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What are the behaviours and rituals in the British Operating Theatres?
Research Proposal

Background
The behaviours and rituals of operating theatres have developed in complication over the
last few years with the improvement in the field of surgery. The important policies for
behaviours and rituals of theatre remain the similar. Cost, expediency and infection control are
important aspects that are supposed in preparing latest theatres(Parker, 1999 341-345). The
behaviours and rituals of employees inside operating theatres are both essential aspects that
participate to the improvement of surgical site contagion. Assistances behaviours and rituals
policies of theatre on infection control have existed for several years and different nations have
used them as common exercise. Just as behaviours and rituals of operation theatre, the
concentration on infection control has also modified over the times with the appearance of latest
methods like laminar air flow and positive pressure.

Aims and Objectives
The aim for this research is to present a completeassessment of the hospital operating
room condition to support risk review in British Hospitals, to make whether an important
operating room must have behaviours and rituals strategy. Situations in the operating room can
differ noticeably based on several aspects, like the kind of operation, methods of collection for
blood and fluids lost, and implementation of irrigation fluid(Parker, 1999 341-345). As an
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outcome, it is complicated to assign a single categorization to all operating theatres. The major
study aim is to focus how the environment of hospital participates to both the security and health
of patients and thereby impacts their recovery. This research observes how the ritualistic
approaches of anaesthetists and surgeons serve to controlhazards within the operating room,
thereby inhibiting organizational learning and allowing these hazards to reappear.

Research Questions
1. What are the historical improvements of surgical behaviours and rituals?
2. What is the justification for surgical behaviours and rituals?
3. What are the impacts of surgical behaviours and ritualson patient security?

Problem Statement
Present proof proposes that latest healthcare causes accidental harm to between 3% and
16% inpatients of hospital. The aspects applied include organisational complication, dependence
on possibly risky high-technology equipment and the shortage of teamwork training and
systematic communications for hospital employees(Harden, and Crosby, 1999 7-14). The
operating room is supposedly the situation where patient impairment is most possible. Work of
theatre is supposed as demandingthrough employees, and communication between members of
team as complicated and flawed.

Introduction

5

One of the anticipated results for the patient experiencing an invasive or operative
method is that he/she will be free from infectivity. So, it is the duty of all people of the surgical
group to give the excellent probable condition for surgical involvement. As different prevention
practices of infection are there in every surgical situation, the importance of surgical behaviours
and rituals, as it connects to patient security, is commonly ignored. The aim of this research is to
deliver an assessment of the effect of surgical behaviours and rituals on patient security in the
operating room (OR). A review of surgical behaviours and rituals will be presented. Moreover,
this research will present an assessment of the pertinent scientific study connected to pertinent
medical concerns, like the proper care, use, and controlling of surgical head covers and scrubs,
comprising home laundering. Methods to developing OR personnel observance with recognised
directions about the correct implementation of surgical behaviours and rituals will also be
defined(Harden, and Crosby, 1999 7-14).
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Literature Review
Behaviours and ritualsin practice of operating department, as explained through
subjectiveproof and present literature.Research defined thatjust 12% of doctors based infection
control (IC) exercise in the Operating Theatre on proof.Wicker defined sacred cows of IC
approach in pre-operativeexercise, and Parker discussed of ritualistic exercise.Behaviours and
ritualshave improved as historical literatures or real studies which generally become part of
aninstitution or culture. Behaviours and ritualsare explained as any activity performed according
to tradition, without consideration the motives why it is being exercised.Words which can be
connected with ritualistic approaches are: routine, protocol, habit and tradition.References are
there to the familiarity and comfort of ritualistic exercise, allowing employees to standardise
systems and processes of care. Wicker defined conditions which can be additional
capablymanaged, especially if they are not pleasant, with standardised practise. He also defined
that sacred cows are not restricted to nurses only and that medical employees like them
also(Harden, and Crosby, 1999 7-14).
To ‘debunk’ different Behaviours and ritualsof daily exercise for which no proof or
scientific source is there can appear logical but it should be completed against a source of
excellent infection control and keep the security of both healthcare professional and patient. It
must also be against a situation that identifies the significance of care, discipline and concern in
the department of operating theatre. The working team identifies that the advantages of excellent
practice of infection control are team based, and depend on all team associates having equal
standards of knowledge and understanding(Donaldson, 2002 89-95). Whereas individual features
of exercise can be matter to proposals within this research, patient result is influenced through
the excellent exercise through all people of the group. Principles of practice must so be set and
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equallyapproved through the team, with guidance and advice from the domestic Infection
Control Team.

