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Introduction
An estimated 234 million operations
are performed in hospitals each year
and complications of surgery are
common and often preventable1. The
rates of complications vary between
studies with reports of perioperative
death rates of between 0.4 and 0.8
per cent and rates of complications
between 3 and 17 per cent 1–5. Adverse
events can lead to patient disability,
death, or increased length of stay,
imposing a significant burden on
the health care system, patients and
their families.
Perioperative nurses have a key
role in securing patient safety and
preventing mistakes6–15 and these
are recognised as both the nurses’
responsibility and within their locus
of control15, 16. Research and evidencebased actions to minimise the risk of
patient harm inform the standards
developed by the Australian College
of Perioperative Nurses17–28. These
standards are closely aligned with
similar standards in the UK, US and
Canada and represent the accepted
standard of professional practice for
perioperative nurses in Australia.
Notwithstanding the actions
taken by the perioperative nurse
and the availability of standards,
policies, procedures and protocols
that support practice, incorrect
surgical count incidents continue
to occur29–31 – patients sustain
injuries from poor positioning32–35;

the inappropriate management
of diathermy results in burns36–38;
surgical fires whilst rare, do strike39–42;
specimens are mislabelled or go
missing43, 44; incorrect implants are
selected and inserted26; patients
suffer surgical site infections45–51;
and wrong patient, wrong procedure,
wrong site surgery remains a
significant issue52,53.
Factors that contribute to working
in ways other than following rules
and standards in the perioperative
setting include emergencies,
high workloads, poor workflows,
productivity pressures, resource
availability, deficient communication,
inability to deliver timely care,
unfamiliarity with technology, and
lack of awareness of policies or poor
understanding of content54. Several
studies have found deviations or
violations employed as ways of
working around rules, policies and
procedures54,55. The sheer volume
of policies and guidelines; multiple
rules on the same topic; naming,
accessibility, length and complexity;
poor version control and the trivial
nature of some policies may have the
unintended consequence of reducing
compliance56.
While there are standards and rules
that inform and govern practice,
nurses at times adopt ways ‘other’
than following the rules ‘to get
the job done’54,55. These ways of
working are variously identified as
violations, deviations, rule-breaking,
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Figure 1: Key concepts and categories

Context

Phenomena

Process

Concept: Enablers
and constraints
to practicing in
accordance with the
rules

Concept: Being
pressured and feeling
pressured

Concept: Reshaping
practice in response to
pressure to get the job
done

Categories:
• Organisational
conditions
• Ambiguity of rules,
tasks, responsibilities

Categories:
• ‘Working with haste’
• ‘Push, push, push’
• Weight of expectation
• ‘Oh, can we just slow
down’

• Team characteristics
• Individual
characteristics

rule-bending, cutting corners,
shortcuts and workarounds18,23,54,56–59.
The risk is that deviating from rules
and standards may lead to an
adverse outcome for the patient.
The delivery of high quality
perioperative nursing care to attain
safe patient outcomes requires
sound clinical decision-making,
based on an accurate judgment
on the most appropriate course
of action to take in each situation.
Perioperative nurses are continually
balancing the imperative to deliver
safe care with other demands in
a complex, dynamic and rapidly
changing environment. There
have been few studies that have
empirically examined the ways that
perioperative nurses work and fewer
that have explored the antecedents,
attributes and consequences of
the different ways of working, and
this research aimed to fill this gap.
This research explored the way
that perioperative nurses perceive,
describe, interpret and assimilate
into practice the various ways
of working and the factors that
influence their decision-making.
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Human Ethics Research Committee
(Tasmania) Network (H0014736).

Research setting

• Making errors

The operating suites of a public and
a private hospital in Tasmania were
the settings for this study. The two
hospitals provided a broad crosssection of specialties and acuity
including day surgery and low acuity
elective surgery, trauma, emergencies
and high acuity neurological and
cardiac surgery.

• Rule-breaking

Recruitment

• Using clinical
judgement and
experience

Six practicing registered and enrolled
nurses in scrub and circulating roles
from a cross-section of age and
length of experience were recruited
and gave consent to participate.
Each participant was allocated a
pseudonym.

Categories:
• Rule compliance
• ‘Toeing the line’

Statement of purpose and
research questions
This study explored the ways that
perioperative nurses worked from
the perspective of the nurses
themselves. The primary research
question was ‘What are the ways of
working in perioperative nursing and
the implications for patient safety
and nursing practice?’ Secondary
questions were:
• What are the conditions that
underlie the different ways of
working?
• What influences the nurse engaging
in different ways of working?
• Are perioperative nurses mindful of
working in different ways?

