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Proposal
Minimising Cancellations and Maximising Patient Safety in Cardiac Surgery

Aim: The aim of this project is to analyse all the reasons for cancellations of cardiac operations and to decrease avoidable “on the day” cancellations by 15% by March 2019. 

Background: The University Hospital of Wales is one of the two centres in South Wales offering cardiac surgery and commissioned by the Welsh Health Specialist Services Committee for 800 heart operations per year. Due to multi-factorial reasons, 30-35% of the operations are cancelled annually with significant implications. There has been an exponential increase in cancellations in England with the numbers rising from 48,000 in 1994 to 84,828 in 2017-18 (NHS England, 2108). No data is available in Wales and approximately 16% of the operations are cancelled on the day of surgery. Cancellations result in a delay in the referral to treatment times. There is significant deterioration in the clinical status leading to emergency admissions and the surgical risks are compounded. Deaths of the patients have occurred whilst awaiting surgery (BBC news, 2014). The impact on the Health Boards has been failure to meet the referral to treatment times, adverse publicity and significant financial losses estimated at 2.5-3 million per annum. Cancellation of operations is the single biggest issue that affects the efficiency and the adverse events and deaths on the waiting list emotionally impact on the morale of the staff. This project aims to analyse the causes of cancellations, design measures to avoid preventable cancellations and with a holistic approach to address all the factors.

Ethical approval: This patient impact service evaluation project on adult patients only does not involve collection of private or sensitive data. It is a review of current performance to address areas for improvement. Although ethical approval is not required, it has been conducted with the accepted Ethics Standards and professional codes of conduct. 

Methodology:
Collection of baseline data: Data will be collected for 2017-18. An in depth analysis will be undertaken of the number and cases scheduled, planned elective cancellations and all the reasons for on the “day of surgery” cancellations. Any measures required to minimise avoidable cancellations will be initiated. In parallel, other causes of cancellations will be addressed with appropriate groups. 
Collection of data during study period: Data will be collected prospectively in the study period to identify the reasons for all cancellations and target the avoidable reasons in the previous financial year. All details recorded will be on the theatre schedules and theatre computers. 

Models for change such as Six Sigma, Kotter’s model and Lewin’s model will be applied to analyse the data and help make sustained changes within the Organization. I plan to use my Belbin traits such as Specialist, Co-ordinator, Completer-finisher and a visionary approach to motivate and inspire commitment within the wider team 

The team: The Preassessment clinic staff who manage our waiting lists and schedule patients preoperatively, Service Manager, Consultant colleagues, Surgical staff will be involved in the project. Other referring hospitals across South East Wales will be contacted based on the findings of the preliminary analysis. Information will be shared with the Health Board.

The deliverables: Prospective collection of data from January 2018 to March 2019 will be undertaken to assess the impact of the interventions. I aim to use an inclusive leadership style with the team, Directorate and colleagues in referring hospitals. There are likely to be difficulties due to deep rooted processes and resistance to change.

Financial Impact: In addition to impact on patients, financially, the stakes are very high as each commissioned case costs £17,000 with the cancellations accounting for nearly £5.8 million. Operationally, it costs nearly £10,000 to run one operating list which may be cancelled due to lack one member.
Political and social impact: The project will address the political impact as health is political as some social groups have greater access to health than others and these social determinants are amenable to political interventions (Bhambra et al, 2003). 
Over 5% of the population (Office of National Statistics, 2016) is over 80 years of age. 10-12% of the patients undergoing heart surgery are over 80 years and live alone requiring convalescence. This places a tremendous pressure on hospital beds whilst awaiting a bed in the Community and contributes to cancellations. 
 Success criteria: If efficiency is improved and 15% reduction in cancellations on the day occurs, this will improve mortality and morbidity, reduce referral to treatment time with savings of approx. £500,000. The analysis for this financial year will be made to monitor improvements.
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Minimizing Cancellations and Maximising Patient Safety in Cardiac Surgery

Aim: The aim is to analyse all the reasons for cancellations of cardiac operations and to decrease avoidable “on the day” cancellations by 15% by March 2019. 

