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Abstract 

This study aims at developing standards for the operating department at Benha university Hospitals and measuring its validity and applicability. Subjects of this study were 70 nurses working at (general surgery, orthopaedic, urosurgery, neurosurgery and ENT) ORs and 36 experts of jury group. Tools for this study were four: 1) perioperative standard questionnaire, 2) observational checklist 3) nursing audit 4) nurses opinionaire. And the Results of this study indicated that: 

· There was no operating department philosophies, organizational chart, job description, policies & procedures manual and no written guidelines for infection control in ORs.

· All circulating nurses done the following items unsatisfactory; sterilization & disinfection, sanitation of all rooms and equipment used, preoperative skin or body cavity preparations, effectively prepare the environment, documents and reports patients' conditions. 

· All scrub nurses done the following items in a satisfactory result, (more than 60%) preparing the equipment for each specified surgery and handling the surgeon with sterile equipments.

· Also, all scrub nurses done the following items unsatisfactory (less than 60%); assuring that surgical services are consistent with patients needs, using approaches to effectively monitor and evaluate patients' conditions and using approaches to effectively count sponges, gauze and instruments before wound closure.

· The Highest percent (55.7%) of nurses viewing the direction of OR department by a registered professional nurse is not important.

· The majority (98.6%) of nurses viewing the anesthesia nurse as OR staff is important.

· The highest percent of the nurses’ opinions viewing the documentation of the following items is not important; types and amount of all fluids administered, unusual events during surgical procedures, adverse reactions and measures used to manage them, blood loss, urinary and drainage output, tubes and drains.

The study concluded that the proposed operating rooms standards were validated and agreed by external and internal jury and examined its applicability in the operating rooms. Also, It is recommended that the developed OR standards be used in the hospital. It should be disseminated to the staff of all operating rooms at Benha university Hospitals. Also it must be revised periodically to keep up to date with recent changes. 
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Introduction

Trends in health care have mandated increased control of costs, efficient use of resources and supplies, decreased length of stay for surgical patients, and shifting of many surgical procedures from inpatient to ambulatory care settings. Along with this shift has come an increasing awareness of the need for continued quality improvement in the provision of perioperative patient care which should be based on established standards of care (Rothrock, 2003).

Standards are an authoritative statements that describe a common or acceptable level of client care (Ellis and Harty, 2000). They are valid acceptable definitions of the quality of care (Sale, 2000), and they delineate the aspects of care every patient will receive also, they  are consistent across all the patient care areas in the facility (Allan, 2000). Standards of care are the measure by which the legal system evaluates the conduct of a nurse. They are designed to ensure appropriate, consistent, comprehensive, high quality care to all. The nurse judged against professional standards (Rothrock, 2003; Marquis and Huston, 2006). 

Standards of nursing are valuable to the nursing profession because they provide a consistent basis for practice, shape the profession toward attainment of common goals, and can be used as both a legal and an ethical model from which to evaluate actions and interactions between nurses and the consumers of their care. Standards of nursing apply not only to practice, but also to the way in which nursing practice and the profession as a whole is conceptualized in terms of legal and ethical requirements and responsibilities (George, 2002).
When standards of nursing care are developed, the level of nursing personnel required to implement these standards can be specified, individualized care plans for clients can be planned, and the cost of providing nursing care can be determined. In addition, organization accreditation standards can help develop policies to eliminate out moded procedures, cut waste by reducing over use and redundancy, and make health system more efficient by encouraging the provider staff to review and evaluate the every basics of there operations (Particia, 2000).

The nursing profession has three types of standards: Structural standards: these provide the framework for the system in which nursing care is delivered. Examples include the Joint Commission of Accreditation of Healthcare Organizations (JCAHO), American Nurses Association (ANA), and Association of Operating Room Nurses (AORN). Administrative standards. Process standards:  these are nursing oriented and describe the activities and behaviors designed to achieve patient centered goals. Examples include the ANA standards and perioperative nursing standards, both based on the nursing process, which describe the correlation between the nursing process activities and the quality of patient care rendered. Outcome standards: these standards focus on what has happened to the patient as a direct result of nursing intervention.

Standards for perioperative nursing practice, these standards, originally written in 1975, published in 1981 and revised in 1992, establish a basic model with which to measure the quality of perioperative nursing practice by establishing these standards, the profession puts its obligation to quality patient care into daily practice. Through the association of operating room nurses (AORN), the professional body for perioperative nursing practice, the standards have created a tool with which to measure how the profession in general and individuals in particular are performing compared with acceptable levels of practice expected by their colleagues, society and the patient entrusted to their care. AORN has demonstrated an ongoing commitment to the surgical patient though its concern for the quality of perioperative nursing practice to assist in the provision of quality patient care, AORN has developed statement of the standards for perioperative nursing practice are based on the nursing process frame work (Fairchild, 1993). 

Perioperative nursing provide specialized care to the surgical client, promoting the return to optimal function. The goal of perioperative nursing practice is to assist clients, their families and significant others to achieve a level of wellness equal to or greater than that which they had before the procedure (AORN, 1995). 

Perioperative nursing should include a systematic series of interventions directed toward preoperative assessment development and implementation of an individualized intraoperative plan of care, postoperative evaluation of the patients responses and of the expected outcomes should be ongoing following nursing care (Atkinson, 1996 and Rothrock, 2003).

Perioperative nursing includes three distinct phases: preoperative, intraoperative, and postoperative. In each phase, the nurse plays an integral role, using the nursing process to individualize care and meet the surgical client's specific needs. The preoperative phase includes all the activities necessary to prepare the client properly for surgery. It begins when the decision for surgery is made and ends when the client is transferred to the operating room bed (Timby, 2003).

The intraoperative phase includes those activities that occur from the time the client is transferred to the operating room bed until the time the client is transferred to the postanaesthesia area. Intraoperative nurses include the scrub and circulating nurses (Taylor, 2001 and Timby, 2003).

The postoperative phase begins when the client is transferred into the recovery facility and ends with a resolution of surgical consequences. This phase may be short (less than a day) or lengthy (several months or longer), depending on the nature and extent of the procedure and the client's ability to recover from it. Nurses in the recovery facility, nurses in the post surgical unit and nurses in extended care or home care settings use the nursing process during the postoperative period to individualize client care (Hirnle, 1996).

The OR or surgical suite environment is physically isolate from other areas of the hospital or surgical clinical in the surgical suite. There also are separate clean and contaminated areas. Surgical suites are designed to be efficient, in that the needed equipment and supplies are immediately available for use. Usually the furniture is made of stainless steel for easy cleaning and disinfecting (Timpy, 2003).

Specific traffic patterns for personnel, patients and supplies and equipment must be established to maintain aseptic environment and provide the services needed to perform safe and effective surgery. Signs should clearly mark the area and the environmental controls and/or restrictions required ideally, each patter is unidirectional; that is the flow of traffic is from entry to exit and from clean to dirty unrestricted area, semi restricted area, and restricted area are the main zones should be considered in the operating room suite (Fairchild and Fogy, 1993).
Standards are developed by professionals or any member of the health care team working in a particular area or with a specific concern group. These standards are statements that are specific and concern activities in wards and units. They are presented in statements of performance to be achieved within an agreed time and are acceptable, achievable, observable and measurable (Sale, 2000).

Standards are created through a process, which starts at a feasibility stage, and progresses through research and development to result in a new standard proven for repeatable applications. Standards are maintained through a process of selection, measurement, and correction of work, so that only those products or services, which emerge from the process, meet the standards (Hood and Leddy, 2003). 
Criteria make the standard work because they are detailed indictors of the standard and must be specific to the area or type of patient criteria describe the activities to be performed, whereas the standard states the level at which they are to be performed (Sale, 2000).

Once standards and criteria are established, standards should be measured for achievement. Measurement of achievement means that stated criteria is needed to ascertain whether standards are met or not. The criterion-based performance is superior to other forms of rating because it describes behavior and not traits and thus objectivity is assured (Cookfair, 1996; Donabedian, 1995).
There are two approaches to monitoring standards retrospective evaluation and concurrent evaluation. Retrospective; involves all the assessment methods that occur after the patient or client has been discharged. Concurrent; involves assessment that takes place while the patient or client is still receiving care. Concurrent approach is perhaps more valuable as it gives staff the opportunity to correct any negative outcomes while the patient is still in their care (Swansburg, 1993).

An audit is a systematic and official examination of a record, process, or account to evaluate performance. Auditing in health care organization provides managers with a means to determine the quality of services rendered (Marguis and Huston, 1998). Auditing quality gives very useful information that can help in developing quality standards (Flippo, 2000).
Perioperative nurses need to be able to continuously audit, evaluate and assure the quality of care they provide (Wicker, 2000). Regular audits are undertaken to ensure that the standards are being achieved with the assumption that if they have been correctly defined and reviewed, a high quality of service will be followed (Flippo, 2000).

So each organization and profession must set its own standards to guide individual practitioners in providing safe and effective care meanwhile, the standards allow nurses to carryout professional roles, and is serving as protection for the nurse, the patient and the institution where health care is given standards are commitments and assurance that the highest quality of care will be provided to all patients in all health care settings (Taylor, 2001). So, the present study intended to develop and validate standards for the operating rooms. 

Aim of the study 


The aim of this study is:

1- Developing standards for operating department at Benha University Hospitals. 

2- Measuring its validity and applicability.. 

Review of literature
The operating room is a complex environment with many hazardous substances as well as equipment. The perioperative nurse plays a critical role in helping maintain a safe environment for the patient in surgery as well as for other members of the surgical team. Safety and welfare of patients during surgical interventions are primary concerns of perioperative nurses. Patients entering perioperative settings are presented with numerous risks such as risk for infection, impaired skin integrity, ineffective thermoregulation, deficient or (excess) fluid volume, allergy response, injury related to perioperative positioning and chemical, electrical and physical hazards wrong site surgery, medication errors,  equipment malfunctions. Patient protection and advocacy rely on the nurses' ability to integrate knowledge and skills, and apply standards of care and appropriate policies and procedures in patient care activities (Jane, 2003).
The surgical suite consists of specific areas in which selected tasks are performed. These are the procedure rooms, storage areas (sterile and non-sterile), and ancillary support areas, such as the preoperative holding/admission area, the post anaesthesia care unit (recovery room), satellite pathology labs, and pharmacy dispensaries within the suite. The overall floor plan of a surgical suite is divided into three areas, or zones which are directly or indirectly involved with the operative procedure, equipment, supplies, or personnel. The zones represent the type of activities, dress code, or restrictions for that zone. The design of size of the operating suite is usually determined by the functions and needs of the institution and community it serves (Fair child, 1993).
The number of rooms required depends on the No. and length of the surgical procedures to be performed and the type of distribution by specialties of the surgical staff and equipment for each. It also depends on the proportion of elective in patient and emergency surgical procedures to ambulatory patients with minimally invasive procedures. Other factors include the scheduling policies related to the number of hours per day and days per week the suite will be in use, staffing needs, and systems and procedures established for the efficient flow of patients, personnel and supplies (Atkinson, 1996).
The design of the surgical services department must be made with consideration for adequate space for storage of supplies and equipment. Every surgical suite should have an emergency signal system that can be activated inside each operating room. A light should appear outside the door of the room involved, and a bell should sound in a central nursing or antesthesia area. All personnel should be familiar with the system they should know both how to send a signal and how to respond to it (Rothrock, 2003).
Designing a safe environment incorporates features that prevent or control the risk of infection, fire, explosion, and chemical and electrical hazards. Well devised traffic patterns, material handling systems, disposal systems, positive pressure, filtered ventilation, and high-flow, unidirectional ventilation systems for special applications all contribute to a safe surgical environment (Rothrock, 2003). 

The surgical team consists of an anesthesiologist, surgeon and his or her assistants, and intraoperative nurses. The anesthesiologist is a physician who has completed 2 years of residency in anesthesia. This person is responsible for administering anesthesia to the client and for monitoring the client during and after the surgical procedure. The anesthesiologist assesses the client before surgery, writes preoperative medications orders, informs the client of the options for anaesthesia, and explains the risks involved (Timby, 2003 & Huttle, 2005).

The anesthetist may be a medical doctor who administers anesthesia but has not completed a residency in anesthesia or a registered nurse who has completed an accredited nurse anesthesia program and passed the certification examination. The anesthesiologist supervises the anesthetist. The anesthesiologist and anesthetist are not sterile members of the surgical team, meaning that they wear OR attire but they don’t wear sterile gowns or work within the sterile field (Smith, 2003).

The surgeon is responsible for determining the surgical procedure required, obtaining the client's consent, performing the procedure, and following the client surgery. Surgical assistants are classified as either first, second or third assistants the first assistant may be another physician, a surgical resident or an registered nurse (RN) who has appropriate approval and endorsement from the American operating room nurses. The American college of surgeons, second or third assistants are registered nurses (RNs), licensed practical or vocational nurses, or surgical technologists who assist the surgeons and first assistant. All assistants are sterile members of the surgical team, they wear sterile gloves and gowns over OR attire and work within the sterile field (Smith, 2003). 

Operating room nurse (the circulatory nurse and the scrub nurse) the circulatory nurse manages the operating room and protects the safety and health needs of the client by monitoring the activities of the members of the surgical team and monitoring the conditions in the operating room. The scrub nurse is responsible for scrubbing for surgery, including setting up sterile tables and equipment and assisting the surgeon and surgical technicians during the surgical procedure (Huttle, 2005). 

Perioperative Nursing:

The perioperative nurse works in collaboration with surgeons, anesthesia providers, and other health care providers to plan the best course of action for each patient to ensure the highest quality of care (Rothrock, 2003) perioperative nurses provide care designed to meet individual patient needs through use of the nursing process (AORN, 1995). Perioperative nurses scrub, circulate, assist during surgery, manage, teach, and conduct research from admission through discharge and home follow up (Rothrock, 2003). 

Perioperative nursing practice provides for and/or  improves the quality of nursing care delivered to patients undergoing operative and other invasive procedures. Perioperative nursing is a purposeful and dynamic process. By planning patient care and identifying required nursing interventions and actions, perioperative nursing is the delivery of scientifically based care; understanding the necessity for certain techniques of care; knowing how and when to initiate them, being creative in maintaining a technique when to initiate them, being creative in maintaining a technique when the situation calls for flexibility; and evaluating the safety, cost, and outcomes of the care delivered (Rothrock, 2003). 

Perioperative nursing practice begins with the prospect of an operative or other invasive procedure and includes evaluating the outcomes of nursing care. Perioperative nursing is a specialized area of practice in which the components of practice are observable nursing behaviors. These behaviors may vary and are dependent on the various practice roles of the registered nurse, which include scrub person, circulator, manager, educator, researcher, and registered nurse first assistant (AORN, 1997). This components include providing patient care within an environment conducive to effectiveness and efficiency, meeting patient needs in a caring manner and in conformity with established standards, and achieving designed outcomes or reducing the probability of undesired outcomes as perceived by the patient through properly implemented practices. These components imply that quality of care focuses on the service provided to meet the identified needs of the patient and on the process of performing the necessary tasks to ensure safety and efficiency (Alkinson, 1996).
Perioperative nursing includes three distinct phases: preoperative, intraoperative, and postoperative. In each phase, the nurse plays an integral role, using the nursing process to individualize care and meet the surgical client's specific needs. The preoperative phase includes all the activities necessary to prepare the client properly for surgery. It begins when the decision for surgery is made and ends when the client is transferred to the operating room bed (Timby, 2003). 
In the preoperative care area, the final preparations for the client's surgery are completed. The final assessment is accomplished and the IV access is established. When the client is arrived in the operating room the operating room nurse reviews the client's record and notes any physician orders. A brief assessment is conducted to determine the client's physical and emotional status. Tubes such as intravenous (IV) lines and urinary catheter are checked for patency. The comfort and pain levels of the client are determined, as well as his or her communication ability, emotional needs, and ability to cope with the planned surgery. Any questions the client may have are identified and answered. Most hospitals or surgical facilities use a preoperative checklist to ensure that all assessments and procedures for the client are complete before surgery (Hirnle, 1996). 
The intraoperative phase includes those activities that occur from the time the client is transferred to the operating room bed until the time the client is transferred to the postanaesthesia area (Timby, 2003). Intraoperative nurses include the scrub and circulating nurses. The scrub nurse is responsible for maintaining the integrity, safety and efficiency of the sterile field throughout the operation. The scrub nurse closely follows the procedure and provides the surgeons with the sterile instruments, sterile supplies and equipment, and the sterile sutures. Anticipating what will be needed throughout surgery (Smith, 2003).
Anticipation helps to minimize the time the client is anesthetized and the time the wound is open, which decreases potential complications. Other responsibilities include preparing the sterile tables before surgery. The scrub nurse must thoroughly understand the principles of asepsis, anatomy and tissue care, as well as the surgical objectives. The scrub nurse also must have the knowledge and skills to anticipate needs of other members of the surgical team and the ability to make decision and perform interventions in an emergency situations (Smeltzer & Bare, 1996 in Craven, 1996).
The circulating nurse closely monitors and coordinales all activities in the operating room and manages the nursing care required for each client. This role, as the client's advocate, is critical to the safety and welfare of the client. In addition, the circulating nurse is responsible for maintaining accurate written records and ensuring the continued sterility of the procedure and the safety of the client. She wears operating room attire but not a sterile gown responsibilities include obtaining and opening wrapped sterile equipment and supplies before and during surgery, keeping records, adjusting lights, receiving specimens for laboratory examination, and coordinating activities of other personnel, such as the pathdogist and radiology technician (Smith, 2003). At the end of the procedure the circulating nurse, the surgeons, and the anesthetist provide for the safe and timely transport of the client into the recovery area (post anesthesia care unit) (Timby, 2003).
The circulating nurse manages client care in the operating room environment and protects the safety and health needs of the client. Protection involves controlling the environment for cleanliness, temperature, humidity, and lighting. The circulating nurse ensures that the client's rights are protected and coordinates client care in the operating room. Coordinating activities of related personnel (e.g., laboratory, x-ray) and monitoring aseptic practices. The circulating nurse and the scrub nurses are responsible for accounting for all sponges instruments and sharps before the beginning of the operation and before closure begins ensure patient safety (Smeltzer & Bare, 1996 in Craven, 1996).
The postoperative phase begins when the client is admitted to the post anesthesia care unit (PACU) and extends through follow up home or clinic evaluation (Huttle, 2005). The postoperative phase begins when the client is transferred into the recovery facility and ends with a resolution of surgical consequences. This phase may be short (less than a day) or lengthy (several months or longer), depending on the nature and extent of the procedure and the client's ability to recover from it. Nurses in the recovery facility, nurses in the post surgical unit and nurses in extended care or home care settings use the nursing process during the postoperative period to individualize client care (Hirnle, 1996).
The postoperative period designates the time that the client spends recovering from the effects of anaesthesia, it lasting from admission to the recovery area to the complete recovery from surgery. The postoperative phase itself can further be broken down to phase 1 (providing patient care from a totally anesthetized state to one requiring less acute nursing interventions phase II (preparing the patient for self or family care or for care in a phase III extended care environment), and phase III (providing ongoing care for those patients requiring extended observation or intervention after transfer or discharge from phase I or II) (Taylor, 2001). Factors such as the client's age and nutritional status, preexisting diseases, type of surgery, and length of anaesthesia may affect the duration, type, and extent of nursing management (Smith, 2003).
The postoperative phase involves those activities that occur from the time the client is transferred from the operating room until he or she has progressed beyond the acute phase of his or her recovery (AORN, 1995). This phase requires the nurse to monitor a number of parameters closely and frequently, including maintenance of an adequate airway, vital signs, blood gas and electrolyte values, level of consciousness, blood loss, intravenous fluid administration, level of regional blook (if used), emotional state, level of pain control, and tolerance of the procedure, the nurse continues assessing respiratory status, bowel status, incision status, and the client's tolerance of fluid and food.

The primary responsibilities of the nurse in the recovery facility are assessment and continual monitoring of the client's condition until the effects of the anaesthetic subside and the client's physiologic status stabilizes. The nurse provides a safe environment for the client so that injuries does not occur (Poole, 1993 in Hirnle, 1996). The outcomes of surgical interventions are related to the quality of perioperative nursing care provided (Rothrock, 2003). Each nurse is accountable for his/her own quality of practice, and is responsible for the use of the standards to ensure comprehensive nursing care. Meanwhile, the standard allows nurses to carry out professional roles, and is serving as protection for the nurse, the patient and the institution where health care is given (Taylor, 2001).
Since perioperative nursing is referred to as the practice of professional nursing in the operating room, it too needs standards that state the minimum performance competencies required for the implementation of quality patient care during the perioperative period (Fairchild, 1993). 

Standards is a model of expectation, it is the expected behavior or conduct. It is not an evaluation instrument in itself, but does provide a yard stick for measuring the quality of service provided. Each organization and profession must set its own standards to guide individual practitioners in providing safe and effective care. Standards for nursing practice define the scope and dimensions of professional nursing. These standards generally exemplify optimal performance expectations and have provided a basis for the development of organizational and unit standards nation wide (Huston and Marquis, 1998).
Standards are valid, acceptable definitions of the quality of care (Sale, 2000) or model against which actual results can be compared (Flippo, 2000). It is a written value statement of rules, conditions and actions in a patient staff member, or the system that are sanctioned by an appropriate authority (Katz, 1997). They are define nursing care outcomes as well as nursing activities and structural resources needed, which are used for planning and evaluating nursing care (Rothrock, 2003).
Nursing practice standards are descriptive statements that reflect the nature of current nursing practice current knowledge, and current quality of patient care (Sale, 2000).
According to the ANA standards of clinical nursing practice, they are "Authoritative statements by which the nursing profession describes the responsibilities for which its practitioners are accountable (George, 2002). 

Importance of standards:

Standards of nursing are valuable to the nursing profession because they provide a consistent basis for practice, shape the profession toward attainment of common goals, and can be used as both a legal and an ethical model from which to evaluate actions and interactions between nurses and the consumers of their care. Standards of nursing apply not only to practice, but also to the way in which nursing practice and the profession as a whole is conceptualized in terms of legal and ethical requirements and responsibilities (George, 2002).
Standards are a commitment and an assurance that the highest quality of care will be provided to all patients in all health care settings. These standards serve as a guide line for peer evaluation, employee assessment and self evaluation of nursing practice. They are a means for establishing accountability of nursing care rendered by the professional nurse. Standards provide for the uniformity of perioperative nursing practice on a national level, and are modified or revised continually to accommodate changes in theory, skill or knowledge of nursing practice (Fairchild, 1993).
Standards can be used as a criteria for quality assurance studies, to assess the current levels of practice rendered by the health care team, services provided by the organization or both provide a frame work for further investigation, so that current practices are derived from theory developed by authorities within the nursing profession, provide for sharing a common language with nursing professionals, which can cross barriers between specialties (Fairchild, 1993). 