Methods
This research used constructivist
grounded theory, an approach that
enables the researcher to be an
active participant in generating
theory from their own as well as
participants’ perspectives and
experiences and is grounded in the
data60. Ethics approval to conduct
this research was obtained from the

Data collection
Data collection methods included
observation of practice, individual
face-to-face interviews and memos.

Data analysis procedures
The participants were observed
for a total of 56 hours. Ten hours
of interviews were conducted with
transcribed interviews entered into
a qualitative data analysis software
program. The data analysis process
included coding and focused coding
with codes then grouped together
under main headings or categories.
Major categories were elevated to
concepts. Significant codes and
categories were developed into
theoretical constructs.

Conceptual framework
The conceptual framework of context,
phenomenon and process organises
the key categories and concepts that
emerged from the data.
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The substantive theory
The substantive theory developed
was that perioperative nurses
‘reshape their practice in response
to being pressured and feeling
pressured to get the job done’.
While the participants mostly
complied with standards and
rules and expressed a genuine
desire to follow them, there were
circumstances where they made a
conscious decision to work in other
ways. Factors within the context of
perioperative nursing practice can
both constrain and enable practicing
in accordance with the rules.
Furthermore, constraining factors can
lead to ‘being pressured’ and ‘feeling
pressured’, which in turn constrains
practicing in accordance with the
rules. Decision-making underpins
practice and perioperative nurses
employ experience and clinical
judgment in making decisions about
the way they work. While working in
ways other than following the rules
is intentional, it is not done with the
intention to break the rules, rather
it is for another purpose, that is to
improve patient outcomes and team
and organisational performance.

Findings
Findings are presented under the
headings of context, phenomena and
process.

Context: Enablers and constraints
to working in accordance with the
rules
While the participants mostly
practiced in accordance with rules
and standards, there were also
instances where they practiced in
ways other than following rules and
standards. Factors that enabled or
constrained working in accordance
with rules and standards were found
to be:
• organisational conditions
• ambiguity of rules, tasks and
responsibilities

• team characteristics
• individual characteristics.

Organisational conditions
‘Being busy’
‘Being busy’ may be related to the
number of patients on a list, short
cases with quick turnovers, doing
many tasks and having to focus on
tasks unrelated to the patient.
Susan: I find that it gets busy pretty
easily and I might be focusing on
two or three things.
The participants acknowledge that
‘being busy’ has implications for their
practice. ‘Being busy’ takes the focus
away from the patient on the table.
Claire: Sometimes it does distract
me from focusing on the patient, if
it all gets too busy.
Jane: It has meant feeling like I’ve
got lots of balls in the air to juggle
and I’ve got to try and keep on top,
you know.

A consistent thread is the need to
balance the competing demands of
being there for the patient and the
need to complete administrative
tasks. Administrative demands take
their focus away from patients.
Lack of time was found to be the
biggest inhibiting factor for making
improvements and the non-reporting
of things that go wrong. This creates
a lost opportunity for improving the
systems and processes that support
the delivery of safe patient care and
many resolvable issues remain within
the system to create issues and
pressure for others.
Examples of codes under the
category ‘needing more time’ were:
• ‘time, we need more time’
• being limited by time
• ‘it comes down to a time thing’
• non-clinical time
• time-consuming
• managing time

‘Needing more time’

• saving time

Participants referred to the amount
of time or lack of time to perform
tasks and activities. Some tasks
are very time-consuming such as
checking trays against the tray list
before the procedure. For example,
the time-consuming nature of
tray checking coupled with limited
time to complete all the other
necessary tasks can be a constraint
to practicing in accordance with the
rules.

• ‘just one more minute’

Susan: If there are two experienced
theatre nurses in the theatre you
know it can be time-consuming to
do a tray list for something that
you know well and for a minimal
or quite remote risk of losing
something in the patient, for
example plastic surgery, so it does
come down to efficiency sometimes
as well.

