170).

There was a significant difference between the “Completed Yes” and “Completed No” for

all the criteria investigated (p>0.05).
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Table 5. 2 Completion of the informed consent records (n=187)

Criteria Completed Completed P values
Yes No
4] % ] %
Patient description of procedure - own
words (and/or informed consent) 172 02.0 15 8.0 *0.001
Is the booked procedure the same as the
patients’ description (does it correlate) 156 83.4 31 16.6 *0.001
(and/or informed consent)
Premedication administered 146 78.1 41 21.9 *0.001
Patient kept nil per mouth 177 94.7 10 5.3 *0.001
Identification band applied 175 93.6 12 6.4 *0.001
Pre-operative check done 177 04.7 10 5.3 *0.001
Signatures with handover 170 90.1 17 0.1 *0.001

*p<0.05

The third section, Fluid Balance Records is presented in Table 5.3.

intravenous fluids

administered (91.4%; n=171) and the fluid name (90.1%; n=170) were recorded correctly

(p<0.05).

There was no significant difference (p>0.05) for starting and ending time (46.5%; n=87),

volume started or completed (46.0%; n=86) and running total (46.0%; n=86), which were

recorded correctly. The values indicate that the nursing staff has paid less attention to in

record keeping for this criteria of the pre-operative assessment records. There were a

higher proportion of correctly completed criteria for intravenous fluid site checked than for

incorrectly completed criteria.
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Table 5.3 Completion of the fluid balance records (n=187)

Completed Completed
Criteria b > P values
" %% it %%

Did patient have an
Intravenousfluid (IV) | 171 01.4 16 8.6 *0.000
Fluid name 170 00.1 17 9.1 *0.000
Starting and ending
time 87 46.5 100 53.5 0.342
Volume
started/volume 86 46.0 101 54.0 0.136
completed
Running total 86 46.0 101 54.0 0.136
Intravenousfluid (IV) | 128 68.4 39 316 *0.000
site checked
*p<0.05

5.3 COMPARISON OF THE COMPLETION OF THE POST-TEST RESULTS IN
HOSPITALS A AND B

Section one for the Pre-operative Records is presented in Table 5.4. There was a total of
(n=57) pre-operative assessment records from Hospital A and (n=130) from Hospital B.
Both Hospital A and B were 100% compliant in recording the patient sticker and allergy
sticker. There was no significant difference in correctly completed recording of patient
received in theatre, patient sticker and allergy sticker between Hospitals A and B

(p>0.05).
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Table 5.4 Comparison of the completion of the post-test results of the pre-operative

assessment records between Hospital A and B

Hospital A Hospital B P
(n=57) (n=130) values
Criteria
Completed Yes Completed Yes

] % " %
Patientreceived in theatre noted in

55 96.5 124 95.4 0.731
implementation record (n=179)
Patient sticker/patient file number

57 100.0 130 100.0 | 0.181
(n=187)
Allergy sticker/nil known/high risk

57 100.0 125 96.2 0.133
(n=182)

Table 5.5 presents the results for section two, namely Informed Consent Records. There
was a total of (n=172) patient description of procedure of which Hospital B (n=123;
94.6%) had more correctly completed records than Hospital A (n=49; 86.0%). With regard
to recording the booked procedure same as the patient’s description there were a total of
(n=159) and Hospital B (n=114; 87.7%) had more correctly completed records than
Hospital A (n=42; 73.7%).The total correct recording for administration of premedication
(n=146), there were more completed records in Hospital B (n=111; 85.4%) than in
Hospital A (n=35; 61.4%). The total correct recording of both the pre-operative check
done and signatures with handover were (n=170). There was significantly more correct

recording in Hospital B (n=122; 93.8%) than Hospital A (n=48; 84.2%) (p<0.05).

Hospital B (n=92; 70.7%) had a significantly higher correctly completed record for
identification band applied from a total of (n=147) than Hospital A (n=55; 96.5%). There

was a total of (n=177) completed records for patient kept nil per mouth where Hospital B
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(n=120; 92.3%) had more correctly completed records than Hospital A (n=57; 100%).

There was no difference for this criteria (p<0.05).

Table 5.5 Comparison of the completion of the post-test results of the informed

consent records between Hospital A and B

Hospital A Hospital B
Criteria (n=57) (n=130) P
Completed Yes Completed Yes | values
] %% ] %
Patientdescription of procedure-own
words (and/orinformed consent) 49 86.0 123 04.6 0.045
(n=172)
Is the booked procedure same as the
patients description (does it correlate) 42 73.7 114 87.7 0.018
(and/orinformed consent) (n=159)
Premedication administered (n=146) 35 61.4 111 854 | *0.001
Patient kept nil per mouth (n=177) 57 100 120 023 0.031
Identification band applied (n=147) 55 96.5 02 70.7 0.283
Preoperative check done (n=170) 48 84.2 122 03.8 0.148
Signatures with handover (n=170) 48 84.2 122 03.8 0.035
*p=0.05

The third section, Fluid Balance Record is presented in Table 5.6. The total completed
records with regard to recording the patient having administration of intravenous fluid was
(n=171), and the name of fluid (n=167). There was no significant difference between

Hospital A and Hospital B for correctly recording the (p<0.05).

There was significantly better recording for the following in Hospital B (p=0.001): starting
and ending time with a total of (n=87), where Hospital B (n=73; 56.2%) had more

correctly completed records than Hospital A (n=14; 24.6%). A total of (n=86) for
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recording the volume started/ volume completed with Hospital B (n=69) and Hospital A
(n=17) and the running total were with Hospital B (n=71; 54.7%) and Hospital A (n=15;
26.3%). With regard the recording of the intravenous fluid site checked there were a total
of (n=128) and Hospital B (n=105; 80.8%) had more correctly completed records than

Hospital A (n=23; 40.4%).

Table 5.6 Comparison of the completion of the post-test results of the fluid balance

records between Hospital A and B

Hospital A Hospital B
(n=5T) (n=130)
Criteria Completed Completed P values
Yes Yes
" % 1 %
Did patient have an intravenous fluid
52 01.2 | 119 | 92.1 0.944
(IV) (n=171)
Fluid name (n=167) 51 89.5 | 116 39.2 0.651
Starting and ending time (n=87) 14 24.6 73 56.2 *0.001
Volume started’ volume completed
17 208 69 53.1 *0.003
(n=86)
Running total (n=86) 15 26.3 71 54.7 *0.001
Intravenousfluid (IV) site checked
23 40.4 | 105 20.8
(n=128) *0.001
*p<0.05

5.4 COMPARISON OF PRE-AND POST-TEST RESULTS

A Z-test for the difference between the two proportions was performed to check whether
there were significant differences between the proportion of correct entries in the pre-and
post-education training. Table 5.7 presents the difference between the pre-education and

post-education.
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Table 5.7 Comparison of the completion of the pre-test and post-test (Hospital A and

B) (n=187)

Before After
educational educational
programme programme P
Criteria Hospital A Hospital A salues
and B and B
Completed Completed
Yes Yes

" % " %%
Patient received in theatre noted in
implementation record 05 0.8 179 Q37 | *0.001
Patient sticker/patient file number 187 100.0 183 Q7.9 | *0.044
Allergy sticker/nil kmown'high risk 186 005 182 873 | 0.008
Patient description of procedure - own words
(and’'or informed consent) 161 86.1 172 Q2.0 0.068
Is the booked procedure the same as the
patients’ description (does it correlate) (and’or
informed consent) 132 70.6 156 834 | *0.003
Premedication administered Y 36.0 146 781 | *0.001
Patient kept nil per mouth 134 71.7 177 4.7 | *0.001
Identification band applied 137 733 175 036 | *0.000
Preoperative check done 1735 03.6 177 047 0.639
Signatures with handover 151 80.7 170 Q0.9 | *0.003
Did patient have an IV 179 057 171 1.4 | 0.000
Fluid name 162 86.6 170 0.9 | 0.190
Starting and ending time 65 34.8 g7 46.5 | *0.020
Volume started'volume completed 47 251 86 46.0 | *0.001
Funning total 51 273 86 46.0 | *0.001
IV site checked 80 428 128 68.4 | *0.001
*p<0.05

Of the 16 discrete variables tested in the course of the pre-and post-test analysis, 11

demonstrated significant (p<0.05) change following the in-service education programme.
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In each instance the change represented improved recording of the pre-operative
assessment records, which is an important finding and one in which evidences the need for
and value continued in-service education. The criteria that showed significant difference in
post-education programme were: patient received in theatre noted; patient sticker or file
number; booked procedure same as patients’ description; premedication administered,;
patient kept nil per mouth; identity band applied; signatures with handover; fluid start and
end times; fluid volumes start and completion; fluid running total; intravenous site

checked.

5.5 RESULTS

Population

Forty five of the nursing staff currently employed at the two private hospitals in this study
attended the in-service education programme (n=45). Of these, most were Registered
Nurses (40.4%) followed by Enrolled Nurses (21.2%), Enrolled Nursing Assistants
(21.2%), Pupil Enrolled Nurses (1.9%) and Bridging Students (1.9%). The details are

presented in Table 5.8.

Table 5.8 Categories of nurses who attended the in-service education programme

(n=45)
Category of staff that attended in-service education n %%
programme
Registered Nurses 21 40.4%
Enrolled Nurses 11 21.2%
Enrolled Nursing Auxiliaries 11 21.2%
Pupil Enrolled Nurses 1 1.9%
Bridging Students 1 1.9%
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5.6 GENERAL INFORMATION OF THE RESPONDENTS THAT ATTENDED
THE IN-SERVICE EDUCATION PROGRAMME

In this study the baseline data were established from the general information included the

following:

Section A

The respondents were asked to state the number of years of nursing experience and it was
revealed that 28.9% (n=13) had worked for five to 10 years, and 26.7% (n=12) of
respondents had 10 to 15 years of individual experience each. Table 5.9 presents the

details with the years of experience of the nursing staff.

Table 5.9 Years of nursing experience (n=45)

How many years of nursing experience do you have? " %s

More that 1-5 4 8.9%
1-5 8 17.8%
5-10 13 28.9%
10-15 12 26.7%
Ovwver 20 8 17.8%,

Most respondents had five to 10 years of experience working in the operating theatre
receiving area and or the surgical wards (28.9%; n=13), with 20.0% (n=9) reporting one to

five and 10 to 15 years of experience in these areas (Table 5.10).
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Table 5. 10 Years of experience of working in the operating theatre receiving area

and/or the surgical wards (n=45)

How many years have you worked in the operating theatre

receiving area or the surgical ward? n %%
More than 1-5 7 15.6%
1-5 9 20.0%
5-10 13 28.9%
10-15 9 20.0%
Over 20 7 15.6%

Section B

All the respondents’ (100%; n=45) “strongly agreed” that the correct completion of the

pre-operative records was essential for patient safety (Table 5.11).

Table 5.11 Respondents’ feedback on whether it is important to complete the pre-

operative assessment record accurately (n=45)

Response Category n %
It is important to Strongly Agree 45 100.0%
complete the pre- Somewhat Agree 0 0.0%
operative assessment Neither Agree nor
records accurately Disagree 0 0.0%
for patient safety Strongly Agree 0 0.0%
Somewhat Agree 0 0.0%

Respondents reported that the information provided during the training session was
valuable (75.6%; n=34) and the guidance provided, aimed at directing the staff toward
correct completion of the patient information records, was also valuable (42.2%; n=19).

The collegial interaction was also important to some (15.6%; n=7), (Table 5.12).
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Table 5.12 Respondents’ enjoyed the most about the in-service training (n=45)

Response Category ] %a
The information 34 75.6%
provided.
What did you enjoy [ The interaction. 7 15.6%
the most about the The guidance provided
workshop? to complete the pre-
operative assessment 19 42.2%
record.

Respondents agreed that sufficient time had been allocated for the training programme

(91.1%; n=41) (Table 5.13).