Infection Control Policy
Excellent practice of infection control must be based on obtainable proof and
reliableimplementation of policy through all healthcare experts. Current studies have re-iterated
the important costs to patients if standards of excellent exercise are not pursued (National Audit
Office, 2000 86-88). The research proposed that every infection obtained through a patient must
be supposed a possibly deadly, lifelong or life intimidatingproblem of surgery or hospitalisation.
Every Operating Department must improve its individual IC policy plan(Donaldson, 2002 8995). The National Audit Office research proposes that 95% of NHS Trusts in UK have plans for
Infection Control but that 8% of these had not been modified throughout the last few years and
are severely outdated. The study proposes that time could be secured and constancyobtained if an
Infection Control Manual were improved through the Department of Health, to save ‘redevelopment of the wheel’.

Precautions – Standard or Universal
The hazard of infection is contained in the Health and Safety law of UK.The law defined
that a proper and adequatereview must always be prepared, although the extent for hazard
decline and the variety of possible control actions, and so the standard of detail needed in the
review, can be less for an action in group than for one in group (Redfern, 2005 125-132).The
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idea of Universal Precautions (UP), which proposes that all patients be managed with “full”
precautions of infection control, is not in accord with UK legal Health and Safety
philosophy(Pereira, and Lee, 1990 354-364).In fact UP has been changed in the Centres for
Disease Control recommendations for Isolation Precautions through “Standard Precautions”,
with extra precautions as and when observed properly.It appears possible, after “sufficient and
suitable” risk review, to apply precautions for particular methods in different patients (National
Audit Office, 2000 86-88).

Theatre Behaviours and Rituals
Different rituals are there in the operating theatre that hasdeveloped under the alleged
reason of averting post-operative injury infection. Whereas some doubt is there that the level of
bacterial stain of the operative injury is the important determinant of the occurrence of postoperative disease, the virulence of the organisms infecting the injury, the amount of tissue
trauma, and the ability of body to oppose that stain are all essential aspects.The ability of the
surgeon job the operation is demonstrated not just in the level of trauma that he/she causes but
moreover in his/her common action of the operation and consciousness of what is, and what is
not, compulsory in decreasing bacterial contamination of the infection(Pereira, and Lee, 1990
354-364).

Behaviours and Rituals in Patient Preparation
Patient Personal Clothing
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A present literature from UK no enhancement in disease rates in people experiencing
day-case force removal when the patients remained completely clothed to enter the theatre,
comprising their common shoes (National Audit Office, 2000 86-88). Brown described the
Behaviours and ritualsof creating patients coming to the operating room take away their
underwear as the “most illogical of rituals”. It is still exercised in different surgical units and
must be congested for the excellent motive that it causes discomfiture to the patient and serves
no helpful aim.Patients are also normally neededthrough hospital plan to wear a hat to cover their
hair, throughout surgery. No proof is there to propose that the hair of patients is the cause of an
improvement in infectivity in the Operating Theatre, and it would appear logical so to cease this
illogical exercise.

Patients Jewellery
The study proposes that jewellery must be separated where probable, but simple wedding
rings could be taped to the finger of patients if essential. Ring taping is not for disease control
aims but to prevent the rings being lost in the drapes. Ring removal can be extremely traumatic
for patients, and Redfern proposes that rather than putting the patient through this distressful
method, a thorough handwash earlier to surgery would be an excellent option(Pereira, and Lee,
1990 354-364).