• pressure of time.
Interruptions and distractions
Interruptions and distractions
take many forms including phone
calls, people coming to theatre to
ask questions, colleagues talking
about non–patient related matters,
presence of students and the need
to attend to multiple tasks and other
responsibilities. Interruptions and
distractions may constrain practicing
in accordance with rules and
standards. For example, a colleague
relaying information completely
unrelated to the patient on the table
interrupts Claire during a count.
Claire: Most people are pretty good
when you’re counting, unless it’s
an urgent thing. I thought about
restarting the count, but I was very
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confident that I hadn’t touched
anything and that I had stopped
in the middle of the packs, but
technically I probably should have
started again really. But yes, it is a
distraction, so it has the impact of
possibly not counting correctly.
‘Having a good team’
The makeup of team can enhance
or detract from individual or team
performance. The following exemplar
illustrates what happens when the
participants perceive the team as
being ‘right’.
Claire: I think it makes a big
difference when you get to know
each other and I don’t mean in a
friendship way, but just knowing
the skills that individuals have is
important in having a good team.
Susan: Lists will seemingly run
like clockwork if you’ve got people
thinking on the same level. It’s
a core team. It’s the same team
all the time. So, everything runs
beautifully in there. Everyone
knows what he or she needs to do;
everybody knows what is expected
of him or her.
Having a good team takes the
pressure off individual team
members because they can rely
on each other to get the job done.
Perceiving the skill mix and team
make-up to be inadequate can create
pressure on the perioperative nurse
and affect team performance.
Claire: One of the pressures can be
if you haven’t got the right skill mix
in the theatre, then that can delay
cases, delay the day.
The complex nature of perioperative
nursing work was evident and
nurses were observed adapting
and responding to rapidly changing
situations.
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Team characteristics
Team characteristics enabled or
constrained practicing in accordance
with the rules and/or increased
or decreased the pressure felt
by team members. The two main
categories emerging from the data
were teamwork and shared goals
represented by the concept ‘having a
good day’.
‘Having a good day’
The experience of the team was
integral to the provision of safe
patient care and getting the job done.
Claire reflects on the importance of
having an experienced team during a
paediatric list.
Claire: It’s safer. It’s less stressful
for everybody involved to have a
skill mix that’s right.
Having less experienced team
members can adversely affect
the performance of the team. In
a small team having one less
experienced member or one who
works at a slower pace can impact
on team dynamics and lead to an
‘unpleasant day’.
Claire: if you’ve got staff members
that just take more time in what
they do, that can slow things down.
It makes for a stressful day when
you know you’ve got a long day
ahead of you and the surgeon gets
crabby at 9:30 and you think ‘Oh it’s
going to be a long day’. Then it can
be an unpleasant day. It doesn’t
have to be an inexperienced
person that can make a difference;
it can be the way that different
people work together.
Factors that influence ‘having a
good day’ include: that everyone in
the team does the role he/she is
there to do, familiarity, having trust
and confidence in each other, good
communication and achieving shared
goals. Good team dynamics can also

enhance job satisfaction and provide
a pleasant and relaxed working
environment. Shared team goals that
are clearly articulated can have a
positive impact on team performance.
Researcher: What constitutes a
good day?
Sarah: Everything goes smoothly,
everything runs efficiently, we work
well together, everyone is happy
and we’ve done a good job. There
haven’t been hiccoughs as well. I
think that’s a good day.
Being efficient and being seen to be
efficient was also a goal. They take
pride in the fact that the surgeons
do not have to ask for anything, that
everything is ready and available.
Sarah expressed that in addition to
‘having a good day’, keeping patients
safe is a tacit goal – ‘it’s a given, it’s
what we are here for’.
In summary, team members orient
themselves to the common task
of keeping patients safe and
completing the list. How they do
this is influenced by the social
and organisational context. Team
familiarity and cohesiveness affects
the wellbeing of the team with
‘having a good day’ and ‘knowing I’ve
done a good job’ being significant
factors.