Table 5.13 Respondents’ feedback on the time allocated for the presentation of the in-

service training (n=45)

Was there sufficient time | Response ] %

allocated to the Category

workshop? Yes 41 01.1%
No 4 8.9%

When asking the respondents’ to indicate additional information they would require that
was not included in the in-service education programme, (n=45), the detailed feedback is

presented on Table 5.14.

114



Table 5.14 Summary on feedback on whether additional information is required by

respondents’ not included in the in-service training (n=45)

What other issues not included in
this in-service training workshop

would you like?

%a

Importance of care plans and

patient’s signing before going to 1 1.9%
theatre.

Doctors should attend workshop. 2 3.8%
Post-operative care. 2 3.8%
This should be done often 1 1.9%
especially in the wards.

Agency staff should be taught. 1 1.9%
Post-operative handover. 2 3.8%
Being in-service training every day

or twice a week with sufficient 1 1.9%
time.

Invite Doctors. 1 1.9%
Patient’s coming to theatre with 1 1.9%
jewellery.

Invite agency staff to attend. 1 1.9%
Need more training like this. 1 1.9%
Workshop helped a lot. 1 1.9%
Interesting workshop. 1 1.9%
Liked the videos. 1 1.9%

Table 5.15 presents the details on the respondents’ whether completion of the pre-

operative assessment record is the clinical foundation of patient management. Only 95.6%

(n=43) strongly agreed with the pre-operative assessment.
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Importantly, 95.6% (n=43) (Table 5.16) of the respondents’ who attended the training

programme agreed in strong terms that the completion of the pre-operative assessment is

the clinical foundation of the patient management and that it can reduce operative risks.

Table 5.15 Respondents’ feedback on whether completion of the pre-operative

assessment record is the clinical foundation of patient management (n=45)

Completion of the pre-
operative assessment
document is the clinical
foundation of patient

management

Response Category 7] %
Strongly Agree 43 05.6%
Somewhat Agree 1 2.2%
Neither Agree nor

Disagree 1 2.2%
Strongly Agree 0 0.0%
Somewhat Agree 0 0.0%

Table 5.16 Respondents’ Feedback on whether the correct completion of the pre-

operative assessment records can reduce operative risks (n=45)

The correct completion
of the pre-operative
assessment document
can reduce operative

risks

Response Category 7] %
Strongly Agree 43 95.6%
Somewhat Agree 1 2.2%
Neither Agree nor

Disagree 1 2.2%
Strongly Agree 0 0.0%
Somewhat Agree 0 0.0%

The respondents’ feedback after the in-service training revealed that the nursing staff was

clear in their understanding of the importance of correct and complete recording in the pre-

operative assessment records. The training demonstrably improved the correctness and
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completeness of the records in most, but not all of the important criteria (11 of the 16
criteria were positively affected). The in-service training was viewed positively and the
respondents expressed a desire to see this type of training occur regularly. However,
despite the positive feedback and the clear understanding of the legal and safety
ramifications of correct and complete recording in the pre-operative assessment records,

post-education training results revealed continued gaps in the patient records.

5.7 SUMMARY

This chapter detailed the post test results after the implementation of the in-service
education programme and a comparison was drawn between the pre-and post-test result
between Hospital A and B. The researcher presented a detailed analysis of the survey
responses using frequency tables. The next chapter 6 will conclude the current study with

the discussion of the results, justifications, limitations and recommendations.
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CHAPTER SIX

DISCUSSION OF RESULTS, JUSTIFICATIONS, LIMITATIONS AND
RECOMMENDATIONS

6.1 INTRODUCTION

This chapter will discuss the findings of this study, based on the results of the data analysis
in chapters 4 and 5. The justifications, limitations and proposed recommendations of this
study in terms of nursing education and further research are also discussed. In chapters 4
and 5, the pre-and post-test results were analysed, interpreted and presented by means of

descriptive statistics and frequency tables.

6.2 DISCUSSION

When comparing the pre-and post-test results, it would be reasonable to conclude that,
despite the following criteria patient sticker, allergy sticker and did patient have
intravenous fluid, the education programme was successful as it had a positive influence on
the majority of the criteria investigated on the completion of the pre-operative assessment
records. However, implementing a successful in-service education programme is not
unique to the current study. Various training methods are employed to impart the relevant
skills and knowledge to healthcare professionals at healthcare institutions to improve
quality patient care. Garzonis et al., (2015) reported on findings in their study focusing on
improving patient outcomes from effectively training healthcare staff using group,
individual and web-based training. Following the training methods used the authors
recognized there was a positive improvement in patient outcomes which highlighted that
the selection of the training method must be considered and the patient change it hopes to
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impact. In addition according to Griscti and Jacono (2006), in a literature review explains
how to make continuous education more effective by allowing the nurses to have a more
participatory role in their learning. However, continued education and in-service
programmes was used in the current study making a realistic and attainable effort but was
difficult for the researcher to determine which nursing staff had implemented what they
have learnt from the in-service education programme. In this study the education
programme had a positive influence on completing some of the criteria because of the
nursing staff having prior knowledge and experience in completing the pre-operative

assessment records and practicing the knowledge attained from the education programme.

The criteria audited on the pre-operative assessment records in line with the audit tool
reveals that the in-service education programme had a positive influence on some of the
criteria including: patient received in theatre implemented, patient sticker, allergy sticker,
patient description of procedure, booked procedure, premedication administered,
identification band applied, patient kept nil per mouth, signatures with handover and fluid
name. Dutra et al., (2016) reported positively on low cost interventions’ Success in
promoting complete record keeping similar to the current study. The authors also
suggested regular internal audits could be implemented within the teams on items that

needed to be improved.

In addition time seems to play an important role for the nurses to best use the time
available to ensure the criteria of the pre-operative assessment records is correctly
completed. Braaf, Riley and Manias (2015) pointed out that nurses feel pressured of the

time constraints given on administrative criteria that need to be met on completion of the
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pre-operative records. The researcher noted that the legal requirements were met with
regards to the completeness and legibility of the pre-operative assessment records.
The researcher acknowledges the age of the literature dated (2002) is older than 5 years, as

there was no new literature with information to support the current study.

In this study the post-test audit did reveal an overall improvement in completing the pre-
operative assessment records after the in-service education programme in some criteria in
the three sections. However, there is room for improvement for compliance of the pre-
operative assessment records in section, 3; the fluid balance records (see Table 5.6 and

Table 5.7). The reason for poor compliance in section 3 in this study is unknown.

The study supports the literature stating that education programmes are the foundation for
improving completeness of the pre-operative assessment records by the nursing staff.
Walsgrove (2006) conducted a study by successfully developing and introducing an
education, training and assessment programme for nurses conducting pre-operative patient
assessments at different levels of practice. An audit was initially conducted at one of the
two acute trust hospitals that identified that due to lack of structured training and
assessment of the nurses led to absence of standards of practice. The programme
demonstrated that by incorporating the training and assessment programme at different
levels contributed to the success of the modelling of education of the pre-operative
assessment nurse in the competency portfolio, suggesting the development of similar
frameworks in the future across the United Kingdom. The author further supported the
development of the skills formally at of the nurses by developing the programme of
education and training for the pre-operative assessment nurses. A study by Klipfel et al.,

(2014), supports implementing an education strategy training helped to boost the
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confidence of the nursing staff in managing emergency situations in a surgical unit similar
to the current study. The authors further highlight how the training enhanced the
interdisciplinary team to practice the skills creating a replication of the training which are
critical to enhancing patient safety. It might therefore be argued that regular audits of the
pre-operative assessment records can identify gaps to be implemented in on going
education programme to improve compliance in completion of the pre-operative

assessment records.

However, in the researcher incorporated multimedia into the education programme that
was developed in line with the phases of the ADDIE Model was explained in chapter 3 of
this study. The training within the operating theatres and the surgical wards added value
for learning that further allowed the researcher to impart visual and auditory learning that
positively influenced the education programme. Bluestone et al., (2013) reported in an
integrative literature review study where the focus was on providing evidence supporting
educational techniques, frequency, media and setting that was used as a method of
instruction to deliver health professional education to improve patient outcomes. The
authors emphasised that the selection of the media must support the instruction for the

educational technique in order for it to be effective to get the desired outcome.

6.2.1 Sectionl: Criterion: Pre-operative assessment records

It was interesting to note that both hospital A and B the completion of this criterion before
and after the education programme (see Table 5.7), only one criterion improved whilst the
other two criterions became worse. In comparing the pre-test results in hospital A and B
(see Table 4.4), hospital B had scored 44.7% more in completing this criterion patient

received in theatre noted in implementation record. Whereas hospital A improved by 1.1%
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in this criterion in the post-test when compared to hospital B. Both hospital A and B were
compliant in completing the patient sticker/ patient file in the pre-and post-test (see Table
4.4 and 5.4). There was a slight variation in the scores in the pre-and post-test in both
hospital A and B (see Table 4.4 and 5.4). The researcher noted that very little literature
has been published regarding the compliance in recording in the patients’ implementation

records.

In a study by Hamza et al., (2013) evaluated the implementation records of patients that
had undergone a surgical procedure at a teaching hospital in Sudan. The authors found
important items were missed due to variations in the quality of the hand written notes
indicating inadequacies in recording of the surgical procedures performed. As there are
serious implications associated in poor patient care being administered due to unclear
written implementation records, resulting in medico-legal risk, the authors suggested that
recording should be part of surgical training to improve patient safety. Similarly a study
conducted by Shah et al., (2011), where the implementation records of surgical patients
were scrutinized for completeness and compared to an audit conducted in the same
department in July 2009. Operative notes which can be used in a court of law with a range
of clinical and medico-legal consequences if relevant information is omitted or not
recorded. Therefore the authors support the completeness of the implementation records.
Wauben, Lange and Goossens (2012) supports training are provided to improve quality of
the patients’ implementation records and to further improve patient safety following an
evaluation of implementation records concerning laparoscopic cholecystectomy. The
authors found that despite guidelines available to write the implementation records, this
was very poorly adhered too and can influence the treatment being administered to the

patient. The researcher found very little literature on patient sticker/ patient file number
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during the review of other studies. Swart and Kuhn’s (2015) findings were similar to those
of this study, in that the authors reported that 92.6% of the patient records had a hospital

label with patient sticker indicating name and age.

Mentioning the patients’ allergies and obtaining the patients history is an important
criterion on the pre-operative assessment record. Comparatively 3.8% of these criterions
were either not indicated or incomplete in hospital B in the post-test (see Table 5.4) which
decreased from the pre-test 0.8% (see Table 4.4). In this study it was evident that the
nursing staff had an understanding of the importance of the correct completion of the
patients’ allergies and high risk factors. In a study conducted by Tuffaha et al., (2012)
focusing on found that recorded completion corrections in the staff who attended and
education programme was improved. In a study by Swart and Kuhn (2015) it was also
found that allergies were recorded in 74.1% of the patients’ pre-operative assessment
records following an intervention. The education programme did not improve the
compliance in completing the criterion in this section as there was no significant difference

between the scores of the pre-and post-test.

6.2.2 Section 2: Informed consent records

In this criterion the patients’ description of the procedure —own words, data from the pre-
and post-test showed that hospital B was more compliant than hospital A (see Table 4.5
and 5.5). This implies that the education programme did influence the compliance in
completing this criterion in both the pre-and post-test in hospital A and B (see Table 4.5
and 5.5). The gaps in the percentages reported in the post-test comparisons between both
hospitals A and B, showed better compliance in after the education programme (see Table

5.7). The literature Dutra et al., (2016) and Masaki and Mahendiran (2015) evaluated
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records completed by nursing staff for compliance in line with the legislation before and
after an educational intervention explains that improvement can be made with continuous
educational training. The authors further conclude in their study that incomplete patient
notes can lead to poor patient care and risks to patient safety. Similarly in the researcher’s
opinion in this study opportunities to reinforce learning through repetition can in the future

improve compliance in completing the pre-operative assessment records.