Introduction: The University Hospital of Wales (UHW) is one of the two tertiary referral centres in South Wales offering cardiac surgery and are commissioned by The Welsh Health Specialist Services Committee to perform 800 heart operations per year. Highly complex adult cardiac surgical operations are undertaken on patients from Cardiff & Vale, Aneurin Bevan, Cwm Taf Health Board, cross border referrals and international visitors. 

The patient pathway is long and complex across many boundaries. Patients present to General Practitioners and are investigated by Cardiologists. NHS Wales recommends that a referral to treatment time (RTT) of 36 weeks. 

All cardiac surgical operations are reported to the National Institute for Cardiovascular Outcomes Research (NICOR) by all the 34 Centres in the United Kingdom. Institutional and Surgeon specific mortality outcomes are published by newspapers, NICOR and the Society for Cardiothoracic Surgeons of Great Britain. The University Hospital of Wales has consistently been a top centre for more than a decade with exemplary outcomes with a risk adjusted mortality of 1.3% vs national average of 2.6% (BBC news, 2015). However, the excellent outcomes do not corelate with the efficiency of the service in terms of long waiting times, morbidity and mortality of patients whilst awaiting surgery (BBC news, 2014). 

Cancellations are universal problem with an acceptable rate is deemed to be around 10%.  Due to multi-factorial reasons, at UHW 30-35% of the heart operations are cancelled annually. In England, 84,828 operations were cancelled in 2017-18. There has been an exponential increase in cancellations with the numbers rising from 48,000 in 1994 to 84,828 in 2018. 16% of the operations are cancelled on the day of surgery (NHS England, 2018). 
 No such data is available or published in Wales.  

Cancelled operations result in significant deterioration in the clinical status leading to emergency admissions and the surgical risks are compounded. Deaths of the patients have occurred whilst awaiting surgery (Tagarakis et al, 2011). The impact on the Health Board’s failure to meet the referral to treatment time has been financial, social and political with adverse publicity (BBC news, 2014). Significant financial losses estimated at 2.5-3 million per annum are incurred. The emotional impact on the entire team and the morale of staff is affected as excellence in clinical performance does not corelate with efficiency.

This patient impact project is solely to analyse the reasons, design and recommend measures to minimise preventable cancellations with a holistic approach to address all the factors and maximise efficiency. Meeting referral to treatment times and operating theatre efficacy are key performance indicators for the Health Board.

Background:

There are four Consultant Cardiac Surgeons with a fifth Locum who was in post for eight months between 2017-18 and ten Consultant Anaesthetists supported by a vast group of staff in theatres, Intensive Care and wards. The Pre-assessment clinic staff manage the waiting lists of Surgeons, assess patients, schedule and circulate operation lists on a weekly basis. Perfusionists (Clinical Scientists) run the cardiopulmonary bypass machines which support the circulation in the body when heart operations are carried out. 

There are two cardiac operating theatres daily and three on Thursdays with 8 Intensive Care beds. The theatres start at 8.00AM and with a scheduled finish time at 7.00PM. Two heart operations can be performed in each theatre each day but approximately 21% of the operations are “all day cases” needing multiple highly complex procedures.

Co-ordinators from Pre-assessment clinic, Management and theatres meet on a weekly basis to finalise the following week’s staff availability. The sessions which cannot be staffed fully “planned” cancellations. The sessions of “planned cancellations” are not opened on theatre computers and therefore never reported as a cancellation in Statistics. This prospectively collected submerged data of planned cancellations by the Pre-assessment clinic has been used for this project to understand the reasons and employ specific measures to improve efficiency.

Methodology:

The data of cardiac surgical patients is held on multiple data bases. The Health Board has a mandatory obligation to report the outcomes on all patients undergoing heart operations. The clinical data is prospectively collected on Patient Analysis Tracking System (PATS) and is directly uploaded to the National Cardiac database for analysis and outcomes publication. The weekly schedule records planned and on the “day of surgery” cancellations and the reasons. The computers in theatres called “Theatre Man” is another source of cancellation on the day of surgery but holds no records of planned cancellations. 