Well written standards enable professional to describe, in measurable terms, the care they provide for patients, what is required to carry out that care and what the expected outcome will be. Standards can be used to obtain information to monitor care, assess the level of service, identify deficiencies, communicate expectations, introduce new knowledge and make explicit of what professionals do (Sale, 2000).
Standards of care are pervasive and fundamental to and should be the basis for job descriptions and the standards of nurses’ practice. They should relate intimately to the client acuity and assignment system and they should give guidance to orientation and in service (Huber, 1996). 

Sources of standards:

Because a standard is considered the minimum level of performance required, they must be achievable to meet competency levels. Standards are derived from four acceptable sources: opinion: of knowledgeable professionals, authority: national organizations or agencies, research: concurrent and descriptive, theory: scientific basis 

Standards focus on the nurse and define the activities and behaviors needed to achieve identified patient outcomes. Standards of care are the measure by which the legal system evaluates the conduct of nurse. They are designed to ensure appropriate, consistent, comprehensive, high quality care to all. The nurse is judged against professional standards (both local and national) set for nursing practice by our professional organizations.

Standard statements are agreed level of performance. The levels are appropriate to the population addressed, which reflects what are acceptable, achievable, observable and measurable. A standard statement is professionally agreed means that a group of professionals or members of the health care team get together and in discussion, agree a standard, taking into account research findings and changes in practice.

The first and vital step in standard setting is beginning the provision of continuity of care for the patient. Discussions about what should be done, by whom, how and when. The standard statement should include the indicators of quality. The second part of the statement which relates to a level of performance means establishing what the nurse is trying to achieve for the patients, clients within the resources available, and reaching the desired outcome. “Appropriate to the population addressed means to the care group for which the standard is written, talking into account the patient or client’s and relatives’ needs, negotiating care with patients or clients and developing shared plans of care. The standard may be written for children for patients admitted for surgery and so on (Sale, 2000). 

Types of standards:

Different types of standards are used to direct and control nursing actions. Standard can be normative or empirical, depending on the author’s level of aspiration. Normative standard describe practices considered good or ideal by some authoritative group. Empirical standard describe practices actually observed in a large number of patient care settings. Therefore, normative standards describe a higher quality of performance than empirical standards (Brown, 2000).
Also eight types of standards as identified by Koontz and Weihrich (1988) that must be established by most organizations: Physical standards: include patient acuity ratings to establish nursing care hours per patient day. Cost standards: the cost per patient day for nursing care would be reviewed. Revenue standards: the revenue per patient day for nursing care would be an example. Program standards: guide the development and implementation so new programs to meet client needs. Intangible standards: could include staff development or orientations costs for personnel. Goal standards: outline qualitative goals in short and long-term planning. Strategic plan standards: outline check points in the development and implementation of the organizations strategic plan.

Setting and monitoring standard of care and quality assurance are two separate issues, although people discuss them as though they were the same but in reality, a standard is an instrument with which to measure the quality of care as part of quality assurance (Sale, 2000).
Quality assurance refers to an organization’s effort or ability to provide services according to accepted professional standards and in a manner acceptable to the client (Huber, 2000). Also it has been defined as a process of evaluation that is applied to the health care system and the provision of health care services by registered nurses (Stetler, 1992 in Huber, 2000). Quality assurance builds on quality assessment, the measurement of quality, by taking evaluative action to ensure a designated level of quality (Huber, 2000). Thus quality assurance activities are intended to guarantee or ensure quality of care (Katz & Green, 1997 in Huber, 2000).
Quality is the degree that service is efficient, well executed, effective and appropriate. It has been described as consisting of two interdependent parts: quality in fact means conforming to standards qu7laity in perception means meeting the customer’s expectations or quality means meeting or exceeding customer requirements (Huber, 2000). 

Who writes and sets standards?

Standards are developed by professionals or any member of the health care team working in a particular area or with a specific concern group. These standards are statements that are specific and concern activities in wards and units. They are presented in statements of performance to be achieved within an agreed time and are acceptable, achievable, observable and measurable. In standards of nursing care, four main themes were considered, 1) Nurses should develop their own standards of care and the profession should agree on acceptable levels of excellence, 2) Good nursing is planned, systematic and focused on mutually agreed goals, 3) Agreed standards provide a base line for measurement, 4) Standards of care influence nursing practice, education, management and research (Sale, 2000).
Once standards and criteria are established, standards should be measured for achievement. Measurement of achievement means that stated criteria is needed to ascertain whether standards are met or not. The criterion-based performance is superior to other forms of rating because it describes behavior and not traits and thus objectivity is assured (Cookfair, 1996; Donabedian, 1995).
Criteria: 

The criteria are defined as descriptive statements of performance, behaviours, circumstances or clinical status that represent a satisfactory, positive or excellent state of affairs. A criterion is a variable or item, that is selected as a relevant indicator of the quality of care. The area or type of patient criteria describe the activities to be.

Characteristics of criteria:

Criteria must be measurable: illustrating the standard and providing local measures. Specific: giving a clear description of behaviours, action, situation or resources desired or required; Relevant: being identifiable items that are required in order to achieve a set level of performance; Clearly understandable: they should each contain only one major them or thought and clearly stated; Achievable: it being important to avoid unrealistic expectations in either performance or results; Clinically sound: being selected by practitioners who are clinically up to date and base their knowledge on sound research or evidence; Reviewed periodically: to ensure that they are reflective of good practice based on current research (Sale, 2000). 

Levels of standard setting:

There are three levels at which standards may be set:

· Universal or generic: standards at this level are related to the profession’s philosophy of care, what the profession of nursing believes about caring for patients or clients.

· District: standards of this level constitute statements of good practice to which the district or organization is aiming. District standards establish expectations about the standards of care that are desirable for all patients. Standards written at this level are intended to ensure that practice moves forward and does not stagnate.

· Local standards: standards at this level are statements that are more specified, concerning activities in wards.     (Sale, 1996) 

Classifying standards:

This method of writing standards is a dynamic approach, as it involves writing standards about an area of interest or concern or in order to solve a problem.

1- Topic 

1) This is a major activity classified according to a particular coding system.

2) The area of interest, concern, or the problem on which you have decided to write your standard.

2- Sub-topic: This is a sub-system of classifications which enables you to define further the area of interest, concern or problem.
3- Standard reference number: This is where the index number is recorded. An index system is used to organize the information and make it quick and simple to find standards and share them with any one who would like to see them.
4- Care group: this is the target group of patients, clients or staff for whom the standard is written, such as care of the elderly, children mother and baby, patients or clients in the community or patients with a specific problem, such as diabetes.
5- Clinical area: this is the ward, unit, department clinic.
6- Achieve by date and review by date:

It is important to decide when the standard will be achieved and to set and record a realistic date, discuss and decide when it would be reasonable to review the standard and decide if it is still relevant, achievable, acceptable, and in line with current practice and research. If it is not, it should be removed from the system and replaced by an appropriate standard as the patient’s or client’s needs change as new research changes practice, as patients or clients change, or as staff change so the set standards are dynamic and change so they should be reviewed and rewritten.

7- Facilitator’s signature:

The person who has been trained to facilitate the process of setting standards signs here. These people were given training to enable them to work with groups, set and monitor standards and facilitate their colleagues in the clinical areas.

8- Manager’s signature:

The manager signs the standard statement to say that he or she agrees that the content is acceptable / observable, measurable, applicable to the group specified and achievable in the particular unit by the specified date.

9- Result of monitoring:

Here achieved or not achieved is written, if the standard has not been achieved, then an action plan should be developed to ensure achievement (Sale, 1996 and Sale, 2000). 

Standards are created through a process, which starts at a feasibility stage, and progresses through research and development to result in a new standard proven for repeatable applications (Hood and Leddy, 2003). They added that standards are maintained through a process of selection, measurement, and correction of work, so that only those products or services, which emerge from the process, meet the standards. 

Standard frame work model:

A frame work, which is commonly used for establishing standards, is Donabedian standard frame work model. It is composed of three entities, structure, process and outcome (Rowland, 1997).
Structure standards:

Structural standards, or structural measures focus on the internal characteristics of the organization and its personnel. They answer the questions. Is the structure in place that will allow quality to exist and is the structure of the organization set up to allow quality of care? Structure standards regulate the environment to ensure quality. Human resources, organizational resources, physical resources, standard to practice and environmental characteristics are addressed in structure standards (Huber, 1996).
A structure standard refers to the essential support necessary for providing nursing care. That is they describe what are essential for the delivery of nursing care to meet the established accepted standards of care. It describing organizational characteristics, administrative and fiscal accountabilities, personnel qualifications facilities and environmental requirements (Rothrock, 2003). Structure standards outline the legal parameters that govern performance expectations. They include the mission, philosophy, goals, policies, and job descriptions of the organization/department (Rider and Love, 2000).
Mission: the mission statement is one of the critical culture elements in any institution. It addresses the overall business in which the organization is engaged. It is shaped by the relationship between the present or potential needs and desires of the community. The mission defines the primary interests of the organization including its inherent values and what it intends, to accomplish. In addition, the mission statement helps confirm an organization’s identity (Roccihioli and Tilbury, 1998).
Mission statements describe the organizations purpose, essence, and the philosophy for which it stands. They may describe special populations served or special functions. Or the mission statements are the standard against which performance is to be judged (Huber, 2000).
Philosophy and Goals: Philosophy is a written statement of an organization’s beliefs regarding the three domains i.e. what is believed customer service or patient care, what is believed about staff practice, and what is believed about governance. The philosophy is an abstract: It describes a vision and gives direction to achieving the purpose. It often begins with the statement we believe that (Huber, 2000). A goal is an action-oriented expression of purpose that is typically qualitative. Goals develop from vision, which is somewhat fuzzy. (Sullivan and Dicker, 1997).
Objectives are written, behaviour specific statements of desired outcomes. Objectives are defined as the identified outcomes directing activity toward achieving the purpose of the organization or unit. Organizations use written, behaviour specific objectives so that each employee knows the organization is trying to achieve. The objectives of each work unit are used for establishing priorities, strategies plans, or assignments and the allocation of resources. Objectives need to be specific, realistic, attainable (Huber, 2000).
Policy: Policy is a guide to action. It defines the organization’s law. It clearly outline responsibilities and appropriate actions for specific circumstances. Policies are in concert with the mission, philosophy, and goals of the organization. Policy should be periodically reviewed to consider whether it is consistent with the major philosophy concepts/contracts adopted by the organization, examine whether policy is needed, and at least, examine its clarity and effectiveness (Katz and Green, 1997 & Rothrock, 2003).
Policy is a guideline that has been formalized. It directs the action for thinking about and solving recurring problems related to the objectives of the organization. Policies direct decision making and serve as guides to increase the likelihood of consistency in decisions and actions. Policies should be written, understandable, and general in nature to cover all employees. They should be readily available in the same form to all employees. (Huber, 2000).
Job descriptions: job descriptions are structure standards because they outline the requisite knowledge, skills, attitudes and responsibilities, performance standard and scope of authority of a specific position within an organization, to function at maximum performance. They are valuable resources are consumed in training the individual to perform at the required level (Sullivan and Dicker, 1997). Job description must be written by each hospital for its own operating room department staff. Its purpose is to plan, coordinate work and to establish methods of accomplishing it. An employee is not required to assume responsibility not specified in the job description. Work satisfaction is promoted by giving members of the staff basic duties and fixed responsibilities because the job description spells out each job requirements. It provides the supervisor with a means of checking that the employee understands the assignments and carries them out (Alkinson, 1996).
Structure criteria are directed toward describing the parameters by which an activity is organized and managed. They address the way an organization is structured and the administrative processes that arrange the work. The limitation of structure criteria is that they describe the conditions under which it is likely than an activity will take place, but do not assure that the desired activity actually does occur (Ellis and Hartly, 2000).
Structure criteria may be seen as a shopping list of requirements, of what must be provided in order to achieve the standard, as the physical environment and buildings, ancillary and support services, equipment, staff: number, mix, training and expertise, information: agreed policies and procedures, rules and regulations, protocols, guidelines, research and evidence and the organizational system (Sale, 2000).
Process standards:

Process measures focus on whether the activities within an organization are being appropriately conducted, process measures focus on the behaviors of the nurse. Process standards look at activities, interventions, and the sequence of care giving events (Huber, 1996). 

Process standards the second component of the Donabedian’s framework, focus on the specific nursing activities necessary to achieve the desired patient’s care goals. Process standards are developed in parallel to the components of the nursing care process, which entails assessment, planning, implementation, and evaluation of care (Sale, 2000). Thus, process standards are the components of the nursing care process (Potter and Perry, 1999) process standards look at activities, interventions, and the sequence of care giving events (Huber, 1996).

Process standards are as important as structure standards, but they do not carry the same degree of weight in the organization. With process standards, there is no expectation of 100% compliance; some variation is expected which may be acceptable or not. Process outlines how the knowledge, skills and attitudes of the organization are operationalized (Ellis and Hartley, 2000). Process standards include procedures, practice guidelines, plans, and documentation. 

Procedures: procedures are psychomotor tasks. They are the step analysis of a specific task. In procedures, one step is dependent upon another, and the steps are best performed sequentially for optimum results (Sullivan and Dicker, 1997). Procedures are the guides to implementing a policy, they set forth the detailed chronologic sequence of activities as they relate to a particular policy situations. Procedures are descriptions of how to carry out an activity (Rothrock, 2003).
Procedures are step-by-step directions and methods for actions to follow in common situations. Procedures should include the steps necessary and the list of supplies and equipment that are needed. A procedure is a more specific guide to action that is a policy statement. They are ready reference for all personnel (Huber, 2000).
Practice guidelines: practice guidelines outline the ongoing management of conditions or situations. These can be service related, practice related, or governance related. In the service arena, a clinical conditions would include symptom management. Clinical practice guidelines are written to outline the management of the specific clinical symptoms / conditions e.g. fever, shock (Katz and Green, 1997). These written guide lines help prevent confusion and foster coordination of activities. Uniform procedures performed without deviation help personnel to develop skill and efficiency (Rothrock, 2003).
Plans: A plan is a tool that outlines intent to act. It is used to foster employee growth and development, and certainly the budget represents the fiscal plan used in the governance of the organization. Plans of the critical course for outcome achievement and performance improvement (Sale, 2000). The patient’s care plan is a very effective method of monitoring a standard. Other documents, such as the discharge checklist, patient records and other routinely used documents, may also be a useful source of information (Flippo, 2000).
Documentation: documentation is one of the most important activities performed within organization. It proves legal evidence of results of planned nursing interventions and revisions of plan based on reassessment of patients needs (Atkinson, 1996). Documentation is the means of communicating how, when, where and what care was provided. Documentation is used to demonstrate competencies and appropriateness and effectiveness of the nursing intervention (JONA, 2001). 
Perioperative nursing documentation provides a patient with accurate information relating to his or her care. Nurses have a professional obligation to record that care. Documentation emphasizes nurses’ commitment to make their practice visible and understandable by revealing the decision – making process during a patient’s care and the outcomes of that process. By documenting nursing decisions, interventions, and outcomes, nursing professionals get information that can be used for clinical and managerial decision making on different health care levels. A nurse needs this information to assess nursing outcomes and determine adequate nursing interventions for a patient. A nurse manager needs this information to allocate resources, mange workloads, and improve quality. Nurse educators use such information to describe and define nursing to future nurses, and nurse researchers need it to collect data, compare findings, and build a solid knowledge base for nursing practice (Junttila, 2000).
Perioperative nursing documentation needs to describe the assessment, planning and implementation of perioperative care that reflects individualization of care, as well as the evaluation of patient outcomes. Any unusual or significant occurrences pertinent to patient outcomes should be documented, ideally, preoperative, perianaesthesia and post-operative nursing units would produce one documentation tool that is used across the areas such as preoperative checklist, intraoperative patient care record and post anaesthsia care record (Rothrock, 2003). 

Sound documentation demonstrates a logical approach to problem solving. Nursing documentation typically begins with assessment data, which provide a baseline definition of the patient’s health care needs or problem currently and throughout hospitalization. Next, nursing documentation provides evidence that patient care has been planned, and it continues by reflecting nursing interventions and the patient’s response and progress  (Fischbach, 1991). There are three types of documentation: data collection, planning and evaluation (Ellis and Hartley, 2000).
Data collection is defined as the information collected as the results of measurement. They can include clinical data as vital sings, or laboratory results. Data collection is best handled on charts and graphs.

Planning involves a written record of the intent to act, and directs the actions to be taken. Plans are the formats for the planning process. The perioperative nurse devises a plan of care to fulfill the patient’s needs and expedite the surgical procedure in a safe manner for the patient. The plan of care specifies nursing interventions necessary to achieve expected outcomes, priorities for nursing interventions, how nursing interventions are to be performed, where nursing interventions are to be preformed, who is to perform nursing interventions (Atkinson, 1996).
Evaluation: actions, observations and patient responses to treatment should be clearly documented to enable nurses to evaluate and measure the outcomes of the care processes. The evaluation of the plan of care should be on going during the procedure (Rothrock, 2003). Evaluation is a continual process of reassessing patient needs modifying expected outcomes and priorities and revising plans when expected outcomes are not achieved or the patient’s condition or adaptive level changes (Alkinson, 1996).
Process criteria process criteria describe what action must take place in order to achieve the outcome that has already been set. These may be: the assessment techniques and procedures; methods of the delivery of care; methods of intervention; methods of patient, client and relative or carer education; methods of giving information; methods of documenting; how resources are used; the evaluation of the competence of staff carrying out the care (Sale, 2000).
Process criteria measure aspects of the actual sequence of events. They assess the results of the activity and the adequacy with which the indicated activities were performed. Process criteria related to clinical practice must be evaluated by a registered nurse because of the professional judgment required (Sale, 2000). There are several ways to collect process data. The most direct way is by observation of care giving activities. Another is self report of the care giver. A third source of data is the chart or record that is kept, called an audit (Katz, 1997).
Outcome standards:

Outcome standards, the third component of the Donabedian’s model, are related to the results of the nursing care given to the patient (Richardson, 1993). The same author added that the outcomes are the measurement criteria of the effectiveness of the care given; that is to say, the overall condition of the patient. Outcome standards identify desirable and measurable physiologic responses of patients to nursing interventions. Patient outcomes are an essential indicator of the quality of care (Rothrock, 2003). Outcome refers to a change in the current or future health status attributed to antecedent health care and client attributes of health care. Outcome standards present the possibility of measuring the effectiveness, quality and time allocated fro care. Measurement of nursing care outcomes as related to cost would assist in establishing the value of nursing care (Huber, 1996). 

Outcomes are the result obtained through enactment and completion of a process. Well-defined structure and process standards, however, greatly increase the likelihood of achieving desired outcomes (Brown, 2000). Outcomes can be divided into expected (desired) outcome and unexpected (undesired) outcomes. They are attached to all process standards. (Katz and Green, 1997; Sullivan and Decker, 1997).
Outcome criteria describe the effect of the care, the results expected in order to achieve the standard in terms of behaviour responses, level of knowledge and health status in other words what is expected and desirable described in a specific measurable form (Sale, 2000). Measuring outcomes related to a patient health is somewhat difficult in that seldom the nurse is the only individual involved in providing health care. If the outcome of the nursing care is positive, then the process and structure are of lesser concern. In the event the outcome is not positive, it would be helpful to have information regarding the process and structure in order to do problem solving (Vestal, 1995). Measuring the results of care may highlight areas that need further attention and the need for change, it can also provide the chance to acknowledge good things and to give some praises (Katz, 1997). So one of the reasons for developing the 
outcome criteria is to ensure that standards are measured all the time as part of the evaluation of care (Sale, 2000). 
Checking standards:

Once the standard has been written, it should be checked that the criteria describe the desired quality of performance, have been agreed, are clearly written, contain only one major thought, are measurable, concise, specific, achievable, evidence based and clinically sound (Sale, 2000).

Validity is a more complex concept that concerns the soundness of the study's evidence that is, whether the findings are cogent, convincing and well-grounded. Validity is an important criterion for assessing the methods of measuring variables. It is the degree to which an instrument measures what it is supposed to be measured (Polit and Beck, 2006). Validity addresses what we are able to do with test results. Tests are usually devised for purposes of discrimination, evaluation, or prediction and implies that a measurement is relatively free from error, that is a valid test is also reliable. An instrument that is inconsistent can not produce meaningful measurements (Portney and Watkins, 2000). 

Validation is a process of hypothesis testing, determining if scores on a test are related to specific behaviors, characteristics, or levels of performance. Evidence to support hypotheses in generally defined according to four types of validity: face validity, content validity, criterion-related validity and construct validity.

Face validity: is the least method for documenting a test's validity. It indicates that an instrument appears to test what is supposed to and that is a plausible method for doing so. Face validity should not be considered sufficient documentation of a test's validity because there is no standard for judging it or determining "how much" of it an instrument has. Essentially, face validity is assessed as all or none. Therefore, assessments of face validity are considered subjective and scientifically weak (Portney and Watkins, 2000). 

Content validity: is concerned with adequacy of coverage of the content area being measured. It determine whether the test measures the instructional objectives specifically. Content validity is an especially important characteristic of questionnaires, examinations, inventories, and interviews that attempt to evaluate a range of of information by selected test items or questions. Content validity is crucial for tests of knowledge (Portney & Watkins, 2000 and Polit & Beck,2006).

Criterion related validity: In this type, researchers seek to establish a relationship between scores on an instrument and some external criterion, or its based on the ability of one test to predict results obtained on another test. The test to be validated, called the target test, is compared with a gold standard, or criterion measure that is already established or assumed to be valid  (Polit and Beck,2006). A validity coefficient is computed by using a mathematic formula that correlates scores on the instrument with scores on the criterion variable (Portney and Watkins, 2000). 

Construct validity: reflects the ability of an instrument to measure an abstract concept, or construct (portney and Watkins, 2000), or is concerned with the following question - What construct is the instrument actually measuring and there is an emphasis on testing relationships predicted on the basis of theoretical considerations. Researchers make predictions about the manner in which the construct will function in relation to other constructs (Polit and Beck, 2006). 
Monitoring standards:

There are two approaches to monitoring standards retrospective evaluation and concurrent evaluation.

Retrospective evaluation: involves all the assessment methods that occur after the patient or client has been discharged. Concurrent evaluation involves assessment that takes place while the patient or client is still receiving care. Concurrent evaluation is perhaps more valuable as it gives staff the opportunity to correct any negative outcomes while the patient is still in their care.