On confirming the booked procedure and informed consent is obtained and signed by the
patient acknowledging the benefits and risks explained by the surgeon, Phillips (2013).
There was no significant difference in the compliance for the booked procedure same as
the patients’ description in the pre-test in hospital A and B (see Table 4.5), however, the
interpretation of the data in the post-test shows that compliance in hospital B improvement
by 14% (see Table 5.5). In the current study this implies that the education programme did
influence the compliance by gaining better scores from the pre-test to the post-test. In a
study by Leclercq et al., (2010), the authors discovered gaps that existed on completion of
the informed consent in theory and practice. The authors suggested the utilisation of
interactive computer-based programmes to improve the surgical informed consent. The
researcher identified improvement in completion of the criterion of booked procedure same
as the patients’ description after the in-service education programme and utilisation of the

video clips that highlighted the medical legal implications on incorrect surgical procedures.

The surgical patients’ consent in this study at both hospital A and B are verified three times
prior to the commencement of the surgical procedure; the pre-operative visit, the receiving
area and in the operating theatre. It is imperative to verify the patients’ consent in order to

prevent wrong side surgery, therefore the patients’ description and the booked procedure
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must be the same. Clarke, Johnston and Finely (2007) examined patient records for a 30
month period and found that multiple verifications of the patients’ consent are imperative
before the commencement of the surgical procedure. In a study conducted by Swart and
Kuhn (2015) it was also found that only 38.3% of the pre-operative diagnoses were
correctly recorded which impacts on whether the proposed surgical procedure is justified.
In the current study, the patients’ consent is verified three times, on admission, in the
operating theatre receiving area and just before the commencement of the surgical

procedure.

The criterion of premedication administration was either not recorded or omitted in the
current study when interpreting the data on the before and after education programme. This
implies that the education programme in this study significantly influenced the compliance
of completing the records of premedication administration from 36.9% (pre-test) to 78.1%
(post-test) (see Table 5.7). This is aligned with the findings by Swart and Kuhn (2015)

who found that the criterion for premedication was not recorded for elective cases.

Maintenance of “nil per mouth” was significantly influenced by the education programme.
This trend is positive as according to Seyedhejazi (2014) fasting pre-operatively reduces
the risk of regurgitation and aspiration of gastric contents during the surgical procedure.
Swart and Kuhn (2015) also concluded that pre-operative fasting is important to identify

risk factors such as aspiration and also guide in the anaesthetic plan.

An important outcome identified from this study is the significance of recording the
criterion of identification band applied (p=0.000). There was poor compliance in this

criterion in hospital B (68.5%) in the pre-test (see Table 4.5) and an increase in
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compliance noted in the post-test in hospital B (70.7%) (see Table 5.5). Hospital A scored
12.3% more in the post-test. This implies that the education programme did influence the
compliance in this criterion. Failure to correctly identify patients can lead to near miss
events. This is supported by literature from the United Kingdom National Patient Safety
Agency where near miss events were reported as a result of poor patient identification due
to missing identification wrist bands. In addition to this Robertson (2008) confirms that in
order to improve patient safety and ensuring that patients reach the desired surgical

outcome patients need to be correctly identified.

The criterion of the pre-operative check is done to ensure all the relevant information
pertaining to the patient is completed on the pre-operative assessment record prior to the
surgical procedure. Good compliance of 94.7% in hospital B (see Table 5.7) was found for
recording the pre-operative check criterion in this study which was similar to the findings
of Swart and Kuhn (2015) where relevant information was correctly completed to the

proposed surgery.

The compliance of recording the date and time accompanied by the nursing staff signatures
improved by 10.2% after the education programme (see Table 5.7). Roets, Aucamp and de
Beer (2002) recommended that the legibility of handwriting and signatures is important as

they can lead to communication errors that could contribute to harm on the patient.

6.2.3 Section 3: Fluid balance records

There is evidence that the education programme did not make a difference to the
completion of the criterion patient had an intravenous infusion. It seems that this section

and the criterion tend to be overlooked by the nursing staff, not recognizing it as significant
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as the other criterion. Findings indicated that the completion of this criterion decreased by
4.3% (see Table 5.7) after the education programme. Roets, Aucamp and de Beer (2002)
were concerned about the requirements for post-operative assessment recording of
intravenous intake and developed a checklist. In a study by Ling et al., (2011), the fluid
balance records were found to be either incomplete or illegible, and doctors have also
complained of calculation errors or no totalling on the fluid balance chart. The authors
aimed to identify the types of mistakes in recording in the fluid balance charts and
conducted an audit of the fluid balance records and found the compliance in recording
improved from 63% to 88% in the post-test. A new format was introduced to help reduce
mistakes when recording in the fluid balance records and the authors indicated that the new
format be periodically introduced to the new nurses. In this study there was a slight
improvement of the criterion of indicating the fluid name by 4% (see Table 5.7) in after

the education programme.

The start and end time criterion was very poorly recorded even after the in-service
education programme. Only 34.8% (see Table 5.7) of the start and end times were
recorded prior to the education programme and 46.5% (see Table 5.7) after the education
programme. The criterion of indicating the volume started/volume completed was noted in
25.1% (see Table 5.7) of instances prior to the education programme and in 46.0% (see
Table 5.7) after the education programme. Running total of the intravenous fluid criterion
was recorded for 27.3% (see Table 5.7) of patient records in the pre-test findings and in
46.0% (see Table 5.7) of the post-test patient records. Checking of the intravenous site
criterion improved by 25.6% (see Table 5.7) following the education programme. When
comparing hospital A to hospital B in the post-test scores, hospital A had a higher

compliance 40.4% (see Table 5.6) whilst hospital B scored a low 19.2% (see Table 5.6)
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after the education programme. Similar findings were noted in a study by Roets, Aucamp
and de Beer (2002) where there was inadequate recording of the fluid balance records.
Tang and Lee (2010) highlighted inaccurate fluid balance recording due to lack of
education leading to inconsistent recording. Masaki and Mahendiran (2015) reported
positively that educational awareness can succeed in improving recording of the fluid

balance.

6.3 NURSES FEEDBACK ON THE IN-SERVICE EDUCATION PROGRAMME

The study provided evidence that 45 nurses attended the in-service education programme.
All the nurses completed the evaluation of the education programme (86.6% response rate)
(see Table 5.8). There was more registered nurses (n=21; 40.4%) that attended the
education programme in ratio to the other categories of attendees (see Table 5.8). Majority
of the attendees had between 5-10 years of nursing experience (n=13; 28.9%) and years of
experience of working in the operating theatre receiving areas and or the surgical wards

(see Table 5.9 and 5.10).

In addition it was positive to find that most of the attendees enjoyed the provision of most
of the information (n=34; 75.6%) (see Table 5.12). The nursing staff provided positive
feedback on the education programme indicating that it provided them with the guidance to
complete the pre-operative assessment records (n=19; 42.2%), whilst (n=17; 15.6%)
enjoyed the interaction (see Table 5.12). Similarly a study by Bluestone et al., (2013)
indicated that repetitive training interventions are critical to learning outcomes. The author
further stated that the selection of the media and settings must be relevant and realistic to
support the educational techniques and the efficiency of instruction, as this allowed the

learners to process and apply the information. The researcher incorporated video clips in
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the education programme to help the attendees have a visual experience to the related

theory in the presentation.

It was interesting to note that all the attendees agreed (n=45; 100%) (see Table 5.11) on
the importance to complete the pre-operative assessment record accurately. The nurses’
understanding on the completion of the pre-operative assessment records changed after the
introduction of the in-service education programme where (n=45; 100%) strongly agreed
that it is important to complete the pre-operative assessment records correctly (see Table
5.11). From the feedback received the nurses found the education programme beneficial
and indicated that they would recommend this programme to a colleague. The nurses also
provided feedback on additional information that is required which was not included in the
in-service education programme (see Table 5.14). From the (n=45) attendees (n=41;
91.1%) (see Table 5.13) acknowledged that sufficient time was allocated for the
presentation of the education programme. The attendees (n=43; 95.6%) strongly agreed
that patient risks can be reduced when the pre-operative assessment record is completed

correctly (see Table 5.17).

6.4 JUSTIFICATION OF THE STUDY

The study is justified in terms of the aims and purpose which was to develop and in-service
education programme based on the findings of the pre-test results. Chapter 1 provided an
overview of the study and chapter 2 presented a summary of the literature review. The
research methods and design was described in chapter 3. In terms of the objectives the
study was to develop and introduce an in-service education programme based on the
results of the pre-test results and was addressed in chapter 4. The purpose of the in-service

education programme was to guide the nurses to improve the completion of the pre-
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operative assessment records. Chapter 5 presented the post-test results and the comparison
between the pre-and post-test results in hospital A and B discussing the findings of the

study, justifications, limitations and recommendations for further research.

The nursing staff that attended the education programme provided feedback on their
opinion of the presentation. The researcher noted that some criterion improved whilst
others became worse after the education programme. Therefore this implies that the
education programme was not a total success while it did influence some level of

compliance in completing the pre-operative assessment records.

6.5 LIMITATIONS OF THE STUDY

The limitation of this study was insufficient categories of the nurses cannot be established

as they were not on the pre-and post-test data.

Assumptions that the respondents were not completely honest in answering the
questionnaire based on understanding the question following the training programme, as it
was a self-reported questionnaire. The results of the respondents feedback on the
questionnaire merely reflects their response over a given period of time of when the
training programme was conducted and therefore the results need to be interpreted with
caution not generalizing the entire population of nursing staff that are involved in

completing the pre-operative assessment records.

A simple random sampling method was used in this study allowing the researcher to select
an equal amount of pre-operative assessment records for the pre-and post-test audit. The

post-test audit was conducted only once following the training programme and therefore
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cannot be found that improvement in compliance in completion of the pre-operative

assessment records can be sustained over a longer period of time.

6.6 RECOMMENDATIONS OF THE STUDY

The researcher therefore recommends regular audits of the pre-operative assessment

records to monitor completion and enhance patient safety prior to a surgical procedure.

There is a need to develop more education training programmes to enhance the
competency levels of nursing staff completing the pre-operative assessment records.
Educators involved training nursing in the speciality of operating theatre need to pay more
attention on the importance in the compliance of completing the pre-operative assessment
record correctly. Even with the gaps identified on compliance with completion on some of
the criterion of the pre-operative assessment records, the researcher is convinced based on
the post-test audit results that regular audit with the current audit tool is appropriate to

guide improvement on compliance on completion of the pre-operative records.

Further studies are recommended using similar research design with a larger sample.
Improving and amending the audit tool to identify who had completed the pre-operative
assessment records can assist in creating more focused training in the future. Quantitative
studies involving regular training programmes can be a valuable way to determine the
needs of the nursing staff on improving the completion of the patients’ pre-operative

assessment records.
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6.7 CONCLUSION

This study provided evidence that after the introduction of the education programme to the
nurses there was an overall improvement in the completion of the pre-operative assessment
records. However, the completion of the fluid balance was disappointing as the in-service
education programme did not significantly improve the completion of these criteria. The
reason for poor compliance in completion of the fluid balance criteria is unknown and

should be further investigated.

