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Abstract

This paper reports the findings of a qualitative study in which the aim was to explore nurses’ perceptions of competence in the unique context
of the operating room (OR). Three focus groups were conducted with 27 OR nurses from three large metropolitan hospitals in southeast
Queensland. Analysis of textual data identified the category ‘managing and coordinating the flow of the list’. Within this overarching
category, four sub-categories — ‘coordinating and negotiating competing priorities’, ‘leading’, ‘adapting and being flexible’ and ‘using the big
picture perspective’ — were important aspects of clinical competence. Findings indicated that coordinating human and material resources, and
negotiating the flow of the operating list were not confined to the OR manager; rather, OR nurses at all levels of practice need to develop
competence in these areas. These findings validate the importance of the role of the OR nurses who coordinate patient care within the theatre
itself. Therefore, mentorship and education of less experienced OR nurses in relation to managing patient flow, problem solving, prioritising and

managing intradisciplinary conflicts is essential if nurses are to develop these aspects of competence.

introduction

The literature is replete with definitions of competence, which is
described as the ability to perform a task with desirable outcomes !,
the interplay of interpersonal skills with critical thinking ?, and as
something that a person should be able to do’. Competence is broadly
defined by the International Council of Nurses (ICN) as “... a level of
knowledge and skill in a particular aspect of nursing which is greater
than that acquired during the course of basic nursing education”*.

Competence, when applied in the behavioural sense, refers to the
functional adequacy and capacity to integrate knowledge and skills
to attitudes and values in a specific contextual situation of practice .
Researchers have considered competence in the operating room (OR)
in relation to technical knowledge and expertise in the context of
providing safe care ®%, role performance® and specialist knowledge '°.
This paper describes the coordination dimension of competence, which
to date has been an understated role activity of nurses in the OR.

The importance of the coordinating role in the OR is slowly being
recognised in the literature as an area in which OR nurses need to
develop their skills ' 2. The primary goal of OR coordination is
to ensure the timely flow and safe care of intra-operative patients
through the perioperative department . Fundamental to this is the
ability of the OR coordinator or team leader to ensure that patients,
multidisciplinary staff, and equipment come together seamlessly to
move patients through the surgical process. The role of coordinator
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encompasses patient-focused clinical responsibilities that are driven
by budgetary constraints, equipment procurement issues, skill mix,
and staff shortages which constitute an enormous challenge. OR
nurses working in the coordinating role must manage and direct
patient flow, case and room assignment, allocation and preparation of
equipment, and scheduling of surgery '* 13,

However, the coordinating role in the OR has been discussed
exclusively in the literature from a nurse manager perspective ' 14,
with little consideration that the role may be performed by OR nurses
who are not nominally designated as nurse managers, thus, without
the manager’s power and span of control. To date, there has been
little research that acknowledges the importance of coordination as a
function of OR nurses’ clinical competence.

The study
Study aim and design

The overall aim of this two-phased study was to develop a scale
that could be used as a self-report measure to ascertain OR nurses’
perceived competence. This first phase of the study was based on
a qualitative design using focus groups. Focus groups were useful
in exploring the perspectives of the collective in order to gain
clarification and agreement on a subject with which participants were
familiar '°. During focus groups discussions, group interactions were
emphasised as a means of gaining information not obtainable using
other methods, such as individual interviews.



Participants and data collection

Participants were purposively selected to ensure that nurses from
each perioperative specialty (i.e. scrub, scout, anaesthetics and post-
anaesthetic recovery unit [PARU}) were represented. In total, 27 OR
nurses across three hospital sites in southeast Queensland participated,
and included a mix of full-time and part-time registered nurses who
belonged to the same nursing staff category. To ensure inclusion of
staff categories, two group interviews were conducted with nurses
who practised in the preoperative areas, theatres and PARU, while
the third focus group interview was conducted with nurses who held
management and education roles. Having participants who belonged
to the same staff category in each of the focus groups reduced the
likelihood of potential status differentials, ensuring that participants
were less likely to be constrained in contributing to group discussions .

Demographic data were collected and included age, years of OR
experience, primary role (instrument, circulation, anaesthetics or recovery
room), and nursing category (i.e. clinical nurse or manager/educator).
Participants were aged from 21-62 years with an average of 38.6 years
(SD=11.0). Their years of experience averaged 11.6 (SD=10.0).