Retrospective monitoring: These include:

· Closed-chart auditing, which is the review of patient records and the identification of the strengths and deficits of care. This can be achieved by a structured audit of the patient’s records.

· Post-care patient interview, which is carried out when the patient has left the hospital or care has ceased in the home, and involves inviting the patient and/or family members to meet to discuss their experiences. The interview may be unstructured, semi structured or structured using a check list or questionnaire.

· Post-care questionnaires, which should be completed by the patient on discharge. They are usually designed to measure patient satisfaction.

Concurrent monitoring, these include:

· Open-chart auditing, which is the review of the patient’s charts and records against preset criteria. As the patient still receiving care, this process gives staff immediate feedback.

· Patient interview or observation, which involves talking to the patient about certain aspect of care or ob serving the patient’s behaviour against preset criteria.

· Staff interview or observation, which involves talking to and observing nursing behaviour related to preset criteria.

· Group conferences, which involve the patient and/or family in a joint discussion with staff about the care being received.

Clinical audit:

An audit is a systematic and official examination of a record, process, or account to evaluate performance. Auditing in health care organization provides managers with a means to determine the quality of services rendered (Marguis and Huston, 1998). Auditing quality gives very useful information that can help in developing quality standards (Flippo, 2000).
Clinical audit is a simple system which allows professionals to measure their performance, to recognize good practice and if necessary make improvements. Clinical audit gives professionals the opportunity to review clinical practice, to take a step back, to look at how care is delivered and the effects that care has on the patient and whether or not this can be improved. It also give professionals an opportunity to monitor the effects that care has on patients. Having used perioperative nurses need to be able to continuously audit, evaluate and assure the quality of care they provide (Wicker, 2000). There are three basic forms for nursing audits, structure audits, process audits, and outcome audits (Swansburg, 1993).  

Structure audit: this audit monitors the structure or setting in which patient care occurs i.e. financies, nursing service structure, medical records and environmental structure. These audits assume that there is a relationship between setting, quality care, and appropriate structure (Marquis and Huston, 1998, 2006). 
Structure audits focus on the setting in which care takes place. They include physical facilities, equipment care givers, organization, policies, procedures and medical records, standards or indicators will be measured by a checklist that focuses on theses categories (Swansburg, 1993). 

Process audit: these audits are used to measure the process of care of how the care was carried out. Process audits focus on whether or not standards of nursing practice are being met. These audits assume there is a relationship between the quality of the care and the process used to provide care. Process standards may be documented in patient care plans, procedure manuals, or nursing protocol statements (Marquis and Huston, 1998, 2006). Process audits implement criteria for measuring nursing care to determine if nursing standards of practice are being met. They are task oriented (Swansburg, 1993).

Outcome audits: outcomes as stated by Naylor is the “end results of care; the changes in the patient’s health status that can be attributed to the delivery of health care services. Outcome audits determine what results (if any) occurred as a result of specific intervention by nurses for clients (Marquis and Huston, 1998). Outcome audits evaluate nursing performance in terms of established patient outcome criteria (Swansburg, 1993).

Audit process cycle:

1- Observing current practice:

The first part of the cycle is to observe current practice and make an assessment of the quality of current practice.

2- Setting standards of care:

The setting standard is often seen as difficult part of the cycle. 

3- Compare expectations with reality:

This part of the cycle is to compare expectations with observed reality. Having established what the standards are, there is a need to compare these with clinical practice. What is the reality? Where are the gaps? Is there a difference between standards which were set and the standards that actually take place when patient care is delivered.

4- Bring about appropriate change:

This part of the cycle is perhaps the most important, because this is about making appropriate change, if it is required. If changes have been identified, then these need to be agreed with your colleagues changes in practice need to be carefully reviewed to ensure that they will result in the improvement of patient care. 

Principles of developing clinical audit:

There are four main principles to the development of the clinical audit, and these are applicable to any clinical area and any professional group.

1- Define the objectives:

The first step is to identify the mission statement of the organization, and write the philosophy of care for the particular area in which your team is working.

2- Develop standards and ways to measure them:

Audit is a link between standard setting and more in depth monitoring of quality and audit. The monitoring of standards should be seen as a “snapshot” of activity, looking at whether or not standards are complied with and good quality care is achieved if there is an area within those standards that the staff are having difficulty achieving, this is the area that is pulled out and developed for clinical audit.

3- Agree, implement and monitor change:

The clinical audit process will identify areas of excellence and also identify areas in need of improvement so the ways of improving patient care must be discussed and agreed by the group.

4- Communication:

Within the organization in which the clinical audit studies are taking place, there is needs to be a communication strategy to publicise the purpose and the outcome of audit (Sale, 1996). 

Potential problems for clinical audit:

One of the problems that has been identified within the principle of communication is the lack of involvement of management within the clinical audit process. It is important to gain their support from the beginning, because without this support you may under take an extremely worth while audit. It is essential that there is a policy on confidentiality as after patients records, information and data are used to establish the findings within the audit, also there may be a variety of people involved in audit, such as data collection clerks, secretaries, and other people who are not bound by a professional code of conduct. So, this issue of confidentiality needs to be addressed and assured.

Another problem is collection and collation of large amounts of data. It is important to be selective about the data that is required and to ensure that the data collected is essential. Also, there are two major problems that will lead to a failed audit, the first, is the lack of understanding by the group about what they are mean to be doing. It is important that they are given very clear guidelines as to: what the audit is, what the objectives are, what the expected outcomes might be, what their role is, how they are expected to perform. The second, is the lack of commitment within groups that set up audits, often this lack of commitment is due to lack of understanding and a fear that they will be identified as not performing. These fears and anxieties need to be overcome by careful training and support throughout the study (Sale, 1996). 

So, throughout the process of clinical audit it is essential that key people within each area are made responsible for keeping the whole group informed of what is happening, how the audit is progressing and ensuring that the group meets to discuss findings, problems & the way for ward setting up the first audit is the most difficult and also the most crucial, where the poor preparation for audit with unclear objectives, poorly set standards that are not measurable or monitorable, will lead to an audit to fall away. The documentation that reviewed and in general review the notes made on the audit as it progressed, and try to identify where the gaps were, what should have been reviewed & was not reviewed so, regular audits are under taken to ensure that the standards are being achieved with the assumption that if they have been correctly defined and reviewed, a high quality of service will follow.

Subjects and Methods

Subjects and Methods for this study will be portrayed under four main designs as follows:

1- Technical design

2- Operational design.

3- Administrative design.

4- Statistical design.

I- The technical design:

· Setting:

The study was conducted in operating rooms at Benha university hospitals which include general surgical OR and specific OR which are (urosurgery, neurosurgery, orthopaedic and ENT).

· Subjects

There are three types of subject groups in this study:

1) Nurses group:

The number of studied nurses was 70 nurses distributed in the above mentioned operating rooms as follows: (14) nurses in general surgery, (16) nurse in orthopaedic, (15) nurse in urosurgery, (10) nurses in neurosurgery and (15) nurse in ENT OR.

2) Jury group:

Two types of jury were used, 36 experts of internal and external jury. Internal jury composed of medical jury and nursing hospital members. The medical jury consisted of 10 surgeons working in the operating rooms at Benha university hospitals with at least one year experience. Their categories were as follow, one resident four assistant lecturers, four lecturers and one professor.

Internal jury was 10 from nursing hospital members (internal jury), they were 5 baccalaurete nurses working in the operating rooms and 5 hospital nursing administrators, four working as hospital supervisors and one as nursing director.

Nursing jury was 10 from nursing hospital members, they were 5 baccalaurete nurses working in the operating rooms and 5 hospital nursing administrators, four working as hospital supervisors and one as nursing director.

The external jury:

They were 16 experts from nursing faculty members 2 from Benha, 7 from Ain Shams and 7 from Cairo faculty of nursing. From medical surgical and nursing administration departments, with different categories (8 lecturers, 4 assistant professors and 4 professors).

3) Patient’s record:

70 patient’s records were randomly selected for patients after discharge from previous operating departments (in the surgical departments) 14 patients records from each different one.

· Tools of data collection:

Data for this study were collected by using four types of tools.

1- Perioperative standards openionnaire:

It was structured questionnaire, developed by the researcher through review of literature (AORN, 1997 and OR Standards, 1997) and previous developed standards in the national and international organizations. The questionnaire aims at eliciting openions of the jury group about the proposed OR Standards related to face and content validity. It was consisted of three parts:

The first part, was designed to assess demographic data and work place characteristics for the respondents (jury group) such as name, job title, workplace, degree and department. 

The second part of the perioperative proposed standards included 15 statements each statement followed by questions to measure content validity. The possible response for these questions is (agree or disagree) as regards face validity, the possible response was as follows:

Looks like standards = 1



achievable = 2

Time specific = 3




measurable = 4

Clear = 5

The proposed standards was written down on context of operating room nursing care = 6

Its relevant to nursing field = 7

The third part, was the proposed standards which included three types of standards, structure, process and outcome). Structure standards represented by statements. From (1-8) and related to presence of philosophy, objectives organizational structure, job description, staffing, documentation system, policies and procedures, written guidelines of infection control and performance appraisal system of the operating rooms. Process standards that describe the activities and behaviors designed to achieve patient centered goals, it was illustrated in 9-9.1.2.7 statements and describe the activities of circulating and scrubbing nurses at operating rooms.

Outcome standards : focus on what has happened to the patient as a direct result of nursing intervention. It was illustrated in statements (10-15) and included patient demonstration of physiological and psychological responses to surgical interventions, patient safety (physical, chemical, electrical) injury related to positioning, maintaining fluid and electrolyte balance and circulation hazards.

Scoring system:

For measuring content validity, each statements followed by agree took one and disagree took zero.

For measuring face validity, 7 criteria referred to by its number as follows: 

looks like standard = 1



achievable = 2

time specific = 3




measurable = 4

clear = 5

It’s written down on context of operating theatre room nursing care = 6

Its relevant to nursing field = 7

2- Observational checklist:

This tool designed after jury group opinionnaire collected and statistically analyzed. It was designed based on the standards criteria which were developed, it included the same items of the standards opinonaire. Its purpose was to examine the developed standards criteria through observing its application by staff nurses working in the previous mentioned operating rooms, to compare the actual performance of the activities by the nurses to the previous developed standards.

· Scoring system:

The items of the observational checklist was observed if done or not done by the operating department nurses. Done took one and not done took zero. Done satisfactory means it took more than 60% and unsatisfactory means took less than 60%.

3- Nursing audit:

It is a checklist method to measure the quality of documentation in the operating department. 
The audit was divided into two parts:

I- Administrative audit.

II- Patient audit.

I- Administrative audit: represented by items from (1-7) and it includes if there is a written OR philosophy and objectives, organizational structure, job description, staffing, OR policies and procedures, written guidelines of infection control and performance appraisal system for operating rooms nursing personnel. It was applied once for each previous operating department.

II- Patients audit: its purpose was examining patient’s records, it was represented by the items (8.1-8.9) and it included: monitoring patient’s conditions, dosage of all drugs and agent used, type and amount of all fluid administered unusual events during surgical procedures, adverse reactions and measures used to manage them, the type of anaesthesia used, physiological and psychological assessment, blood loss, urinary drainage output, tubes and drains. It was applied for 70 files for operative patient’s after discahrage from the operating theather.

4- Nurses’ opinionaire:

This tool was added because of its importance for the study. It was designed to elicit the openions of the nurses around the importance of audit items. It includes the same items of the nursing audit translated into Arabic. 

Scoring system:

The scoring system ranged from 4 to zero: four points are given to the “very important” response, three for “important”, two points for “not ensure”, one point for “not important” and zero for “never not important” response.

II- Operational design:

1. The preparatory phase: This included developing the proposed standards through reviewing literature and previous developed standards in national and international organizations.

Validity of proposed standards was done by a group of experts from medical and nursing field.  

2. Pilot study was done for clarity and understanding of the statements for 10%.

3. Field work: data collection for this study last for 6 months from December 2004 to May 2005 by using four tools:

1) Jury group opinionaire:

It was achieved over a period of two months for eliciting the openions of 36 experts from medical and nursing field. The medical jury opinionaire was collected by meeting with doctors in the operating rooms. The nursing jury opinionaire was collected by administering the opionionaire then collected and discussed with them.

2) Observational checklist:

The observation was performed from the beginning to the end of the operation, the average number of observed nurses was 2 nurses (scrub and circulating) the observation occurred once for each nurse to compare the actual performance of the activities by the nurses to the developed standard. The observation process took about 3 months.

3) Nursing audit:

The administrative audit (1-7) items was applied once for each OR. The patient audit items (8.1-8.9) necessitate revision of 70 randomized patients records after discharge from OR (in the surgical ward). The revision of each file took about 5 minutes, the average files reviewed daily was 5 files, the revision process took about one month.

4) Nurses’ opinionaire:

It was collected by interview for 70 OR nurses the each interview took about 10 minutes. The collection of nurses opinionaire took about one month.

III- Administrative design:

To carry out the study at the selected setting, an official letter was obtained from the dean of the faculty, issued to the director of the designated hospital, who approve to conduct the study through delivering his consent to  the director and head nurses of operating theatre.

IV- Statistical design: 
The collected data were organized, categorized and analyzed using electronic computer. Data were presented using descriptive statistics in the form of frequencies and percentages. Qualitative variables were compared using chi-square test. Wherever the expected values in one or more of the cells in a 2 x 2 tables was less than 5, fisher exact test was used instead, in larger than 2 x 2 cross-tables, no t-test could be applied wherever the expected value in 10% or more of the cells was less than 5. statistical significance was considered at p-value < 0.05.                  
Pilot study was done for clarity and understanding of the statements for 10% of OR nurses which were (7) nurses.

Results 
Table (1): Personal and job characteristics of jury groups
	
	Jury group

	
	Nursing
	Medical

(n=10)

	
	Internal 

(n=10)
	External 

(n = 16)
	

	
	No
	%
	No
	%
	No
	%

	Qualification: 
	
	
	
	
	
	

	Bacheloreat 
	7
	70.0
	0
	0.0
	2
	20.0

	Master 
	2
	20.0
	0
	0.0
	4
	40.0

	Doctorate 
	1
	10.0
	16
	100.0
	4
	40.0

	Job position 
	
	
	
	
	
	

	Nursing hospitals 
	10
	100.0
	0
	0
	0
	0.0

	Resident 
	0
	0.0
	0
	0.0
	1
	10.0

	Assistant lecturer  
	0
	0.0
	0
	0
	4
	40.0

	Lecturer 
	0
	0.0
	8
	50.0
	4
	40.0

	Assistant professor 
	0
	0.0
	4
	25.0
	0
	  0.0

	Professor 
	0
	0.0
	4
	25.0
	1
	10.0

	Department: 
	
	
	
	
	
	

	Urosurgery 
	1
	10.0
	0
	0.0
	2
	20.0

	Nursing administration 
	3
	30.0
	8
	50.0
	0
	0.0

	General surgery 
	0
	0.0
	0
	0.0
	8
	80.0

	Medical surgical nursing 
	0
	0.0
	8
	50.0
	0
	0.0

	Emergency 
	1
	10.0
	0
	0.0
	0
	0.0

	Ophthalmology 
	2
	20.0
	0
	0.0
	0
	0.0

	Neurosurgery 
	3
	30.0
	0
	0.0
	0
	0.0

	Hospital/faculty 
	
	
	
	
	
	

	Benha university hospital 
	10
	100.0
	0
	0
	10.0
	100.0

	Benha faculty of nursing 
	0
	0
	2
	12.5
	0
	0.0

	Ain Shams faculty of nursing 
	0
	0.0
	7
	43.7
	0
	0.0

	Cairo faculty of nursing 
	0
	0.0
	7
	43.7
	0
	0.0


Table (1): Shows personal and job characteristics of jury groups. From the table, it can be observed that the number of Jury group were (36). They were divided into medical and nursing. The medical jury was 10 surgeons from Benha operating departments with the condition that they have one year experience and the majority of them 40% were assistant lecturer and lecturer and 80% of them were from general surgery. The nursing jury were (26) divided into internal (10) the majority of them 70% were baccalaureate nurses working in the OR departments of Benha university hospital and the external jury were (16) experts from nursing faculty members. They were equally distributed at nursing service administration and medical surgical nursing departments from Benha Cairo, Ain Shams university hospital and the highest percent of them (50%) were lecturers.     


Table (2): Agreement of jury groups about content validity of the proposed standards as regard to philosophy, organizational structure and job description. 

	
	Jury group
	X2 test
	p-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	1- Operating department should have philosophy and objectives in accordance with hospital policy.
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Philosophy and objectives are written. 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Philosophy and objectives are available 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	2- There should be an identified organizational structure that indicates responsibilities and authorities among or personnel.
	10
	100.0
	16
	100.0
	9
	90.0
	2.67
	0.26

	Authority and responsibility are clearly depicted through an organizational chart 
	10
	100.0
	16
	100.0
	9
	90.0
	2.67
	0.26

	The chart is clearly depicted 
	10
	100.0
	16
	100.0
	9
	90.0
	2.67
	0.26

	The chart is posted   
	10
	100.0
	16
	100.0
	9
	90.0
	2.67
	0.26

	3- There should be job description that describes jobs of nursing personal. 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	All nursing jobs are determined and identified through job description  
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Jobs are compatible with nursing specialties 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Job descriptions are clear 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Job descriptions are available 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Job descriptions are reviewed periodically 
	8
	80.0
	15
	93.8
	10
	100.0
	2.78
	0.25


*Significance 
p< 0.05 

Table (2): This table shows agreement of jury groups about content validity of the proposed standards as regard philosophy, organizational structure, and job description. From the table, it can be observed that 100% of jury group agreement were for the philosophy and 100% of nursing jury agreement, 90% of medical jury about organizational structure and 100% of the nursing and medical jury agreement for job description and only 80% and 93.8%  agreement from nursing hospital members and faculty members respectively for reviewing job description periodically. 

Table (3): Agreement of jury groups about content validity of the proposed standard as regard to staffing & documentation system. 

	
	Jury group
	X2 test
	p-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	4- staff for or should be done according to identified principles  
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	or department should be directed by a registered professional nurse 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	registered nurse is available throughout 3 shifts 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	nursing care is provided through 3 categories: 
	
	
	
	
	
	
	
	

	circulating nurse 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	scrubbed nurse 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	anesthesia nurses 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	5- there should be a documentation system which record the following:  
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	patient’s conditions 
	8
	80.0
	13
	81.3
	10
	100.0
	2.24
	0.33

	dosage of all drugs and agents used 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	type and amount of all fluids administered 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	unusual events during surgical procedures 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	adverse reactions and measures used to manage them 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	type of anesthesia used 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	pertinent data collected through physiologic and psychological assessment 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	blood loss 
	8
	80.0
	15
	93.8
	10
	100.0
	2.78
	0.25

	urinary and drainage output 
	7
	70.0
	15
	93.8
	10
	100.0
	2.25
	0.07

	tubes and drains 
	7
	70.0
	15
	93.8
	10
	100.0
	5.25
	0.07


Table (3): Illustrates agreement of jury groups about content validity of the proposed standard as regard to staffing and documentation system from the table, it can be observed that the lowest agreement related to staffing was 93.8% in external jury for two items availability of registered nurses throughout 3 shifts and the category of anesthesia nurses for providing nursing care in the ORS. Also, the lowest agreement related to documentation system was 80% in internal jury and 81.3% in external jury for monitoring of patients’ conditions, 80% in internal and 93.8% in external for documenting of blood loss, and 70% in internal and 93.8% in external about documenting urinary and drainage output, tubes and drains during the perioperative period. 

Table (4): Agreement of jury groups about content validity of the proposed standards as regard polices and procedures, infection control guidelines, and performance appraisal system. 

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	6- policies and procedures related to or should be collected in a policy manual 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	 6-1 policies and procedures should be consistent with current standards of practice  
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	   6-2  clearly written 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	   6-3  current and dated 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	   6-4  accessible to nursing personal 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	7- written guidelines for infection control must be available in or and known to all nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	7-1  guidelines are approved through appropriate hospital mechanism 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	Guidelines include: 
	
	
	
	
	
	
	
	

	Principles of asepsis 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	Sterilization and disinfections 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	Maintenance and surveillance of sterilization equipment 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	The sanitation of all rooms and equipment used 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	The selection of draping and gowning materials 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	Preoperative skin or body cavity preparation of patients 
	9
	90.0
	15
	93.8
	10
	100.0
	0.98
	0.61

	Method of control of traffic movement in or
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	8- there should be performance appraisal system that evaluates nursing personnel in the unit 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	8-1  it is based on nursing personnel job description 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	8-2  it is clear 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	8-3  it is known to all nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00


Table (4): This table shows, agreement of jury groups about content validity of the proposed standards as regard policies and procedures, infection control guidelines, and performance appraisal system. It can be observed that all jury group agreed upon policies and procedures related to OR should be collected in a policy manual, consistent with current standards of practice, clearly written current and dated, accessible to nursing personnel. As regard to infection control all agreements were 100% in internal and medical and 93.8% in external jury about all items related to availability of written guidelines for infection control in OR and to be known to all nursing personnel except for the item of preoperative skin or body cavity preparation of patients, the agreement was 90% in internal and 93.8% in external jury and as regards performance appraisal system for OR personnel, all agreements were 100% in internal and medical jury and 93.8% in external jury. 

Table (5): Agreement of jury groups about content validity of the proposed standards as regard activities of the circulating nurses in the operating departments.

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	9- the care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualifications
	
	
	
	
	
	
	
	

	   9-1  a qualified nurse is assigned to circulating nurse duties for department. These duties includes:
	8
	80.0
	12
	75.0
	10
	100.0
	2.88
	0.24

	Assure that supplies and equipment are sterile 
	10
	100.0
	14
	87.5
	10
	100.0
	2.65
	0.27

	Follow mechanism of infection control principles which are: 
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.001*

	Principles of asepsis 
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.001*

	Sterilization and disinfection 
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.001*

	Document maintenance and surveillance of sterilization equipment 
	9
	90.0
	9
	56.3
	10
	100.0
	8.01
	0.02*

	The sanitation of all rooms and equipment used 
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.001*

	The selection of draping and gowning materials 
	9
	90.0
	9
	56.3
	10
	100.0
	8.01
	0.02*

	Preoperative skin or body cavity preparation of patients 
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.001*

	Method of control of traffic movement in or 
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.001*

	Effectively prepare the environment: 
	10
	100.0
	16
	93.8
	10
	100.0
	1.29
	0.53

	Documents patients’ conditions  
	10
	100.0
	15
	93.8
	8
	80.0
	2.78
	0.25

	Reports patients’ conditions 
	10
	100.0
	15
	93.8
	9
	90.0
	0.98
	0.61


 (*) Statistically significant at P < 0.05.