The finding of the three sections that cover the 16 criteria on the audit tool in line with the
pre-operative assessment records pertaining to information obtained during admission and
handing the patient over in the operating theatre receiving area, exemplify detrimental
effects of malpractice lawsuits. In other words, of it is not recorded it is “not done”. In this
study it is strongly indicated that there is need for improvement in completing the pre-
operative assessment records. Further research is recommended for further study on a

larger scale.
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proposal @nd a letter from Human resources Ethics Committes (Medical). Please can you kindly assist me in the
requirements to obtain permission from Mediclinic Ethics Committee,

Thank you
Kind regards

Evashini Rajkumar {Eve)
Murse Cducator [Theatre)
MEDICLINIC SOUTHERN AFRICA

ttediclinic Lid Learning Centre Merthern Region
Cor Peter Plzoe and Main Road

Bryanstan, 2021

Private Bag X1

Bryanstan, 2021

T+27 11700 2266
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Rajkumar, Evashini

- — - — - — ]
From; wan 2yl, Ann
Sent: 07 August 2016 02:39 BM
To: Rajkurnar, Evashini; Van der Merwe, Chalet
Ce: Pawell, Elize
Subject: FW: research approvals
Attachments: Scandob,pdf

Dear Chalet and Eva
Please find attached approval latter signed by Mr van Wk,
Regards

Anm van 2yl
Higher Edueation and Training Manager
MEDICLINIC SOUTHERN AFRICA

Meditlinic Regional Office
Tijgerpark 1, Willie van Schoor Drlve
gellville, 7530

PO Box 5228

Tygervalley, 7536

T+27 21 943 5000

F+d7 Bo G681 3158

W mediclinic.co.ca

----Original Massage-----

From: van Wk, Greg

Sent: 01 August 2016 02:31 P
To: van Zyl, Ann

Subject: FW: research approvals

Cear Ann

Herewith the Research Approvals as discussad,

Kind regards

Greg van Wyk

Human Resources Execytlve

MEDICLINIC SOUTHERN AFRICA

Mediclinic Offices _

Strand Road T
Stellenbosch, 7600

PO Box 456
Steltenbasch, 7594
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APPENDIX D Letter of request permission to conduct research — Hospital Manager

University of Witwatersrand
Faculty of Health Sciences
Department of Nursing Education
T ¥ork Foad

Parktown

2193

Mr Richard Brett

Hozpital General Manager
Mediclinie Momingside

c/o Hill and Rivonia Streets
hMomingside

Sandton
Dear Iir Brett

BE: PEEMISSION TO CONDUCT EESEARCH FOB. MSc (NURSING)

My nameis Evashini Rajlarmar. T am a registered postgraduate student at the University of
Witwatersrand in the Department of Nursing Education reading for the degree of Masters of
Science in Nursing. As a requirement formy study I would like to request the penmission to

conduct my research at Mediclinic Mommgside.

The title of my study is “Improving the completion of the pre-operative assessment
documentation in a privaie hospital group in Johannesburg”. The study is based on my
concemsregarding the completionofpre-operative assessmert docwmertation ofpatients that
are scheduled for surgery. The operating theatre is a specialized unit in which surgical
procedures are conducted on patients daily. Patients rely on the knowledge and ability of the
mursing staffto conmplete the pre-operative assessment docwments which will ensure a safe
and successful surgical joumey. The comect completions of the documents are guided by
policies and procedures. A deviation in these policies and procedures can place the surgieal

patient at risk.
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The aim ofthe study i3 to audit the pre-operative assessiment documentation and improve the
completion of the documentation by means of in-service training. A one group pre-test —
post-test design will be applied to audit pre-operative assessment documents and describe
whetherin-service training improves the completion of these documents. Audit data will be
collectedusing an audt tool. Dependent on the findings of the audit, m-service traiming will
be given to staff working in the operating theatre receiving areas and the surgical wards. A
month following the m-service traming a second audit will be done on the pre-operative
assessment documents. The result of the first audit will be compared to that of the second
audit to establsh if there was an mprovement m the completion of the pre-operative

azzeszment documents.

The population for this study will consist of two elements, unit of analysis and population.
The units of analysis will consist ofthe pre-operative assessment doouments of patients who
haveundergone anaesthesia for a surgcal procedure, before m-service traming and after m-
service traming. The population will be all the Registered Nurses and Enrolled Nurses
working n the surgical wards and the operatingtheatre recerving area m the three hospitals.

A non-probability convenience sampling method will be used to select umits of analysis.

Inclusion critenia will be the Registered and Enrolled Nurses who work in the surgical wards
andthe operating theatre recerving areas. In-service traming will be presented m both day and
night staff These staff fromthe three hospitals wall be mvited to participate and consent will

be obtamed from nurses who are willing to participate in this m-service training.

Data will be collected in three steps. Step one and step three will make use of a current audit
tool which hasbeenused forthe pastfive years andis available and muse n the three private
hospitals mcluded m the study. The tool 1= aligned with the pre-operative assessment
documents i use. Step two will make use of a questionnaire assessing the participants’
opimion of the usefulness of the in-service training with regards to the docurmnentation. My
study will contnbute to the safety of the patient requinng surgery by improving the practice
and documentation skills of nurses working n the operating theatre receiving areas and the

surgical wards.

I assure you that the names of patients and the personnel will not be revealed and the

mformation obtamed will remamn confidential. The data wall be collected electronically and
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saved ona password protected computer. Cnly the supervisor and I will have access to the
data. The study has beenreviewed and subjected to approval by the Human Research and

Ethics Committee. A copy ofthe report ofthe study will be made available to you on wntten

request after the completion of the study.

Thank you

Yours smeerely

STUDENT SUPERVISOR

Mrs Evashiru Eajkumar Mrs. Andrea Hayward
evashini rajkumar@medichnic.co.za Andrea Hayward? @iwits.ac.za
+27082 823 0032 +27114884271

+27117092366

Human Research Ethics Committee (Medical)

Prof. P Cleaton-Jones +27117172301 peter.cleaton-jones ]l @wats.acza
Adminisirative Officers

Mz Z MNdlowvu +27117172700 zanele ndlovuf@wits.ac.za

Mr Fhulani Mkanasi +27117172636 Fhulani mbkansi @wits.ac.za
Mr Lebo Moeng +27117171252 Lebo.moeng@iwats.acza
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University of Witwatersrand
Faculty of Health Sciences
Department of Nursing Education
7 York Road

Parktown

2193

Mrs Lowise Sole

Hospital General Manager
Mediclinic Sandton
C/OMamPoad& Peter Place

Bryanston

2021

Dear Mrs Sole

RE: PERMISSION TO CONDUCT RESEARCH FOE. M5c (NURSING)

My name is Evashini Rajkumar. T am a registered postgraduate student at the University of
Witwatersrand m the Department of Nursing Educationreading for the degree of Masters of
Science m Nursing. As a requirement formy study I would like to request the penmission to

conduct my research at Mediclimic Sandton.

The title of my study 15 “Improving the completion of the pre-operative assessment
documeniation in a private hospital group in Johannesburg™. The study 15 based on my
concemsregarding the completionof pre-operative assessment docurmentation ofpatients that
are scheduled for surgery. The operating theatre i3 a specialized unit m which surgical
procedures are conducted on patients daily. Patientsrely onthe knowledge and ability of the
nursing staffto conmplete the pre-operative assessment documents which will ensure a safe
and successful surgieal joumey. The correct completions of the documents are guided by
policies and procedires. A deviation in these policies and procedures can place the surgical

patient at nsk.
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The zim of the study iz to andit the pre-pperative assazsment docementation and impaove the
complation of the documsentation by maesn: of in-sarvice taining. A one sroup poe-test -
post-tast dasigm will be applisd to sudit pre-operative asssssment docoments and describs
whather in-2arvica training impioves the complation of thess doouments, Andit data will ba
collacted wsing an andit tool. Dependant on the findings of the andit, in-2apvics taining will
b2 mivan to staff working in the operating thestr= raosiving aress and the sureical wands. A
month following the in-zarvica training 3 zacond andit will b don= on the preoparative
aszaszmant documants. The result of the first andit will be comparad to that of the sacond
andit to establish if thers was an impoovemsnt in the complstion of the pr-operative
aszozzment documents.

The population fof thiz study will consist of two slemsents, unit of analyziz and population.
The units of analvziz will conzizt of the pre-opetative aszassmant dooumants of patisnts who
have undsrzons anassthasia for 2 surmicel procadurs, befods in-senvice training and afer in-
sarvioe tainding. The population will be all the Fasistersd Nurse: and Ensollad Nugzas
wodking in the surpical ward: and the operating theatss s20iving area in the thees hoepitals,
A non-probability convendiencs sampling mathed will be usad to zalact units of analyseis.

Incluzion criteria will ba the Fagizterad and Entollad Mugza: who wodk in the swrgical wands
and the operating thaatts f20siving areas, In-sareioa will be prasented in both day and ndght
staff Thesa staff from the thres hospitals will be invited to participate and consant will be
obtzinad from nursa: who a2 willing to participate in this in-sarvice,

Diata will ba collactad in these staps. Step one and stap thies will make ues of a comeant andit
toenl which has beem waad fog the past five vasrs and iz available and in ws2 in the thees private
bospital: includsd in the study, The tool iz dligned with the pre-opsative assssament
docrments in wsa. Step two will maks uis of 3 guestionnaise asssssing the participants’
opimion of the ussfilness of the in-zarvica training with ragands 1o the dooementation. My
study will contribute to the 2afsty of the patisnt equiring suzery by improving the practice
and documantation skills of nurzs2: wodking in the opsrating theatts s20xiving area: and the
surzical wands,
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I zszuge wou that the names of patients and the parsonnsl will not be r=vealad and the
information obtainad will remain confidantial. The data will be collacted slactrondcally amd
savad on a password pootactad computer. Omly the suparvizor and I will kava access to the
dats The sfudy ha: beon reviewsd and subjsctad to appooval by the Human Flessarch and
Ethicz Committss. A copy of the r=podt of the study will ba mada availabls to vou on writtsn
raquast after the complstion of the study.

Thank vou

Yours zincarsly

STUDENT SUPEENISOR

Mrz. Evashini Foajlosmar Mrz. Andrea Haywand
avashini rajkuman@madiclinic.co.za Andrea Havwandd @it ac.za
+2TRIEI30052 +1T114884371

+ITI1 T3 66

Human Eesearch E thics Commities (AMedical

Prof P Claston-Tomss =2T1171 72301 pater. claston-jomes ] @itz ac. 73
Administrative Officers

W= Z Widlon =2T117172700 zanala ndlonvn@nwits.ac 7

hIr Fhuland hJIkamazi +271171 72656 Fhulani mlanziZwits. ac.za
Wit Labo hloang +271171 712152 Labo. moene Bnwits.ac. 28
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APPENDIX E Letter of request permission to conduct research — Nursing Manager

University of Witwaterzrand
Faculty of Haslth 5cisncas
Dispartment of Murzing Edwcation
T Yotk Fuoad
Parktown
2183
Mz Heidi Hanning
Wurzing hmazaer
hladiclimic Momingzida
c'o Hill and Pivonda 5trests
hlomingzida
Sandton
Diaar Wiz Hamning

EE: PEREMISSION TO COMDUCT RPESEARCH FOR. MMSc (WURESING)

Wy namaiz Evashind Fajlomar. I am a rezisterad posteraduate stodant at the University of
Witwatersrand in the Depertmant of Mutzing Education reading for the dagres of hlasters of
Scismos in Numing. As a requirement for my stwdy I would lika to eguast the pemizsion to
comduct my resaach af Madidinic hlomingzida,

The titla of my study iz “Twproving the cowgpistion gf the Pre-operarime assessHsHr
documentation fn a priwre Respital growp in Johammesburs”. The stody is basad on my
Conoams ezanding the complstion of pra-opsrative assessment docementation of patients that
are schedulad for swgery. The opsrabing theatrz i3 a specialized umit in which surgical
procadues a2 conductad on patisnts daily. Patients m=ly on the Inowlades and ability of the
nufEing staf to complate the pre-oparative assessmant documents which will ensure a zaf2
and swooassful swrpical jowmsy. The comrsct complstions of the documsnts are guwided by
policiss and procaderes. A deviation in thess policiss and procaders:s can place the surgical
patiant at rizk.
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Tha aim of the study iz to andit the pra-oparative aszsssment documentation and impova the
complation of the documentation by means of in-2arvice training. A one group pre-tast- post-
tast design will baappliad to andit pra-oparative aszaszment documents and describa whether
in-garvice training improves the complation of thess documents. Andit data will be collacted
wsing an andit tool. Depandant on the finding: of the andit, in-service training will b2 givan o
#taff working in the opssting thesfrs faceiving s and the sweical wad:. A month
following the in-zarvics training 2 2acond audit will ba dons on the pra-operative aszazzmant
domments. The gesult of the first sudit will be comparsd to that of the zacond awdit to
establizh if there wa: an improvement in the complstion of the pre-operative assazzment
documants.