Focus group interviews were audiotaped and transcribed, and field
notes written during interviews. The number of participants in each
focus group ranged from four to 15. An interview guide was developed
based on the competence literature and was used to elicit relevant
information. For example, focus group participants were asked “what
personal strengths are important to the OR nurse?” and “how would
you describe the characteristics of a competent OT nurse?” The first
named author moderated the focus group interviews, which lasted
from 1-2 hours, until the topic had been covered to the satisfaction of
the participants or until data saturation was achieved *¢. During focus
groups, field notes were taken by the research assistant. Focus group
interviews were conducted in a quiet location that was both private
and convenient for participants.

Ethics approval for the study was granted by ethics committees of
the university and the three participating hospitals. Participants
were given an invitational letter containing information regarding
the study’s aims, procedures, risks and benefits. If they demonstrated
a willingness to become involved, they were required to complete a
signed consent and complete a brief demographic profile.

Data analysis and rigour

Data analysis used a grounded theory approach to inform the
development of sub-categories and categories '". In-depth familiarisation
with the data entailed taking part in the interview process and reading
the transcripts and field notes. For this study, the process of analysis
involved open coding!” and categorising so that the data could
be grouped according to similarities and differences in relation to
contextual events and interactions '. Analysis of the three transcripts
and field notes was conducted to identify key concepts related to
competence, and each transcript was analysed in the same way.

Two members of the research team listened to the audiotapes, checked
the transcriptions for accuracy, and identified initial codes and
categories. Regular discussions were held with the other members
of the research team to reconsider and further refine emerging sub-
categories and categories as well as decisions made by consensus.
Codes were developed based on participants’ statements and the
topics they discussed, and were then categorised according to their
similarities and differences '* . Emergent sub-categories were

re-examined for regularities, with the aim of exemplifying the essence
of the experiences and behaviours across multiple situations as
abstracted higher order categories . In this study, the category
‘managing the flow of the list’ illustrated recurrent processes and
events drawn from the data, that is, from the analysis of verbatim and
field notes taken during focus group interviews.

Rigour in qualitative research is described in terms of trustworthiness,
auditability and transferability . In this study, all members
of the research team were involved in data analysis to establish
trustworthiness. Preliminary findings were taken back to participants
to clarify and confirm (i.e. member-checking), thereby adding to
trustworthiness. Memos linked codes to pieces of verbatim supporting
the categories that emerged, thus demonstrating an audit trail in the
decision making process. Participants were selected based on their
expertise in the OR context; therefore there may be transference of
findings to other similar OR settings on a conceptual level as nurses
working in other similar settings may identify similarities.

Findings
Three main categories emerged from the focus group data:

e Coalescence of different types of knowledge within a technocratic
environment.

e The importance of highly developed communication skills among
teams of divergent personalities and situations.

e Managing and coordinating the flow of the list.

An overview of these interlinked categories is presented
elsewhere 2'. This paper provides an in-depth description of the
third category, ‘managing and coordinating the flow of the list’, as
there has been little description of this important aspect of OR nurse
competence to date. This category enveloped OR nurses’ ability to
choreograph, balance and negotiate competing clinical priorities
based on the limited availability of human and material resources.
Within this category, four sub-categories are discussed— ‘coordinating
and negotiating competing priorities’, ‘leading’, ‘adapting and being
flexible’ and ‘using the big picture perspective’ — with exemplars from
the interviews to illustrate these sub-categories. Table 1 details the
sub-categories and codes that were related to this category. Where
appropriate, participants’ verbatim quotes are used as code labels.

Coordinating and negotiating competing priorities

The sub-category, ‘coordinating and negotiating competing
priorities’ described the struggles OR nurses experienced in tenuously
balancing the needs of the particular situation and coordinating
the multidisciplinary team members involved. For participants,
coordination encompassed planning around the needs of the list,
managing conflict and problem-solving. Participants highlighted that
skills in coordination were developmental in nature, and nurses’ skills
increased when they worked in individual theatres.