Table (5): This table shows agreement of jury groups about content validity of the proposed standard as regard the activities of the circulating nurses in the operating departments from the table, it can be observed that there is a significant difference (x2 = 10.86, P < 0.001)  between nursing and medical jury related to follow mechanism of infection control principles which include, principles of asepsis, sterilization and disinfection, document maintenance and surveillance of sterilization equipment, the sanitation of all rooms and equipment used, the selection of draping and gowning materials,, preoperative skin or body cavity preparation of patients and method of control of traffic movements in OR. 

Table (6): Agreement of jury groups about content validity of the proposed standard as regard the activities of the scrubbing nurses in the operating departments. 

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	9-2  a qualified registered nurse should be assigned to scrubbing activities     which  are:
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Assure that surgical services are consistent with patients’ needs 
	9
	90.0
	16
	100.0
	10
	100.0
	2.67
	0.26

	Prepare equipment for each specified surgery 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	Use mechanism designed to assure sterilization of the equipment used 
	10
	100.0
	13
	81.3
	9
	90.0
	2.21
	0.33

	Follow principles of a septic techniques 
	10
	100.0
	14
	87.5
	9
	90.0
	1.31
	0.52

	Handle the surgeon with sterile equipment 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Use approaches to effectively monitor and evaluate patients conditions 
	9
	90.0
	15
	93.8
	10
	100.0
	0.98
	0.61

	Approaches to effectively count sponges, gauze and instruments before wound closure 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53


Table (6): Shows agreement of jury groups about content validity of the proposed standard as regard the activities of the scrubbing nurses in the operating departments. It can be observed that the lowest agreement in internal jury was 90% related to the items of assuring that surgical services are consistent with patients needs and use approaches to effectively monitor and evaluate patients conditions and the lowest agreement in the external jury was 81.3% and the lowest agreement in medical jury was 90% for the item use mechanism designed to assure sterilization of equipment used. 

Table (7): Agreement of jury groups about content validity of the proposed standards as regard patient knowledge 

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	10- patients should  demonstrate knowledge of the physiological and psychological responses to the process of surgical intervention 
	10
	100.0
	16
	100.0
	9
	90.0
	2.67
	0.26

	   10-1  patients should confirms verbally and in writing consent for operative procedure 
	8
	80.0
	13
	81.3
	10
	100.0
	2.24
	0.33

	   10-2  describes sequence of events during perioperative period 
	4
	40.0
	14
	87.5
	10
	100.0
	11.99
	< 0.001*

	   10-3  state outcome expectations in realistic terms 
	3
	30.0
	11
	68.8
	6
	60.0
	3.85
	0.15

	   10-4  expresses feelings about surgical experience 
	9
	90.0
	15
	93.8
	10
	100.0
	0.98
	0.61


(*) Statistically significant at P < 0.05.

Table (7): Shows agreement of jury groups about content validity of the proposed standards as regard knowledge. From the table, it is obvious that there is a positive significant difference between nursing and medical jury in relation to the item of describing sequence of events during perioperative period. 

Table (8): Agreement of jury groups about content validity of the proposed standards as regard patients' safety 

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	11- patient should be free from physical injury: 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	   11-1 skin breakdown or irritation, neuromuscular injury, cardio-pulmonary compromise  
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	12- patient should be free from chemical injury: 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	   12-1  rash or blistering 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	   12-2  allergic reaction 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	   12-3  burn and respiratory distress 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	13- patient should be free from electrical injury: 
	
	
	
	
	
	
	
	

	   13-1  patients has no signs and symptoms of electrical injury 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	14- patients should be free from signs and symptoms of injury related to positioning 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	   14-1  patients maintains full range of motion and adequate sensation post-operatively 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	   14-2  patient should not experience nerve or muscle damage from inadequate or improper padding or positioning during surgery 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	15- patient’s fluid and electrolyte balance should be maintained 
	7
	70.0
	9
	56.3
	7
	70.0
	0.73
	0.69

	   15-1  mental orientation should be consistent with the preoperative level. 
	7
	70.0
	12
	75.0
	8
	80.0
	0.27
	0.88

	   15-2  elimination processes are consistent with operative procedure 
	7
	70.0
	12
	75.0
	8
	80.0
	0.27
	0.88

	   15-3  fluid and electrolyte balance is consistent with preoperative status 
	9
	90.0
	14
	87.5
	10
	100.0
	1.31
	0.52


(*) Statistically significant at p < 0.05.  
Table (8): Illustrates agreement of jury groups about content validity of the proposed standard as regard safety. From the table, it can be noticed that all jury group agreed upon the items; patient should be free from physical, chemical, electrical and injury related to positioning but the lowest score 70% was in internal jury for the items patient's fluid and electrolyte balance should be maintained and elimination processes are consistent with the operative procedure, but the lowest scores in medical and external jury were 56.3% and 70% respectively for the item patient's fluid and electrolyte balance should be maintained. .   

 Table (9): Agreement of jury groups about content validity related to different categories of the proposed standards.

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	Operating department should have philosophy and objectives in accordance with the hospital 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be an identified organizational structure that indicates responsibilities and authorities among operating departments personnel 
	10
	100.0
	16
	100.0
	9
	90.0
	2.67
	0.26

	There should be job description that describes jobs of nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	00.0
	1.00

	Staffing for or should be according to identified principles 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be a documentation system: 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Policies and procedures related to or should be collected in a policy manual 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Written guidelines for infection control must be available in or and known to all nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be performance appraisal system that evaluates nursing personnel in the unit 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification (scrubbing & circulating activities)    
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.001*

	Patient should demonstrate knowledge of the physiological and psychological response to surgical intervention 
	3
	30.0
	13
	81.3
	9
	90.0
	10.37
	0.006*

	The patient should be free from injury. 
	8
	80.0
	15
	93.8
	10
	100.0
	2.78
	0.25


(*) Statistically significant at P < 0.05. 
Table (9): Illustrates agreement of jury groups about content validity related to different categories of the proposed standard. From the above table one can detect that there is a significant difference between different categories of the items, the care of patients who undergo surgery (activities of scrub and circulating nurses) and patient should demonstrate knowledge of the physiological and psychological responses to surgical intervention.   

Table (10): Agreement of jury groups about face validity of the OR proposed standards regarding its looking like standard 

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	Operating department should have philosophy and objectives in accordance with hospital policy
	10
	100.0
	16
	100.0
	1
	10.0
	31.20
	< 0.001*

	There should be an identified organizational structure that indicates responsibilities and authorities among or personnel
	10
	100.0
	16
	100.0
	2
	20.0
	26.74
	< 0.001*

	There should be job description that describes jobs of nursing personnel
	10
	100.0
	16
	100.0
	1
	10.0
	31.20
	< 0.001*

	Staffing for or should be according to identified principles
	10
	100.0
	16
	100.0
	2
	20.0
	26.74
	< 0.001*

	There  should be documentation system:
	10
	100.0
	16
	100.0
	2
	20.0
	26.74
	< 0.001*

	Policies and procedures related to or should be collected in a policy manual
	10
	100.0
	16
	100.0
	1
	10.0
	31.20
	< 0.001*

	Written guidelines for infection control must be available in or and known to all nursing personnel
	10
	100.0
	16
	100.0
	1
	10.0
	31.20
	< 0.001*

	There should be performance appraisal system that evaluates nursing personnel in the unit
	10
	100.0
	16
	100.0
	1
	10.0
	31.20
	< 0.001*

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification
	10
	100.0
	9
	56.3
	2
	20.0
	13.22
	< 0.001*

	Patient should demonstrate knowledge of the physiological and psychological response toe surgical intervention
	3
	100.0
	13
	81.3
	2
	20.0
	16.97
	< 0.001*

	The patient should be free from injury
	8
	100.0
	14
	87.5
	1
	100.0
	23.51
	< 0.001*


(*) Statistically significant at P < 0.05.  

Table (10): shows agreement of jury groups about face validity of the OR proposed standards regarding its looking like standard. From the table, it can be noticed that there is a significant difference between nursing and medical jury agreement in relation to all items of the proposed standards. 

Table (11): Agreement of jury groups about face validity of the OR proposed standards regarding its achievability 

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	Operating department should have philosophy and objectives in accordance with hospital. 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be an identified organizational structure that indicates responsibilities and authorities among or personnel. 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be job description that describes jobs of nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Staffing for or should be done according to identified principles 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be a documentation system: 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Policies and procedures related to or should be collected in a policy manual 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Written guidelines for infection control must be available in or and known to all nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be performance appraisal system that evaluates nursing personnel in the unit 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification  
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	< 0.05*

	Patient should demonstrate knowledge of the physiological and psychological response toe surgical intervention 
	7
	70.0
	13
	81.3
	10
	90.0
	1.29
	0.53

	The patient should be free from injury 
	9
	90.0
	15
	93.8
	10
	100.0
	0.98
	0.61


(*) Statistically significant at P < 0.05.
Table (11): Illustrates agreement of jury groups about face validity of the proposed standards regarding its achievability. From the above table, it can be observed that there is a significant difference between the agreement of nursing and medical jury about the responsibility of the licensed qualified nursing. personnel in the OR.

Table (12): Agreement of jury groups about face validity of the OR proposed standard regarding time specific 

	
	Jury group
	X2 test
	P-value

	
	Nursing
	Medical
(n=10)
	
	

	
	Internal
(n=10)
	External
(n=16)
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	Operating department should have philosophy and objectives in accordance with hospital policy
	3
	30.0
	16
	100.0
	9
	90.0
	18.64
	< 0.001*

	There should be an identified organizational structure that indicates responsibilities and authorities among or personnel 
	3
	30.0
	16
	100.0
	10
	100.0
	22.59
	< 0.001*

	There should be job description that describes jobs of nursing personnel 
	3
	30.0
	16
	100.0
	10
	100.0
	22.59
	< 0.001*

	Staffing for or should be according to identified principles 
	6
	60.0
	16
	100.0
	10
	100.0
	11.70
	< 0.001*

	There should be a documentation system: 
	10
	100.0
	15
	93.8
	9
	90.0
	0.98
	0.61

	Policies and procedures related to or should be collected in a policy manual 
	4
	40.0
	15
	93.8
	10
	100.0
	14.69
	< 0.001*

	Written guidelines for infection control must be available in or and known to all nursing personnel 
	9
	90.0
	15
	93.8
	10
	100.0
	0.98
	0.61

	There should be performance appraisal system that evaluates nursing personnel in the unit 
	8
	80.0
	16
	100.0
	10
	100.0
	5.51
	0.06

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification  
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	<0.001*

	Patient should demonstrate knowledge of the physiological and psychological response toe surgical intervention 
	5
	50.0
	13
	81.3
	9
	90.0
	4.87
	0.09

	The patient should be free from injury 
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53


(*) Statistically significant at P < 0.05.  


Table (12): Shows agreement of jury groups about face validity of the proposed standard regarding time specific from the above table, it can be observed that there is a significant difference between nursing and medical jury agreement about the items operating department should have philosophy, job description, organizational structure, staffing for OR should be done according to identified principles, policies and procedures should be collected in a policy manual and the care patients who undergo surgery. 

Table (13): Agreement of jury groups about face validity of OR proposed standards regarding its measurability

	
	Jury group
	X2
Test
	p-value

	
	Nursing
	Medical

(n=10)
	
	

	
	Internal

(n=10)
	External

(n=16)
	
	
	

	
	No.
	%
	No.
	%
	No.
	%
	
	

	Operating department should have philosophy and objectives in accordance with hospital policy
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be an identified organizational structure that indicates responsibilities and authorities among OR personnel
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be job description that describes jobs of nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Staffing for OR should be done according to identified principles
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be a documentation system:
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Policies and procedures related to OR should be collected in a policy manual
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Written guidelines for infection control must be available in OR and known to all nursing personnel
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be performance appraisal system that evaluates nursing personnel in the unit
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	<0.001*

	Patient should demonstrate knowledge of the physiological and psychological responses to surgical intervention
	9
	90.0
	13
	81.3
	9
	90.0
	0.57
	0.75

	The patient should be free from injury
	10
	100.0
	14
	87.5
	10
	100.0
	2.65
	0.27


(*) Statistically significant at p<0.05


Table (13): Illustrates agreement of jury groups about face validity of the OR proposed standards regarding its measurability. From the table, it can be noticed that there is a significant difference X2 10.86, P < 0.001 between nursing and medical jury agreement about the care of patients. Who undergo surgery. 

Table (14): Agreement of jury groups about face validity of the OR proposed standard regarding its being clear 

	
	Jury group
	X2
Test
	p-value

	
	Nursing
	Medical

(n=10)
	
	

	
	Internal

(n=10)
	External

(n=16)
	
	
	

	
	No.
	%
	No.
	%
	No.
	%
	
	

	Operating department should have philosophy and objectives in accordance with hospital policy
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	There should be an identified organizational structure that indicates responsibilities and authorities among OR personnel
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	There should be job description that describes jobs of nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	Staffing for OR should be done according to identified principles
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	There should be a documentation system to record:
	10
	100.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	Policies and procedures related to OR should be collected in a policy manual
	10
	10.0
	15
	93.8
	10
	100.0
	1.29
	0.53

	Written guidelines for infection control must be available in OR and known to all nursing personnel
	9
	90.0
	14
	87.5
	10
	100.0
	1.31
	0.52

	There should be performance appraisal system that evaluates nursing personnel in the unit
	10
	100.0
	16
	100.0
	10
	100.0
	-
	-

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification
	10
	100.0
	9
	56.3
	9
	90.0
	8.01
	0.02*

	Patient should demonstrate knowledge of the physiological and psychological responses to surgical intervention
	5
	50.0
	11
	68.8
	9
	90.0
	3.78
	0.15

	The patient should be free from injury
	10
	100.0
	14
	87.5
	10
	100.0
	2.65
	0.27


(*) Statistically significant at p<0.05


Table (14): Illustrates agreement of jury groups about face validity of the OR proposeds standard regarding its being clear. From the above table, it can be observed that there is a significant difference X2 8.01, P = 0.02 between nursing and medical jury about the care of patients who undergo surgery. 

Table (15): Agreement of jury groups about face validity of the operating department proposed standards regarding its being written in context of operating room nursing care

	
	Jury group
	X2
Test
	p-value

	
	Nursing
	Medical

(n=10)
	
	

	
	Internal

(n=10)
	External

(n=16)
	
	
	

	
	No.
	%
	No.
	%
	No.
	%
	
	

	Operating department should have philosophy and objectives in accordance with hospital
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be an identified organizational structure that indicates responsibilities and authorities among OR personnel
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be job description that describes jobs of nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Staffing for OR should be done according to identified principles
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be a documentation system:
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Policies and procedures related to OR should be collected in a policy manual
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Written guidelines for infection control must be available in OR and known to all nursing personnel
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be performance appraisal system that evaluates nursing personnel in the unit
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification
	10
	100.0
	9
	56.3
	10
	100.0
	10.86
	<0.001*

	Patient should demonstrate knowledge of the physiological and psychological responses to surgical intervention
	10
	100.0
	13
	81.3
	9
	90.0
	2.21
	0.33

	The patient should be free from injury
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00


(*) Statistically significant at p<0.05


Table (15): Reveals agreement of jury groups about face validity of the OR proposed standards regarding its being written in the context of OR nursing care. From the above table, it can be noticed that there is a significant difference X2= 10.86, P < 0.001 between nursing and medical jury agreement about the care should be preferred to the pts. Who undergo surgery. 

Table (16): Agreement of jury groups about face validity of the OR proposed standards regarding its relevance to nursing field

	
	Jury group
	X2
Test
	p-value

	
	Nursing
	Medical

(n=10)
	
	

	
	Internal

(n=10)
	External

(n=16)
	
	
	

	
	No.
	%
	No.
	%
	No.
	%
	
	

	Operating department should have philosophy and objectives in accordance with hospital
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be an identified organizational structure that indicates responsibilities and authorities among OR personnel
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be job description that describes jobs of nursing personnel 
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Staffing for OR should be done according to identified principles
	10
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be a documentation system:
	10 
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Policies and procedures related to OR should be collected in a policy manual
	10 
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Written guidelines for infection control must be available in OR and known to all nursing personnel
	10 
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	There should be performance appraisal system that evaluates nursing personnel in the unit
	10 
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualification
	10 
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	Patient should demonstrate knowledge of the physiological and psychological responses to surgical intervention
	10 
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00

	The patient should be free from injury
	10 
	100.0
	16
	100.0
	10
	100.0
	0.00
	1.00


(*) Statistically significant at p<0.05


Table (16): represents agreement of jury groups about face validity of the OR proposed standards regarding its relevance to the nursing field. From the table, one can detect that all jury group agreed upon the items there should be documentation system, policies and procedures related to OR should be collected in a policy manual written guidelines for infection control in OR, performance appraisals system in OR, the care should be preferred to patients who undergo surgery, patient should demonstrate knowledge and patient should be free from in jury. 

Table (17): Circulating nurses performance tasks related to care of patients undergoing surgery as observed among nurses in the study sample (n=70)

	
	Done

(60%+)

	
	No.
	%

	1- The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualifications
	
	

	    1.1. A qualified nurse is assigned to circulating nurse duties for the operating room these duties include: 
	
	

	Assure that the supplies and equipment are sterile
	31
	44.3

	Follow mechanism of infection control principles which are: 
	
	

	Principles of asepsis
	31
	44.3

	Sterilization and disinfection
	0
	0.0

	Maintenance and surveillance of sterilization equipment
	45
	64.3

	The sanitation of all rooms and equipment used
	0
	0.0

	Selection of draping and gowning materials
	70
	100.0

	Preoperative skin or body cavity preparation of patients
	0
	0.0

	Method of control of traffic movement in operating room
	15
	21.4

	Prepare the environment:
	0
	0.0

	Document patients' conditions 
	0
	0.0

	Reports patients condition 
	0
	0.0


Table (17): reveals circulating nurses performance tasks related to care of patients undergoing surgery as observed among nurses in the study sample. From the table, it can be observed that all nurses done the following items unsatisfactory >60% sterilization and disinfection, sanitation of all rooms and equipment used, preoperative skin or body cavity preparations of patients, prepare the environment, documents patients' conditions and reports' patients information. 

Table (18): Scrubbing nurses performance of tasks related to care of patients undergoing surgery as observed among study nurses (sample n = 70)

	
	Done

(60%+)

	
	No.
	%

	    1.2. A qualified registered nurse should be assigned to scrubbing activities these activities are:
	
	

	Assure that surgical services are consistent with patients' needs
	0
	0.0

	Prepare equipment for each specified surgery
	70
	100.0

	Follow mechanism designed to assure sterilization of the equipment used
	41
	58.6

	Follow principles of a septic techniques
	55
	78.6

	Handle the surgeon with sterile equipment
	70
	100.0

	Use approaches to effectively monitor patient's conditions
	0
	0.0

	Use approaches to effectively count sponges, gauze and instruments before wound closure
	0
	0.0


Table (18): illustrates scrubbing nurses performance of tasks related to care of patients undergoing surgery as observed among nurses in the study sample. From the table, it can be noticed that all the study sample of nurses prepare equipment for each specified surgery and handle the surgeon with sterile equipment in a satisfactory result more than 60% and all nurses of the study sample done the following items unsatisfactory less than 60% assure that surgical services are consistent with patients needs, use approaches to effectively monitor and evaluates patients conditions and use approaches to effectively count sponges, gauze and instruments before wound closure. 

Table (19): Performance of tasks related to knowledge of patients undergoing surgery 

	
	Done

(60%+)

	
	No.
	%

	1. Patient should demonstrate knowledge of physiological and psychological responses to process of surgical intervention
	
	

	1.1 Patient confirms verbally and in writing consent for operative procedure
	70
	100.0

	1.2 Describes sequence of events during perioperative period
	70
	100.0

	1.3 States outcome expectations in realistic terms
	0
	0.0

	1.4 Expresses feelings about surgical experience
	70
	100.0


Table (19): shows performance of tasks related to knowledge of patients undergoing surgery, from the table, it can be observed that non of perioperative patients states outcome expectations in realistic terms. 

Table (20): Perioperative patient outcome scores.

	
	

	
	No.
	%

	1. Patient is free from physical injury
	
	

	1.1 Skin breakdown
	70
	100.0

	1.2 Irritation
	70
	100.0

	1.3 Neuro-muscular injury
	70
	100.0

	2. Patient is free from chemical injury
	
	

	2.1 Rash or blistering
	70
	100.0

	2.2 Allergic reaction
	70
	100.0

	2.3 Burn and respiratory distress
	70
	100.0

	3. Patient is free from electrical injury
	
	

	3.1 Patient has no signs/symptoms of electrical injury
	70
	100.0

	4. Patient is free from sign and symptoms of injury related to positioning:  
	
	

	4.1 Patient maintains full range of motion and adequate sensation post operatively
	70
	100.0

	4.2 Patient does not experience nerve or muscle damage 
	70
	100.0

	5. Patient’s fluid and electrolyte balance is maintained:
	
	

	5.1 Mental orientation is consistent with preoperative level
	70
	100.0

	5.2 Fluid and electrolyte balance is consistent with preoperative status
	70
	100.0

	5.3 No discrepancies in intake and output (hypotension, palpitations, or abnormal values).
	70
	100.0

	6. Patient is free from circulation hazards: 
	
	

	6.1 Tachycardia
	70
	100.0

	6.2 Hypotension
	70
	100.0

	6.3 Decreased urine output
	70
	100.0

	6.4 Cold
	0
	0.0

	6.5 Excessive bloody output
	70
	100.0

	6.6 Clammy skin
	0
	0.0


Table (20): illustrates perioperative patients outcome scores as observed by nurses in the study sample. From the table, it can be noticed that all patients were free from physical, chemical, electrical and positioning related to injury, fluid and electrolyte balance was maintained and in relation to circulation hazards, all patients had cold skin. 

Table (21): Circulating nurses performance tasks related to care of patients undergoing surgery as observed among nurses in the study sample by departments

	
	Departments  (%)
	X2
(p-value)

	
	Surgery

(n=14)
	Orthop.

(n=16)
	ENT

(n=15)
	Urosurg.

(n=15)
	Neurosurg.