Shaving
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It has long been exercise that the patient must be shaved pre-operatively in the faith that
elimination of the hair decreases the occurrencefor infection of wound. Shaving was commonly
performed on the night earlier to operation (National Audit Office, 2000 86-88). This approach
of hair exclusion can damage the skin, though, and this injury can cause enhanced hazard of
contagionthrough making microscopic infected lacerations through the period of
operation.Different other literatures have been performed: research discovered no variation in the
occurrence of postoperative infection between chemical depilation and shaving in 253 patients
but they observed that the depilatory cream secured time through permitting the hair to be
separated the day before operation and was helpful in areas that were complicated to shave
(Redfern, 2005 125-132).

Pre-operative Showering
The skin of patients is an important source of bacterial stain in clean injury operations.It
was common to ask the patient to shower or bath before optional surgical methods but no
evidence is there to propose these impacts rates of infection.Foord and Cruise demonstrated that
the implementation of hexachlorophene soap had a small impact in decreasing rates of infection
and showers became an essential part of the pre-operative arrangement of the patient (Redfern,
2005 125-132).

Preoperative Hand Hygiene
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It is essential for the doctor to wash his/her hands earlier to operating. How long the
preoperative wash or 'surgical scrub' must be and what kind of antiseptic must be applied is not
so generallyaccepted.Any method or agent of skin cleansing which causes skin abrasions must
not be applied and applying a brush of scrubbing on the skin is not suggested (Redfern, 2005
125-132).Dineen discovered no important variation between a 5 and a 10 minute
handwash.Ruden and Rehork applying a 5 minute early wash discovered that if the operation
was of less than hourperiod the wash early to the next operation required just before 1 minute but
for operations of additional than one hour the outcomes were uncertain and a longer wash can be
needed.

Skin Preparation at Operation
Lowbury and Lilly demonstrated that 1% iodine in 70% alcohol and 0.5% chlorhexidine
in 70% alcohol were the two most important antiseptics of skin for preoperative hand
cleansingthrough the surgeon and ‘scrub’ nurse.These two antiseptics have become famous for
implementation for skin arrangement of the patient in the operating theatre but different incidents
have been recorded in which diathermy sparks have caused the alcoholic vapour to blast(Wicker,
1997 31-34).Nelson and Gilliam have demonstrated that a two phase preparation of skin with
iodophor solution and aqueous iodophor scrub to be as important as a one phase application of
iodophor in alcohol solution.
Ritter et al reviewed the bacteriological impact of eight particular skin arrangement
agents – one triclosan compound, six iodophors and one hexachlorophene compound.They
defined that two of the iodophors, when used as sprays, explained great bactericidal
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performance, were less period using and were simple to apply than compounds which were
commonly used.No important dissimilaritywasthere in the rate of infection with any of the
agents.

Protecting the Wound
The bacteria that cause post-operative surgical injuryinfection can increase from different
sourcescommonly categorised into exogenous or endogenous.Endogenous defectincreases from
the bacterial flora of patient.Sites from which stainincreases contain the nares, skin, and the
bacterially colonised areas of the body – gastrointestinal area, the genito-urinary area, the
bronchial area, the antra and sinuses of the skull and the diseased biliary area.
Optional sources are exogenous, that is from the situation in which the operation is
performed.Sources here contain the instruments applied to do the operation or from the hands of
the surgeon and other healthcare staffs connected in the operation (Redfern, 2005 125132).Theimportant exogenous source is transmission through air.The air started trough the
system of ventilation in the operating theatre must be passed through bacterial filters and this is
managed with elsewhere in this research.

Surgical Drapes
The common use of a waterproof sheet over the caudal end of the injury – where tools are
commonly laid, is based on the view that this area achieves moist and the tools can be
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taintedthrough bacterial strike-through.If this is confirmedfor the caudal end of the injury it is
possibly suitable for all areas and ends of the wound.