Tha population for thiz study will consizt of two alementz, unit of analyeiz and population.
Thaunits of analyziz will consist of the pre-oparative aszsszment documents of patisnts who
hava undsrpons ansssthesia for 3 surgical procedurs, bafogs in-servics training and aftsr in-
garvice training. The population will be &l the Pagistersd MNurses and Ensollad Nurses
wotking in the surgical wards and the operating theatrs f=0siving area in the thies hospitals.
A non-probability convenisnos sampling meathod will be wead to 2alact units of aalyziz.

Inclusion criteria will ba tha Farizterad and Enrollad Nurza: who wodk in the surgical wands
and the oparating theatie reoaiving aress. In-garvics will be prazantad in both day and ndght
staff. Thasa staff from the thres hospitals will be invitad to participate and conzent will be
obtzinad fom nursa: who a2 willing to participate in this in-service training.

Diata will b collactad in thres staps. Step one and step thres will make ua of 2 cumrent andit
tool which has basn usad for the past five vears and iz availabla and in wes in the thisa privata
hospital: included in the study. The tool iz aligned with the preoperstive assazzment
documents in w2, Stap two will maka use of 3 questionnaire asseszing the participants’
opindon of the usafilnaz: of the in-sareics ttaining with r2eands to the documentation. My
study will contribute to the zafsty of the patisnt raguiring sugeary by impdoving the practica
and documantation :kills of nurza: working in the oparating theatrs raceiving aress and the
surgical wapds.

I azzure vou that the names of patient: and the personnsl will not be revesled and the
information obtainad will remain confidentis]. The data will be collactad slactronically and
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saved on 3 password protactad computer. Only the supervizor and I will have accass to the
dats The study has beom reviswed and subjectad to approval by the Human Fesssch and
Ethicz Committas A copy of the 1=podt of the study will be mada availabla to vou on writt=n

f2quast after the complation of the study.

Thank vou

Yours zincsly

STUDENT SUPEENISOE.

Mlrz Evashind Fajlumsr Mlr=. Andres Hayward
avashini raikumar@madiclinic. oo za Andres Havwerdl@mwits. ac. 28
+1TRIB230052 =17114834271

+2T11 70023 66

Human Eesearch E thics Commities (Medical)

Prof. P Cleaton-Tomss +2T11T1 72301 peter clagton-jones ]l @wits ac.2a
Adminivirative Officers

W= ZMdlovn 1T 7172700 zansl e ndlowu@wits 80,23

MIr Rhulani blanasi +171171 726856 Bhuland mlansi@witeac.za
Mt Labo hipsne +27117171252 Labo. moeme @nvits. a0 28
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Pmiversity of Witwatersrand

Faculty of Heslth 5cisnces
Diapertmant of Murzing Education
7 York Fooad
Pattown
2183
Iz Liss] de Blanche
Murzing hlanazsr
Madiclinic 5andton
/0 Main Fioad & Pater Place
Ervanston
2021
Dizar Mz da Blance

RE: PERMISSION TO COMDUCT RESEARCH FOR. M3c (KURSING)

¥ nama iz Evashini Fgjlumar, I am 3 registerad posteraduats studant at the Univesity of
Witwatarsrand in the Diepertment of MNorzing Education rzading for the dasr=e of hlastsrs of
Scieme in Wursing. As araquirement for my study I would liks to raquest the parmizzion to
conduct my resaanch at Madiclinic Sandion.

Tha titla of my study iz “Iwproving the completion of the pre-gperaiie assessment
decumentation n a private hospital group i Johowweshurg”, Tha study is basad on my
comoems fegsrding the complstion of pre-oparative assassment documsentation of patisnts the
a2 schaduled for swrgery. The operating theatrs iz a specialized unit in which swrmical
procaduges a2 conductad on patisnts daily. Patisntz raly on the kmowladee and ability of the
nurzing :taff to complats the praoperative assssament docpments which will snenes 3 safa
and succazsful surpical joumsy. The comect complation: of the docoments ae gwidad by
policie: and procadurss. A deviation in thess policies and poocedurss cap place the surEical
patisnt af rizk.
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The aim of the study is to andit the pre-operative assazsment docomantation and improve the
complation of the docementation by masns of in-service training. A one group pia-test -
post-tzst desizn will be applisd to spdit pre-operative assessment docoments and describs
whather in-zarvice training improvas the complation of thess documents. Andit data will be
collactad ueing an andit tool. Dependant on the findings of the andit, in-sarvice training will
b2 given to staff working in the operating theatrs raceiving srea: and the swreical wards. A
month following the inservice training a s2cond andit will be done on the pre-oparative
aszazzment documents. The fesult of the first andit will be comparad to that of the sacond
andit to establish if there was an improvement in the complstion of the pre-operative
aszessment documents.

Tha population for thiz stody will consist of two alements, unit of analyzis and population.
The units of analyzis will consist of the pra-oparative assazsment documsnts of patisnt: who
have undsrzone gener:l ansssthesia for 2 swrgicel procadors, befors in-sareics training and
after in-garvice training. The population will b2 all the Fesisterad Nurse: and Ensollad
Muorses working in the surzical wards and the oparating thestrs recsiving area in the thes
hospital:. A non-probability convenienca sampling method will be usad to 2alact units of
analvziz.

Inclusion criteria will be the Fezizterad and Entollad Mursss who wotk in the surgical wards
and the opsrating theatrs reoziving areas. In-sanvice will be prasantad in both day and night
staff Thesa staff fom tha thres hospital: will be invited to participats and consant will ba
obtainad from nursss who a2 willing to paticipata in this in-garvica.

Diata will be collactad in thess staps. Step one and stap thees will make wes of 3 cofrent andit
ton] which has baen uzad for the past five years and iz vailable and in ws2 in the thies privats
bospital: includad in the study. The tool iz alisnad with the pre-oparative assssiment
dooumants in wea Step two will make w2 of 2 questionnaire assaszing the participants’
opinion of the ussfulnas: of the in-sarvice training with s2zands to the docomentation. My
stody will contributa to the safsty of the patisnt rquiring surgary by improving the practics
and documentation skills of nursa: working in the oparating theatrs r202iving area: and the
surpical wards.
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[ aszus= vou that the names of patisnt: and the porsonnal will not be reveslad and the
information obtainad will remain confidential. The data will be collactad slactromdcally and
savad on a password protacted computar, Only the supervizor and I will have accass to the
data The study has boon seviewsd and subjectad to appoval by the Human Foasasrch and
Ethicz Committea. A copy of the r=pot of the study will b mads availabla to vou on writtan

ragquast aftar the complation of the study.

Thank vou

Yours sincarsly

STUDENT SUPERVISOR.

Mz, Evashind Fagjlomar Mrz. Andr=a Harward
avashin. raikumar@madiclinic.co.z Andres Hayward)@wits.acza
+2TRIE230052 =1T114884271

+2711T001366

Human Besearch Ethics Committes (Aledical)

Prof B Claston-Tomas +3T117172301 patar. cleaton-jones 1 (@witz.ac. 78
Ad ministrative Officers

Wiz I Mdlova +2T117172700 zanala nedlonZneits.ac. 73

Wi Bhuland Bllamas +271171 72656 Bhulani mbansi@wits.ac.z
MrLabo Moz +2171171 71252 Labo. moene @witsac.za
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APPENDIX F Letter of request permission to use approved Mediclinic Audit Tool

Wiz E. Fajkumar
P.0.Box 551
Umblanegs Fods
4320
29 hlach 2016

Mz Ann Vam Tyl

Wlanasar Wurzing Education

Madiclinic {Pty) Ltd

P.OBox 438

Stallanboach

TiEg

South Africa

Dizar Mz Van Tyl

FEEMISSION TO USE THE MEDICLINIC AUDIT TOOL

Wy nama iz Evashind Pajlumar. I am comently a posteradeats studant af the Univerzity of
“Witwatarsrand in the Department of Murzing Education reading fog the dagres in hasters of
Scismos in WNising. As 3 requiremeant for my stedy I would liks to reguest pemizsion fom

Wour to institution to wss the company’s andit tool for my data collaction.

A group pes-tsst — post-test desigm will be applisd to andit pre-operative aszassment
document: and dosoribe whether in-sercics trzining impooves the completion of thess

docemants. Andit data will be collected wsing an audit tool.

Wy study will contributs to the safety of the patisnt fequining swEsry by improving the
peactics and docementation skills of nur=ss wodking in the opsrating theatta r=osiving asas

and the surzical wards,

Pamizzion to wsa the audit tool iz pursly for the purposs of my rezearch and [ would

appgaciata it if vou would inform me if thes a2 any additions] saguirsmeants,

Thank vou
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Yours sinoaraly

STUDENT SUPERVISOE.

Mz Evashind Bajlomar Mrz. Andrea Haywand
avashini rajlomar@madiclinic.co.za Andres Havward) (@wits.ac.za
+2TRI8230052 =17114884271

+2711T002366

Human Besearch Ethicsy Committes (hIedical)

Prof P Claston-Toms: =XT1171 72301 patar clagton-jones] Ewitsac. 23
Administrative Officers

Wz Z Widlov +2T11T172 70 zamale. ndlov@neits a0 23

s Bhuland hllanasi =271171 72856 B huland mlanei@witsac.2a
Mz Laba Boeme +27117171252 Labo. mnane@nwiteac. 2

170



APPENDIX G Data collection tool (AUDIT TOOL)

b
MEDICLINIC

DATA COLLECTION TOOL

AUDIT: OPERATIVE RECORD (PRE-OPERATIVE RECORD AND FLUID

BALANCE RECORD)
AREA YES | NO| NA | COMMENTS IFNO| /16
Pre-Operative Record /10
Patiant raceivad in theatra noted in |
Implementation racord
Patiant Sticker / Patiant name & fils number 1
Allargy Sticker /! Mil known /High risk 1
Informed Consent / Pre Dperative Record:
Patient description of procadurs - own words |
(and / or Informed Consent)
Iz the Booked Procedurs the same as Patisnt's
description (doas it corralats) (and / or Informad 1
Consant)
Premedication administerad 1
Patient keptnil par mouth 1
Idantification band appliad 1
Pra-operativa chack dona 1
Signaturas with handover 1
/6
Fluid Balance Record
Did patisnthavaan IV 1
Fluid Name 1
Starting & Ending Time 1
Volume Started/ Voluma Complats 1
Running Total 1
IV Sits Chacked 1
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APPENDIX H Example of pre-test audit

PRE-TEST (SERT- 00T 201) [
o MEDICLING
DATA COLLECTION TOOL

AUDIT: OPERATIVE RECORD {PRE-OPERATIVE RECORD AND FLUID BALANGE RECORD)

AREA YES | NO | NA | COMMENTS IF No |1 /16
Pre-Operative Record 3 10
Mo exkr
| Patient recelved in thealre noted in Implementation record 0 mack
Patient Sticker / Patient name & e number ! i
Allergy Sticker / Nil knawn / High risk i N 11
Informed Consent / Pre-Operative Record:

1

Pallent description of procedure - own words (and / or
¢ Informed Conseni)

|s the Booked Procedure the same as Patient’s descripfion { 1
(does it correlate] (and / or Informed Consent)

] . ) i

Premedication administered Y #Fe'ﬂﬂqﬁhﬁm
i Patient kept nil per mouth | ‘
| igentfication band applied I
Pre-aperalive check done |
Signalures with handover i

Fluid Balance Record g

Did pabient have an IV |
Fluid Name

Starting & Ending Time

Volurne Started/ Volume Complete
Running Total

| IV Site Checked

1
Flvid rarre ot ind] 1
Mo time 1
Incompleke 1

"
1

Intgrplete
iruumpigg

] o o R
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APPENDIX I Example of post-test audit

ST TEST (A~ TunE 200) MEDICLINIC
#

DATA COLLECTION TOOL

AUDIT: OPERATIVE RECORD (PRE-OPERATIVE RECORD AND FLUID BALANCE RECORD)

AREA YES | NO | NA | COMMENTS IF NO | 216

Pre-Operative Record 910

. . : 1
Patient received in theatre noted in Implementation record | |
Patient Sticker / Patient name & file number ) L
Allergy Sticker / Nil known / High risk i 1
Informed Consent / Pre-Operative Record:
Patient description of procedure - own words (and / or l 1
Informed Congent)

Booked p roteeliurg

Is the Booked Procedure the same as Patient's description 0 kob same as | 1
(does 1t correlate) (and / or Informed Consent) pb. destin plien
Premedication administered l 1
Patient kept nil per mouth | 1
Identification band applied | 1
Pre-gperafive check done i 1
Signatures with handover | 1
Fluid Balance Record 3 16
Did patient have an IV | 1
Fluid Name l 1
Starting & Ending Time b | [Nebreweded T
Volume Started/ Volume Complete 0 Mok (2wl , |
Running Total 0 Net  fecurele! 1
IV Site Checked | 1
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APPENDIX J Information sheet for participants on the attendance of the in-service

education programme

INFORMATION FOR PARTICIPANTS OF THE IN-SERVICE WORKSHOPS

IVMPROVING THE COMPLETION OF THE PRE-OFERATIVE ASSESSMENT
DOCUMENTATION IN A PRIVATE HOSPITAL GROTUF IN JOHANNESBURG.

