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Executi ve Summary

Audit Focus

1. This performance audit sought to determine 
the extent to which the management of waiti ng lists for 
electi ve surgery at Mater Dei Hospital (MDH) was eff ecti ve.  
Electi ve surgery is considered by MDH to be an interventi on 
which may be scheduled or delayed by at least 24 hours.  

2.  The Nati onal Audit Offi  ce (NAO) embarked 
on this audit since excessive waiti ng ti mes for electi ve 
surgery carries a cost for both the pati ent and the 
Hospital.  Pati ents may suff er from deteriorati on 
in their health conditi on, loss of uti lity and loss of 
income from their work.  The public Hospital will 
potenti ally incur higher costs for surgery and the related 
treatment due to the deteriorati on of pati ents’ health.   

3.  Furthermore, excessive waiti ng ti mes may also 
increase the Malta Government’s fi nancial liability in 
terms of the Cross Border Health Directi ve (2011/24/EU) 
which, locally, will come into force by October 2013.  This 
Directi ve sti pulates, in the event that treatment has not 
been fully provided aft er a defi ned period by the relati ve 
nati onal public healthcare systems, that pati ents may 
seek medical treatment within the European Union (EU) 
at their respecti ve Government’s expense.

4. The increase in waiti ng ti mes for electi ve surgery 
is brought about by a signifi cant growth in demand for 
electi ve surgery at Malta’s main publicly funded Hospital.  
This rise in demand emanates from an ageing populati on 
and the constant introducti on of new operati ve technology 
dealing with previously untreated conditi ons.  

5. The demand for electi ve surgery at MDH is 
signifi cantly more than it was at St. Luke’s Hospital (SLH). 

Moreover, the Hospital Management maintains that, in 
part, the increased demand for MDH services emanates 
from the bett er faciliti es off ered by MDH.

6. Against this backdrop, the objecti ves for this 
performance audit were to determine the degree to 
which:

• waiti ng lists management is supported by the 
appropriate policies and strategies;

• MDH Management has access to comprehensive, 
reliable and ti mely waiti ng lists related informati on; 
and

• operati ng theatres at MDH are being opti mally 
uti lised.

7. The primary focus of this performance audit 
was on electi ve surgery pertaining to the Cardiology, 
Ophthalmic, Orthopaedics and Surgical Departments 
during the period April 2011 to July 2012.  Towards this 
end, the study adopted a number of methodological 
approaches.  Pati ents’ atti  tudes and behaviour towards 
waiti ng ti mes and the services off ered by MDH were 
gauged through a survey of 774 randomly selected 
persons who underwent electi ve surgery during the 12 
months prior to 31 March 2012. A tracer study, based 
on the same sample, followed the administrati ve trail 
leading up to and including electi ve interventi on.  
Additi onally, MDH’s operati ng theatre logs pertaining 
to the Main and Endoscopy operati ng rooms were 
uti lised to evaluate the theatres’ uti lisati on rates.  These 
approaches were supplemented by interviews with key 
personnel at the Ministry for Health (formerly MHEC), 
MDH and the Foundati on for Medical Services (FMS).
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Demand for electi ve surgery

8. The NAO survey revealed very high overall 
pati ent sati sfacti on levels with respect to electi ve surgery 
related services off ered by MDH, including that whenever 
possible, pati ents could opt to be placed under the care 
of their chosen consultant.  The survey also revealed that 
most pati ents consider a waiti ng ti me of up to one year for 
their electi ve surgery as reasonable.  The survey revealed 
a drop in sati sfacti on levels in instances where pati ents 
considered the period they were on the waiti ng list for 
their interventi on as unreasonable.  

9. The survey also showed the integral part played 
by the private sector in the provision of healthcare.  
Nearly half the pati ents declared that they had visited 
the same consultant responsible for their care at MDH 
privately.  In many of these cases, pati ents sought medical 
care through MDH and the private sector simultaneously.  
Among the reasons which could have led to this situati on 
is that pati ents can have a much quicker access to their 
chosen consultant than would be the case through the 
publicly funded care system.  