The data for FY2017-2018 forms the baseline analysis to identify and specify the scale of the problem. Two further groups of analysis have been undertaken. The first analysis is between January to July 2017 and the second between January to July 2018. Following the first analysis, measures were introduced to avoid some of the cancellations on the “day of surgery”. 

For this project, the baseline data and the subsequent two analyses have been performed from these weekly schedules which records all planned and unplanned cancellations. The Six Sigma, Kotter’s and 
Lewin’s model was used as described.

Ethical approval: 

This patient impact service evaluation project on adult patients only does not involve collection of private or sensitive data. It is a review of current performance to address areas for improvement. Although ethical approval is not required, it has been conducted with the accepted Ethics Standards and professional codes of conduct. 

Team involvement: The team involved in this project are the Staff in the Pre-assessment clinic, Service Manager, my colleagues, wider staff in the Directorate and colleagues in the referring Health Boards.

It is to be noted that unusual circumstances prevailed in the Department during the period of data analysis. Two theatres were not in use. Theatre 10 has not been in use since December 2016 and this continues to remain the case. Theatre 11 was closed and refurbished between December 2016 and September 2017 contributing significantly to loss of sessions. Most of the study period had one Consultant Surgeon and one Anaesthetist not in post which contributed to a small increase in cancellations.

Baseline data collection FY 2017-2018:

 A total of 1087 sessions were available for cardiac surgery in the FY 2017-18. Of these, only 910 sessions were allocated due to shortage of scrub staff in theatres resulting in 177 planned cancellations. Further cancellations of 165 sessions on the “day of surgery” resulted in a total of 342 cancellations (Graph A)
A total of 630 heart operations were performed in the available 745 sessions as a significant number of operations (20-25%) are long cases needing multiple procedures and are “all day” cases (Graph J).






Graph A: Cancelled operations in FY 2017-18.

“On the day of surgery” cancellations: These were mainly due to staffing, overruns, emergencies, medically unfit patients and equipment problems. It was apparent that only a small number of cancellations could be potentially addressed by the clinicians but equally so, the project aims to provide detailed information to address all cancellations in a systematic manner. The cancellations due to medically unfit patients (17), Surgeon unavailable (17) and overruns due to late starts (24) are potentially the targets for improvement. Patient related cancellations were due to outbreak of influenza in the ward and Intensive Care, self-discharges (2) and one patient having a drink prior to surgery.

The reasons for the cancellations on the day of surgery are depicted below in Graph B.


Graph B: On the “Day of Surgery” cancellations FY 2017-18.

Data analysis January 2017-July 2017.

This 2017 data has been analysed to have a “like for like” comparison for the intended study period of January to July 2018. There were 660 sessions in 30 weeks with 75 planned cancellations and 101 cases cancelled “on the day” of surgery. There were 13 cases cancelled due to lack of Intensive care unit beds or staff, 16 due to theatre staff shortages, 10 due to emergencies, 10 due to theatre availability and 11 cases due to lack of ward beds (Graph C). 

There were 19 overruns, 9 medically unfit patients and 2 cases cancelled due to lack of a Surgeon. 




Graph C: On the “Day of surgery” cancellations Jan-July 2017


Interpretation on the baseline data:

This project was initiated to have an accurate breakdown of the reasons in order to address the root cause by formulating appropriate actions and interventions to drive up efficiency. The FY 2017-18 baseline analysis to evaluate the current state clearly demonstrates that overall 31.4% of the operations were cancelled. Planned cancellation of operations was 16.3% of the commissioned sessions. A further 15.2% were cancelled ‘on the day” of surgery.

 Cancellations occurred in two categories, nonclinical and clinical. The nonclinical reasons were lack of manpower, intensive care and ward beds, medical equipment, theatre infrastructure, rarely lack of platelets in the Blood bank and patient fed on the day of surgery. When multiple groups of staff like the scrub staff, Intensive Care Unit staff and the Surgeon were unavailable on the same day, the reason for cancellation was attributed to the Surgeon.