(n=10)
	

	1- Assure that the supplies and equipment are sterile
	0.0
	100.0
	0.0
	100.0
	0.0
	--

	2- Follow mechanism of infection control principles in handling which: 
	
	
	
	
	
	

	2-1Follow principles of asepsis
	0.0
	100.0
	0.0
	100.0
	0.0
	--

	2-2 Use sterilization and disinfection
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)

	2-3Document maintenance & surveillance of sterilization equipment
	100.0
	100.0
	0.0
	100.0
	0.0
	70.00(<0.001*)

	2-4 The sanitation of all rooms and equipment used
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)

	2-5 The selection of draping and gowning materials
	100.0
	100.0
	100.0
	100.0
	100.0
	0.00(1.00)

	2-6 Preoperative skin or body cavity preparation of patients
	100.0
	100.0
	100.0
	100.0
	100.0
	0.00(1.00)

	2-7 Method of control of traffic movement in operating room
	0.0
	0.0
	0.0
	100.0
	0.0
	--

	3- Prepare the environment:
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)

	Documents patients’ conditions 
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)

	Reports patients’ conditions  
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)


(*) Statistically significant at p<0.05

(--) test not valid

Table (21): represents circulating nurses performance tasks related to care of patients undergoing surgery as observed among nurses in the study sample by departments. From the table, it can be observed that there is a significant difference X2 70.00, P < 0.001 between departments in relation to documented maintenance and surveillance of sterilized equipment. 

Table (22): Scrubbing nurses performance tasks related to care of patients undergoing surgery as observed among nurses in the study sample by departments.

	
	Departments  (%)
	X2
(p-value)

	
	Surgery

(n=14)
	Orthop.

(n=16)
	ENT

(n=15)
	Urosurg.

(n=15)
	Neurosurg.

(n=10)
	

	1- Assure that surgical services are consistent with patients' needs
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)

	2- Prepare equipment for each specified surgery
	100.0
	100.0
	100.0
	100.0
	100.0
	0.00(1.00)

	3-Follow mechanism designed to assure sterilization of the equipment used
	0.0
	100.0
	0.0
	100.0
	100.0
	70.00(<0.001*)

	4-Follow principles of a septic techniques
	100.0
	100.0
	0.0
	100.0
	100.0
	70.00(<0.001*)

	5-Handle the surgeon with sterile equipment
	100.0
	100.0
	100.0
	100.0
	100.0
	0.00(1.00)

	6-Use approaches to effectively monitor and evaluate patient's conditions
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)

	7-Use approaches to effectively count sponges, gauze and instruments before wound closure
	0.0
	0.0
	0.0
	0.0
	0.0
	0.00(1.00)


 (*) Statistically significant at p<0.05

(--) test not valid

Table (22): reveals scrubbing nurses performance tasks related to care of patients undergoing surgery as observed among nurses in the study sample by departments. From the table, it can be noticed that there are significant difference X2 70.00, P < 0.001 between OR departments in relation to following mechanism designed to assure sterilization of the equipment used and following principles of aseptic techniques. 

Table (23): Results of nursing audit as regards administrative record        in the operating rooms at Benha university hospitals (n = 70).

	
	Present 

	
	No.
	%

	Operating department has philosophy and objectives in accordance with hospital
	0
	0.0

	There is an identified organizational structure that indicates responsibilities and authorities among OR personnel
	0
	0.0

	There is job description that describes jobs of nursing personnel 
	0
	0.0

	Policies and procedures related to OR are collected in a policy manual
	0
	0.0

	Written guidelines for infection control must be available in OR and known to all nursing personnel
	0
	0.0

	Guidelines are approved through appropriate hospital mechanism
	0
	0.0

	There is performance appraisal system that evaluates nursing personnel in the unit
	0
	0.0

	Staffing for OR are according to identified principles: 
	
	

	OR department is directed by a registered professional nurse
	28
	40.0

	Registered nurse is available throughout 3 shifts
	56
	80.0

	Nursing care is provided through 3 categories: 
	
	

	Circulating nurses
	56
	80.0

	Scrubbed nurses
	70
	100.0

	Anesthesia nurses
	70
	100.0


Table (23): this table represents results of nursing audit in the operating rooms at Benha university hospitals. From the table, it can be observed that there were no operating department philosophy, organizational structure, job description that describes jobs of OR nursing personnel and there were no OR policies and procedures collected in a policy manual also there were no written guidelines for infection control in OR. As regards staffing: 40% of ORs were directed by registered professional nurse, 80% of RNs were available throughout three shifts and circulating nurses were available in 80% of ORs and anesthesia nurses present in all operations (100%). 

Table (24): Results of nursing audit as regard documentation (n=70)

	
	Present

	
	No.
	%

	There is a documentation system to record:
	0
	0.0

	Monitoring of patient's conditions
	0
	0.0

	Dosage of all drugs and agents used
	70
	100.0

	Type and amount of all fluids administered 
	0
	0.0

	Unusual events during surgical procedures
	0
	0.0

	Adverse reactions and measures used to manage them
	0
	0.0

	Pertinent data collected through physiologic and psychological assessment
	0
	0.0

	Blood loss
	0
	0.0

	Urinary and drainage output
	0
	0.0

	Tubes and drains
	0
	0.0


Table (24): This table reveals results of nursing audit as regard documentation from the table, it can be noticed that the only item being documented was dosage of all drugs & agents used. 

Table (25): Description of nurses’ characteristics in the nurses opinionnaire. The  studied sample (n=70)

	
	Frequency
	Percent

	Department:
	
	

	
General surgery
	15
	21.4

	
Orthopedics
	15
	21.4

	
ENT
	10
	14.3

	
Urosurgery
	14
	20.0

	
Neurosurgery
	16
	22.9

	Age (years):
	
	

	
<30
	31
	44.3

	
  30+
	39
	55.7

	
Range
	20.0-42.0

	
Mean(SD
	30.3±6.8

	Experience (years):
	
	

	
<10
	27
	38.6

	
  10+
	43
	61.4

	
Range
	1.0-22.0

	
Mean(SD
	11.5±6.4

	Nursing qualification:
	
	

	
Nursing diploma
	68
	97.1

	
Technical institute
	1
	1.4

	
Bachelor of nursing
	1
	1.4

	Attendance of training courses:
	
	

	
No
	62
	88.6

	
Yes
	8
	11.4

	Courses attended (n=8):
	
	

	
Operation room
	1
	12.5

	
Urology
	2
	25.0

	
Endoscopy
	4
	50.0

	
Infection control
	1
	12.5


Table (25): illustrates description of nurses characteristics in the studied sample from the table, it can be observed that the no of studied nurses were 70 nurse, their ages were 44.3% less than 30 years and 55.7% more than 30 years as regard to experience, 38.6% were less than 10 years and 61.4% of nurses were more than 10 years of experience most of the studied nurses 97.1% were diploma nursing and 11.4% only of the studied nurses were attended training courses in OR. 

Table (26): Nurses’ opinions about the importance of philosophy, organizational structure, and job description (n=70).

	
	Not important
	Important

	
	No
	%
	No
	%

	1. Philosophy and objectives 
	
	
	
	

	Philosophy and objectives in accordance with hospital
	44
	62.9
	26
	37.1

	Philosophy and objectives are written
	43
	61.4
	27
	38.6

	Philosophy and objectives are available
	43
	61.4
	27
	38.6

	2. Organizational structure: 
	
	
	
	

	Indicates responsibilities and authorities among OR personnel
	5
	7.1
	65
	92.9

	Authority and responsibility are clearly depicted through an organizational chart
	5
	7.1
	65
	92.9

	The chart is posted
	5
	7.1
	65
	92.9

	3. Job description:
	
	
	
	

	Describes jobs of nursing personnel 
	5
	7.1
	65
	92.9

	All nursing jobs are determined and identified through job description
	5
	7.1
	65
	92.9

	Jobs are compatible with nursing specialties 
	4
	5.7
	66
	94.3

	Job descriptions are clear
	4
	5.7
	66
	94.3

	Job descriptions are reviewed periodically
	4
	5.7
	66
	94.3


Table (26): reveals nurses’ opinions about the importance of philosophy, organizational structure, and job descriptions. From the table, it can be noticed that the majority of nurses 62.9% viewing the philosophy & objectives for operating department not important also 92.9%, 94.3% of nurses respectively viewing the organization structure & job description for OR important. 

Table (27): Nurses’ opinions about the importance of staffing and documentation system as components of the proposed standards  (n=70)

	
	Not important
	Important

	
	No
	%
	No
	%

	4. Staffing::
	
	
	
	

	OR department is directed by a registered professional nurse
	39
	55.7
	31
	44.3

	Registered nurse is available throughout 3 shifts
	2
	2.9
	68
	97.1

	Nursing care is provided through 3 categories: 
	
	
	
	

	Circulating nurses
	0
	0.0
	70
	100.0

	Scrubbed nurses
	0
	0.0
	70
	100.0

	Anesthesia nurses
	1
	1.4
	69
	98.6

	5. Documentation system to record:
	
	
	
	

	Monitoring of patient's conditions
	70
	100.0
	0
	0.0

	Dosage of all drugs and agents used
	17
	24.3
	53
	75.7

	Type and amount of all fluids administered 
	46
	65.7
	24
	34.3

	Unusual events during surgical procedures
	53
	75.7
	17
	24.3

	Adverse reactions and measures used to manage them
	55
	78.6
	15
	21.4

	Pertinent data collected through physiologic and psychological assessment
	35
	50.0
	35
	50.0

	Blood loss
	54
	77.1
	16
	22.9

	Urinary and drainage output
	53
	75.7
	17
	24.3

	Tubes and drains
	52
	74.3
	18
	25.7


Table (27): shows nurses’ opinions about the importance of staffing and documentation system from the table, it can be noticed that the opinon’s of the study nurses that they viewing  the importance of the items of nursing care for preoperative patients is provided through circulating and scrubbed nurses and only 1.4% of nurses viewing anesthesia nurses not important and the minority of nurses 44.3% viewing the direction of OR department by a registered professional nurse is important in relation to staffing, also, the majority of nurses 75.7% viewing that documenting the dosage of all drugs & agents used is important also 50% of nurses viewing that documenting the pertinent data collected through physiological & psychological assessment is important.      

Table (28):  Nurses’ opinions about the importance of policies and procedures, infection control guidelines, and performance appraisal system (n=70)

	
	Not important
	Important

	
	No
	%
	No
	%

	6. Policies and procedures 
	
	
	
	

	 Policies and procedures related to OR should be collected in a policy manual
	1
	1.4
	69
	98.6

	Policies and procedures should  clearly written
	1
	1.4
	69
	98.6

	Current and dated 
	1
	1.4
	69
	98.6

	Accessible to nursing personnel
	1
	1.4
	69
	98.6

	Written guidelines for infection control must be available in OR and known to all nursing personnel
	0
	0.0
	70
	100.0

	Guidelines are approved through appropriate hospital mechanism
	0
	0.0
	70
	100.0

	7. Infection control guidelines should  include: 
	
	
	
	

	Principles of asepsis
	0
	0.0
	70
	1000

	Sterilization and disinfection
	0
	0.0
	70
	100.0

	Document surveillance of sterilization equipment 
	0
	0.0
	70
	1000

	The sanitation of all rooms and equipment used
	0
	0.0
	70
	1000

	The selection of draping and gowning materials
	0
	0.0
	70
	100.0

	Preoperative skin or body cavity preparation of patients 
	0
	0.0
	70
	1000

	8. Performance appraisal system that evaluates nursing personnel in the unit 
	8
	11.4
	62
	88.6

	It is based on nursing personnel job description
	4
	5.7
	66
	94.3

	It is clear
	4
	5.7
	66
	94.3


Table (28): reveals nurses’ opinions about the importance of policies and procedures, infection control guidelines and performance appraisal. From the table, it can be noticed that 98.6% of nurses viewing collection of polices and procedures related to OR in a policy manual and being accessible to OR nursing personnel important and all of the studied nurses 70 nurses viewing availability of a written guidelines for infection control in the OR is important. Finally 88.6% of nurses viewing that the presence of performance appraisal system that evaluates OR nursing personnel is important.      

Discussion

Standards are commitment and assurance that the highest quality of care will be provided to all patients in all health care settings. Well written standards enable professional to describe in measurable terms the care they provide for patients, what is required to carryout that care and what the expected outcome will be (Sale, 2000) . Standards of nursing are valuable to the nursing profession because they provide a consistent basis for practice, shape the profession toward attainment of common goals, and can be used as both legal and an ethical/model from which to evaluate actions and interactions between nurses and the consumers of their care. (George, 2002).


The present study was conducted in an attempt to develop standards for operating rooms at Benha University hospital 


The study indicated that all experts have agreed upon the importance of presence of the objective and philosophy where it should be written and available to all members of the operating department and this result is in agreement with Tantawy, (2004) who found in her thesis that all experts have agreed upon the presence of objectives and philosophy in the emergency department and in accordance with Sullivan and Dicker, (1997) who mentioned that philosophy is a written statement explains what is believed about customer service or patient care, what is believed about staff practice and what is believed about governance. Huber, (2000) stated that the philosophy is an abstract describes a vision and gives direction to achieving the purpose.   


The study results revealed that 100% of internal and external jury and the majority (90%) of medical jury agreement were for adjusting the operating department to organizational structure that indicates responsibilities and authorities among operating room personnel. This finding is in agreement with Huber, (2000) who stated that structure is the linkage or network between the outer environment and the organization as a system. It provides for internal integration, it is the glue that helps hold the parts of an organization together so that they can work toward common goals. 


As for job description, all experts have agreed upon the importance of presence of job description in the operating department that describs jobs of nursing personnel. This finding is in agreement with Atkinson and fortunate (1996) who stated that job description must be written by each hospital for its own operating rooms. Also, Casio, (1998) and Abd El Aty, (2002) mentioned that job description defines what is expected of a person in a particular position, list the duties and requirements of the job as it should be performed, and state to whom the employee is accountable so it is useful for recurrent placement, and transfer decisions. Furthermore, it prevent conflict, frustration and overlapping of duties. 

Also, Ellis and Hartly (2000) commented that job description are structural standards because they outline the requisite knowledge, skills, attitudes, and responsibilities of performance standards and scope of authority of specific position within an organization of function at maximum performance. Furthermore, 80% of internal jury and 93.8% of external jury have agreed upon the item “job description should be reviewed periodically”. This congruent with Abd El Aty, (2002) who recommended in her thesis that the developed job descriptions must be revised periodically to keep them up-to-date with the current changes in the operating room structure. And consistent with Thompson and Mathias, (1992) who stated that each job description should be reviewed with each vacancy and updated following each person's staff development and performance review.


Concerning operating room staff, 100% of the jury group has agreed that the operating room must be directed by a registered professional nurse. This consistent with AORN, (1997) who stated that a registered nurse qualified by advanced education and management experience shall have administrative accountability for perioperative nursing services, she must demonstrate management and leadership skills that she has experienced and expertised in perioperative nursing.          


Furthermore, 100% of jury group have agreed that the operating nurse, include the scrub and circulating nurses. This congruent with (Abd El Aty, 2002) who concluded that job description for the operating room nurse as job holder works as circulating and scrub nurse to help the surgeon during operation. This consistent with (Timby, 2003 and Junttila, 2000) who stated that intra operative nurses include the scrub nurse and circulating nurse. Also, Huttle, (2005) stated that the surgical team consists of an anesthesiologist, surgeon and his or her assistants, and intraoperative nurses, (the circulatory nurse and the scrub nurse). Also, (Graven, 1996) mentioned that nursing interventions during intraoperative period are carried out by both the scrub nurse and circulating nurse. 

On the other hand, the great majority (93.8%) of external jury has agreed upon the presence of anesthesia nurse in the operating room staff. And this consistent with Timby, (2000) who stated that the anesthetist may be a medical doctor or a registered nurse who has completed an accredited nurse anesthesia program and passed the certification examination (certified registered nurse anesthetist). Furthermore, this finding supported by Graven, (1996) who reported that the administration of general and regional anesthesia may be performed by an anesthesiologist or a certified registered nurse anesthetist. 


Also, this finding is congruent with Afifi, (1997) who found that the majority of medical and nursing staff were agreed to have specialized anesthetic nurse and agreed on their responsibilities related to the period before induction preparation for anesthesia, receiving the patient, monitoring and maintenance of anesthesia and period of recovery room. Also, it congruent with Ezzat , (2002) who found in her thesis that the anesthesia nurse was considered responsible for  recording vital signs pre and intraoperatively by 81.9% and 62.7% of respondents respectively and to review patients, chart pre operatively and checking post operative data in chart by 44.6% and 21.7% respectively.  


All nursing jury and the great majority (83.8%) of medical jury have agreed upon presence of documentation system in the operating department. This finding supported by Junttila, (2000) who stated that documentations emphasizes nurses' commitment to making their practice visible and understandable by revealing the decision making process during a patient's care and the outcomes of that process. Moreover, it congruent with Ezzat, (2002) who found in her thesis that 100% of the respondents opinions agreed that recording instruments and supplies count and labeling cultures and/or specimens were nursing activities. Also reviewing chart and recording vital signs intra operatively were considered as a nursing activities by 78.3% and 81.9% of the respondents respectively.


As regards, monitoring of patients’ conditions, blood loss, urinary and drainage output, tubes and drains, nearly fifth of the internal jury (hospital nursing members) don’t agree upon the recording of these items because from the point of their view the responsibility of the OR scrub nurse is preparing equipment and handling surgeon and the circulating nurse assist and opening the items for the scrub nurse and the recording of these items is the responsibility of the anesthetist to be recorded in the anesthesia sheet.

This disagreed with (Rothrock, 2003) who mentioned that AORN recommended practices for documentation of perioperative nursing suggesting that intraoperative patient care record should include patients’ skin condition, OR medication administratered, presence of catheters, drains, packing and dressings, blood products administered and fluid output, skin preparation solution used, any reactions to preparation solution, wound classification and anesthesia classification, time of admission and discharge, mode of transfere and patients’ status. 

Also, Craven (1996) added that urinary output, blood loss, vital signs, oxygen saturation and ECG are monitored continuously and recorded on the patients’ chart. Continuous monitoring is necessary to detect and treat any abnormalities immediately.       


All the jury group has agreed that policies and procedures should be collected in a policy manual and should be written, current, dated and accessible to nursing personnel. A great majority of internal and external jury have agreed upon standard statement (policies and procedures should be consistent with current standards of practice). This is consistent with Tantawy, (2004) who found that great majority of experts have agreed upon the importance of availability of the policy at the emergency department. Also, supported by Atkinson, (1996) who stated that each hospital establishes polices and procedures for all personnel to follow based on standards and practice guidelines developed by professional organizations; moreover, he stated that policies should be consistent with regulatory and professional standards of practice.    


The present study findings indicated that 100% of internal nursing jury, medical jury and the great majority 93.8% of external nursing jury agreed upon the standard statement (there should be written guidelines for infection control available in operating room and known to all nursing personnel).


This finding is in agreement with Atkinson, (1996) who mentioned that written policies and procedures governing the control  of infection should be developed, readily accessible, and reviewed annually by the infection control committee. Also, Timby, (2003) stated that cleaning, disinfection, sterilization of equipment, control of contaminants, application of standard precautions and aseptic practice are basic to an effective infection control program. In addition, these results are congruent with Tantawy, (2004) who mentioned that 60% of experts in her study have agreed upon the application of  infection control, fire safety, electrical safety and disasters which are very important points in nursing care. 


Furthermore, the present study findings consistent with (Craven, 1996) who asserted that policies and procedures have been established in the operating room to ensure asepsis. Every operating room nurse should be familiar with policies concerning the surgical hand scrub, cleaning and preparation of the client's skin before surgery, special considerations for cleaning the operating room environment and disposing of waste products, procedures for sterilizing instruments and supplies, and methods for draping the surgical client and establishing the sterile field. 


Traffic patterns were suggested by Fairchild, (1993) and Timby , (2003) who stated that specific traffic patterns for personnel, patients, supplies, and equipments must be established to maintain an aseptic environment and provide the services needed to perform safe and effective surgery. This consistent with AORN, (2000) who addressed that operating room environment which ensure cleanliness and minimal bacterial growth is essential to the well being of the patient and operating room personnel. 


All internal and medical jury and the great majority (93.8%) of external jury have agreed upon standard statement, which emphasize that  there should be performance appraisal system that evaluates nursing personnel in the unit. This finding is consistent with Schull, (1995) who stated that nursing performance standards include guidelines for quality of care, performance appraisal, education, collegiality, ethics, collaborations, research, and resource utilization. And the nurse engages in performance appraisal on a regular basis, identifying areas of strength as well as areas for professional and practice development. 


As regards agreement of jury groups about content validity related to activities of the circulating nurses in operating rooms, 90% of internal jury agreements were for documented maintenance and surveillance of sterilized equipment and selection of draping and gowning materials.


As for document maintenance and surveillance of sterilization equipment, this finding still high and agrees with AORN, (1997) that  stated; manufacturers’ written instructions should be followed for the detergent selection and the proper use, care, and maintenance of instruments. Establishment of routine, periodic maintenance programs for equipment that need or exceed the manufactures’ recommendations. Written documentation for the use, setting, and care of special equipment (Craven, 1996).

The other lowest agreement (90%) of internal jury was for selection of draping and gowning materials. This finding still high and supported by Craven, (1996) who stated that proper draping helps to maintain asepsis by creating a sterile field, thus limiting exposure to microorganisms and drapes need to be impervious to moisture to remain sterile. Gowning materials should be free from holes, tears and should be steam penetrable. Also this finding congruent with Rafai, (2006) who found in her thesis that, all operating room personnel performing gowning and draping techniques properly in most of the observed operations. Moreover, this finding goes in the same line with Ezzat, (2002) who found that draping and gowning were considered as direct responsibility for the scrub nurses by 61.4% and 85.5% of respondents respectively. 


The lower agreements in the medical jury were 80%, 90% consequently for items documents and reports patients’ conditions. These findings still high and supported by Rothrock, (2003) who stated that perioperative nursing documentation needs to describe the assessment, planning and implementation of perioperative care that reflects individualization of care, as well as the evaluation of patient outcomes. Also, Timby and Smith, (2003) reported that nurses must document all nursing actions, observations, and client responses in a permanent record. This record of nursing actions should be a mirror image of the written plan. 


The present study result agreed with Abd El-Aty, (2002) who revealed that most of physicians agreed upon the circulating nurse responsibility for preparing and recording all reports needed by surgeon or anesthesiologist during the operation and none of the supervisor’s approved it. This supervisor’s opinion disagreed with Lewis et al., (1996) who suggested that the circulating nurse must complete the intraoperative record.      