Hezllo

Wl Name is Evashini Rajkumar. I am student at the University of Witwatersrand in the
Department of Nursing Education reading for tha dagrae in Masters of Scisnes in Nursing,
The title of my study is “Improving the complstion afthe pre-operative assessment

documentation in a privats hospital group in Johannssbwg™.

I would like to invits vou to participate in mv study by attendinga workshop and fillingina
short questionnaira after tha in-servics training. Tha informationwill be anonyvmousand
confidential. You can withdraw from tha study at anwv tima without diserimination or panalty.

I assure vou that all information will remain confidsntial and anemvmons.

The study is based on my concemns regarding the completion of the pre-operative assassment

documentation of patisnts that ars schedulad for surgary.

The aim of tha study is to andit tha pre-oparative assessmant documentationand improve tha
completion of the documentation by means of in-sarvies training. In the in-servies training
wa will diseuss the documentation and vour input will be a valuable contribution and graatly

appraciated.

Thank wou for vour interast and participation

Yours sincaraly

STUDENT SUFERVISOR

Mrs Evashini Rajkumar Mlrs. Andrea Havward
gvashini rajkumar@mediclinic.co.za Andrea Havwerdd fwits ac.za
+217828230052 +27114584271
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Human Research Ethies Committee (AMedical)

Prof. P Clzaton-Jones +17117172301 pater cleaton-jones] @wits ac.za

Administrative Officers

his Z Mdlowu +27117172700 zenels ndlovufEerits ac.z8
Mt Fhulani Mkanasi +27117172656 Bhulani.mlansi/iwits.ac.z
I'.-ﬂ:Lab-:n Moeng 27117171232 Lebo.mosne@wits ac.za
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APPENDIX K Participant letter of consent to participate in research

Permission from the participant

IMPROVING THE COMPLETION OF THE PRE-OPERATIVE ASSESSMENT
DOCTUMENTATION IN A PRIVATE HOSPITAL GROUP IN JOHANNESBURG

I harsbv apraa to participata in tha study. I have acknowladesd the contant of the study and

undsrstand the contant. I do undarstand that mv privacy will be maintained.

I confirm that] have read and undarstand the information sheat. I have had the oppertunity to
considar the information, ask quastions and have had thess ansvwerad satisfactorily. 1
understand that mv participation is volurtarvand that I am fras to withdraw at anv tima
without giving anv reason, without my madical cars or lagal richts beingaffectad.

I acknowladgs that Human Fassarch, Ethics and publications Committes of the faculty of

Health Seiencas, Univarsity of Witwatersrand has approved the study.

I harsbv pive consent for mv racordsto beused as per the above mentionad conditions for the

purposas of research:

PARTICIPANT: DATE:

STUDENT SUPERVISOR

Mrs Evashini Bajlumar Mrs. Andraa Hayward
gvashini rajkumar@mediclinic.co.za Andrea Havward 2 [@wits.ac.za
+27828230052 +27114884271

Human Research Ethics Committes [Aedical]

Prof. P Clzaton-JTonses +27117172301 peter.cleaton-jones] {fwits.ac.zs

Administrative Officers

Mz Z MNdlovn +27117172700 zanale ndlovn/Ewrits ac.za
Mir Ehulani Mianasi +27117172656 Bhulani mlensifvwits.ac.28
MrLabo Moang +27117171252 Lebo. mosne/fwvits ac.za
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APPENDIX L Pre-test Data
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APPENDIX M In-service education programme

<7, -

\/’ ®

-

 EDUCATIONAL IN-SERVICE PROGRAMME:

Ry

PRE-OPERATIVE ASSESSMENT RECORD

PRE-OPERATIVE ASSESSMENT OF A
PATIENT IS A REFLECTION OF
RECORDING SKILLS OF NURSES, STEPS
IN RECORDING AND THE IMPACT IT
MIGHT HAVE ON THE PATIENT..... o

INTRODUCTION

* TARGET GROUP: REGISTERED NURSES, ENROLLED NURSES AND
OPERATING DEPARTMENT ASSISTANCE/ OTP WORKING IN THE
SURGICAL WARDS AND OPERATING THEATRE RECEIVING AREA.

* SUBJECT: PATIENT RECORDS

* TOPIC: EDUCATIONAL IN-SERVICE PROGRAMME: PRE-OPERATIVE
ASSESSMENT (PATIENT RECORDS)

~

</
VgAY
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OUTCOMES -

AFTER THE IN-SERVICE EDUCATIONAL PROGRAMME
THE NURSING STAFF WILL BE ABLE TO:

* IMPROVE COMPLETION OF PRE-OPERATIVE
ASSESSMENT RECORDS.

* IMPROVE STANDARD OF PATIENT CARE AND
MINIMIZE SURGICAL RISKS.

- V Pre Op Checkist V

Day of Surgefy
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"OK, Mrs. Wagner, you need to get out \ /
of your clothes and into this gown." -

Vs
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) S -
</
~ ASSESSMENT OF PRIOR KNOWLEDGE

-

* WHAT IS A PRE-OPERATIVE ASSESSMENT?

* LIST YOUR RESPONSIBILITIES IN COMPLETING THE PRE-
OPERATIVE ASSESSMENT RECORDS.

-/ CONTENT 8

* DEFINITION OF PRE-OPERATIVE ASSESSMENT:

* THE BEGINNING OF THE PATIENTS SURGICAL JOURNEY TO UNDERGO
A SURGICAL INTERVENTION.

* IT IS THE RESPONSIBILITY OF THE PERI-OPERATIVE NURSE TO ENSURE
SAFETY OF THE PATIENT BY ASSESSING, PLANNING AND PRIORITIZING
THE PATIENT’S CARE TO ENSURE A DESIRED SURGICAL OUTCOME.

* THE RN OR EN , OBTAINS HISTORY OF THE SURGICAL PATIENT TO
GAIN ADEQUATE INFORMATION PRIOR TO COMMENCEMENT OF A

SURGICAL PROCEDURE.
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PREPARING THE PATIENT FOR -
SURGERY

* VIDEO CLIP ON PREPARING THE PATIENT FOR SURGERY (ADMISSION
1)

CONTENT

* THE FOLLOWING INFORMATION IS RECORDED ON THE
PRE-OPERATIVE ASSESSMENT RECORD:

1.PATIENT IDENTIFICATION (NAME & SURNAME):

* IDENTIFICATION OF THE PATIENT TO ELIMINATE MEDICO-LEGAL RISKS
AND ADVERSE EVENTS (E.G. WRONG PATIENT, INCORRECT
PROCEDURE, WRONG SITE)
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</

-

Y CONTENT

* IT IS IMPORTANT FOR A PATIENT TO HAVE AN IDENTIFICATION BAND
ON ADMISSION TO ENSURE THE CORRECT PROCEDURE IS PERFORMED
ON THE RIGHT PATIENT.

¢ CLARIFICATION OF THE CORRECT PROCEDURE ON THE RIGHT PATIENT
IS FURTHER CONFIRMED WITH THE INFORMED CONSENT.

* PATIENT COMPLETES & SIGNS THE CONSENT AND DESCRIBES THE
PROCEDURE IN THEIR OWN WORDS WHICH MUST CORRELATE WITH
THE BOOKED PROCEDURE & BE SIGNED & DATED BY BOTH THE NURSE o)
& PATIENT.

¥ \/ \e u\ /
<7 —
- DID YOU IDENTIFY THE PATIENT bt
N CORRECTLY

* VIDEO CLIP... DID YOU IDENTIFY THE PATIENT CORRECTLY...(2)
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\/' ’

y CONTENT

* PATIENTS ARE IDENTIFIED BY ASKING THEM THEIR NAME (INITIALS &
SURNAME) AND ALLOWING THE PATIENT TO VERBALLY CONFIRM
THEIR NAME.

* THE FOLLOWING IS CHECKED AGAINST THE IDENTIFICATION BAND
AND THE PRE-OPERATIVE CHECKLIST:

~ INITIALS & SURNAME
» HOSPITAL NUMBER, AND PATIENT STICKER
» OPERATIVE PROCEDURE (SIDE / SITE)

W \/ J u\ )
) \S "/
Y PREVENTING MISTAKES..
* VIDEO CLIP ON PREVENTING MISTAKES.....(3)
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0 CONTENT

2. ALLERGIES:

* PATIENTS FAIL TO MENTION ALLERGIES DUE TO CONCERN OVER
IMPENDING SURGERY.

'+ ALLERGIES CAN BE CAUSED BY CLEANING SOLUTIONS,

ON OF MEDICATION OR SURGICAL DRESSIN

MEDIA

* VIDEO CLIP ON CORRECT PATIENT IDENTIFICATION.....(4)
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CONTENT

3. IF PRE-MEDICATION WAS ADMINISTERED OR NOT:

* PRE-MEDICATION IS A LIGHT SEDATIVE ADMINISTERED TO A
PATIENT FOR OPTIMAL CONDITIONS FOR SURGERY & INCLUDES
THE FOLLOWING:

» TO REDUCE ANXIETY
~ PREVENT ASPIRATION OF GASTRIC CONTENTS
» PRODUCE AMNESIA -2

CONTENT

» REDUCES VAGAL REFLEXES DURING INTUBATION
DANGERS OF PRE-MEDICATION:

* PRE-MEDICATION CAN CAUSE THE PATIENT TO BECOME DROWSY
AND DISORIENTATED.

* PRECAUTIONARY MEASURES MUST BE TAKEN TO ENSURE PATIENT
SAFETY AND THAT THE COT SIDES ARE UP TO PREVENT FALLS.
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<

MEDICATION ERRORS

* VIDEO CLIP ON MEDICATION ERRORS....(5)

CONTENT

4. WAS THE PATIENT KEPT NIL PER MOUTH.

* NIL PER MOUTH MUST BE RECORDED ON THE ANAESTHETIC FORM AS WELL AS
THE PRE-OPERATIVE ASSESSMENT FORM USED TO HAND OVER THE PATIENT IN

+ “NIL PER MOUTH” ABOVE A PATIENTS BED MEANS NOTHING TO EAT OR DRINK.
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0 CONTENT

* INTRAVENOUS FLUID IS SOMETIMES ADMINISTERED DUE TO DISRUPTION
OF ROUTINE LACK OF FOOD AND DRINK.

* TO NOURISH THE PATIENT & REPLACE BODY FLUIDS & ELECTROLYTES
DURING THE PERI-OPERATIVE PERIOD. (PREVENT DEHYDRATION)

TO ADMINISTER DRUGS.

iy

* IMPORTANCE OF RECORDING IN FLUID BALANCE CHART....(6)
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CONTENT

* CORRECT ADMINISTRATION AND RECORDING IN FLUID BALANCE CHART
IS BENEFICIAL TO EVERY PATIENTS OUTCOME AS INDICATED IN THE AUDIT

TOOL.