The clinical reasons for cancellation noted were due to “changing patient’s state of health’. Symptoms of influenza, raised temperature, sore throat, urinary tract infections, heart attack, florid heart failure or cardiac arrest during the 24 hours preceding scheduled surgery, failure to stop medication that interferes with surgery, vomiting and diarrhoea resulted in cancellations. 

Overruns or delay in previous surgery is not uncommon as the duration of a scheduled operation can exceed the anticipated time. This can be due to over booking, long waiting time between cases, late starts due to preparation of the operating theatre following overnight emergencies, material and equipment maintenance and other services related to surgical care provision. Overruns also occur due to additional procedures being performed other than the definitely scheduled procedures based on intraoperative findings. A second case would be scheduled majority of the times to utilise the operating time in case the additional procedures were not essential.

The project was devised to analyse and decrease the “avoidable” cancellations by 15%. The baseline data demonstrates that most cancellations were due to infrastructure and resources. This data will be shared with the Health Board & various stakeholders for organisational changes and interventions required. Nonetheless, the very small group of cancellations within the immediate remit of the Clinicians were addressed.

Initiatives were taken to address some of the avoidable cancellations. Firstly, due to lack of ward beds, most of the inter hospital transfer patients arrived very late with anticoagulants and anti-inflammatory drugs which interfere with surgery administered. This was addressed by writing to the Clinical Directors and disseminating information whilst attending meetings in those Health Boards. Secondly, a minimum of five days is required to prepare a cardiac patient for surgery (cessation of drugs etc). Therefore, when patients are cancelled due to changing health in the 24 hours preceding surgery, we have tried to mitigate this by having a “back up” patient scheduled for later in the week to fill the theatre slot. Although this was not always possible due to clinical reasons, a number of the slots of the medically unfit patients were replaced by another patient thereby using the theatre session.

Study period January 2018 to July 2018:

There were 660 sessions available during the study period with 95 planned cancellations and 116 cancellations “on the day” of surgery (Graph D). An average of 13.6 sessions were planned cancellations per month and 16.5 sessions were cancelled on the day of surgery. The cancellation rate was 31.9% during this period. 



Graph D: Planned cancellations Jan -July 2018

Planned cancellations: Of the 95 sessions cancelled, 85 were due to lack of scrub staff, 10 were due to the lack of Consultant Surgeons and Anaesthetists. 

On the “day of surgery” cancellations: Critical Care Unit beds and staff dominated the reasons for cancellations on the day (Graph G). Although there were more medically unfit patients, other in patients were scheduled in the slot and led to fewer cancelled sessions.  There were no cancellations patients in the study period due to lack of cessation of medication, patients being fed in error. 



Graph E: Planned cancellations by month Jan-July 2018


Graph F: Planned and unplanned cancellations Jan-July 2018



Graph G: On the “Day of Surgery” cancellations Jan-July 2018




                Graph H a: Comparison of baseline Jan-July 2017 and study period Jan-July 2018 
                cancellations on the “day of surgery.”







                Graph H b: Comparison of baseline Jan-July 2017 and study period Jan-July 2018 
                cancellations on the “day of surgery.”



Graph I: Comparison of cancellations in FY 2017-18, baseline Jan-July 2017
and study period Jan-July 2018.







Graph J: Total number of sessions available after cancellations (745) is lesser than
total number of operations commissioned.

Discussion: 
The operating theatres are centre stage and portrayed as the leading edge of medical science. Advances in technology and expertise of the team help achieve excellent outcomes. Over three million operations are performed every year in theatres in England and Wales. The remarkably scarce information in Wales and lack of national standards makes it difficult to challenge practices which negatively impact on efficiency. 
The causes of cancellations have remained the same over the years. The service improvement of patients on complex surgical pathways need to be addressed in a wider context. Theatres cannot be addressed in isolation as preoperative status, elective and emergency admissions, critical care, ward bed management and discharge planning affect the throughput. The stakes are high clinically and financially. The project is designed to build a compelling case for change demonstrating evidence.  As operations performed is a key performance indicator, a greater impetus is required to mitigate the risks of cancellations.
In order to lead this project, it was necessary to engage with staff, various stakeholders and other Health Boards and centres in England. The team included Nurse Case Managers in the Preassessment clinic, Service Manager, Directorate staff, surgical staff, Consultant Colleagues within the Health Board and in the referring Health Boards. To achieve sustained success of the project, I have contemplated on using different models to aid understanding and initiate change. The Six Sigma, Kotter’s 8 step model and Lewin’s model were the most useful for the chosen project. 