Furthermore, the majority of the supervisors and physicians have agreed that the circulating nurse after the operation must record names of the surgeon and the scrub nurse in the operating list, and record all disposable sutures and anesthesia drugs also, more than two thirds of the physicians have agreed upon the role of the scrub nurse in checking vital signs of the patient in the recovery room, compared to non of the supervisors, as well as the study finding agreed with Ezzat, (2002) who revealed that 100% of the respondents agreed that recording instruments and supplies "count" and labeling cultures or specimens were nursing activities. 


As regards agreement of jury group about content validity related to activities of the scrubbing nurses in the operating rooms, the lowest agreements 90% of internal jury related to the standard statement "assure that surgical services are consistent with patient's needs". This finding still high and agrees with Craven, (1996) who stated that assessment continues throughout the surgical procedure. In addition to planning for the intraoperative needs of the client, assessment allows the nurse to begin planning for the recovery phase of the surgical experience. It's the responsibility of the OR nurse to communicate specific assessment data to the recovery facility, so that the client's individualized needs can be anticipated. 


The nursing diagnosis and the client outcomes can be identified from the assessment data, some common problem areas during the intraoperative period include risk for injury, risk for perioperative positioning injury, risk for infection, risk for tissue perfusion. Furthermore, the perioperative registered nurse is to be actively involved in identifying potential hazards in the practice setting and in implementing appropriate interventions (AORN, 1997 and Timby, 2003). Also, patients as recipient of care are entitled to the assurance of privacy, confidentiality, personal dignity, and quality health services (Atkinson, 1996).

The other lowest score (90%) of agreement in the internal injury was for the standard statement use approaches to effectively monitor and evaluate patients conditions. This finding still high and agrees with Wicker, (2000) who mentioned that perioperative nurses need to be able to continuously audit, evaluate and assure the quality of care they provide.


The lowest agreement score of external and medical jury was 81.3% for the standard statement "mechanism designed to assure sterilization of equipment used". This score still high and disagreed with AORN, (1997) who stated that proper care and cleaning helps to ensure instruments' effectiveness, reduces the likelihood of delays, and helps to reduce the risk of infection and injury. This supported by Harkness and Dicker, (1998) who mentioned that continuous attention to all aspects of the sterilization process and sterilizer performance will help achieve and maintain the sterility of the processed items. 


The minority of agreements were concerning patient knowledge in relation to the item describes sequence of events during perioperative period. This finding disagreed with Hirnle, (1996) who stated that client will verbalize understanding of perioperative care, during preoperative preparation, client describes what will happen during the surgical experience and as stated by Atkinson, (1996) who mentioned that the patient has the right to be informed regarding the operative procedure and potential physical and psychological effects. Also, Wright, (1998) mentioned that it is important to ensure that the patient and family members are informed about condition and provide him or them with support and education. 


This finding is incongruent with Husni, (2004) who found that the highest score of approval of nurses and specialists of surgery were related to assisting patients with families to assume responsibilities for their own illness and health care by providing information and instructions. Also, this study finding disagreed with Pailes, (2000) who reported that teaching about post operative activities is implemented in the pre-operative phase and it is the nurses' responsibility.   


Concerning the patient safety, the minor agreement score 70% was of internal nursing and medical jury upon the item, “patients fluid and electrolyte balance should be maintained”. This finding may be due to the responsibility of the anesthetist for the continuous monitoring of fluid loss and electrolyte replacement during the perioperative period. This inconsistent with AORN, (1997) who stated that the perioperative nurse monitors fluid loss and anticipates needs for replacement. Also, the study finding disagreed with Timby, (2003) who mentioned that the circulating nurse is responsible for recording and keeping a running total of intravenous fluids administered if the client has an indwelling catheter, the nurse measures urine output during surgery. Actually, measuring and recording the intake and output by nurses occurs in the surgical department not in operating room when the patient returned from the OR. 


Concerning circulating nurses duties in the operating rooms, all nurses do the following items unsatisfactory, less than 60%; sterilization and disinfections, sanitation of all rooms and equipment used, preoperative skin care or body cavity preparations of patients, effectively prepare the environment, documents and reports of patient's conditions. 


As regards sterilization and disinfections that done unsatisfactory (less than 60%), it is observed that traffic in and out in the OR did not kept to a minimum during surgical procedures, talking during surgery and not maintaining the OR doors closed. This agrees with Refai, (2006) who found in her study that in almost half of the observed operations, the traffic pattern were not controlled in regards to keeping doors opened and noise level. Also, the educational university hospital welcome students, interns and other observational experiences causing increased number of flow in and out in the operating room. 

Furthermore, this inconsistent with what is recommended by Burlingam, (2005) and AORN, (2000) that movement of the staff members should be kept to a minimum during surgical procedures, this include minimizing number of people in the OR and talking during surgery and maintaining the OR doors closed except during movement of staff or equipment as well as equipment and supplies not changed after each case. Glass suction container may be not rinsed with disinfectant following the procedures. This finding agreed with Refai (2006) who found that in her thesis that suction technique was not performed under proper aseptic practice in most of the observed operations. 


Also, the OR visitors and some of the OR personnel were not properly attired and this consistent with Refai, (2006) who found OR personnel with different categories were not properly attired. Moreover, this observation is similar to that of Akduman and Kim (1999) who proved that OR personnel had poor compliance with OR attire. Also, drapes and gowns may be found wet in the sterilized drum. This is supported by Dewit, (1998) and AORN, (2005) who stressed that all personnel who will be entering the OR especially semi restricted and restricted areas of the OR are recommended to wear proper head cover, shoe cover and mask.               


As regard sanitation of all rooms and equipment used, this item was done unsatisfactory (less than 60%) this finding agrees with Refai (2006) who found in her thesis that workers didn’t properly decontaminate the room between patients in most of the observed operations as they were not changing the waste bags between patients unless it become full. This congruent with Hussni, (2004) who found daily terminal cleaning activity were poorly met intraoperative clean up and initial house keeping presented the least mean percent.


Also, Abd El Aty, (2002) found in her thesis that the agreement of one half of the nurse supervisors and about two thirds of the physicians that, the circulating nurse after operation cleans the table, and supervises cleansing of the floor of the operating rooms with chlorine solution 0.2% by the house keeper.


It was found that no one of the nurses done preoperative skin or body cavity preparation of patients. This disagrees with Lewis, (1996) who stated that among the circulating nurse responsibilities are to prepare the patients skin for the surgical incision. This finding is in the same line with Youniss (1997) who found that the majority of nurses in their study can’t apply skin disinfections properly.


As for preparing the environment, that done unsatisfactory (<60%). This finding disagrees with , Abd EL Aty, (2002) who found that 81.4% of nurses being sure of cleaning or before starting operation 81.4% preparing sterile instruments for the scrub nurse and 7.0% of nurses adjusting lights before skin preparation and 81.4% were keeping area sterile from any contamination and congruent with Ezzat, (2002) who revealed that the circulating nurse prepare instruments for sterilization 43.4%.


As regards documents and reports conditions, the anesthesia nurse record only surgeon with scrub nurse names and patient name and type of operation and also record all disposable sutures, anesthetics and type of anesthesia used in the inventory record, this agrees with, Abd El Aty, (2002) who found that 93.0% of anesthesia nurses record the same items. The or resident or assistant surgeon records on the post anesthesia care sheet; the steps of operation, the type of operation, the name of surgeon, the recovery nurse doesn’t record any thing. Also, it is observed that there was no reports given from operating room nurses team to the postoperative care unit nurse or from post anesthesia care unit nurse to the surgical nurse. This finding agrees with, Abd El Aty, (2002) who found that no one of nurses records or reports, only one nurse 2.3% was observed to record the gauze, sponges, and instruments on the board of the operation. 

The researcher referred that result to lack of supervision which lead to negligence from nurses as stated by Marquis and Huston, (1996) who emphasized that the continuous supervision is important for motivating the learners to keep the knowledge and skills they have acquired or as stated by Howse and Beily, (1992) due to lack of time to chart, environmental disruptions.              

This result disagreed with Refai, (2006) who found that the circulating nurses properly complete the patient’s charts, record and label specimen in most of the observed operations. However they didn’t report patient’s information to the recovery nurse in most of the observed operations, which disagree with Aorn, (2005) who recommended that whenever a patient is transferred from one level of care to another, the perioperative nurse should communicate all pertinent information to the next care giver. Also, it agrees with Ezzat, (2002) who found documentation presented the least mean percent 8.0(8.01 with no significant difference between both major and minor operations.

Also, the study result discongruent with Afify, (2003) who found a system of nursing documentation in critical care unit and the national cancer unit, and the researcher referred that result to the availability of computerized information system, which facilitates the process of documentation for nurses, the availability of nursing recording formats for these patients in these two units and close supervision of senior nurses for recorded information by staff nurses, in addition, the medical pressure for maintaining nursing documentation.

All nurses of the study sample prepare equipment for each specified surgery and handle the surgeon with sterile equipment in a satisfactory result, “more than 60%”. This finding is congruent with Ezzat, (2002) who revealed that the perioperative nurses presented the highest quality level (68.4%) in preparing “mayo stand” for both the major and minor operations and agrees with Abd El Aty, (2002) who found in her thesis that most of nurses (97.7%)  handed the surgeon with instruments and supplies.

Also, the study finding is congruent with Refai, (2006) who found that in most of the observed operations, the nurses were organizing surgical instruments, passing then in a decisive and positive manner and this supported by Hirnle, (1996) who stated that the scrub nurse provides the surgeon with required instruments, sponges, drains, and other equipment, anticipating what will be needed throughout surgery, preparing the sterile tables before surgery. Also, Dewit and Suzan, (1998) mentioned that the scrub nurse is responsible for the preparation of the instruments and supplies on the sterile table. This agreed with Ezzat, (2002) who found that the one who is arranging sterile instruments on table was the scrub nurse of respondents responsibility by 64.4%.

Furthermore, all nurses of the study sample have done the following items unsatisfactory, “less than 60%” related to standard statements, assure that surgical services are consistent with patients needs, use approaches to effectively monitor and evaluate patients needs, use approaches to effectively monitor and evaluate patients conditions and use approaches to effectively count sponges, gauze and instruments before wound closure.

Regarding standard statement “assure that surgical services are consistent with patients needs”, this finding disagreed with Timby, (2003) who mentioned that perioperative nurse is to be actively involved in identifying potential hazards in the practice setting and in implementing appropriate interventions, assuring privacy, confidentiality and personal dignity.

Also, all nurses of the item-use approaches to effectively monitor and evaluate patients condition unsatisfactory. This finding disagreed with Atkinson, (1996) who stated that evaluation is continual process of reassessing patients needs, modifying expected outcomes and priorities, and revising plans when expected outcomes are not achieved or the patients condition on adaptive level changes. Tools used for evaluation include retrospectively study of charts, records and care plans or intraoprative process audit, peer review, and/or postoperative visits with patients. The patient is observed during the surgical procedure and evaluated for responses to nursing and medical interventions. Also, as mentioned by Wicker, (2000) that perioperative nurses need to be able to continuously audit, evaluate and assure quality of care they provide.

All nurses do the item use approaches to effectively count sponges, gauze and instruments before wound closure unsatisfactory, this finding agreed with Abd El Aty (2002) who found that the minority (53.3%) of nurses counting instruments and disposables before the operation with the circulating nurse, also found that 53.5% and 51.2% consequently counting sponges and gauze and counting instruments before closing the peritoneum with circulating nurse.

Moreover, this finding consistent with Refai, (2006) who stated that the scrub nurses were not counting loudly the needles, sponges, and other sharp instruments with the circulating nurse in half of the observed operations this is against with Fuller, (1994) who emphasized on counting instruments three times with the circulating in all types of surgery.

Also, this is supported by Rothrock, (2003) who mentioned that the scrub and circulating nurses should count sponges audibly before beginning the operation, before any closure begins and when skin closure is begun. Also, instruments should be counted in the instrument room, in the operating room by the scrub nurse and circulating nurse before the beginning of the operation, and before closure begins.

Regarding patient’s knowledge; the results indicated that there isn’t any patient states outcome expectations in realistic terms and this finding disagrees with AORN, (1997) who mentioned that the patient has the right to be informed regarding the operative or other invasive procedure and potential physical effects. The patient has the right to expect his or her physiologic status to be maintained at levels appropriate to the procedure being performed. Also, the patient has a right to expect support relative to his or her psychological status and assistance in coping with the effects of the operative or other invasive procedure. And this supported by Hankela and Kikkala, (1996) they said that patients felt motivated and encouraged when they were informed about what will occur and when someone talk to them.

The study finding is consistent with Refai, (2006) who revealed in her study that safety measures regarding patients grounding pad placement were carried out properly in all the observed operations. This finding is totally similar to Alexander, (1994) who emphasized the importance of proper placement of bad in order to prevent patients burn.

Also, the study result is incongruent with Refai, (2006) where the study results revealed that patients position and body alignment were not maintained properly in some of the surgeries putting patient at potential risk for injuries. This explained by Pudner, (2000) that proper position helps prevent skin, nerve, muscle damage which can be temporary or lead to permanent dysfunction, also Craven, (1996) emphasized that operating room personnel should know how to use the equipment.

In addition, Graven, (1996) stated that OR personnel should know how to use the equipment safely, how to check the equipment for proper functioning and how to report and handle problems, also, it is important that staff be aware of chemical hazards, read and follow warning labels and need all safety precautions. This is similar to Hind and Wicker, (2002) who emphasized on the OR safety audits carried out which highlight good practice as well as areas of concern.

Fluid and electrolyte balances within the body are important to health and safety of the patient in surgery (Jane, 2003). The nurse assesses the client’s fluid balance, urine output, monitor postoperative intake and output for at least 48 hours or until all drains and tubes have been removed, ensuring that IV fluids are infusing at the prescribed rate, vital signs and monitor laboratory values clients’ skin should be evaluated for color, pale, cyanotic, cool or clammy skin (Smith, 2003). 

There is a significant difference P<0.001 between circulating nurses performance tasks by departments in relation to documented maintenance and surveillance of sterilized equipments.

Also, there is a significant difference P < 0.001 between scrubbing nurses performance tasks by department in relation to following mechanisms designed to assure sterilization of the equipment used and following principles of aseptic techniques. The lower scores especially in ENT and general surgery because there was no scrubbing technique occur in ENT operation and the nurses and doctors wearing gloves without scrubbing and they explain this by ENT surgeries are minor surgeries as tonsillectomy and so on and in general surgery they still using sterilizer and don’t follow principles of aseptic technique in using drums of gowns and drapes.

As regards, auditing the structure component of the proposed standard, there were no written OR department philosophy, organizational structure, job description, OR policies and procedures collected in a policy manual also, there were no written guidelines for infection control in ORs. This finding is inconsistent with Abruzzese, (1996) who emphasized the need for the philosophy to direct the actions,  priorities, and behaviors of an organization. Furthermore, Huber, (2000) mentioned that it is important for all individuals to have a philosophy congruent with that of the employing agency. 

Also, Abd El Aty, (2002) recommended in her thesis that job description for OR nurses must be available and acknowledged by all health care providers to avoid conflicts and ambiguities. Also, Atkinson, (1996) stated that job decryption must be written by each hospital for its own operating room department staff. 

As far as organizational structure helps hold the parts of an organization together and provides for internal integration so that they can work toward common goals.  The formal structure can be identified on an organizational chart. It is used to orient personnel because they show relationships and display positions and position titles. Organizational positions carry authority, accountability and responsibility (Huber, 2000)..

Furthermore, policy is the guideline for determining specific decisions. Policies should be written, understandable, and be placed in a manual but procedures are descriptions of how to carry out an activates. They are ready references for all personnel (Huber, 2000). The study results are congruent with Refai, (2006) who revealed in her thesis that absence of written policy and procedure.

Moreover, Ismail, (2000) recommended that a written policy and infection control manual should be available and well known to all health care workers in their units.

As regard auditing patient records: There was no documentation by circulating nurse during operation, this discongruent with Lillis, (2001) who stated that the perioperative nurse documents disposable sutures and anesthetic agents used type of anesthesia, the name of surgeon, the name and type of operation and the name of anesthesiologist in the inventory record actually the anesthesia nurse documents these items in the inventory record. This finding also is incongruent with Refai, (2006) who found in her thesis that the circulating nurses properly complete the patients charts, record and label specimen in most of the observed operations.

Furthermore, Sarantera, (2000) found in his study that the nursing records have several problems and deficiencies including inadequate, inexact, interpretive, incoherent, inconsistent and irregular documentation and lack of standardized terminology. Also, he found that the information usually is documented on the anesthesia record and includes information about the continuity of a patient’s care (location and type of drains, chatheters, specimen and cultures taken).

Likewise, Christie, (1993) asserted that difficulties in documenting records were due to lack of understanding the importance of records and absence of standardized nursing records that afford framework for assessment. Also, Moody and Snyder, (1995) have reported that documentation is the most common  cause for over time, they found that   15-20% of work time is spent in documenting patient information. In addition, over emphasis on the task, and lack of value of documentation are other factors that must be taken into account.

Furthermore, Junttilla, (2000) stated that the content of the documentation usually involves issues related to the physical and aseptic safety of the patient with continuation of care, psychological notices are rare, and nursing activities are more frequently documented than care planning or evaluation.

As stated by Jane, (2003) perioperative nursing documentation needs to describe that assessment, planning and implementation of perioperative care that reflects individualized of care, as well as the evaluation of patient. This is incongruent with Ehrenberg and Ehnfors, (1999) who found that no record met the requirements of the national regulations on nursing documentation or followed the nursing process thoroughly in the patient records following and educational intervention. This poses a problem since the correct documentations or nursing care is a very important pre-requisite for safe care.

As regard findings of studied nurses’ opinions about the importance of structure items as a component of proposed standards: the opinions of the 62.9% of nurses were viewing philosophy and objectives not important. This disagrees with Huber, (2000) who stated that the organizations’ philosophy is important to assess as it relates to one’s personal philosophy. The nursing department philosophy should be congruent with the organization’s philosophy.

Furthermore, the study nurses viewing organization structure and job descriptions for OR nursing personnel are as important by  92.9% and 94.3% respectively and this is consistent with Huber, (2000) who stated that structure is the linkage between the outer environment and organization as a system. It provides for internal integration and helps hold the parts of an organizations together so that they can work toward common goals.

Also, Atkinson, (1996) stated that job description must be written by each hospital for its own operating room department staff and Abd El Aty, (2002) recommended that job description for OR nurses must be available. 

Furthermore, (44.3%) of the studied nurses were viewing that it is important that the OR department directed by registered professional nurse.  This inconsistent with Aorn, (1997) who mentioned that only a registered nurse directs perioperative nursing. Also, most of nurses (98.6%) viewing the anesthesia nurse as OR staff is important, this disagrees with Craven, (1996) who stated that monitoring client status during and after anesthesia is an important responsibility for the nurse in the OR and in the recovery facility. Also, he stated that the administration of general and regional anesthesia may be performed by and anesthesiologist or a certified registered nurse anesthetist.

Also, this congruent with Afifi, (1997) who found that the medical and nursing staff agreed to have specialized anesthetic nurse and agreed upon the responsibilities of here that is related to the period before induction; preparation for anesthesia and receiving the patient, monitoring and maintenance of anesthesia and period of recovery room.

As regards opinions of nurses related to items to be documented, all nurses agree on monitoring of patient’s conditions and the majority of nurses 75.7% of nurses view documenting dosage of all drugs and agents used is important. Also, 78.6%, 77.1 of nurses (consequently) view the documentation of adverse reactions and measures used to manage them and documentation of blood loss. 

Also, this study finding disagrees with Smith, (2003) who mentioned that any unusual or significant occurrences pertinent to patient outcomes should be documented, and this inconsistent with Refai, (2006) who found in her study that accident reporting and investigations related to variables were not carried out as well. Also, the nurse should meticulously document any medications, fluid, blood or blood products administrated or fluid out put and blood loss in the intraoprative record.

Regarding nurses opinions about the importance of policies and procedures, infection control guidelines, performance appraisal. Most of nurses (98.6%) view the presence of policies and procedures manual and being accessible to OR nursing personnel is important and this consistent with Huber, (2000) who stated that policies and procedures are two functional elements of an organization that flow from the mission statements and help to guide decision making performance. Also, Buden, Quinn, O’Brien and Dawes, (2000) claimed that policy and procedure are inaccordance with accepted standards of practice ensures that the operating room Is committed to reducing risk of hazards.

All nurses of the ORs view that presence of a written guidelines for infection control in the OR is important. This agrees with Jane, (2003) who stated that cleaning, disinfection, and sterilization of equipment, control of contaminants, and application of standard precaution and aseptic practices are basic to the effective infection control program that helps protect patients and staff. Also, this is congruent with Ismail, (2000) who found that the respondents appreciate the importance of the presence of the infection control system in the hospital.   

Regarding performance appraisal (88.6%) of nurses view that the presence of performance appraisal system that evaluates OR nursing personnel is important, this was supported by Schull, (1995) who mentioned  that  nurse engages in performance appraisal on a regular basis, identifying areas of strength as well as areas for professional and practice development, she seeks constructive feedback regarding practice, and takes action to achieve goals identified during performance appraisal. 
SUMMARY

There are many challenges involved in the delivery of health care. In the operating department environment, one of the most important challenges is to make sure that the quality of care is consistently high. Every perioperative nurse should always strive to maintain and improve the quality of care. The perioperative nursing provide specialized care to the surgical client and promote the return to optimal function. It needs standards that state the minimum performance and competencies required for the implementation of quality patient care during the perioperative period standards are an authoritative  statements that describe a common or acceptable level of patient care performance. They are valid acceptable definitions of the quality of care. They are commitment and assurance that the highest quality of care will be provided to all patients in all health care setting 

The aim of this study was to develop standards for the operating department at Benha university Hospitals and measuring its validity and applicability.

Subjects of this study were 70 nurses working at (general surgery, orthopaedic, urosurgery, neurosurgery and ENT) ORs and 36 experts of jury group.

Tools for this study were four: 1) perioperative standard questionnaire, to elicite openions of the jury group about the proposed OR standards related to face and content validity; 2) observational checklist to examine the developed standards criteria; 3) nursing audit to measure the quality of documentation related to operating department; and 4) nurses opinionaire to elicite openions of the nurses around the importance of audit items. 

Results of this study indicated that: 

· The jury group opinionaire have shown that there was no omission for any items of the proposed standards because there was no item took less than 50%. Also, as regard face validity the jury have agreed up on all items. 

· There was no operating department philosophies, organizational chart, job description, policies & procedures manual and no written guidelines for infection control in ORs.