Coordinating is crucial but it doesn’t just start from someone
coordinating the whole floor of 20 theatres. It starts within the
theatre in that you have to gather all these resources together to get
to this outcome at the end. At the end of the day a large part of the
responsibility falls on the nurse working in the room, but they will
coordinate all those different things, patients coming in at the right
time, the operation, the ward they are going to — all of this involves
coordination [Group 2: N8J.
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Being able to coordinate patient flow was not just about moving
patients in and out of individual theatres, it was a multi-faceted process
that involved the timely interactions of various aspects of care. For
example, when working in the emergency list, it was necessary to
contact the appropriate personnel in order to coordinate surgeries and,
in some instances, reschedule surgery times when delays occurred.

The importance of being able to negotiate interdisciplinary conflict
was identified by the majority of focus group participants as crucial.
Conflicts between staff occurred as a result of increased stress levels
that were associated with conflicting contextual needs. Participants
described conflicts that arose as a result of inadequate skill mix,
staffing and equipment. Additionally, there were occasions when
the nurse coordinating the shift deliberately stepped back from
conversations that occurred between the surgeons and anaesthetists
in relation to which procedures should take clinical priority. Some
participants believed that medical staff expected them to adjudicate
in these circumstances as a means of buffering potential conflict
amongst themselves.

Conflict resolution among nurses working on the floor was also
problematic, and it was the responsibility of OR nurses who were
perceived as leaders to resolve disagreements among nursing staff.
Group 2 discussion:

It is all about conflict — conflict is everywhere, but people won’t
address conflict with each other, so they use someone else to address
the conflict. It is really common [Group 2: N8J.

We are traditionally quite often stuck in the middle of that, but it is
not only between the medical staff, it is nursing staff too. We have
our staff come to us about other nursing staff [Group 2: N11}.

Leading

The sub-category ‘leading’ was described in terms of supporting others’
learning, providing guidance, being a good role model, and being an

Table 1. (ategories and descriptor codes for the category, ‘managing and
cosrdinating the flow of the list!

Sub-categories Descriptor codes

Coordinating and negotiating competing priorities - Planning and organising
Managing the list
Managing conflict
Coordinating

Problem solving

Role modeiling

Providing guidance

Being knowledgeable

(reating learning opportunities
Being a resource person

Leading

°

Offering flexibility
Going that extra mile
Having self-awareness

Adapting and being flexible

Seeing the bigger picture
Being already two jumps ahead
Planning and organising

Being pre-emptive

Having anticipatory knowledge

Using the big picture perspective

°

effective communicator. The notion of a leader as a role model whe

provides guidance is evidenced in the discussion of Group 2:

Leading is a very positive thing, it is not a forced thing, it is, “T will
show you a way, you need to lead the way as opposed to you will ail
go my way”, that is dictating. That is not a leader [Group 2: N6].

Spend time with nursing staff, get to know them. Understand them
{Group 2: N8J.

You have to have your own self confidence, your own plan, you need
to know yourself what you expect, how you would like to present, or
how you would like to be seen and then doing what you have to be
that, so things like doing the conflict management when it comes
your way. Even if you hate it, you still have to go and do it. So it’s
doing the hard yards and putting that role modelling stuff out there
[Group 2: N11].

Nonetheless, some team members who were recognised as ‘leaders’
were occasionally considered to have a negative influence on others.
Those individuals were not necessarily nominally designated or held
a title that denoted their leadership role; however, because they
possessed other strengths, such as clinical knowledge and psychomotor
dexterity, others were drawn to them, and were seemingly influenced
by them. Some of the more senior group participants stated that
in such situations, it was important to “harness their skills and
strengths”. In this way, the impact of the negative influence of their
perceived leadership on other members of staff was less significant.

Adapting and being flexible

The sub-category ‘adapting and being flexible’ encompassed coping
with the demands of constantly changing workloads (i.e. list and
room allocation changes, availability of equipment etc) and nursing
staff skill mix. The majority of participants across the three focu
groups stated that flexibility was characterised by the ability to “thinl
on your feet and stay calm”. The Group 2 discussion emphasised som
of these points:

Flexibility is a big thing. I don’t think it used to be as crucial.
Nowadays in this tertiary institution there is a great need for
everyone to be flexible, doctors, nurses everyone. Things change
quickly, change often. You have prepared yourself mentally and
physically, you walk in the theatre and it is all changed and some just
don’t cope with that as well, you have to be very flexible. You have a
complete change over, it might be a completely different surgeon who
comes in the door, someone you don't particularly like, but you still
need to be able to work with that person. The person who is going to
walk through that door is going to work with you [Group 2: N8].