The Six Sigma approach gives an integrated perspective to allow an effective reduction of waste, high quality service in a timely manner using the DMAIC (definition, methodology, analysis, improvement and control) methodology. This problem solving approach is simple to use and arrive at effective   solutions after an analysis to minimise cancellation of scheduled operations. The DMAIC Six Sigma (Bevan, 2006) based approach integrates the quality and management tools required to achieve efficient patient centred solutions at the right time. I have incorporated comparisons with Kotter’s model in this analysis with Six Sigma approach lastly the similarities with Lewin’s model. The reasons and contributory factors for cancellations will be analysed. The clinical, financial, social, environmental and political context will be discussed.

The success of this will be crucial at many levels from timely care for patients, improved key performance indicators, meeting organizational objectives of RTT, financial savings and considerable effect on staff morale. 

I: Identification of a problem: This project was proposed with the knowledge that there is exists a problem which impacted on the service provision and quality of care rendered to the patients. It was perceived that majority of the “on the day” of surgery cancellations were due to patient factors such as medically unfit patients and overruns. After recognising the problem, the definition, measurement, analysis would clearly give the reasons, improvement and control would enable sustained improvement. 

II. Definition: The project aims to analyse all the reasons for cancellations of all heart operations and decrease the preventable “on the day” cancellation rate by 15% by March 2019. A team of individuals who could contribute to the project were identified. 
This links in with the principles of Kotter’s eight step model (Step 1) that a sense of urgency needs to be developed within the Department and Organisation for change to be initiated. Repeated open and candid dialogues and feedback have created a palpable awareness of the adverse effects of cancelled operations and heightened the urgency. The severe consequences of loss of life, patients being “in extremis” make a compelling case for change in addition to meeting the targets and improving the performance of the Organisation. There is support from all quarters and pressure from external stakeholders to improve throughput. Attempts have been made in the past to change ways of working by peer review but this did not culminate in a sustained change of practice. There exists a real danger of deaths on the waiting lists with a relentless increase in the number of patients on the waiting lists not matched by a smooth flow of patients.
III. Measurement: Performance of a current process was employed by collating the required data for the FY 2017-18. All the root causes of cancellations were identified.
The vast majority of the cancellations were due to staffing and infrastructure. There was scope to improve the usage of the theatres when patients were deemed medially unfit by having some fully investigated in-patients to take the slot. Although this is not always feasible, the study period demonstrated better use of resources. 

IV. Analysis: The most critical factors are identified in the baseline analysis. Theatre staffing, Intensive Care beds and staffing, emergencies, overruns, medically unfit patients, theatre infrastructure, lack of Surgeons & Anaesthetists and miscellaneous causes like outbreak of influenza etc led to cancellations.

Theatre staffing: There were a total of 102 cancellations (48.34%) in the study period due to lack of scrub staff between Jan-July 2018. Theatre staffing levels chronically fall short of the required 15.2 full time equivalent (FTE) for the scrub team is 15.2. During the study period we have had 8 FTE and 3 supernumerary staff. This is accentuated during the holiday periods and sickness. The chronic shortage of theatre staff undermines employee satisfaction and morale as staff in post work harder and longer.

There is no standardisation of the rosters and there is no national standard set to have the most effective rosters. Vacancy rates are high. On many occasions, the operating department practitioner was available only until 5.30 PM but the scheduled finish time for theatres is 7.00 PM.