Individual characteristics
The categories relating to individual
characteristics were decisionmaking, having experience, having
non-technical skills and making a
personal choice.
Decision-making
Participants used the terms ‘using
common sense’, ‘it makes sense’,
‘using experience’ and ‘using clinical
judgment’ to describe the decisionmaking process that was occurring
when they worked in a certain way.
Susan reflects on why she made
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the decision to not check trays for
smaller procedures.
Susan: I think you have to use your
experience and your judgment and
sometimes common sense has
to prevail. If it’s a small finger for
example, you are not going to lose
a pair of scissors in there. You may
lose them in the linen but I don’t
feel that jeopardises the patient’s
safety whereas if I didn’t do the
tray list on a thoracic case for
example or a laparotomy, well that
wouldn’t sit comfortably with me.
Susan uses a combination of
judgement, experience and common
sense to underpin the ultimate
decision not to check the trays
in certain situations. Participants
frequently referred to ‘using their
experience’ to inform their decisionmaking in a range of practice
situations including whether to
break the rules or not in a given
situation. Sarah describes the role
that experience plays in her decision
to not use the tray lists, even though
the surgery is in the thoracic cavity.
Sarah: I think it is because we’re
experienced nurses and that we
know the trays so well that we can
recognise if something’s missing or
not right pretty well straight away
and because we’ve got the set trays
all the time. There are things that
we count in our mind, not openly,
but you go through the tray in your
own mind when you’re getting your
instruments out.
There was a close relationship
between knowledge, experience
and clinical judgement. For example,
where Susan made the decision to
open a sterile item that had been
dropped on the floor.
Susan: Yes, that’s right. So there
is a certain amount of clinical
judgement there and a certain
amount of knowledge of your

supplies and equipment. Someone
more junior might not realise that
is the only double-ended ‘whatever’
that we’ve got so it is making a
judgement call and using your prior
knowledge. So, there are a few
factors there, I guess.
Even when the participants know
what the rules and standards say,
the rule or standard is only one
factor they consider when making
a decision. Other factors such as
availability of replacement items,
knowledge and experience all play a
part in decision-making.
Experience is ‘knowing how’
A team member’s experience can
moderate/influence behaviour.
Susan: It makes a lot of things
easier; it makes you feel
comfortable in what you are doing.
It allows you to know what you
need to do. It allows you to teach
other people what you are doing
and what to do. In terms of patient
safety, it’s got to be a benefit to the
patient. Again, you know what to
do, what’s safe practice. If you’re
scrubbing, you are maintaining the
sterile field, you’ve got the right
equipment, you understand the
surgery so you can anticipate what
the surgeon needs, planning what
you are going to do.
Her description conveys a sense
of being comfortable in her own
professional and personal skin,
of knowing what to do and of
understanding what is going on. This
‘knowing’ underpins her ability to
anticipate and plan. She recognises
the benefit of this ‘knowing’ for
the delivery of safe patient care
and for teaching. Experience as
described by Susan is an enabler
and contributes positively to her own
performance, the performance of the
team and her ability to deliver safe
patient care. Participants identified
that ‘experience’ was not related

to how long someone had been a
perioperative nurse.
Susan: Just because you’ve worked
in theatre for a long time doesn’t
mean you are any good at it.
In Claire’s eyes the longevity of
practice is of less importance than
the quality and specific type of
experience the nurse has.
Claire: So, it’s not experience in
years, it’s how much a person has
worked in that area of surgery, or
with that surgeon even.
The notion that the experience the
participants speak of is not related to
the passage of time or to longevity is
expressed by Benner (1984) 61. Rather
than length of time, it is the amount
and quality of practice that are key
factors in the level of expertise
people achieve, indicating that it is
not just passage of time that builds
experience, it is also the quality of
the experiences on the journey62.
Expertise is gained over the course of
time and is shaped by experience63.
Participants indicated that the
experience of other team members
is a positive influence on their own
performance and the performance
of the team. There is a solid link
between experience of the team
and ensuring a safe outcome
for the patient. With experience
comes confidence and lack of
confidence of team members can
pervade the atmosphere, making
the whole team edgy. The following
exemplar encapsulates the influence
experience has on the team working
cohesively to deliver safe patient
care and difficulties that can arise
when team members are not
experienced.
Claire: Probably the best example
of when it’s really important
[having an experienced team] is
when we’ve got paediatric patients.
We usually have four staff in a
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theatre. It’s the only time we
have four staff in a theatre, when
we’ve got paediatric patients.
There are two people allocated to
anaesthetics to help get the child
off to sleep and to look after the
parent who’s usually there, take
the parent out and then continue
looking after the patient while
they’re being intubated or the
laryngeal mask is put in. If the
whole team isn’t experienced in
paediatrics … it’s the anaesthetic
side of it which can go wrong very
quickly. It can be very stressful and
dangerous, so that’s one situation
where it’s really important to have
the skill mix right.
As discussed above, this research has
extended the understanding of the
context within which perioperative
nurses practice and the factors
that influence the perioperative
nurse making decisions to work
in ways other than following the
rules. The next section will interpret
and synthesise the finding that
perioperative nurses reshape their
practice in response to ‘being
pressured’ and ‘feeling pressured’ to
get the job done.