... 50 they have to be very adaptable [Group 2: N5].
... and cope with that stressful change [Group 2: N10].

However, flexibility was also based on self-awareness. It appeared
that nurses who were cognisant of their personal limitations and
were able to alter their frame of reference according to the situation
were less likely to experience stress when changes occurred without
notice. For instance, OR nurses who were able to dissociate and
rationalise in situations in which the surgeon vented his/her anger
towards other team members when the surgery was not progressing
well were less likely to construe this as a personal affront. OR nurses
who demonstrated competence in this sense were more likely to cope
better with adverse situations.
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Using the big picture perspective

The sub-category ‘using the big picture perspective’ was discussed
using two viewpoints; the first in relation to the nurses running the
ORs and the second from the position of the team leader coordinating
the floor. Participants who were involved in coordinating the theatre
list in the room described the importance of prioritising the processing
of surgical supplies and equipment for the afternoon list. The Group 1
discussion illustrates the importance of coordinating staff based on the
daily surgical activities of the OR department:

A team leader has to be organised, you have to look at the whole
day, not just a particular case that you might be doing, because
you have to keep things running for the day. You have to start on
time and finish on time and all these people have got somewhere else
to be. You must communicate with everybody and organise meal
breaks. You still have to run the room, plan your next move and
that is where you have to think above just doing the case for the day
[Group 1: N1J.

Yes, and even if you are doing a morning session, you might be in
theatre 10 in the morning but in the afternoon you have to work
out where all the other staff are going and which theatres they are
needed. You are not just organising one patient after another and
getting your list done, you are also making sure that elsewhere is
staffed. .. [Group 1: N2].

[t appeared that successful coordination at the floor level also
depended on the capacity of the nurses who were working in the
individual theatres to plan and organise their lists in relation to
sending for patients and having the equipment needed. Participants
highlighted that their ability to coordinate the list at room and/or
floor level was influenced by their level of clinical experience.

Another aspect of coordination was nurses’ ability to be pre-emptive
and use anticipatory knowledge to plan and organise their workloads
from room level through to the nurse coordinating the floor.
Participants from all groups gave exemplars in relation to anticipating
the arrival of the next patient to the suite during surgery, prioritising
instruments and equipment that had been used in the morning
list that would again be required for the afternoon’s list, through
to the ability to foresee that other areas (e.g. PARU) needed to
additional staffing assistance for after-hours meal relief because of lists
over-running. Again, participants emphasised that having increased
clinical exposure to different situations enabled them to better
identify and anticipate the needs of patients and other team members.

Discussion

In relation to ‘managing the flow of the list’, competence
epitomised ‘coordinating and negotiating competing priorities’,
‘Jeading’, ‘adapting and being flexible’, and ‘using the big picture
perspective’. Coordination has previously been described in terms of
choreographing and directing patient flow, case and room assignment,
and scheduling of surgery ' B, However, these studies have examined
coordination within the remit of the OR manager and have not
emphasised the value of coordination at the room level. Demonstrated
competence in managing the workload at this level may help ro avoid
patient delays and cancellations because of an unforeseen lack of
availability of material resources required for the list 22 Therefore,
it may be necessary to revise the order of the list based on the
availability of equipment and instrumentation. Delays in surgery
may impact on the workload in other areas of the department, and
be evidenced in overtime and even result in cancellation of surgery.
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While previous research has illustrated the significance of the role

of the nurse manager in the OR "7 our findings have extended

the notion of coordination at all levels as a function of competence
and suggest that these skills are equally important for nurses who
coordinate a theatre list.

In the current study, OR nurses, as negotiators, were often expected
to resolve conflicts between members of the multidisciplinary team
members before they escalated. OR nurses’ ability to do this effectively is
crucial if patients are to receive optimal care. Conflict, while recognised
as an inevitable feature of any work environment, is especially prominent
in the context of multidisciplinary teams ?*. Some have suggested that
health professionals’ propensity to cling to their professional identities,
based on a particular body of knowledge and professional autonomy,
contributes to multidisciplinary conflict . Our findings juxtapose that
part of the role of negotiator was also having to step back from a
potential conflict in order to avoid being unnecessarily embroiled in
intra-disciplinary conflicts (i.e. between surgeons and anaesthetists).