Traditionally, operating department assistants and nurses are in separate teams with separate management. Over time, the roles became blurred and the Bevan Report in 1989 recommended merging the roles under a unified grade to introduce greater flexibility. In many hospitals, scrub nurse and operating department practitioner roles within theatres have been merged to promote flexibility and provide short-notice cover. There is potential to do this with the Surgical Care Practitioners as well. 

The benefits of multi- skilling are that it reduces costs as it creates a larger pool of staff who can provide cover and reduces cancellations. There is greater team working and higher staff retention rates. New generic grades for all theatre staff with clear definition of roles, responsibilities and competencies with individual performance review is likely to be the best way forward. 
Theatre infrastructure: Due to infrastructural problems, one theatre has not been in use since December 2016 and one theatre was closed between December 2016 to September 2017. This required reconfiguring General Theatres to allocate a suitable theatre. The equipment and infrastructure of the other theatres were not specific for requirements for cardiac operations. This led to late starts and cancellations as patients could not be overlapped safely. 
              Lack of Critical Care Beds and staff: There are 8 critical care beds and 5 high dependency
              beds. The capacity is one of the smallest in the UK. There were 40 cancellations (20%) in 
              the study period due to lack of Intensive care staff and beds. Chronic cases in the critical care 
              unit, lack of ward beds to transfer fit cases accounted for cancellations. Several patients are       
              discharged home from the high dependency care on Day 5 whilst awaiting ward beds.  
             The scale of this problem is completely masked by the significant numbers of operations 
              cancelled. 
              Frequently, the Cardiac Intensive Care staff are sent to General Intensive Care to cope with    
              severe staff shortages across the board which occasionally resulted in cancellations.

            Overruns: We have agreed start and finish times in theatres. Delays occur due to external    
            factors such as lack of enough porters, equipment and supplies and the recent introduction 
           of team briefing. Alternative ways of briefing without affecting start times are being discussed. 
            Lists are overambitious at times and it is necessary to have smooth patient flow with a short 
            gap between cases. This needs careful co-ordination of Surgeons, Anaesthetists, theatre 
            nurses, ward nurses and porters.

           Medically unfit: The perception that the bulk of the cancellations on the day of surgery were 
          due to medically unfit patients was erroneous and this study has dispelled it. Whilst little can be   
          done if patients become unwell just prior to surgery, this is one area that has seen a significant 
          improvement. Only 6 operations were cancelled in the study period January to July 2018. As a  
          team, we also managed to have some inpatients as a backup to fill in the slots of late cancellations 

          There were no cancellations due to avoidable reasons such as lack of cessation of drugs that I   
          interfere with surgery due to the excellent engagement of referring hospitals. Although the     
          numbers are small, there was a 33.33% decrease in cancellations due to unfit patients. This has  
          been communicated to the team and referring centres.

      Lack of Consultant Surgeon and Anaesthetist: The unavailability of Surgeons and Anaesthetist due to annual leave, vacant posts and the pre-existing commitments of the other Consultants with their regular job plans are the main reasons for cancellations. Thoracic Surgeons utilise theatres when Cardiac Surgeons are unable to cross cover vacant slots. Theatre utilisation is less affected but cardiac sessions are lost. 
Both vacancies are being addressed to improve the situation.

Lack of ward beds: Following closure of our dedicated Thoracic ward, Cardiac and Thoracic patients are housed on one ward and this has made the ward a bottle neck. This is masked by the very high cancellation rate.

V. Improvement: Excellent practices are in place with scheduled templates available 4 months in advance. We have communicated the improvements noted and we are half way through this project. Staffing and infrastructure are the biggest issues and analysis highlights the reasons with proposals to address some of the existing problems with standard solutions to enhance the quality of services provided to the patients.