Phenomenon: ‘Being pressured’
and ‘feeling pressured’ to get the
job done
Perioperative nurses face daily
challenges to get the job done to
meet the needs of the patients and
the demands of the doctors, the team
and the organisation. The context
within which perioperative nurses
practice was found to contribute
to the pressure particularly in the
way that it can constrain rather
than enable working in accordance
with the rules. This research found
that in meeting these demands,
the participants experienced two
different types of pressure. One
kind of pressure came from within,
created by the expectations of the
participants to do the job effectively
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and efficiently. Dealing with the
organisational conditions they faced
such as workload, availability of
equipment and supplies, supervision
of students and the perceived lack
of time to complete all necessary
tasks also contributed to feelings
of pressure. The other pressure
came from sources external to
the participants – these being the
doctors, other team members, team
makeup and issues with equipment
and supplies. This external pressure
created or added to the pressure
felt from within. Of significance is
that ‘being pressured’ and/or ‘feeling
pressured’ may increase vulnerability
to finding ways of working that
overcome perceived barriers and
save time.

‘Being pressured’ to get the job
done
The categories of ‘working with haste’
and ‘push, push, push’ capture the
codes pertaining to ‘being pressured’
and these categories form the subheadings for this section.
‘Working with haste’
The perioperative nurse participants
often found themselves having
to hurry up and work quickly in
response to ‘being pressured’ to get
the job done. The participants were
asked where the pressure to hurry
up and work quickly came from. Their
responses highlighted the sources
as being doctors, colleagues and the
organisation.
Jane: Well, surgeons and
anaesthetists don’t like to be
kept waiting or feeling like they’re
waiting for longer than they feel is
reasonable.
Claire: But we’re also very
encouraged to have a quick
changeover between patients and
get on with the list so that people
can go and there’s not overtime

and surgeons aren’t kept waiting
and all that sort of thing.
Claire was asked if she felt that
pressure made a difference in terms
of the way she did things.
Claire: I guess sometimes yes
because you might be hurrying
up and might not have got some
things ready that you should have.
The anaesthetist might say ‘Come
on let’s just get the patient in,
hurry up’ and you’ll realise you
haven’t put the drip up, or you
haven’t put the ECG dots on the
anaesthetic machine. Just little
things, but once you get to the
point where you need the drip or
you’re about to put the ECG dots
on and then you realise that you
haven’t got any on the top of the
machine and things like that. So,
that encouragement to work with
haste.
This exemplar demonstrates that the
pressure of having to work quickly
sometimes led to things not being
ready for the next patient. Pressure
to work with haste also leads to
reprioritising of tasks as described
in the next exemplar, with the result
that documentation standards are
not adhered to.
Claire: I think probably what gets,
not missed, but put to the back
because it can, is the paperwork.
That might be left almost to the
end of some short cases and
you haven’t done anything on
the computer or any paperwork
because you’ve been busy doing
all that other stuff and there’s
this speediness and you have not
had time to do it. I do think that
because of the speed, the count
doesn’t get written down straight
away because you’ve opened
everything, the surgeon is already
scrubbed, standing there waiting
for the prep and you’re doing your
count.
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The outcome of having to work
with haste is that tasks must be
reprioritised and trade-offs made
with the result, in this instance, of
non-adherence to documentation
standards. Pressure leads to working
in a way that is not in accordance
with the rules.
‘Push, push, push’
The perceived mismatch of available
time with the speed of the surgeon,
the number of procedures and the
type of operations on the list may
create pressure before the list even
starts. If cases do not go to plan, if
complications arise or procedures
take longer than expected, more
pressure builds on the perioperative
nurse to work quickly to achieve
the goal of completing the list
on time. A constant, often subtle,
but ever-present pressure is the
surgeon waiting in the background.
Perioperative nurses feel pressure to
not keep the surgeon waiting to avoid
conflict or maintain a productive,
collegial atmosphere for the team.
They know the consequences of
having an unhappy surgeon and work
hard to avoid this.
Keeping the surgeon and therefore
the team happy constrains the ability
of the nurse to adhere to standards
of documentation i.e. record the
count at the time the item is opened.
Claire justifies her decision to leave
the paperwork using the low acuity
of the cases as the rationalisation for
breaking rules. Being pushed to work
quickly may result in safety defences
being breached and the potential for
an adverse event to occur. Joanne
recognises this as a barrier to
keeping patients safe.
Joanne: I think hurrying and
rushing is a barrier to safety. It
sometimes causes issues. I can
think of a list where the surgeon
was ‘push, push, push’ and that’s
when there has been an instance
of wrong site surgery and why we