Adhesive Sheets
Thin clear artificial adhesive incise drapes were presented in the 1960(Newble, 2005 680687).They remain to the entire operative area and to the surrounding reusable or disposable linen
drapes bypassing the requirement for towel clips.There were no clues that they decrease the
occurrence of post-operative infection of wound.Antiseptic impregnation of these drapes with
povidone iodine has been endeavoured but afresh, whereas decreasing a skin bacterial
enumerate, they manage not emerge to decrease the occurrence of infection.Johnston et al
analyzed the rate of recolonisation of the skin after distinct skin preparations. Recolonisation of
the skin was decreased through the submission of an idophor impregnated incise drape in
evaluation with other skin groundwork approaches. The outcomes displayed a considerably
decreased rate of recolonisation of organisms on the skin that could be mechanically moved to
the injury for demonstration but these researchers did not enquire alterations in the occurrence of
later infection of wound(Newble, 2005 680-687).

Wound Guards
Polymeric sheet put over the injury for instance with an adhered ring inside the peritoneal
cavity to contain these in area emerge to decrease bacterial stain of the injury throughout open
bowel operation but, no decrease in the occurrence of injury contamination has been explained.In
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a randomised managed research Psaila et al displayed no distinction between adhesive artificial
drapes with or without an interior artificial ring protection and patients having standard piece of
cloth towels(Newble, 2005 680-687).Nystrom et al in a research of 140 patients shown that the
wound ring drape stopped neither stain neither contamination of the injury in colorectal
operation.

Gloves
Gloves play a double role:
•

As an obstacle for individual security from blood and exudates of patients

•

Tokeep away bacteria from the hands of surgeon from entering the surgical area.
Double gloving can be painful, decrease manual dexterity and tactile sensitivity but it

presents enhanced security from penetration of needlestick wounds. The implementation of
double gloves also declined the percentage of hand stain.

Face Masks

The implementation of masks to decrease post-operative wound diseases is doubtful. Orr
described that there was no boost in contamination rate when masks were not damaged for
common operation.Bacterial shedding up on the operative area was discovered through Berger et
al to be considerably greater when no mask was worn (Redfern, 2005 125-132).A connection
between density of contaminant and injury contamination rate could not be made.Oral microbial
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flora dispersal through unmasked male and feminine volunteers, failed to infect revealed resolve
plates put on the functioning data.Hunt and Mitchell proposed, thus, that the wearing of face
masks through non-scrubbed employees employed in a functioning room with plenum
ventilation seems to be unimportant.

Theatre caps

Humphreys et al proposed that non-‘scrubbed’ employees manage not require to wear
headgear since productive theatre ventilation likely counteracts any boost in bacterial
shedding.‘Scrubbed’ employees must extend to wear disposable headgear because of their
immediacy to the functioning area, especially in a laminar flow field.In spite of the clues,
headgear is damaged through all theatre employees in different UK functioning agencies, distinct
hues is often utilised to show superiority(Newble, 2005 680-687).

Theatre Linen
Different areas are there where linen or other fabrics are applied in the operating theatre,
apparently to stop infection:
•

The clean linen into which employee modification on entering the surgical suits,

•

The linen worn through the patient,

•

Theover gowns worn through employee on leaving the section for short time,
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•

The sterile gowns worn through the ‘scrub’ group,

•

The sterile drapes applied around the operation opening.

Bacterial strike-through

The proficiency of the material utilised for gown and drapes building to avert fluid
saturation and with it wicking or bacterial strikethrough through capillary activity can be
compulsory.The advantage of this material is not just the persevering in periods of decreasing
bacterial contamination of the injury but can be significant in stopping the transmission of viral
contamination from the persevering to the surgeon or aide must they have an open injury
revealed to body-fluid or body fluids by the gown(Newble, 2005 680-687).Hubble et al
displayed that resolve plates can be variable as a procedure of considering the purity of theatre
air schemes because of the shedding of pathogens through the surgeon standing exactly over the
injury in laminar flow ventilation can falsify the counts.

European Standard for Theatre Gowns and Drapes

The Working Party realise that the CEN (Committee European de Normalisation) has
bound with the European Commission to set up an important European Standard of rudimentary
obligations for disposable and re-usable components to defend the persevering and operational
team.The latest preliminary standard suggests drapes and gowns to be resistant to fluid
penetration, opposed to to microbial penetration with a negligible issue of particles(Newble,
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2005 680-687).Additional use of cotton fabric and polyester-cotton-blended drapes and
operational gowns is not suggested.