VI. Control: It is necessary to control the changes proposed by monitoring the performance 
in order to determine whether the improvement implemented is sustained. Performance indicators will be monitored to check the impact of changes at the end of March 2019.
Financial impact of cancellations:  Heart operations are commissioned at £17,000 per case. It costs £13.14 per minute to run cardiac theatres. The cost of running one operating day is £8,672.40 approx. The absence of one member in the entire team results in cancellations.
 There were 342 cancellations in the FY 2017-18 equating to £5.814 million. Commissioning policies vary between NHS England and Wales, money follows the patient in NHSE. Such a high cancellation rate would lead to the collapse of the service in England. In Wales, the Health Board receives the money regardless of the number of operations actually performed. This is perceived by the Clinicians as a major deterrent to progress and performance. The long waits and sicker patients exponentially increases the costs of care and the Health Board fails to meet key performance indicators.
Social impact: There are 153,792 people aged over 80 years in Wales accounting for over 5% of the population (Office of National Statistics, 2016). The average life expectancy in Wales is 78.4 years for males and 82.4 years for females. 10-12% of the patients undergoing heart surgery are over 80 years and live alone requiring convalescence. This places a tremendous pressure on hospital beds whilst awaiting a bed in the Community. 
[image: ]
Source: Population estimates for UK, England & Wales, Scotland & Northern Ireland: mid 2016 Office of National Statistics.

[image: ]
Graph H: Source: Statistics for Wales: NHS Beds in Wales, 2017-18
The available beds have fallen every year with an overall decrease of 4,870 (31.3 per cent) from 15,582 beds to 10,712 (Graph H). The growing and ageing population increases pressure and questions the sustainability of the social services. Improvements to patient flow in hospitals will help to address increased demand due to local population growth
Environmental impact: Many of the hospital buildings and theatres are on the “risk register” in need of refurbishment. Cancellations were directly due to theatre infrastructure, ventilation, operating equipment etc. The lack of a dedicated emergency cardiac theatre impacts on lists scheduled the following day. An emergency theatre alone will not be of benefit unless staffing is adequately resourced. Recruiting into vacant posts will help improve the morale and working conditions of the existing staff. 
Political impact: An Ipsos MORI/BBC news poll (Welling’s, 2017) showed that public perceive the shortage of health care professionals, cuts to NHS funding, inappropriate use of NHS services, growing and ageing population, overworked health care professionals currently puts pressure on the NHS to deliver the service. Health is political as some social groups have greater access to health than others and these social determinants are amenable to political interventions (Bhambra et al, 2003). 
 I firmly believe that this chosen project and the strategy employed is crucial to the performance of the Department and the Organisation. There is urgency and an utter conviction that change is necessary. My approach tallies well with my Belbin traits of a Specialist, Co-ordinator and a Completer-finisher and will continue with this project with the excellent team in place. My visionary, affiliative and democratic approach has gained commitment from staff who are keen on accomplishing tasks to a very high standard. 
Reflections: The current state can only be labelled as a crisis despite dynamic and committed staff who are extremely skilled with many excellent practices. One or two effective changes will lead to unstoppable success for the Organization which should lend a visible support to its effective and committed leaders. 
 One of the great difficulties encountered is the Organizational structure that exists wherein staff in a Specialist team are managed by different Directorates. Priorities vary and this becomes “a weak link” to achieve goals. 
Change is required at all levels and significant input is required from the Government and the Health Board. The serious infrastructural issues with operating theatres have no ‘easy fix’. The cardiac critical care bed capacity is the smallest number in the UK and wards are a “bottle neck” masked by cancelled operations. 
Recruitment and retention in theatres and critical care units need to be analysed in depth with remedial measures and attractive job descriptions ensuring career progression and adequate study leave. The rosters should be standardised nationally with guidelines to ensure that they are maximally efficient with immediate effect.
This project has identified many existing good practices and areas for improvement leading to increased numbers of operations or cost savings through better use of existing resources. The final strategy to execute the vision needs enablers. Having identified this, the next step is to share this data with the Health Board. 
It is evident that only a small percentage of improvement is within the immediate remit of clinicians. Whilst there was a 33% improvement in cancellations due to medically unfit patients, an overall 8.5% (medically unfit) reduction was achieved with a modest 10 more operations saving £170,000. Change cannot occur in isolation and all factors need to addressed. For significant improvements to occur, other groups such as Theatres Board, Human Resources need to be effectively involved. If progress does not occur, the existing structure needs to change.
Kotter’s model talks about removing obstacles. My experience is that some people and processes are refractory to change. Six Sigma, Kotter and Lewin’s models drive up efficiency but lack the “human factor”. Sensitivity is required to deal with chronic, stagnating set ups that are barriers to progress. Human barriers are as much of a problem as processes. When people do embrace change, achievements should be rewarded.