now push back and not let that
happen, we hope.
Jane was asked what pressure looked
like for her.
Jane: Expectations for keeping
the list moving fairly fast but still
providing really good patient
care. So, there’s the pressure
from making sure the list will run
smoothly and planning for future
lists and patients and all this
sort of stuff, which is almost as
important as the patient you’ve
got there because they’re future
patients.
For example, not checking
tray lists for familiar trays and
completing documentation ahead
of time are shortcuts that improve
individual, team and organisational
performance. Joanne finds herself
having to get paperwork done in
the morning in preparation for the
afternoon list, as she knows she will
not have time to do it all when the
time comes due to the speed of the
surgeon. She is conscious that this
is taking her attention away from
the patient currently on the table
but this is a compromise she feels
she has to make to get the job done.
Joanne was asked what she prepared
in advance.
Joanne: Paperwork. I put data into
the computer that isn’t essential
data that takes a lot of time. I
sign the sticker form, I fill the
chargeable item numbers on the
chargeable form and I put data into
the computer that always stays the
same. I’ve actually thought about
whether that is a good thing to be
doing during someone else’s list.
I always do it during the morning
list, as that surgeon is much slower
so I am very aware that I am doing
something that is not for that
patient. I am always listening and I
just leave it and go away from it if
the surgeon needs help, so I don’t

think it is of any detriment to the
patient. Whereas, if I left it until the
actual list, some of it wouldn’t get
done because it’s not possible to
keep up with him.
‘Being pressured’ and/or ‘feeling
pressured’ may directly influence a
decision to practice in ways other
than following the rules. For example,
the perioperative nurse decides not
to recommence the count after an
interruption so as not to delay the
completion of the procedure and to
keep the doctors happy.
Joanne: I think with things like the
count, they might not go back to
the beginning. You know it says in
the standard, if you get interrupted
you are supposed to start again. If
they are under a lot of pressure,
they may say ‘where were we, six,
ok, seven, eight, nine’. That sort of
thing, rather than saying ‘no, I’m
going to go back’.
Other research has found that
constant pressure on workers
to increase performance and
productivity can lead to the
modification of work practices to get
the job done59.

‘Feeling pressured’ to get the job
done
This research found that the
weight of expectation increases
feelings of pressure experienced
by the participants. In the following
exemplar Jane describes what
pressure is for her and how it is
driven by the expectations of others
in her performance.
Researcher: So, what sort of
pressure are the surgeons or the
doctors in the team putting on you?
What does that look like for you?
Jane: Expectations for keeping
the list moving fairly fast but still
providing really good patient care.
Pressure to achieve. And some of
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that pressure, I know, we put on
ourselves. I’m very aware of that.
And some is from surgeons. Some
is from staff expectations.
Jane acknowledges that she is
responsible for some of the pressure
she feels and that this may be
managed by pausing to reflect
on what is causing the pressure
and whether it is reasonable and
logical to feel that way. However,
in the busyness of the day, time
for reflection is scarce and the
participants’ desire to make the list
run smoothly can override taking
time out to reflect. Sarah takes
pride in her operating lists running
smoothly and considers it to be a
key part of her role that surgeons
have everything they need and
don’t have to ask for anything. This
is an expectation she has of her
own performance and, like other
participants, when supplies and
equipment are not available this
creates pressure for her.
Sarah: I had on my list, ‘I must
order this, this and this’. Now, if
I don’t get a chance to do it for a
couple of days then there’s a bit
of pressure to make sure that I
do get that equipment here, even
though I don’t let the last thing run
down to nothing, but I want it here
so I know that if the surgeon has
asked for something – we’ve never
run out of stock or anything. And,
I guess, if there’s going to be any
pressure, that’s on me knowing that
I’ve done a good job and they don’t
have to worry about that sort of
stuff. That’s a bit old-fashioned but
that’s my own personal standard,
that I will always want to make
sure that this theatre will run well
for the surgeons and they’ve got no
cause to worry about it.
Perioperative nurses want to
do a good job but the weight
of expectation when faced with
problems that are often outside of
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their control can create significant
pressure for them.