5. WAS A PRE-OPERATIVE CHECK DONE , AND SIGNATURES ON
HAND OVER:

* IT IS IMPORTANT TO ENSURE ALL THE ACTIVITIES UNDERTAKEN ARE
CHECKED AGAINST THE PRE-OPERATIVE ASSESSMENT RECORD,
SIGNATURES COMPLETED ON HAND OVER AT THE OPERATING THEATRE
RECEIVING AREA.

AR

o/

CONTENT

* ENSURE THAT THE PRE-OPERATIVE ASSESSMENT RECORD IS TICKED
OFF AND SIGNED CORRECTLY.

* THE IMPLEMENTATION RECORD MUST BE COMPLETED AND ALL
ENTRIES MUST BE SIGNED.
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AUDIT TOOL

* THE AUDIT TOOL USED DURING THE STUDY IS ALIGNED TO THE PRE-
OPERATIVE ASSESSMENT RECORDS OF PATIENTS BEING ADMITTED FOR
A SURGICAL PROCEDURE UNDER ANAESTHESIA.

7 \

‘ o
J MEDICLINIC
APPENDIX C

DATA COLLECTION TOOL

AUDIT: OPERATIVE RECORD (FRE-OFERATIVE RECORD AND FLUID BALANCE RECORD)

AREA | ves] no[na [ comments iIFno | 118
Pre-Operafive Record o
Pationt mocaivad in thoatm notad in Implamantason l

record
Pationt Stickar / Patiant nama £ file numbar 1
3

Allzrgy Sticlker / Nl known 7 High risk

Informed Consent/ Pre-Dperative Record:
Pationt description of poosdurs - own words (and Jor 1
Infomed Consent)

I= the Booked Procedure the same as Patient's
descrption (does # comelate) (and / or Informed
Consant)

Pramadication administarad

Patient kept nil per mowth

identification band sppled
Fre-operative check dons
Signaturss with handouar

Y Y Y Y

Fluid Balance Record s

DOad patent hawve an v
Fiuid Mame

Siaring & Ending Tima

Volume Started/ Volume Complete

Running Total
IV Site Checked

ol af afa]a|a
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¢ SUMMARY

* VIDEO ON PRE-OPERATIVE CHECKLIST (7)

e ASSESSMENT

HAND OUT PRE-OPERATIVE ASSESSMENT RECORDS FOR NURSING
STAFF TO AUDIT AND IDENTIFY ERRORS.
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Y

‘ SOURCES =

1. (PHILLIPS, N. 2013. BERRY & KOHN’S OPERATING ROOM
TECHNIQUE. 12™ EDITION. ELSEVIER)

2. MEDICLINIC AUDIT TOOL
3. MEDICLINIC PRE-OPERATIVE ASSESSMENT RECORD
4. YOU TUBE VIDEOS
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APPENDIX N Feedback from Educators on the in-service education programme

Rajlumar, Evashini

From;

Sent:

Ta:

Subject:
Attachments:

Dear Eve,

| added comments on the applicable slides starting from slide 4, The content is correct according to the knowledge

Powell, Elize

13 January 2017 06:32 AM
Rajkumar, Evashini
Pre-oprative Assessmentppt
Pre-oprative Assessment.ppt

you want to transfer to the RN's and EN's.

Kind regards,

Elize Powell
Head Educator

M CIHCLIE SOUTHERN AFRICA

Mediclinic Ltd Learning Centre Marthern Region

Cnr Peter Plage and Main Road
Bryanston, 2021

Private Bag X1

Bryanston, 2021

T+27 11709 2296

F+27 11709 2283

M +27 82 672 7606
wiww.mediclinlc.co.za
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Rajlumar, Evashini

From: Maicker, Treshika

Sent: 17 January 2017 0725 Al

Ta: Rajkumar, Evashini

Subject; RE: RE: Validation of In-Servica Educational Programme

Me problem @,

From: Rajkumar, Evashini

Sent: 11 January 2017 07:22 AM

To: Naicker, Treshika

Subject: RE: RE: Validation of In-Service Educational Frogramme

Dear Treshika

Thank you for your valuable input and suggestions. Greatly appreciated. Workbook is a great supgestion to achleve the
expecied outcome,

Thank you

tind regards

Eve

From: Naicker, Treshika

Sent: 11 January 2017 07,18 AM

To: Rajkumar, Evashini

Subject: RE: RE: Validation of In-Service Educational Programime

Dear Eve

Good day,

I think the power paint is a great idea as it helps the audience focus on the message, creating a collaborative
environment and heing able to easily share the information, | think an inclusien of 2 Warkbook which is filled with
practice problams, where the answers can be written directly in the baok will help relterate your objective and allow
participants to remember whal was taught,

Thus an iceal learning session would comprise of a combination of: audio-visual based content-power point and
providing an opportunity to participate through exercises,

IUs just 2 supgestion,

Regards Tresh &
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From: Raikumar, Evashini

Sent: 18 January 2017 05:38 AM

To: De Langg, Santel

Subject: RE: Fre-oprative Assessment.ppt

Dear Santel

Thank you for the positive feedback, | will implement the changes you recommencded,
Kind regards

Eve

From: De Lange, Santel

Sent: 18 January 2017 09:31 AM

To: Rajkumar, Evashini

Subject: RE: Pre-oprative Assessment.ppt

Hi thare

How are yau? Stk surving in class?
At last | had a look at you PPP &,
Ny feedback:

1. Atthe outcomes: |s this according to your research cuteomes? | think It sounds a bit negative to say you are
going Lo Improve (3 in research, we know there is a problem but we need to say it in a positive way) &

2. With outcomes | suggest: 1 outcome: More accurately complete pre-pperative assessment records, outcome 2:

Provide effective patient care and minimize surgleal risks,

The testing of prior knowledge and content loaks good, easy te understand and well explained &

Then zt the summary it says media: poster, but the poster s not on there, so | can't evaluate it &

And with assessment | am not sure which power point you are referring to, so can't evaluate that one

Than the last slide sources: | will just add the sources where you got the audit toal from (policy/ procedure), as
well a5 the policy or procedure where on the completion of the pre-operative document. And also rafer to it
during your content where you explain to them how to complete the document,

T L B

That Is it from me. Hope it helps.

Have a good day
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Rajleumar, Evashini .

From: Davis, Collesn

Sent: 16 Jamuary 2077 03:52 PM

Ta: Rafkurnar, Evihind

Subject: RE; IreService Eduicational Programme
Pleaseg &

Froamy: Rajiumar, Evaghini

Bent: 16 Jenuary 2017 13:45 PM

Ta: Danis, Colieen

Subject: RE: In-Serviee Educational Programme

Dear Calleen

Tharik o far vous valid ingut and contributian, It i genuingly of geeat help,
Thark yau

Kind regards

Ewe

Fram: Camis, Colieen

Sant: 16 Janisary 1017 11:55 AM

Ta! Rajkumar, Evashini

Subject: RE: In-Service Educalional Programme

H: EBva

Well done on doing this. You sre almost there &

Just ane comment abaut the power palnt presentation, A IEstands naw, 1t is graat far nates but not great for getting
tha content acrass to tha staff, The content & gacd (3 far &5 ) con see without checking it) but the formatting needs to

b adjusted,

Thers is fod puch ontent per side. Our eed bnd braing cannat take it all i, You will he presenting the canant to
them, Perhaps pau can heve mare af a graup discussion 10 brain sborm what they already know bafone the sdes, This
will wake g and Tocus their brain on the content you want them to concentrate an and remsamber, Ty will

repember the discussion mare than the slides.

Perhaps use by words o plchares and hand put notes instead of & 0 slide,
That Is just my Zcgnis warth

Hispe it is lszlpful

kinid rsgancls

Lallern
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Rajlkumar, Evashini

From: de Kock, Carina

Sent: 18 January 2077 0848 AM

To: Rajkumar, Evashini

Subject: RE: In-Service Educational Programime
Attachments: Pre-operative Assessment PP - Eve feedback ppt
Hi Eve,

Please find my feedback on your Power Point attached.

I've put in some comments and where | changed something, | did that in SLUE.
Well done for coming so far — the last streteh is almost aver - GOOD LUCKID
Kind regards,

CARIMA DE KOCK

MURSE EDUCATOR: THEATRE

WEDICLINIC LTD LEARNING CENTRE CAPE RESION (5917}
Tijgarpark 1, \Wiflie Van Schoor Orive, BELLVILLE, 7530

P O Box 5228, TYGERVALLEY, 7536

T 427 2 8436000

M. +27 B4 4034058

E! canna dekock@mediclinic.co.za
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Rajkumar, Evashini

From:

Sent:

To:

Subject:
Attachments;

Importance:

Dear Evashini,

Griessel, Carina

11 January 2017 02:16 PM

Rajkumar, Evashini

RE: In-Service Educational Programme

Pre-oprative Assessment presentation with comments ppt; Proposal with comments up
to page T.docx

High

I hiave hrisfly looked at your research praposal =1 thinkyour approach [s spot an,

| wauld be careful to state that documentation skills will improve the outcome — | would ensure the theme of also
making sure the nurses understand tha relevance of the pre-operative "checks”, is threaded into my
documentation. The outcome of poor documentation in this instance, could harm patients.

Graat work.

| have to apologlse for not being able to assist in-depth at Lhis stage —we are currently busy with one of the most
challenging projects in theatre and we are starting the pilot in 3 weeks in Tshwane - am therefore avarstretched.

Good luck and |waould love to see the final oulcames,

Kind Regards

Carina Griessel

Clinical Quality Specialist: Theatra

WETICHIMIC SOUTHERN AFRICA

Wadiclinle Corparate Office
25 dlu Toit Sirest
Stellenbosch 7600

PO Box 456

Stefienbosch 1599

T 427 21 808 3921
B: +27 B3 4620736
wiww. medichinic.com
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APPENDIX O Post-test Data
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APPENDIX P Participant satisfaction questionnaire of in-service education

Programme

IMFROVING THE COMPLETION OF THE PRE-OPERATIVE ASSESSMENT
DOCUMETATION IN A PRIVATE HOSPITAL GROUF IN JOHANNESBURG

QUESTIONNAIRE BASED ONSATIFACTION OF THE IN-SERVICE WORKSHOP
SECTION A
Please select the appropriate option for the following questions,

1. Howmany yearsof nursing experience do you have?

=1-5 |:|
1-5 []
s L
w-15 O
Over 20 [

2, How many yvears have you worked in the operating theatre receiving area or the

surgical ward?

=1-5 [
1-5 ]
§-10 ]
10-15 ]
Over 20 ]
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SECTION B
Please select the best option for each of the following guestions,

3. Itisimportant to complete the documents accurately for patient safety,

Strongly Somewhat Neither Agree nor Strongly Somewhat

Agres Agree Dizagree Dizagree Dizagree

O 0O O O O

4, What did you enjoy the most about the workshop?
The information provided

The mieraction

HiNN

The gmidance provided to complete the document

(4]

Was sufficient time allocated to the workshop?

Yes ]
No L]

6. What other issnes not incloded in this in-service training workshop would you like?

7. Completion of the pre-operative assessment document is the clinieal foundation of

patient management,
Stronsly Somewhat Neither Azree nor Strongly Somewhat
Agrae Asree Disazree Disazree Disazree

O 0O O O O
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B. The correct completion of the pre-operative assessment document can reduce
operative risks,

ngly Somewhat Neither Asree nor nely mewhat
Agree Agree Disagree ﬁ:gm Eﬂm&

o 0O O O
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APPENDIX Q Feedback from Educators on the participant satisfaction of

questionnaire

# Edygedar L

T Ve s gre ek

AFPEMDIX L

IMPROVIMG THE QUALITY OF THE PRE-OPERATIVE ASSESSMENT DOCUMETATION [N
A PRWATE HOSPITAL GROUP IN JOHANNESBURG

QOUESTIONHAIRE BASED OM SATIFACTION OF THE IN-3ERVICE WORKSHOP
SECTION A

Diemographic data

Please salacl the appropriata optlon for the following questions,

1. What is your gender?

Male 1] Famale ]

2. 'Whal is your Ethnicity¥

Black ]

whie [

Colowrad |

Indian ~ [_]

Sth (-

Other {please specify]

3. Which age category below includes your age?

18-28 ]
25-35 |
35-45 |
45 or alder ||

219



SECTION B

Please sabact the best oplion for each of the following questions.