After working over weekends for nearly 4 years in order to cope with relentless cancellations during the week, no improvements were noted. The group of 4 Surgeons stopped operating over the weekends
as the targets reached by working over the week ends had masked the existing inefficiency.
This was first step was to “unfreeze” the problem. Contrary to the general perception, the reasons for cancellations have always been apparent to the team. Planned cancellations are not counted in the statistics accounted for nearly 50% of lost sessions. Weekend working increased the number of operations but the persistent lack of improvement necessitated breaking down of the “status quo” within the Organization. This slow but certain acknowledgement in combination with pressure from external stakeholders has galvanised support from most quarters to improve efficiency. At this point, high level intervention from the Organization becomes necessary. Failure to do so leads to sustained inefficiency despite a powerful drive for change by the vast majority of the staff.
Conclusion: Baseline data of planned and unplanned cancellations should be published by the Health Board. This will reveal the investment required in the infrastructure and resources. Job descriptions with commitment to career progression will attract recruitment and retention of staff. The data has compellingly demonstrated declining numbers of operations performed and “imminent” problems of morbidity and mortality on the waiting list.  Sustained change requires recruitment, investment in infrastructure in combination with radical changes in deep rooted practices.
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On the "Day of Surgery" cancellations 
Jan 2017-July 2017

"On the day of surgery" cancellations Jan 2017-July 2017	
ITU Beds/staff	Theatres	Emergencies	Overruns	Medically unfit	No Surgeon	Eqipment/theatre infrastructure	Patient related	No ward beds	13	16	10	19	9	2	10	11	11	


Planned Cancellations
 Jan 2018-July 2018

7

No Surgeon	No Theatre Staff	No Anaesthetist	7	85	3	

Planned Cancellations Jan - July 2018


Jan-18	Feb	March	April 	May	June	July	13	22	12	11	11	9	15	


Cancellations Jan- July 2018


Total number of cancellations	Planned Cancellations	"On the day " of Sugery	211	95	116	


On the "Day of Surgery" cancellations 
Jan 2018-July 2018

"On the day of Surgery" cancellations Jan 2018-July 2018	
ITU Beds/staff	Theatres	Emergencies	Overruns	Medically unfit	No Surgeon	No Anaesthetist	No ward beds	40	17	17	12	6	10	8	6	


Cancellations 2017 & 2018 Jan-July

2017	
ITU Staff/beds	Theatres	No ward beds	Infrastructure	13	16	11	10	2018	
ITU Staff/beds	Theatres	No ward beds	Infrastructure	40	17	6	4	



Cancellations 2017& 2018 Jan-July

2017	
Overruns	Medically unfit	No Surgeon	19	9	2	2018	
Overruns	Medically unfit	No Surgeon	12	6	10	



Planned vs "on the day" cancellationsof surgery 

Cancellations 2017-18	
Planned	Unplanned	Overall	177	165	342	Jan-July 2017	
Planned	Unplanned	Overall	75	101	176	Jan-July 2018	
Planned	Unplanned	Overall	95	116	211	



FY 2017-2018

FY 2017-2018	

Total sessions available	Sessions available after cancellations	Total number of operations performed	Total number of commissioned operations	1087	745	630	790	


FY 2017-18	
Total sessons cancelled	Planned cancellations	Unplanned cancellations	342	177	165	


On the "Day of Surgery" cancellations FY 2017-18.

On the day of Surgery" cancellations.	
ITU Beds/staff	Theatres	Emergencies	Overruns	Medically unfit	No Surgeon	Eqipment/theatre infrastructure	Patient related	35	22	18	24	17	17	17	15	
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