The process of reshaping practice
to get the job done
In responding to the pressures to
get the job done the participants
engaged in a process of ‘reshaping
practice’, highlighting what
perioperative nurses actually do
when they encounter barriers or
pressures that compromise or limit
their ability to get the job done. In
reshaping practice the participants
use clinical judgment and experience
to make decisions to work in ways
other than following the rules.
Perioperative nurses respond to
pressure to get the job done by
working in several different ways:
complying with the rules, toeing the
line, making errors and breaking
the rules. While on most occasions
participants practiced in accordance
with rules and standards, there
were several instances where
they practiced in ways other than
following the rules. The phenomena
of ‘feeling pressured’ and ‘being
pressured’ were present during many
instances of rule-breaking. Decisionmaking, experience and clinical
judgment are significant categories
that connect the context and the
phenomena with the process of
reshaping practice.

Discussion
This research has uncovered a
deeper understanding of the way
the participants make decisions to
work in ways other than following
the rules. The context within which
perioperative nurses work creates
an environment vulnerable to errors
and violations and where quick
fixes to get the job done become
tempting58. Constraining factors, at
times, led to ‘being pressured’ and
‘feeling pressured’ to get the job done
which, in turn, constrained practicing
in accordance with the rules. In

deciding to work in ways other than
following the rules, participants
‘reshaped’ their practice in response
to pressure to get the job done.
The phenomena of ‘being pressured’
and ‘feeling pressured’ contributes
to the decision-making process in
that it provides on many occasions
the impetus that drives the decision.
The process of ‘reshaping’ practice
incorporates making decisions about
when rules and standards can be
modified to respond to the pressure
to get the job done. The memo
below is a reflection on the ways that
participants reshaped their practice.
Memo (13 July 2016):
Susan made the decision to deviate
from the standard requiring the
trays are checked to save time and
be more efficient. She justified this
practice by bringing it back to the
patient in that she was assuring
the list progressed and patients
scheduled later on the list were
not cancelled. Claire opened her
own supplies into a bowl before
she scrubbed to save time and
eliminate the pressure she would
otherwise have felt to be ready
for the surgeon. She justified the
practice by bringing it back to the
patient who would otherwise be
anaesthetised for longer due to
the delay in the scout being able to
open supplies for her.
Sarah made the decision to remove
instruments from the theatre
after the initial count and before
the final count in response to
the pressure of not having the
appropriate equipment ready for
future cases. She justified this
practice by bringing it back to the
next patient who may be delayed
or have surgery cancelled if the
equipment is not processed in time.
In each of these situations, the
participants reshaped their practice
in response to the situation at hand,
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motivated by pressure to get the job
done but at the same time having the
patient’s best interests in mind.
The way that nurses work is not
necessarily the same as the way
others think they work. The rules,
standards and policies that govern
practice are based on employing
organisations, regulators and
professional bodies understandings
of what the work looks like and how
that work is performed. However,
there is often a mismatch between
what they think ‘ is done’ versus what
is actually done.
Shorrock et al.64 calls work that
others think you do ‘work as
imagined’ and the messy work
people actually do ‘work as done’
with three assumptions underpinning
‘work as imagined’. Firstly, an
organisation is like a complicated
machine; secondly, humans are a
hazard and, thirdly, things go wrong
and things go right for different
reasons. Shorrock et al. 64 argue these
assumptions lead to a focus on what
goes wrong rather than the routine
day-to-day performance where most
things go right as well as exceptional
performance.
Shorrock et al.64 challenges these
assumptions. Firstly, an organisation
is a complex organism and not a
machine. A system is more complex
than a machine with intricate
interrelationships and one part
of the system failing can have
significant flow-on effects on the
rest of the system. For example, a
patient arriving late for a surgical
admission may lead to a change in
order of the operating list, the correct
equipment and supplies for the new
patient may not be available and a
change to order will increase the risk
of wrong patient/wrong procedure/
wrong site surgery. Secondly, humans
are an asset rather than a hazard;
they perform well the majority of
times and very rarely does anyone