1. Did the in-service workshop meed your needs?

Yos ]
Mo |:
| don'l know D

oy Lomplalr
4. Did you understand the importance in the completion of e pre-oparative assessment
docament?

Yos |:
Mo .
L]

| nadd o clarity

3, 1 am afraid thal | could still make errors as | am still unclear of my dutles.
A, Always -

B. Docasionally j
C. Nevar |:|
]

D. Often 5

!

ik
I}J,\ﬂ% i ?,_L?

¢

¥y L
4. I'feel encouraged after tha In-service workshop to come up.ef batter ways of

| w!g"l complnting thi pre-oparative document,

\

"H._

Strongly Somawhat Meithier Agree nor Somewhat Birongly

Disagras Disagrae Disagres Agree Apros
™y T it

O o O S L
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B. | understand why it is impartant for me to correetly complets the pre-operative
assessment document.

Strongly Somewhat Neither Agree nor Somewhat Strongly
Disagres Disagres Disagrae Agren Agrag

O O O o 0O

&, How aatiefied are you with the information you recefvad regarding the completion of
the pre-operative assessment documeant?

Wery Sameshiat Malthar Satlsfiad nor

. Satisfied Satisfied Dissatisfied
i

e O O

| 7. How did you find the length of the in-service workshop?

/ Toolng [ | Too short -
ok Gl L wd opu n--,:"-“-‘-'-‘j'-' -
B. What otfier issues not incheded In this In-sarvice winrkahop do you need tobe ‘0 Cuncha| -/
LN i

addressed 7

B. Ara you satisfied with the quality of the pre-operative assessment document?

\ Yos [
o °
i g E:{tﬁ
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et gt U
10, Ligt 2-3 things.dd we need to work unr"F improve the quallty of the pre-
oparalive sessssmant document?
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& Bdwodor 1

APPENDIEL

PPROVING THE COMPLETEIN OF THE PRE-DFERATIVE ASSESSMENT DOCUMETATICN I & FRIVATE

HOGPITAL ZROUF [N JOHSRMESEURD

CIVESTIONMAIRE BASED ON SATIFACTION OF THE IN-SERVICE WORKSHOP
SECTION A

Please sobect the sprop fiate optian lor this Tellowing ouestinns.

1 How miny yeacd of ouiding expariendd de you hin?

#1+3

1-%

§-10

10.15

Drver 201

i Haorw many years have you worked in te operabng thesire recering ores or the sargical

ward? < vl
aMaelek S cgiiad

»1.%
1-5
3-10
1015

Oeper 20

Criveed o beat
SECTION B e “'\?

Miprie selact thie Best cjlon far gach of the following quastians,

[ It iy imperteil Lo complete the documents sisurately for patient salaty.
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Strangly Agrae Secminatal Apres Heither Agree nor Disapree  Stresgly Dinapree
Samawnal Desgion

a. Whit did you enjoy the most about the workshop?
Tha el mi e prenided

Tha irtaractian

Tha guddiance privided o complete the docament
5 Was sfficent time allaated i the workshap?
Y

; peadk LoD ian il
1aat kg L v bl Yk Lol Fofbages [
i Wit bher ngLes e eI In U in-seryice tralning workshap woubdyorlite]

I. Completion ol the pra-operatie sosessment document is the cinical found ation of patient
MinsgRmeet,

;4 Strongly Agree Somewat Agree Meither Agrea nor Disagree Strangly
Disapree Somewhat Disogree

~J
AT e e

& The correct completion of the pre-operative assessment docsment can reduce operatlve risis.
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e Brongly Agren  Somnmahat Agrag Meither Agrad ner Diggree  Stronply
s e aewhal Disgres h'ﬂjn L
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¢ Fdweldty 3

APPENDIX L

IMPROVING THE QUALITY OF THE PRE-OPERATIVE ASSESSMENT DOCUMETATION Iy
A PRIVATE HOSPITAL GROUP IN JOHAMNESBURSG

QUESTIONMAIRE BASED ON SATIFACTION OF THE IN-SERVICE WORKSHOP
SECTICN A

Demographic data

Pleasa salect the appropriate option for the following questions,

1. What |s your gendar?

Male  [] Female ||

& What |5 your Ethnicity?

Black d

White [

Coloured [

Indian  [_]

cwer [

Ol iplease specily)

3, Which age category below includes your age?

18-28 []
5. [
w5 [
45 or older [

226



SECTION B

Fiease aalact the best option for each of the following questions.

1. Didd the in-service workshop mest your needs?

Yas ]
Mo ]
| dotftknow L

2. Did you understand the importance in the completion of the pre-operative assessment
dogument?

Yes _l
No ]
]

| need mare clarity

3. 1 am afraid that | could still make arrors as | am still unclear of my duties,

A, Always .
B, Occaslonally ]
£, Maver ]

[

b, Oftan

4. | feal eneguraged afier the in-sarvice workshop to come up of betier ways of
complating the pre-operative document.

Etrongly Somewhal Heithar Agrae nor Somewhal  Strangly

Disagres Dis apyree Disagroe Agroe Agree
™ ' T

O (_/ 9 G A
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5. | understand why It i Important for ma to comectly complete the pre-operative

assossmient document.

Strongly Somewhat Neither Agree nor Somewhat  Strangly
sagren Disagres isagres Agree Agres

s |
o 0O O O 0
&, Howe satisfied are you with the information you recelved ragarding the completion of

{he pre-oparative assessment documanty

Very Somewhat Maither Satisfied nor
Satiafed Satiatiad Diszattatiad

o O 9

7. How did you find the length of the in-service workshop?

Toolong | ] Teoshet | — Jps-} Hﬂij' E]L:,

B, What other issues not included in this in-service workshap do you need to be

sidressed 7 115 B gencral el on igjles . TR P S

B, Are you saflsflad with the quality of the pre-sperative assessment documaent?

Yes [
No |:|
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10, Liat 2-3 things do we need to work on to improve the quality of the pre-
oparative assesement documant?
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# Hualer o

APPENDIKL

PAPRCAVING THE COMPLETION OF THE PRE-OPERATIVE ASSESSMENT DOCUMETATION N A PRIVATE
HOEP T GROLIP 1N JOHANNESRURG

CWESTIONNAIRE BASEDON Hliﬂ.ﬂl:lhl (IF THE IN-SERICE WORKSHOR

SECTION &

Flease s=lect the appropmate opton for the following questions.

1 Howmany years of rursing expenence do you kave? £ 5 S el BN
#1s5

1-3

L. 1D

10:1%

Oy 301

i Husia Ty ot P id wind kil i the aperating eatid raceiing area of the surgeal
ward?

10-1%

Owar 201

SECTION B
Pledie galict thee best aptsan for esch of the Raloaing gueilions

3 H & impartant fo complete the documents acourabely for patent safety,
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Stronghy Agree Somewhiar agree Neither Agraa nor Disagres  Strongly Disagres
Somewhat Disagron

4 What cid you enjay the mest sbaut the workshep?
The sfarmation previded {lﬂ{. Flate rot o Siwal 'J-[:-"Lr;-"ﬁ‘:]

The mteraction

The guicance provided ta camplate the deciment

5 W pulficans i allpcated 16 the workshop?
T

Mz

e
_regavehrg fla e fmenn, [
fi 'l'-'ln'l.nm:rlmﬁpn:r. Incluigied in this in-sardice wlningmmb:hupfmuh s like? :ﬂl '

¥ Completion of the pre-operative assessment dooument 5 the cirical foundation af gaiieang
AN AR TR,

£ Strongly Aprdd Somawhal dgres Huither Agrag nor Disagree  Strangly
Disagree Someiwhat DHsagrag

£ Thiia £nribgl camplebian af thee pre-apérstive pasessment docement can reduce aperative rges.
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5 tironghy Agree Somestal dgres Helther Agroe nor Disagres Errnghy
Disagree Loemewhiat Disagree
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# Qlugde 5

apenoiL e ke Aype A G

IMPROVING THE QUALITY OF THE PRE-OPERATIVE ASSESSMENT DOCUMETATION I
A PRIVATE HOSPITAL GROUP IN JOHAKNESBURG

QUESTIONMAIRE BASED ON SATIFACTION OF THE IN-SERVICE WORKSHOR
SECTION A

Dwmaographic data
Please select the appropriate option for the following questions.

1. What is your gender?

Male [ ] Female [ ]

2. What is your Ethnicity?

Black 1

white |

Coloured ||

Indian ||

winer EI

Othar [plaasa apacify)

3. Whigh age category balow Includes your aget

1w-5 [ ]
25-35 [
35-45 [
45 or older |
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SECTION B
Please select the hast option for each of the fallowing questions,

1. Oid the in-service workshop meet vour nesds T

Yee ]
No ]

| don't know |:|

&, Did you understand the importance in the completion of the pre-operative assessment
docurment?

i I:l
No -
I nead maore clarity L

4, | am afrald that | could siill make arrers as | am still unclear of my duties,

A, Always [

E. Occasionally ]
. Newer c

. Often L]

d. | feel encouraged after the inSendice warkshop to come up of better ways of
completing the pre-operative documant,

Stranghy Somewhat Weither Agrae nor Somewhat Strongly

Disagres Disagres Blsagres Agrea Agree
() () ()

O Ry o O Ry
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5, lunderstand why it s Important for me to cormestly eompleta the pre-oparative
agsessiment document.

Stranghy Somewhat Haither Agree nor Somewhat Strongly
Disagren Disagres Dizagree Agren Afgres

0 0 O 0 O

6. Hoer satisfied are you with the information you received regarding the complotion of
the pra-operative aseesement decumeant?

Very Somawhat Meither Satisfied nor
Satisfiad Satisfled Dizsatisfiad

™y
O O O

7. How did you find the length of the in-service workshop?

L]

Toolong || Too short

2. What other igzues nol includad in thiz in-service workshop do you need to b
addressed ¥

49, Ame you satisfied with the quality of the pre-operative assessment documant?

Yes [

Ma [
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10. List 2-1 things do we need to work on to impreve the quality of the pre-
operative assessment document?
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B Bdueedor &

APPENDIEL

IMPROVING THE COMPLETION OF THE PRE-GRERATIVE ASSESSMENT DOCURETATION IN A PRIVATE

HOAPITAL GROLIP M I0HANNES BURG
CHPESTIDNNAIRE BASED 0N SATIFACTICN OF THE IN-SERVICE WISRKSHOP
SECTION &

Flease e (e appropeiate aplion Tor the folkedrg questians,

L How marry years of rarsng esperiznce do you have?

#1:5

10-1%

Onigr 10

L Hinw iy years hava you warked in the oparating theatne raceivng area af the durgcal
wrd?

1T L '. o 5 L A gy
@_5 I|::I- }-.:u_ Lot 3 ﬂr,r'a_-:] B g o
|

(1-5 — Meea an
5.1
1015

Ower 20

SECTION B
Floage seect thee boest option or aach of the follaweg quastiang.

i1 Ivis inpertint to comphing tha documants scurataly for patient slety,
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Strongly Agrad Sominmiat Agre Maithes Sgrad nof Disagree  Strangly Disagnas
somewhat Dissgree

4, What did you enjoy the mest about the warkshop?

The mlermation provided

Thid EvIaraction

Thir guidanee provided bo complete the document

5, Was gufficent time allocated 1o the werkshop?

Yoy

Noi

f. ‘What othar issues nat induded im this fe-tandcs training workshop would you like?

1. Completian of the are-operative Assasamint dosamant i the clinizal Poundatian ol patsest
MaRAgEMEAL

8 Strangly Agree Somewhet Agroa kpnhar Agres nar Disigron Srenghy
Disagrae Somiahal Disapror

B, The correct ompl=tion of the pre-operative gassssment documend tan risduce operatye sk,
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