Conversely, there were occasions when the coordinator was compelled
to intervene and resolve conflicts between nurses, albeit that this was
at times uncomfortable and difficult. Thus, there appears to be a
tenuous balance between these two aspects of conflict management.
Coordinating activities with other members of the multidiscipiinary
team who have different role foci necessitates that OR nurses develop
skills in negotiation 2. In a constantly changing environment,
conflicts often arise as a consequence of scheduling of patients,
lists over-running, and the availability of staff and equipment *.
Our findings reinforce the need for OR nurses to be educated and
supported in developing skills in conflict management, particularly
in consideration of the disparate perceptions and expectations team
members often have of each others’ roles; this is a view supported
elsewhere 2* 2%, In many instances, OR nurses are the conduits of
communication, and foster the greatest rapport and cooperation
between members of the multidisciplinary team *. Clearly, effective
communication underpins nurses’ ability to negotiate and manage
conflict situations.

Our findings have accentuated the importance of adapting and being
flexible in a constantly changing clinical environment; however,
the imperative to maintain control in unpredictable situations is
paramount '°. This acknowledges the fragile balance between the need
to maintain control and yet, simultaneously, being able to adapt to
changes that occur, a notion previously supported ”. Our findings have
also identified the need for flexibility and adaptation with regards
to working with different personalities, particularly when surgery
momentarily becomes difficult for the surgeon (e.g. access, bleeding).
Demonstrating flexibility in these situations was reflected in nurses’
ability to make clear distinctions between whether it was a personal
attack or merely a symptom of stress caused by the difficult surgery.
Other rescarch has described similar types of scenarios in relation to
managing stress °. In our study, OR nurses regarded flexibility and
adaptation as a function of competence. Conceivably, continued
clinical exposure in the OR may also assist OR nurses to develop
flexibility and adapt in the midst of contextual unpredictability, and
consequently contribute to building their competence.

Limitations

Whilst focus groups were useful in delineating and conceptually
clarifying components of competence as it applies to nurses’ practice in
the OR, this study has several limitations that must be acknowledged.
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First, the geographical location may have been a limitation as the

nurses working in the OR departments of the three hospirals selected
may have been in some way atypical. However, a variety of hospitals
were used, thus ensuring a wide cross-section of participants. The fact
that only three focus groups were conducted may have also been a
limitation. Despite this, there was some representation of the different
clinical streams in each group, and in-depth understanding emerged.

Nevertheless, using focus groups had some advantages. They allowed
free discussion by reducing the possibility for potential power
differentials that may be constraints if individual interviews were
conducted. Additionally, the focus groups were homogenous as
participants were from the same clinical streams, therefore further
reducing the potential for power imbalances among participants '°.

Recommendation for practice and education

For nurses to be able to develop competence in coordination, they
need the appropriate educational and clinical support from their
nurse managers and senior colleagues. Research conducted in similar
clinical settings has emphasised the need for lesser experienced
nurses to be mentored by their more senior colleagues in relation to
prioritising clinical needs and problem solving 7. For instance, senior
nurses modelling coordination behaviours in relation to patient flow,
equipment prioritisation, and negotiating the priority of cases at
the room level with less experienced OR nurses will assist them to
develop these skills. Additionally, these aspects of coordination could
be introduced and discussed more formally as part of unit in-service
programmes.

The ability to negotiate and manage conflict requires nurses to
develop and use effective communication skills . As part of their
roles as coordinators, OR nurses are the interface between the various
medical specialties, and thus need to be supported in developing
skills in negotiation and conflict management . Hospital in-service
education programmes that emphasise assertive communication,
teamwork, and conflict resolution will give nurses the appropriate
skills needed to manage situations where there is over-running of
surgical lists, equipment shortages, and conflicting clinical needs.

Conclusion

Whilst competence in the OR encompasses technical knowledge,
skills and expertise, it also includes other dimensions. Our findings
confirm the importance of the role of OR nurses who coordinate
patient care within the theatre itself. Coordination at this level is
essential for the smooth running of the suite of theatres, as delays
in one theatre may well impact on the team’s workload in other
theatres. Indeed, to develop a ‘big picture’ perspective, OR nurses first
need to have an appreciation of aspects of coordination that occur
at the micro level, that is, beginning with the individual theatre
in which they are assigned. The provision of high quality care in
the OR is linked to nurses’ ability to competently coordinate at all
levels to ensure the safe and efficient passage of patients through the
perioperative department.
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