Theatre Footwear
The floor exterior of the functioning theatre must be kept clean but the influence this has
on contamination rates continues unsure. Literatures of bacterial contamination of the
functioning theatre corridor levels show that a change of footwear must happen as far from the
functioning theatre as probable(Newble, 2005 680-687). Well fitting footwear with resistant
soles must be damaged and frequently cleansed to eliminate splashes of body-fluid. All footwear
must be cleansed after every use, and methods must be in area to ensure that this is attempted at
the end of every operation.

Departmental Behaviours and Rituals
Visitors to the Operating Department
People who go in the theatre convoluted require not change while those going into the
Operating Theatre itself, must be correctly dressed.Other carers are normally asked for to
experience the ceremonial of getting dressed with overshoes and over-gown to escort the
persevering to the anaesthetic room. No proof is there to help this action, and overshoes have
been demonstrated to completely boost contamination dangers to the wearer(Newble, 2005 680687).
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Airborne Contamination
Microbial dispersion rises with action. Different microbes in theatre air are from
employees and couple of from the patient. Every air change will, presuming flawless blending,
decrease airborne contamination to 37% of its previous position(Newble, 2005 680-687).A
theatre must have an air change rate of round 20 air alterations per hour and the result of this rate
of modification on air dilution is considered in the part of this Working Party report deserving
Microbiological Commissioning and Monitoring of Operating Theatres.

Surface Contamination

Surfaces that manage not have direct persevering communicate manage not become
additional contaminated after soiled than after clean operations. Surfaces for example
functioning benches and other furnishings, and devices that make communicate with more than
one persevering have a larger promise for transmission of contamination between “dirty” and
later situations than does air(Newble, 2005 680-687).In the nonattendance of sterilisation, the
only functional decrease of viable microbes will be through disinfection and cleansing.These
decontamination methods are substantially influenced through the diligence with which they are
performed.It appears inescapable that, when there is information of an “infectious” persevering,
diligence will be enhanced. The custom of putting soiled situations at the end of a register helps
this diligence(Fordham, 2005 41-48).

Movement in the Theatre Complex
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The major paths of microbial application into an open clean surgical injury are from the
skin of patient, from the hands of surgeon or through airborne microbes resolving into the injury
or up on devices that will be utilised in the injury (Fisher, and Reddy, 2006 797-806).Control of
action in, and application into, the theatre natural environment is directed at decreasing the
airborne contamination routes. Common traffic in and out of the functioning theatre itself must
be decreased as far as probable. Doors must be shut in position to increase the effectiveness of
the ventilation system.

Environmental Cleaning in the Theatre Suite

The inanimate theatre natural environment must, under usual attenuating components,
have a negligible assistance to the occurrence of postoperative infection.Floors and partitions
will not be sterile neither is there any issue in seeking to accomplish that position. Floors are
quickly re-contaminated after disinfection and cleansing. Floors of functioning theatres must be
cleansed at the end of every operation(Fordham, 2005 41-48).Disinfectants are not needed,
exception from their use in the exclusion for spillageof body fluid. Spillage on levels must be
taken when likely and the area cleaned with detergent and dried.Walls and upper exterior are
seldom very powerfully contaminated; for common housekeeping reasons, cleansing them two
times a year is liable.

Methodology
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Participants

Contestantswill be a large, heterogeneous group comprising of patients, operational trainees,
advisor surgeons, theatre practitioners and anaesthetists(Fordham, 2005 41-48). Ethical
acceptance will be initially been got for the research to consider advisor surgeons with surgical
trainees. However, the research will start in the medical setting there will be some anxieties lift
through some advisors that the research might constitute a try at ‘revalidation through the back
door’. It will be absolutely crucial that the advisors will helpful of the research as their
evaluations of trainees will supply the facts and numbers essential to response the prime study
question.

Study Design and Methodology

The plan will be a potential, observational research inside the theatres of the three clinics
in Sheffield. Trainees will be discerned accomplishing entitled catalogue surgical methods in six
specialties (Fisher, and Reddy, 2006 797-806). The methodology of the evaluations will direct
fact of trainee’s surgical presentation pursued through the provision of organised evaluation
rankings through taught assessors as asserted by the criteria, measures and ranking levels of
every individual tool. We will address the function of the assessors in this research to be
observer-as participant, part-way along the continuum from entire reviewer to entire participant.