· All circulating nurses done the following items unsatisfactory; sterilization & disinfection, sanitation of all rooms and equipment used, preoperative skin or body cavity preparations, effectively prepare the environment, documents and reports patients' conditions. 

· All scrub nurses done the following items in a satisfactory result, (more than 60%) preparing the equipment for each specified surgery and handling the surgeon with sterile equipments.

· The following items had done unsatisfactory (less than 60%); assuring that surgical services are consistent with patients needs, using approaches to effectively monitor and evaluate patients' conditions and using approaches to effectively count sponges, gauze and instruments before wound closure.

· 62.9% of nurses viewing the philosophy and objectives for the operating department not important. 

· 55.7% of nurses viewing the direction of OR department by a registered professional nurse is not important.

·  98.6% of nurses viewing the anesthesia nurse as OR staff is important.

· The highest percent of the nurses’ opinions viewing the documentation of the following items is not important; types and amount of all fluids administered, unusual events during surgical procedures, adverse reactions and measures used to manage them, blood loss, urinary and drainage output, tubes and drains.

· Also, all nurses viewing the monitoring of patients’ conditions is not important. 

· Most of nurses (98.6%) viewing the availability of policies and procedures that being collected in the OR manual is important. 

· All the studied nurses viewing the availability of a written guidelines for infection control in the operating rooms is important.

· The majority of nurses 88.6% viewing a presence of performance appraisal system that evaluates nursing personnel is important. 

In conclusion, the proposed operating rooms standard were validated and agreed by external and internal jury and examined its applicability in the operating rooms. It is recommended that the developed OR standards be used in the hospital. It should be disseminated to all operating rooms staff at Benha university Hospitals. To enable professional to describe, in measurable terms the care they provide for patients, what's required to carryout that care and what the expected outcome will be. Standards can be used to obtain information to monitor care, assess the level of service, identify deficiencies, communicate expectations, and introduce new knowledge. Also it must be revised periodically to keep up to date with recent changes.                          

CONCLUSION
Results of the present study combine to conclude that the proposed standards are valid and applicable to be used in operating rooms at Benha University Hospitals.
recommendations
In the light of the present study findings, the following recommendations are suggested for Benha University Hospitals:

· The developed operating rooms standards should be applied and be known to all staff nurses of the operating rooms at Benha University hospitals.

· The operating department should have written philosophy and objectives and should be congruent with organizational philosophy. 

· Establishment of an organizational chart that indicates authorities and responsibilities among operating room personnel.

· Job description for the operating room nurses must be available and acknowledged by all health care providers to avoid conflicts and ambiguities. 

· An evaluation tool of nursing personnel working in operating rooms should be delivered from the standards of care to ensure the quality of care delivered.

· There should be policies and procedures related to operating rooms collected in a policy manual and be accessible to all nursing personnel. 

· Standards and guidelines of infection control should be available and accessible to all health care workers in operating rooms.

· There should be documentation system which record the following:

· General monitoring of the patients’ conditions. 

· The dosage of all drugs and agents used.

· The type and amount of all fluids administered.

· Unusual events during surgical procedures.

· Adverse reactions and measures used to manage them.

· The type of anaesthesia used pertinent data collected through physiologic and psychosocial assessment.

· Blood loss, urinary and drainage output.

· Tubes and drains.

· Documentation during perioperative period should be done through (preoperative checklist, intraoperative patient record and post-anaesthesia care record).

· Well planned orientation and inservice training programs on the performance standards, will help the staff nurses working in ORs to promote their professional skills. 
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Opinionaire
Face and content validity of the proposed standards for perioperative nursing 

Name:





Degree

Job title:





Department 

Work place:

This opinionaire format aims at examining content and face validity of the proposed perioperative nursing standards. 
Because your opinion is important please indicate your suggestion regarding the attached tool guided by the following instructions.

* Content validity: please indicate your response whether agree or disagree regarding content validity.

* Face validity: check (() the number corresponding to your response in relation to the criteria referred to by its number as follows: 

1. Looks like standards

2. Achievable



3. Time specific 
                    4. Measurable 




5. Clear





6. Its written down on context of operating room nursing care

7. Relevant to nursing field
	Proposed standards of clinical perioperative nursing
	Content validity
	Face validiy

	
	agree
	disagree
	1
	2
	3
	4
	5
	6
	7

	1- The operating department has philosophy of objectives that in accordance with the hospital. 

1:1 Philosophy and objectives are written. 

1:2 Philosophy and objectives are available. 
	
	
	
	
	
	
	
	
	

	2- There should be identified organizational structure that indicate responsibilities and authorities among the OR personnel. 

2:1: Authority and responsibility are depicted through an organizational chart. 

2-1-1 the chart is clearly depicted. 

2-1-2 the chart is posted. 
	
	
	
	
	
	
	
	
	

	3- There should be job description that describe the job of nursing personnel. 

3-1 All nursing jobs must be determined and identified through job description. 

3-2 Jobs are compatible with the nursing specialties. 

3-3 Job descriptions are clear. 

3-4 Job descriptions are available.

3-5 Job descriptions reviewed periodically. 
	
	
	
	
	
	
	
	
	


	Proposed standards of clinical perioperative nursing
	Content validity
	Face validiy

	
	agree
	disagree
	1
	2
	3
	4
	5
	6
	7

	4- Staffing for the operating department should be done according to identified principles. 

4-1 The department should be directed by a registered professional nurse. 

4-2 The registered nurse should be available throughout three shifts. 

4-2-1 Nursing care is provided by: 

4-2-1-1 Circulating personnel.

4-2-1-2 Scrubbed nurse. 

4-2-1-3 Anesthesia nurse
	
	
	
	
	
	
	
	
	

	5- There should be documentation system, which record the following: 

5-1 Monitoring of the patient. 

5-2 The dosage of all drugs & agent used. 

5-3 The type and amount of all fluid administered. 

5-4 Unusual events during surgical procedures. 

5-5 Adverse reactions and measures used to manage them. 

5-6 The Type of anesthesia used. 

5-7 Pertinent data collected through physiologic & psychosocial assessment. 

5-8 Blood loss, urinary and drainage output. 

5-9 Tubes and drains.  
	
	
	
	
	
	
	
	
	


	Proposed standards of clinical perioperative nursing
	Content validity
	Face validiy

	
	agree
	disagree
	1
	2
	3
	4
	5
	6
	7

	6- Policies and procedures related to OR should be collected in a policy manual. 

6-1 Policies and procedure are consistent with current standards of practice. 

6-2 Policies and procedures should be: 

6-2-1 Clearly written. 

6-2-2 Current and dated. 

6-2-3 accessible to the nursing personnel.  
	
	
	
	
	
	
	
	
	

	7- Written guidelines for infection control must be available in the OR and known for all nursing personnel. 

7-1 The guidelines are approved through the appropriate hospital mechanisms. 

7-2 The guidelines include: 

7-2-1 Principles of Asepsis. 

7-2-2     Sterilization and disinfection. 

7-2-3 Documented maintenance and surveillance of sterilization equipment. 

7-2-4 The sanitation of all rooms and equipment used. 

7-2-5 The selection of draping and growing materials. 

7-2-6 Preoperative skin or body cavity preparation of patients. 

7-2-7 Method of control of traffic movement in OR.
	
	
	
	
	
	
	
	
	


	Proposed standards of clinical perioperative nursing
	Content validity
	Face validiy

	
	agree
	disagree
	1
	2
	3
	4
	5
	6
	7

	8- There should be performance appraisal system that evaluate nursing personnel in the unit. 

8-1-1 it is based on nursing personnel in the unit. 

8-1-2 it is clear. 

8-1-3 it is known to all nursing personnel.  
	
	
	
	
	
	
	
	
	

	9- The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualifications.

9-1 A registered nurse qualified by relevant education, training experience, and documented competence should be responsible for planning and directing nursing care for patients who undergo surgery.

9-1-1 A qualified registered nurse in assigned to circulating nurse duties for the op. room these duties include.

9-1-1-1 mechanism to assure that the supplies and equipment are sterile.

9-1-1-2 mechanism to follow infection control principles in handling which:

9-1-1-2-1 Principles of asepsis.

9-1-1-2-2 Sterilization and disinfection.

9-1-1-2-3 Documented maintenance and surveillance of sterilization equipment.

9-1-1-2-4 The sanitation of all rooms and equipment used.

9-1-1-2-5 The selection of draping and gowning materials.
	
	
	
	
	
	
	
	
	


	Proposed standards of clinical perioperative nursing
	Content validity
	Face validiy

	
	agree
	disagree
	1
	2
	3
	4
	5
	6
	7

	9-1-1-2-6 Preoperative skin or body cavity preparation of patients.

9-1-1-2-7 Method of control of traffic movement in OR

9-1-1-3 Approaches to effectively prepare the environment.

9-1-1-4 Mechanism to follow principles of documentation.

9-1-1-5 Mechanisms to follow principles of reporting.

9-1-2 A qualified registered nurse should be assigned to the scrubbing activities with the surgeon. These activities are:

9-1-2-1 Assure that surgical services are consistent with patients’ needs.

9-1-2-2 Prepare equip for each specified surgery.

9-1-2-3 Mechanism designed to assure sterilization of the equipment used.

9-1-2-4 Follow principles of aseptic techniques.

9-1-2-5 Handle the surgeon whit sterile equipments.

9-1-2-6 Approaches to effectively monitor and evaluate patients’ conditions.

 9-1-2-7 Approaches to effectively count sponges, gauze instrument before wound.
	
	
	
	
	
	
	
	
	

	10- The patient should demonstrates knowledge of the physiological and psychological responses to surgical intervention.

10-1 The patient confirms verbally and in writing consent for the operative procedure.

10-2 Describes the sequence of events during the perioperative period.

10-3 States outcome expectations in realistic terms.

10-4 Express feelings about surgical experience.
	
	
	
	
	
	
	
	
	


	Proposed standards of clinical perioperative nursing
	Content validity
	Face validiy

	
	agree
	disagree
	1
	2
	3
	4
	5
	6
	7

	11- The patient should be free from physical injury:

11-1 Skin break down or irritation, neuro muscular injury, and cardio pulmonary compromise.
	
	
	
	
	
	
	
	
	

	12- The patient should be free from chemical injury.

12-1 The patient has no signs or symptoms of chemical injury:

12-1-1 Rash or blistering.

12-1-2 Allergic reaction.

12-1-3 Burn and respiratory distress.
	
	
	
	
	
	
	
	
	

	13- The patient should be free from electrical injury.

13-1 The patient has no signs or symptoms of electrical injury.


	
	
	
	
	
	
	
	
	

	14- The patient should be free from signs and symptoms of injury related to positioning.

14-1 Patient will maintain full range of motion and adequate sensation post operatively.

14-2 Patient will not experience nerve or muscle damage from inadequate or improper padding or positioning during surgery.
	
	
	
	
	
	
	
	
	

	15- The patients’ fluid and electrolyte balance is maintained.

15.1 Dependeing on physical and psychological status of the patient.

15.1.1  Mental orientation is consistent with the peroperative level.

15.1.2  Elimination processes are consistent with the operative procedure.

15.1.3  Fluid and electrolyte balance is consistent with preoperative status.
	
	
	
	
	
	
	
	
	


Observational Checklist
	
	Yes
	No
	NA

	· Relevant education  Speciality in OR 

· Training program in OR.

· Years of experience 



Age:
	
	
	

	1- The care of the patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualifications.

  1.1 A qualified registered nurse is assigned to circulating nurse duties for the operating room. These duties include:


1.1.1 Apply the mechanism designed to assure that the supplies & equipment 

                      are sterile.


 1.1.1.1 Package the items to be sterilized.


 1.1.1.2 Sterile items is transported in covered or enclosed carts.


 1.1.1.3 Cleaning dry items thoroughly.


 1.1.1.4 wearing appropriate personal protective attire during sterilization.


1.1.1.5 Inspect sterilized items for acceptable expiration date at the time of 

                        use.


 1.1.1.6 Never use packs or drums that are expired.


1.1.1.7 check that the indicator tape is placed on  the outside of every 

                        package or drum.


 1.1.1.8 Check that the indicator tape has changed color before use.

1.1.2 Follow the mechanism of infection control principles with are:


1.1.2.1 Principles of asepsis.


  1.1.2.1.1 Use only sterile items within the sterile fluid.


1.1.2.1.2 Consider gowns sterile from table level (waist level to chest level 

                             in front including the sleeves to 2 inches above elbows.


  1.1.2.1.3 consider draped tables are sterile only at a table level.


  1.1.2.1.4 Persons who are not sterile touch only unsterile items.

1.1.2.1.5 Unscrubbed personnel must stay at least 1 foot away from the 

                             sterile field.


 1.1.2.1.6 Unscrubbed personnel should not move between two sterile fields.


 1.1.2.1.7 Keeps draps dry to remain sterile.


1.1.2.2 Sterilization and disinfection


   1.1.2.2.1 Wearing appropriate personal protective attire.


   1.1.2.2.2 clean & dry items thoroughly


   1.1.2.2.3 Package items to be sterilized.


   1.1.2.2.4 Sterile items is transported in covered or enclosed carts.

1.1.2.3 Follow policies of maintenance and surveillance of sterilization equipment


   1.1.2.3.1 Clean instruments & rinse thoroughly


   1.1.2.3.2 Put instruments in a perforated bottom trays.


   1.1.2.3.3 Arrange instruments in away that lighter items on tap of heavier.


   1.1.2.3.4 Wrape packs loosely to allow steam penetration.


   1.1.2.3.5 Place sterilizer indicator in each pack.


   1.1.2.3.6 Check dates on all sterilized items every two weeks.
	
	
	


	
	Yes
	No
	NA

	
1.1.2.4 The sanitation of all rooms and equipment used.

               1.1.2.4.1 All horizontal surfaces within the OR furniture (tables, surgical lights, equipment) is damp dusted before the first scheduled surgical procedure of the day with disinfectant solution.


1.1.2.4.2 Clean objects that become contaminated with organic debris or 


                    blood before they rare removed from the room.


     1.1.2.4.3 Dispose the sponges in the plastic lined container.


     1.1.2.4.4 Keep traffic in and out of the operating room to a minimum.


1.1.2.4.5 Between cases cleaning include:



1.1.2.4.5.1 Removal of trash and liner.


1.1.2.4.5.2 Damp wiping of spillage, organic debris from hamper, 

                                          kick buckets.



1.1.2.4.5.3 Cleaning of the operating table.



1.1.2.4.5.4 Damp wiping of OR furniture.



1.1.2.4.5.5 Moping floor.


1.1.2.4.6 Following the procedures:


1.1.2.4.6.1 Revisable liners is placed in a laundry hamper & closed 

                                          for transport.


1.1.2.4.6.2 Sharps & syringes are placed in puncture resistant 

                                           containers.



1.1.2.4.6.3 Class suction contaiver should be rinsed with disinfectant.



1.1.2.4.6.4 Suction tubes should be cleaned & replaced



1.1.2.4.6.5 Aaesthesia equipment / supplies changed often each case.


1.1.2.4.6.6 After the clean up procedure is completed the room 

                                          restocked with necessary surgical & anaesthesia supplies.


1.1.2.4.7 End of day cleaning:



1.1.2.4.7.1 Thorough cleaning of furniture & equipment.



1.1.2.4.7.2 Cleaning of operating room doors



1.1.2.4.7.3 Cleaning of scrub sink.



1.1.2.4.7.4 Cleaning of transport & utility carts.



1.1.2.4.7.5 Moping floors.


1.1.2.5 The selection of draping & gowning materials:



1.1.2.5.1 Drapes is properly folded and arranged in sequence of use.



1.1.2.5.2 Materials is free from hales & tears.



1.1.2.5.3 Materials is steam penetrable.


1.1.2.6 Preoperative skin or body cavity preparation:


15.1.2.6.1 Clean the operative site or body cavity with an antiseptic 

                                          solution prior to the draping.



1.1.2.6.2 Scrub the skin from the proposed incision site in a circular 

                                       direction to the edges.



1.1.2.6.3 Don’t allow the antiseptic solution to pool under the pt to 

          prevent skin burn when cautery is used.

             1.1.2.7 Method of control of traffic movement in OR:

           15.1.2.7.1 The OR suite is designed to facilitate movement of patients & personnel through, into and out of defined areas within the suite.
	
	
	


	
	Yes
	No
	NA

	

1.1.2.7.2 Movement of personnel is kept to a minimum during 

                                       surgery.

1.1.2.7.3 The movement of clean & sterile supplies and equipment is separated as much as possible from contaminated supplies, equipment and waste by space, time or traffic patterns.

                        
1.1.2.7.3.1 Signsis clearly mark the restrictions required into 

                                                       (unrestricted, semi restricted- restricted)



1.1.2.7.3.2 Each pattern is unidirectional that is the flows is 

                                                      from entry to exit from lean to dirty.



1.1.2.7.3.3 The street clothes are permitted in unrestricted 

                                                      area.



1.1.2.7.3.4 Personnel entering the semi restricted area is in 

                                                      OR attire.

                                    1.1.2.7.3.5 Personnel working the restricted area is in a 

                                                      complete OR attire.

1.1.3 Use approaches to effectively prepare the environment.

   1.1.3.1 Adequate lighting is checked.

   1.1.3.2 Required inspection and testing of equipment (such as, 

               connectors, grounding pads, and settings) before each use.

   1.1.3.3 Accounting for all sponges needles, instruments and other 

                sharp objects before the surgical procedure beginning 

   1.1.3.4 Prepare sterile instruments.

1.1.4 Mechanism to follow principles of reporting.

   1.1.4.1 The report is in an audiable voice.

   1.1.4.2 Clear language.

   1.1.4.3 Use standardized abreuiations.

   1.1.4.4 Complete, it contains.

      1.1.4.4.1 The type and extent of the surgical procedure performed.

      1.1.4.4.2 The type of anaesthesia used.

      1.1.4.4.3 Medication administered.

      1.1.4.4.4 Blood and fluid replacement.

      1.1.4.4.5 Blood loss.

      1.1.4.4.6 Vital signs.

      1.1.4.4.7 IV lines, tubes and drains.

      1.1.4.4.8 Urinary and drainage output.

      1.1.4.4.9 Any complications occurred.

      1.1.4.4.10 Consceaus level.

1.1.4.5 There are three reports are given.

   1.1.4.5.1 Verbal report from the OR staff to the post op. Nurse.

   1.1.4.5.2 Report from post op nurse to surgical dep. nurse.

   1.1.4.5.3 report from OR staff to OR lead nurse.
	
	
	


	
	Yes
	No
	NA

	1.2 A qualified registered nurse should be assigned to the scrubbing activities with the surgeon. These activities are:

 1.2.1 Assure that surgical services are consistent with patients’ needs.

1.2.1.1 Put the patient in appropriate position according to type of 

               operation.

1.2.1.2 Check OR bed for proper functioning and availability of all 

               needed attachments.

1.2.1.3 Obtain any needed positioning aids and padding materials 

               (supports and padding for the head, arms, hands, and axilla.

1.2.1.4 Verify that these are clean and in working order. 

1.2.1.5 Ensure a safe transferee between transport vehicle to OR bed.

1.2.1.6 Support all body parts and maintain body alignment 

                 throughout the move.

1.2.1.7 Avoid pulling or dragging the pt use lifting technique instead.

1.2.1.8 Pad bony prominences and all areas in contact with a solid 

                surface.

1.2.1.9 Keep privacy of the pt.

1.2.1.10 The eye lids should be taped shut to reduce this risk.

1.2.2 prepare equipment for each specified surgery.

    1.2.2.1 Instruments for each operation are selected according to 

                standard basic sets and the references of the surgeon.

    1.2.2.2 The instruments in most operating rooms are set up on stands 

                and organized in their functional manner.

    1.2.2.3 The scrub nurse scrubs dons gown and gloves, and begins to 

                set up the sterile table with drapes, instruments, supplies and 

                sutures.

    1.2.2.4 Other supplies needed are suction tubing, tips, drains, gowns, 

                drapes, sponges and needles all of which are sterile and to be 

                set up on a back up table.

1.2.3 Mechanism designed to assure sterilization of the equipment used.

    1.2.3.1 Chemical indicator must be placed faced up in the middle of 

                every package.

    1.2.3.2 If the indicators have not changed the packages should not be 

                used.

    1.2.3.3 Sterilizer indicator tape must be placed on the outside of every 

                package, if the indicator tape has not changed color, the 

                package should not be released or used.

1.2.4 Follow principles of aseptic technique

   1.2.4.1 Use only sterile items within the sterile field.

   1.2.4.2 consider gowns are sterile from table level (waist level) to 

               chest level infront including the sleeves to 2 inches above 

               elbows.

    1.2.4.3 consider draped tables are sterile only at a table level.

    1.2.4.4 sterile persons touch only sterile items.

    1.2.4.5 scrubbed personnel must remain close to the sterile field.

    1.2.4.6 scrubbed personnel should move around a sterile field and 

                never across it.

    1.2.4.7 keeps drapes dry.

    1.2.4.8 consider sterile items dropping unsterile.
	
	
	


	
	Yes
	No
	NA

	1.2.5 Handle the surgeon with sterile equipments.

    1.2.5.1 handle loose instruments separately.

    1.2.5.2 lay the instruments side by side.

    1.2.5.3 avoid metal to metal contact.

    1.2.5.4 inspect scissors and forceps for alignment, imperfection, 

                cleanliness and good working conditions.

        1.2.5.4.1 ensure blades are properly aligned.

        1.2.5.4.2 ensure exact alignment of teeth and serration.

        1.2.5.4.3 remove any defective instrument.

        1.2.5.5 lay retractors on the flat surface of the table.

        1.2.5.6 ensure tip protecting covers until use.

        1.2.5.7 know name and function of each instrument.

        1.2.5.8 pass instruments decisively and firmly. Left to left and right             

                    to right.

         1.2.5.9 flush suction tips and tubing with sterile distilled H2O.

         1.2.5.10 remove debris from electrosurgical tips to ensure 

                       electrical contact.

1.2.6 use approaches to effectively monitor and evaluate patients 

         conditions

    1.2.6.1 vital signs through monitor.

    1.2.6.2 blood loss.

    1.2.6.3 skin colour (pinky – pale – dusky – jaundiced)

    1.2.6.4 any complications of shock and Hge such as tachycardia, 

               hypotension, decreased urine output, cold, clammy skin, 

               excessive bleeding

1.2.7 use approaches to effectively count sponges gauze and 

         instruments before wound closure.

    1.2.7.1 the count is performed verbally and visually by the scrub with 

                circulating nurse.