go to work with the intention of
doing harm. We make trade-offs and
compromises to make the system
work well and do what makes sense
at the time, considering the context
and situation at hand. Safety is
created by adjusting, adapting and
varying our performance and if we
all stuck to the rules all of the time,
the system would struggle. Thirdly,
current thinking is that things go
wrong and things go right for the
same basic reasons. It is the ability
of the system to adjust and adapt to
the conditions that leads to success
or failure64-67.
The notion of ‘work as done’ as being
the messy reality of the daily work
of perioperative nurses is consistent
with the work of Schon (1987)68 and
Street69 on the high ground and
swamps of practice.
In the varied topography of
professional practice, there is
a high hard ground overlooking
a swamp. On the high ground,
manageable problems lend
themselves to solution through
the application of research-based
theory and technique. In the
swampy lowland, messy confusing
problems defy technical solution …
The practitioner must choose. Shall
he remain on the high ground
where he can solve problems
according to prevailing standards
of rigor, or shall he descend to the
swamp. 68 p.3
This research highlights that
perioperative nurses do not
deliberately ‘flout’ the rules. I.e. it
is not rule-breaking with impunity –
‘they genuinely try to follow the
rules’. In the messy swamps of
practice, perioperative nurses apply
their clinical judgment and common
sense and do what they think needs
to be done. That this breaks rules
does not appear to be an important
consideration in the decision-making
process. In the 1980s academics

were discussing how to close the
gap between theory and practice
and proposed a new pathway that
recognised the values and practices
of practitioners69. It is apparent that
the path is still unclear and there
has been little study on ‘work as
done’ versus ‘work as imagined’.
This research has taken a step to
addressing this issue by highlighting
that there is still a gap between what
the standards and rules say and how
perioperative nursing is practiced.

Recommendations
It is paramount that any response
to the findings from this research
includes the employing organisation,
the profession, the nursing education
sector and individual perioperative
nurses. The organisation should
work toward harnessing the
knowledge and experience of
perioperative nurses by engaging
them in discussions about ‘work
as done’, to better understand the
demands, pressure, resources and
constraints that affect performance.
This includes recognising the value
of teamwork in patient safety and
reducing the volume, complexity and
ambiguity of rules. The profession
should seek to establish forums
for perioperative nurses to provide
feedback and discussion on ‘work
as done’ and use these to inform
development and amendment of
standards. Moving towards principlebased rather than prescriptive
standards to facilitate the use of a
range of techniques may achieve
the same outcome. Developing
strategies to engage perioperative
nurses in using the standards as
the benchmark for best and safest
practice will enhance professional
practice and patient safety.
The nursing education sector should
focus to a greater degree on the
development of non-technical skills
and enhancing the resilience of
nurses to better manage the pressure
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inherent in the clinical setting. The
individual perioperative nurse
should speak up and articulate the
knowledge embedded in the practice
of perioperative nursing to bring to
life everyday practices and offer them
up to the profession for scrutiny and
testing to ensure they are safe.
Communicating with the organisation
and professional body those
circumstances and situations where
standards and rules are seen to be
unnecessary, out of date, inaccessible,
unreadable, unworkable and/or
unable to be complied with or where
there is a more effective or efficient
way of working to achieve the same
or a similar outcome will assist in
driving change. The use of the ACORN
standards by all perioperative nurses
will set the benchmark for best and
safest practice.

Conclusion
This research addressed the question
of the ways that perioperative
nurses work and the implications
for patient safety and nursing
practice. It uncovered that at times
perioperative nurses break the rules
when they encounter barriers or
challenges that compromise or limit
their ability to get the job done. The
data shows that decisions to work in
ways other than following the rules
are influenced by several factors
including organisational conditions;
ambiguity of rule, task and
responsibility; team characteristics
and individual characteristics. These
factors craft the context within which
perioperative nurses practice and
create the phenomena of ‘being
pressured’ and ‘feeling pressured’.
The participants respond to this
pressure by engaging in a process of
reshaping their behaviour. Together
these concepts form the substantive
theory that perioperative nurses
‘reshape their practice in response
to being pressured and feeling
pressured to get the job done’. This
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research has uncovered the role
that being pressured and feeling
pressured plays in the participants’
decisions to reshape practice and
work in ways other than following the
rules. These phenomena have not
been explored in other studies and
as such this finding adds to our body
of knowledge on the factors that
impact on rule-breaking.
Rule-breaking in perioperative
nursing is not well understood and
there has been little research on this
topic. This research has contributed
to and extended our understanding
of why perioperative nurses deviate
from rules and standards. The
phenomenon of being pressured and
feeling pressured is another factor
that impacts on knowingly deviating
from rules and standards giving
rise to the basic social process of
reshaping practice in response to
pressure.
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