HEALTHCARE DELIVERY

Driving effective
theatre performance

MARK EATON and PHIL HIGTON provide an insight into the
key factors that can improve theatre performance, quality and safety.

[t has been said that theatres are the heart
of any hospital and that effective theatre
performance is key to the success of the
overall hospital. However, focusing on
theatres alone ignores the fact that they
do not exist in isolation, and focusing on
fixing “single point” issues (such as
changing the layout or tackling one
specific team behaviour) ignores the
complex interactions between processes,
people and the organisational culture as a
whole.

In this short article we explore the key
success factors that can improve theatre
performance, quality and safety, and that
can convert high theatre occupation into
effective theatre utilisation. The benefit of
this is not only seen in improved theatre
performance, but in a better end-to-end
process for both patients and staff,

Drivers of effective theatres

As mentioned in the introduction, theatres
do not exist in isolation and are not an
end in their own right. For example,
patients who are not pre-assessed and are
then found to be unfit for surgery, or
those who cannot be found a bed on the
day of admission are among the many
sources of poor performance at the
theatre “front door”, while problems with
outcomes, discharge and transfers of care

can create demands and bottlenecks at the

back door.

Due to the complexity in the
end-to-end process and a general fear
of “bringing down the house of cards”,
it can often be left until there is a serious
incident or until quality or performance
drops to a completely unacceptable level
before a material programme of change is
initiated. In the absence of serious
problems, the improvements attempted
can be so minor as to warrant being
classified as irrelevant. These include
doing “tidy ups”, labelling shelves or

poorly structured team building days to
improve theatre team interactions, often
with key players missing.

‘While these latter examples may be
worthy actions they are hardly likely to
lead to a fundamental change in the way
theatres run and often result in small
improvements that have a very short
“half life”. On the other hand, a knee-jerk
reaction, when a significant issue does
arise, is liable to disengage the teams and
can actually leave a legacy that reinforces
a blame culture.

Effective theatre performance is
achieved through a process of continuous
review and improvement where managers

and front line teams have the courage to

tackle big issues. This is easy to outline

but is normally hampered in reality by

three problems:

® A mentality of “competing tribes” —
this is often a legacy of the
organisational culture and previous
events that have reinforced beliefs that
“our team is better or more important
than yours” or that “they do not know
what they are doing” (whoever “they”
are).

® Broken pathways and processes —
processes tend to break down over time
through a combination of staff changes,
new legislation, changes in practice,
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span of authority etc. The result is that
performance drops and this increases
the pressure to escalate activity through
the already broken process. This creates
a self-defeating cycle where productivity
drops sharply but the release of
resources to fix problems is resisted
because of the need to tackle the
growing backlog that has been caused
because productivity is low. In this
environment quality and safety suffer
too.

® Ineffective environment — a
combination of poor information, poor
relationships, leadership behaviours that
support the status quo and the wrong
measures of performance can create an
environment that neither tackles the
“tribal” behaviour or invests in fixing
processes.

Poor theatre performance can be driven by
a mix of one or more of these elements
and in Table 1 we have summarised how
these three different issues interact and the
outcomes they create.

Effective theatre performance is about
tackling all three issues — not just when
problems occur, but on a continuous
basis.

In the following sections we explore
some of the more practical things that can
be implemented to improve theatre
performance.

Transforming dysfunctional

processes

Theatres are part of an end-to-end patient

pathway that may involve five to fifteen

different teams from two or three different

organisations. The differences in priorities,

practices and behaviours across these

teams create a series of disconnects, with

the most important being detailed below:

® The first disconnect is driven by a lack
of understanding between teams about
the role and activities of others involved
in the same pathway — for example, a
failure at pre-assessment to identify that
a patient will require a home care
package on discharge that results in the
discharge being delayed and a bed made
unavailable.

® The second disconnect is that processes
within teams are normally set up to
optimise the performance of that team
without considering the impact
upstream or downstream of the process,
and this often leads to the transfer of
problems and risk.

® The third disconnect is an inability to
manage problems that affect more than
one team — for example, problems with
the scheduling processes used to inform
sterile services that results in equipment
availability problems. This either creates
a culture of blame, or even worse, a
culture that “copes” by putting in
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Table 1: Interaction of the drivers of effective theatre performance.

Inputs

QOutcomes

Competing tribes and broken pathways

Competing tribes and ineffective environment

All three drivers

further inefficient processes to cope
with the problems caused by other
teams. It is impossible for a single team
to improve the end-to-end performance
of a pathway in isolation. Often any
attempt to improve theatres in isolation
simply creates unexpected problems in
other areas (as well as reinforcing the
“competing tribes” mentality).

® The fourth disconnect is concerned
with leaders who set unrealistic or
inflexible targets or who set targets that
encourage teams not to work effectively
with other teams. Measures drive
behaviours and, as we will see, they also
have the power to encourage or
discourage people from working
together.

Tackling these disconnects will ensure
teams are capable of improving
performance. The keys to this
improvement are therefore:

@ Ensuring teams and individuals
understand the whole process.

e Looking at the end-to-end processes
rather than at local processes in
isolation.

@ Having an approach that encourages
teams to work across boundaries to
solve problems.

@ A full understanding of the problems,
quality and safety issues, or
inefficiencies that arise in the current
way of doing things — getting beyond
the anecdotal and actually identifying
the facts.

This scenario supports the development
otablameculie. | 0
This scenario supports the selective use of
information to further promote isolationist

_ thinking,

This scenario increases risk and does not
support a long-term change in the productivity

_ ofthe overall system. =~
This scenario creates a reinforcing cycle of

conflict and problems that often culminates
in a serious incident or significant drop in
performance.

The benefit of investing in fixing “broken”
processes is improved patient care and
more effective use of resource, while the
penalty is potentially poor outcomes for
patients (or not as good as they could
have been), perpetually low productivity
and a constant requirement to recruit
more staff to maintain throughput.
However, even the most effective
processes are only as good as the people
who manage them.

Functioning humans in a

dysfunctional environment

The study of “human factors” tells us that

even though we strive hard to manage it,

human performance is variable and some
level of error is inevitable. The

environment in which people work is a

major source of poor performance.

Problems with access to and
interpretation of information, measures
that drive the wrong behaviours and a
team spirit that does not encourage
collaboration, are some of the most
common issues that affect theatre
performance.

The creation of an effective
environment that will encourage better
performance requires three key things:

@ Resilience — this is the ability to recover
and react accordingly when things do
not go according to plan.

e Respect — this is about recognising that
while there may only be one Lewis
Hamilton, everyone in his support team
has a job that is essential to the overall
success.

® Engagement — this is more than just
talking to people and explaining what is
going on; it is also about listening to
them and involving them in solving
problems.

Individuals’ mindsets and behaviours are
formed over years and although isolated
events or interventions can create
temporary changes, these are unlikely to
last. They will typically disappear under
pressure with a reversion to well known
behaviour patterns.
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shared objectives as 1t 1s about motivated
and effective leaders. The benefits will be
that the improvements in performance
and team behaviours achieved will not
just slip away with the next wave of
performance measures or the next

crisis.

One missing, all broken

The art to improving theatre performance
is to combine a focus on improving the
end-to-end theatre process with engaged
and motivated staff and this is achieved
through creating the right organisational
environment.

Focusing on fixing any one of these
three elements does not lead to improved
performance of the theatres as a whole,
while a failure in any one of them will
crash the system completely. For example,

Clinical Assessment Service (NCAS) in
the field of behavioural markers in
clinical assessment with particular

instrumental in introducing

techniques into the process of pilot
conversion training within British Airways
on both the 737 and 777 fleets.
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