    1.2.7.2 initial count is taken before the incision is made 

    1.2.7.2.1 1st closure count: when a cavity is being closed (e.g., 

                   peritoneal, pleural).

    1.2.7.2.2 final count: as a skin closure is begun.

    1.2.7.3 notifying the surgeon with the count result.

2. the patient demonstrates knowledge of the physiological and 

     psychological responses to surgical interventions.

    2.1 the pt confirms verbally.

    2.2 describes the sequence of events during the perioperative period.

    2.3 states outcome expectations in realistic terms.

    2.4 express feelings about surgical experience.

3. the patient is free form physical injury.

  3.1 skin break down or irritation, neuromuscular injury and cardio 

       pulmonary compromise.


	
	
	


	
	Yes
	No
	NA

	4. the patient is free form chemical injury.

  4.1 rash or blistering

  4.2 allergic reaction.

  4.3 burn and respiratory distress.

5. the patient is from electrical injury.

  5.1 the patient has no signs or symptoms of electrical injury.

6. the patient is free from signs and symptoms of injury related to 

      positioning 

    6.1 patient is maintained full range of motion and adequate sensation 

            post operatively.

7. patients’ fluid and electrolyte balance is maintained.

    7.1 mental orientation is consistent with the preoplevel.

    7.2 fluid and electrolyte balance is consistent with preopstatus.

    7.3 no discrepancies in intake and output, hypotension, diziness, 

            palpitations or abnormal values.

8. the patients is free form impaired circulation:

    8.1 tachy cardia

    8.2 hypotension

    8.3 decreased urine output

    8.4 cold

    8.5 clammy skin

    8.6 rest lessness

    8.7 excessive bloody output
	
	
	


Nursing Audit
	Patient’s name:

     Date of Admission:

Date of operation:
     OR Department:
	Yes
	No
	NA

	1 The operating department has philosophy and objectives that in accordance with the hospital.

1.1 Philosophy and objectives are written.

     1.2 Philosophy and objectives are available.

2 There is an identified organizational structure that indicate responsibilities and authorities among OR personnel.

2.1The chart is clearly depicted.

    2.2 The chart is posted.

3 There is job description that describe the jobs of nursing personnel.

3.1 All Jobs are determined and identified through job description.

3.2  Jobs are compatible with the Ng. Specialties.

3.3 Job descriptions are clear.

3.4 Job descriptions are available to all nursing personnel.

3.5 Job descriptions reviewed periodically.

4 Staffing for the operating department are according to identified principles.

4.1 The OR department is directed by a registered professional nurse.

4.2 The registered nurse is available throughout three shifts.

4.3 Nursing care is provided through three categories.

4.3.1 Circulating nurses.

4.3.2 Scrubbed nurses.

4.3.3 Anaesthesia nurses.

5 There is a documentation system with record the following:

5.1 Monitoring of the patient’s condition.

     5.2 The dosage of all drugs and agent used.

5.3 The type and amount of all fluids administered.

5.4 Unusual events during surgical procedures.

5.5 Adverse reactions and measures used to manage them.

5.6 The type of anesthesia used.

5.7 Pertinent data collected through physiologic and psychosocial assessment.

5.8 Blood  loss

5.9 urinary and drainage output.

     5.10 Tubes and drains.

6 Policies and procedures related to OR is collected in a policy manual.

6.1 Policies and procedures are:

6.1.1  Clearly written.

6.1.2  Reviewed annually.

6.1.3  Available to the Ng. Personnel.

7 Written guidelines for infection control must be available in the OR and known for all nursing personnel..

7.1  The guidelines are approved through the appropriate hospital mechanism.

7.2 The guidelines include:

7.2.1  Principles of asepsis.

7.2.2  Sterilization and disinfection.

7.2.3  Document surveillance of sterilized equipment.

7.2.4  The sanitation of all rooms and equipment used.

7.2.5  The selection of draping and gowning materials.

7.2.6  Preoperative skin or body cavity preparation of patients.

7.2.7  Method of control of traffic movement in operating room.

8 There is a performance appraisal system that evaluate nursing personnel in the unit.

8.1  It is based on Ng. Personnel job description.

8.2  It is clear.

8.3 It is known to all nursing personnel.
	
	
	


	Proposed standards                                                    of Clinical Perioperative Nursing

	

	1- The operating department has philosophy of objectives that in accordance with the hospital. 

1:1 Philosophy and objectives are written. 

1:2 Philosophy and objectives are available. 

	2- There should be identified organizational structure that indicate responsibilities and authorities among the OR personnel. 

2:1: Authority and responsibility are depicted through an organizational chart. 

2-1-1 the chart is clearly depicted. 

2-1-2 the chart is posted. 

	3- There should be job description that describe the job of nursing personnel. 

3-1 All nursing jobs must be determined and identified through job description. 

3-2 Jobs are compatible with the nursing specialties. 

3-3 Job descriptions are clear. 

3-4 Job descriptions are available.

3-5 Job descriptions reviewed periodically. 

	4- Staffing for the operating department should be done according to identified principles. 

4-1 The department should be directed by a registered professional nurse. 

4-2 The registered nurse should be available throughout three shifts. 

4-2-1 Nursing care is provided by: 

4-2-1-1 Circulating personnel.

4-2-1-2 Scrubbed nurse. 

4-2-1-3 Anesthesia nurse

	5- There should be documentation system, which record the following: 

5-1 Monitoring of the patient. 

5-2 The dosage of all drugs & agent used. 

5-3 The type and amount of all fluid administered. 

5-4 Unusual events during surgical procedures. 

5-5 Adverse reactions and measures used to manage them. 

5-6 The Type of anesthesia used. 

5-7 Pertinent data collected through physiologic & psychosocial assessment. 

5-8 Blood loss, urinary and drainage output. 

5-9 Tubes and drains.  

	6- Policies and procedures related to OR should be collected in a policy manual. 

6-1 Policies and procedure are consistent with current standards of practice. 

6-2 Policies and procedures should be: 

6-2-1 Clearly written. 

6-2-2 Current and dated. 

6-2-3 accessible to the nursing personnel.  

	7- Written guidelines for infection control must be available in the OR and known for all nursing personnel. 

7-1 The guidelines are approved through the appropriate hospital mechanisms. 

7-2 The guidelines include: 

7-2-1 Principles of Asepsis. 

7-2-2     Sterilization and disinfection. 

7-2-3 Documented maintenance and surveillance of sterilization equipment. 

7-2-4 The sanitation of all rooms and equipment used. 

7-2-5 The selection of draping and growing materials. 

7-2-6 Preoperative skin or body cavity preparation of patients. 

7-2-7 Method of control of traffic movement in OR.

	8- There should be performance appraisal system that evaluate nursing personnel in the unit. 

8-1-1 it is based on nursing personnel in the unit. 

8-1-2 it is clear. 

8-1-3 it is known to all nursing personnel.  

	9- The care of patients who undergo surgery should be the responsibility of licensed nursing personnel with appropriate qualifications.

9-1 A registered nurse qualified by relevant education, training experience, and documented competence should be responsible for planning and directing nursing care for patients who undergo surgery.

9-1-1 A qualified registered nurse in assigned to circulating nurse duties for the op. room these duties include.

9-1-1-1 mechanism to assure that the supplies and equipment are sterile.

9-1-1-2 mechanism to follow infection control principles in handling which:

9-1-1-2-1 Principles of asepsis.

9-1-1-2-2 Sterilization and disinfection.

9-1-1-2-3 Documented maintenance and surveillance of sterilization equipment.

9-1-1-2-4 The sanitation of all rooms and equipment used.

9-1-1-2-5 The selection of draping and gowning materials.

9-1-1-2-6 Preoperative skin or body cavity preparation of patients.

9-1-1-2-7 Method of control of traffic movement in OR

9-1-1-3 Approaches to effectively prepare the environment.

9-1-1-4 Mechanism to follow principles of documentation.

9-1-1-5 Mechanisms to follow principles of reporting.

9-1-2 A qualified registered nurse should be assigned to the scrubbing activities with the surgeon. These activities are:

9-1-2-1 Assure that surgical services are consistent with patients’ needs.

9-1-2-2 Prepare equip for each specified surgery.

9-1-2-3 Mechanism designed to assure sterilization of the equipment used.

9-1-2-4 Follow principles of aseptic techniques.

9-1-2-5 Handle the surgeon whit sterile equipments.

9-1-2-6 Approaches to effectively monitor and evaluate patients’ conditions.

 9-1-2-7 Approaches to effectively count sponges, gauze instrument before wound.

	10- The patient should demonstrates knowledge of the physiological and psychological responses to surgical intervention.

10-1 The patient confirms verbally and in writing consent for the operative procedure.

10-2 Describes the sequence of events during the perioperative period.

10-3 States outcome expectations in realistic terms.

10-4 Express feelings about surgical experience.

	11- The patient should be free from physical injury:

11-1 Skin break down or irritation, neuro muscular injury, and cardio pulmonary compromise.

	12- The patient should be free from chemical injury.

12-1 The patient has no signs or symptoms of chemical injury:

12-1-1 Rash or blistering.

12-1-2 Allergic reaction.

12-1-3 Burn and respiratory distress.

	13- The patient should be free from electrical injury.

13-1 The patient has no signs or symptoms of electrical injury.



	14- The patient should be free from signs and symptoms of injury related to positioning.

14-1 Patient will maintain full range of motion and adequate sensation post operatively.

14-2 Patient will not experience nerve or muscle damage from inadequate or improper padding or positioning during surgery.

	15- The patients’ fluid and electrolyte balance is maintained.

15.1 Dependeing on physical and psychological status of the patient.

15.1.1  Mental orientation is consistent with the peroperative level.

15.1.2  Elimination processes are consistent with the operative procedure.

15.1.3  Fluid and electrolyte balance is consistent with preoperative status.


المعايير المقترحة لغرف العمليات

1- لابد من وجود فلسفة وأهداف بجناح العمليات متفقة مع أهداف المستشفى

1-1 يجب أن تكون الفلسفة والأهداف مكتوبة .

1-2 يجب أن تكون الفلسفة والأهداف متاحة .
2- لابد من وجود بناء او تركيب وظيفي يوضح المسئوليات والسلطات بين الأفراد العاملين بالعمليات .

   2-1  يجب أن تكون السلطة والمسئولية موضحة من خلال الطريقة التنظيمية .

  1-2    يجب أن تكون واضحة .

  2-3    يجب أن تكون معلقة . 

3-  لابد من وجود توصيف وظيفي يصف وظيفة كل فرد من الأفراد العاملين بالعمليات .

     3-1 كل الوظائف يجب ان تكون محددة ومعرفة من خلال التوصيف الوظيفي .

    3-2 
الوظائف متفقة مع التخصصات التمريضية .

    3-3 
يجب أن يكون التوصيف الوظيفي واضحاً .

    3-4  
يجب أن يكون التوصيف الوظيفي متاحاً .

    3-5 
لابد من مراجعة التوصيف الوظيفي دورياً .

4- يجب  أن تكون العمالة بقسم العمليات على أساس مبادئ معرفة .

   4-1 
يجب إدارة جناح العمليات بواسطة ممرضة حاصلة على 

                بكالوريوس تمريض .

4-2 يجب توافر ممرضة مسجلة خلال النوبتجيات الثلاثة بقسم العمليات .

4-2-1 الرعاية التمريضية بالعمليات يجب ان تعطى بواسطة . 

4-2-1-1 ممرضة مناولة .

4-2-1-2 ممرضة معقمة .
4-2-1-3 ممرضة تخدير .
5- يجب توافر نظام للتسجيل داخل العمليات يسجل الآتي : 

5-1
 كل ما  يختص بالمريض .

5-2 
جرعات الدواء المستخدمة .

5-3
نوع وكمية المحاليل المعطاه .

5-4 الأحداث الغير طبيعية خلال الخطوات الجراحية .

5-5 ردود الأفعال والوسائل المستخدمة لعلاجها .

5-6 نوع التخدير المستخدم .

5-7 البيانات التي تم تجميعها من خلال البيانات الفسيولوجية والنفسية . 

5-8 الدم المفقود والبول والسوائل المفقودة . 

5-9 الأنابيب والدرانق المستخدمة .

6- يجب تجميع اللوائح والأساليب التمريضية المستخدمة بالعمليات في كتيب . 

6-1 يجب  ان تكون اللوائح والأساليب التمريضية متفقة مع المعايير الإكلينيكية الحالية .

6-2 اللوائح والأساليب التمريضية  لابد ان تكون : 

-  مكتوبة بوضوح .

-  سارية ومكتوب بها التاريخ .

- في متناول الأشخاص بالعمليات . 

7- يجب ان تكون الإرشادات المكتوبة الخاصة بمكافحة العدوى متاحة بالعمليات ومعروفة للأشخاص داخل العمليات . 
7-1
الإرشادات متفق عليها من خلال فريق  مخصص بالمستشفى .
7-2
الارشادات تشمل  : 

          - مبادئ التخلص من الجراثيم . 

          - التعقيم والتطهير . 
          - متابعة صيانة الأدوات 
 
   - تهوية الغرف والادوات المستخدمة . 

      -  اختيار  الفرش واللبس المستخدم بالعمليات . 
          - تحضير الجلد والتجاويف . 
          - طريقة تنظيم المرور والحركة داخل العمليات . 
8- لا بد من وجود نظام للتقييم داخل العمليات لتقييم الأشخاص بالعمليات .

8-1 
يجب أن  يكون معتمدا على أفراد التمريض داخل العمليات .

8-2 
يجب أن يكون واضحاً . 

8-3 
يجب أن يكون معروف  لكل أفراد التمريض بالعمليات . 

9- يجب أن تكون رعاية المرضى الذين سوف يدخلون في إجراء جراحي مسئولية أشخاص حاصلين على تراخيص مزاولة المهنة مع مؤهل على الأقل دبلوم . 

9-1 الممرضة المسجلة يجب ان يسند اليها مها م الممرضة المناولة وهي : 

9-1-1 النظام المستخدم لضمان تعقيم الأدوات والمستهلكات . 

9-1-2 النظام المستخدم لمتابعة مبادئ مكافحة العدوى أثناء المناولة وهي : 

-  مبادئ القضاء على الجراثيم 

- التعقيم والتطهير .

- الصيانة ومتابعة تعقيم الادوات .

- اختيار  الفرش واللبس المستخدم بالعمليات . 

- تحضير الجلد والتجاويف . 

- طريقة التحكم في الحركة والمرور داخل العمليات . 

- الوسائل المستخدمة لتحضير بيئة العمليات .

-  نظام إتباع مبادئ التوثيق .

- أنظمة إتباع مبادئ إعطاء التقارير .

9-2 الممرضة السجلة يسند اليها مهام الممرضة المعقمة وهي : 

9-2-1 التأكد من ان الخدمات الجراحية متفقة مع احتياجات المريض . 

9-2-2   تحضير الأدوات الخاصة لكل عملية .

9-2-3   النظام المصمم للتأكد من تعقيم الأدوات المستخدمة . 

9-2-4   إتباع مبادئ التخلص من الجراثيم . 

9-2-5   مناولة الأدوات للجراح . 

9-2-6   أنظمة تسجيل وتقييم حالات المرضى . 

9-2-7   الطرق المستخدمة لتسجيل وتقييم حالات المرضى .

10- يجب التأكد من استجابة المريض الفسيولوجية والنفسية تجاه التدخل الجراحي .

10-1  يجب ان يثبت المريض بالكلام والتوقيع على موافقته على إجراء العملية أو التدخل الجراحي.

10-2  يصف تتابع الأحداث خلال فترة التدخل الجراحي .

10-3  يعبر بالكلام عن توقعاته .

10-4 يعبر بالكلام عن أحاسيسه المتعلقة بالتدخل الجراحي .

11- يجب ان يكون المريض خاليا من الإصابة الجسدية .

11-1  قطع بالجلد أو تهيج او جرح بالعضلات والأعصاب . 

12- يجب ان يكون المريض خالياً من الإصابة الكيميائية .

12-1 عدم وجود أعراض وعلامات الإصابة الكيميائية مثل : -

- ظهور طفح جلدي او فقعات .

- حروق او اختناق في التنفس .

13- يجب ان يكون المريض خالياً من الإصابة الكهربائية . 

13-1 عدم  وجود أعراض وعلامات الإصابة الكهربائية . 

14- يجب ان يكون المريض خالياً من أعراض وعلامات الإصابة المتعلقة بوضع المريض أثناء مراحل العملية الثلاث .

14-1 حركة المريض واحاسيسه تكون بشكل طبيعي .

14-2 المريض لا يعاني من جرح في العضلات او الأعصاب.

15- المحافظة على ثبات توازن الماء والأملاح المعدنية بالجسم .

15-1 مستوى الوعي مماثل لما قبل العملية .

15-2 عمليات الإخراج مماثلة لما قبل العملية 

15-3 توازن الماء والأملاح مماثل لما قبل العملية 

الملخص العربى

المقدمة: 

هناك العديد من التحديات التي يشتمل عليها نظام الرعاية الصحية . وفي جناح العمليات أحد أهم التحديات وهي ضمان ثبات جودة الرعاية التمريضية المقدمة فيجب علي كل ممرضة عمليات أن تناضل في سبيل الحفاظ علي تحسين جودة الرعاية التمريضية المقدمة لمرضي العمليات حيث أن عملية العناية بمرضي العمليات أثناء مراحل العملية الثلاث قبل وأثناء وبعد العملية يعطي رعاية صحية متخصصة لمرضي العمليات مما يساعد علي أفضل وأقصي استعادة لوظائف الجسم وهذا يتطلب وجود معايير تقدم بتحديد أدني مستوي مقبول من الكفاءة التي تؤدي إلي تحقيق جودة الرعاية التمريضية للمرضي أثناء مراحل العملية الثلاث. فالمعايير هي تصريحات رسمية تضف مستوي الأداء المقبول وهي التزام وضمان جودة الرعاية الصحية التي يجب أن تقدم لكل المرضي في كل أماكن إعطاء الرعاية الصحية . 

أهداف البحث:

1- تصميم معايير لوحدة العمليات بمستشفي بنها الجامعي .

2- قياس مدي صلاحيتها ومدي تطبيقها.
المكان والعينة : تم عمل الدراسة بغرف عمليات مستشفي بنها الجامعي وقد شملت الدراسة كل الممرضات بعمليات الجراحة العامة – المسالك – المخ والأعصاب ، العظام ، الأنف والأذن وعددهم 70 ممرضة ، كما أشتملت علي مجموعة من الخبراء وعددهم 36 خبير من المجال الطبي والتمريضي.

أدوات البحث : 


تم جمع البيانات لهذه الدراسة عن طريق استخدام أربع أنواع من الأدوات وهم: 

1- استبيان المعايير: استخدم لمعرفة آراء الخبراء حول محتوي وشكل المعايير التى سوف يتم تصميمها .

2-قائمة ملاحظات : الغرض منها اختبار المعايير المصممة داخل غرف العمليات.

3- استمارة مراجعة الملفات: لقياس جودة التسجيل بالملفات. 

4- استمارة استبيان: أراء الممرضات حول أهمية المعايير الإدارية للعمليات. وقد صممت لعدم توافر أى من السجلات الإدارية الخاصة بالعمليات وكان لمعرفة آراء الممرضات حول أهمية وجود تلك السجلات لأنها تمثل الجزء البنائى للمعايير. 

نتائج البحث: 

وقد أظهرت نتائج استطلاع أراء الخبراء موافقتهم على محتوى وشكل المعايير المقترحة لجناح العمليات. كما أسفرت النتائج عن :

· عدم وجود فلسفة مكتوبة لجناح العمليات ، خريطة تنظيمية توضح الوظائف المختلفة بجناح العمليات والعلاقة بينهم ، كما أنه لا يوجد توصيف وظيفي للعاملين بالعمليات أو كتيب خاص باللوائح والأساليب التمريضية بغرف العمليات ، وأيضا عدم وجود إرشادات مكتوبة خاصة بطرق مكافحة العدوى.

· كما أن جميع الممرضات المناولات قد أدوا الأنشطة التالية بصورة غير مرضية وهى التعقيم والتطهير، المحافظة على نظافة غرف العمليات والآلات المستخدمة، تحضير مكان العملية، تحضير بيئة العمل بجناح العمليات بصورة فعالة، تسجيل كل ما يختص بحالة المريض وإعطاء التقارير وتبادل المعلومات الخاصة بحالة المريض الصحية بين أعضاء الفريق الصحى. 
· جميع الممرضات المعقمات قد أدوا الأعمال التالية بصورة مرضية يعنى أكثر من 60% هى تحضير الآلات الخاصة بكل عملية ومناولة الآلات المعقمة للجراح بصورة سليمة. 
· كما أنهم أدوا الأعمال التالية بصورة غير مرضية وهى إتباع مختلف الوسائل ضمان توافق الخدمات الصحية مع متطلبات كل مريض حسب حالته لتسجيل وتقييم حالات المرضى واستخدام الوسائل الفعالة لعّد القطن والشاش والآلات قبل إغلاق الجرح. 
· 62.9% من الممرضات يرون عدم أهمية وجود فلسفة واهداف خاصة بجناح العمليات.
· 55.7% من الممرضات يرون أن إدارة العمليات بواسطة ممرضة مؤهلة (حاصلة على بكالوريوس التمريض) أمر غير مهم .
· أعلى نسبة من الممرضات يرون أن تسجيل الآشياء الآتية: (أنواع وكميات المحاليل المستخدمة ، حدوث الأشياء غير المعتادة أثناء التدخل الجراحي ، أي تفاعلات أو ردود أفعال ناتجة وطرق علاجها ، كمية الدم المفقودة ، كمية البول والإفرازات الناتجة من الجرح ، وأيضا كل ما يتصل بالمريض من أنابيب أو درانق) أمر غير مهم .
· كما أن كل ممرضات العمليات يرون أن تسجيل حالة المريض الفسيولوجية ، النفسية، الاجتماعية أمر غير مهم.
· الغالبية العظمى من الممرضات (98.6%) يرون إتاحة كتيب خاص باللوائح والأساليب التمريضية الخاصة بجناح العمليات أمر مهم.

والخلاصة أنه قد تم اختبار صلاحية المعايير المقدم لجناح العمليات بواسطة خبراء من داخل وخارج المستشفى كما تم فحص مدى تطبيق تلك المعايير ، وكانت التوصية بضرورة تطبيق تلك المعايير بجناح العمليات بالمستشفى. 
تصميم معايير لغرف العمليات بمستشفى 
بنها الجامعى وتحديد صلاحيتها

رسالة توطئة للحصول على درجة الدكتوراه

فى إدارة خدمات التمريض
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