Specialties and Index Procedures
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The catalogue methods will be chosen through the study group in teamwork with every
surgical specialty and after later acceptance through the Steering Committee (Fisher, and Reddy,
2006 797-806). The catalogue methods will comprise usual methods for every specialty that will
be presented on a normal cornerstone, permitting for common evaluations over disperse of
trainee grades.

Assessment Tools and Questionnaires

Procedure-based assessment

Procedure-based evaluations will be accessible for all the non-O&G catalogue methods,
having been in writing through the applicable SACs for the OCAP and ISCP. Particularly for the
reason of this research, PBAs will be evolved for the O&G catalogue methods. These will be
made a draft through the study group through blending the generic PBA template from the ISCP
with the applicable task-specific OSATS checklist (Fisher, and Reddy, 2006 797-806). They will
flow for reconsider and agreement of affirmation through five O&G medical supervisors,
encompassing the events director. Extra task pieces will be encompassed from proposals
suggested through the medical supervisors.

User-satisfaction and Acceptability Questionnaires

The research questionnaires will be made a draft through the study group next the
reconsider of released direction on questionnaire conceive and demonstrations of learning
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questionnaire-based literatures(Pratt, 2000 69-74). The questionnaires will be reconsidered
through the Chairperson of the Steering Committee and these proposals will be encompassed in
the last versions. The NOTSS group will confer on plan of the NOTSS questionnaire, and
different inquiries will be utilised acclimatized with consent from their released questionnairebased study. The supplement of the O&G specialty in June 2007 needs added questionnaire
improvement to assess the OSATS device, with inquiry changes because the PBA device is not
utilised for teaching inside this specialty. The format of the O&G questionnaires will modify
considerably to account for these O&G dissimilarities with recommendations from a lecturer in
communal sciences with an experience in questionnaire plan (Beard, 2005 841-851).

Sampling

The trying objective is that not less than two reviewerswill consider every surgical trainee
undertaking every catalogue method in their specialty on at smallest two events, equating to a
smallest of eight evaluations per trainee in those specialties with two catalogue methods and
additional evaluations per trainee in those specialties with added catalogue procedures. This
trying scheme is conceived to permit the estimation of variety in trainee presentation between
one-by-one situations and kinds of catalogue method and dissimilarities in case complication,
with variability in reviewer subjectivity and stringency(Donaldson, 2002 89-95). Additionally,
the methods will be considered as close simultaneously as likely for a trainee to bypass any
important teaching effect. In this style, the research methodology will adjust to give
performance-focused evaluations most matched to reliability assessment.
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Sample Size

Generalisability idea presents a dependability estimate. It is not a hypothesis test and does
not thus encompass an acknowledged set about for power measurement. To make dependable
approximates it is absolutely crucial to experiment every applicable component as broadly and
representatively as probable. The suggestion at the start of the research will to employ 50–60
surgical situations for every catalogue method, which provided a total of 450–540 cases. In
outlook of primary adversities with recruitment and the supplement of farther catalogue methods,
the Steering Committee will suggest a total of not less than 300 situations with an excellent
disperse over specialties and catalogue methods (Beard, 2005 841-851).

Possible Outcome

The facts and numbers will display the foreseen approaches. The distinct surgical
specialties have distinct profiles with esteem to the comorbidity of patients and the complication
of operation. These additional convoluted operative situations on additional reliant patients
characterize the catalogue situations inside cardiac, colorectal and vascular specialties, as top GI
and O&G specialties encompass less high-risk catalogue situations on fitter patients. There is a
great variety in the extent of procedures, which is leveraged through case problem with surgical
skill/aptitude. Longer and higher body-fluid decrease procedures on additional reliant patients
are affiliated with larger extents of clinic stay and a larger prospect of HDU/ICU stay and
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postoperative problems. As anticipated, situations were affiliated with the utmost number of
HDU/ICU resides and postoperative problems.
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