10. The complementary nature of public and private 
provision of healthcare results to varying degrees in 
market considerati ons infl uencing the availability of 
human resources to enable the opti misati on of MDH’s 
infrastructure.  Pati ent demand in the private sector 
coupled with the att racti on of bett er remunerati on 
packages makes it more diffi  cult for MDH to encourage 
its pool of consultants and other professionals to extend 
their working hours at the Hospital.

11. As at end of March 2012 there were 14,709 
pati ents on the waiti ng lists at the four Departments 
under review.   According to the NAO’s tracer study, nearly 
three quarters of the sampled pati ents waited up to three 
months for their electi ve surgery, however, nearly one 
fi ft h waited for more than one year for their interventi on.  
The longest waiti ng ti mes related to the Ophthalmic and 
Orthopaedics Departments’ pati ents. 

Increasing the number of interventi ons

12. The absence of policies relati ng to waiti ng ti mes 
for electi ve surgery hampered waiti ng lists management.  
As at the ti me of draft ing this Report, the Hospital was 
in the process of adopti ng recently developed waiti ng 
ti me benchmarks.  The absence of waiti ng ti me policies 

did not provide the Hospital’s Management with targets 
to aim for or benchmarks against which to gauge and 
monitor MDH performance.  Moreover, such situati ons 
do not enable pati ents to make more informed decisions 
regarding their treatment, parti cularly when evaluati ng 
alternati ve opti ons of medical care.

13. To counter the demand for electi ve interventi ons, 
the number of electi ve surgery undertaken increased 
by around 35 per cent from 28,223 in 2006 to 38,165 in 
2012.  In part, this was facilitated by the availability of 34 
theatres as opposed to the 12 at SLH.  Moreover, MDH 
engaged more consultants and conti nuously sought to 
allocate extra operati ng theatre sessions to consultants.  
Generally, this increase in interventi on throughput was 
possible since MDH Management was identi fying and 
addressing areas where the potenti al existed to increase 
the number of operati ons through changes to work 
practi ces.  In turn, the positi ve outcome of this approach 
necessitated the cooperati on and fl exibility of MDH staff .     

14. In order to further address the issue of lengthy 
waiti ng ti mes for electi ve surgery, in the budget speech 
for fi nancial year 2010, Government expressed its 
intenti on to allocate absolute priority to the reducti on 
of the Hospital’s waiti ng lists to acceptable levels within 
three years.  This led to substanti al allocati on of funds 
through the ‘Waiti ng List’ budget line within Vote 26 of 
Social Policy (Health).   The broad strategic objecti ve of 
reducing waiti ng lists to acceptable levels, however, was 
not appropriately defi ned.

15. Expenditure from the Waiti ng List Fund has 
delivered mixed results.  On the one hand, eff ecti ve 
acti on was taken to address waiti ng ti me issues 
in some areas through Public-Private Partnership 
agreements, such as those related to cataracts and 
knee arthroscopies.  These led to a signifi cant increase 
in the number of interventi ons carried out.  Likewise, 
other initi ati ves to reduce the waiti ng ti me for diagnosti c 
tests, such as Magneti c Resonance Imaging (MRI) and 
Positron Emission Tomography (PET) scans, also led to 
an increase of the relati ve throughputs.  Consequently, 
the availability of diagnosti c test results also meant that 
the pati ent could be referred for electi ve surgery in a 
shorter waiti ng ti me.  Nevertheless, this audit revealed 
that a number of issues limited, to varying extents, the 
eff ecti ve uti lity of this Fund.  These related to instances 
where the funds available were not fully uti lised and to 
cases where the expenditures incurred were not related 
to waiti ng lists initi ati ves.   
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Management informati on systems

16. Despite the number of persons awaiti ng electi ve 
surgery, MDH is sti ll in the process of fully computerising 
waiti ng lists informati on.  The situati on, unti l 2009, was 
such that MDH did not support any waiti ng list datasets.  

17. Data related to pati ents was held directly 
by individual consultants.   This data was neither 
homogeneous in format nor centrally accessible by the 
Hospital’s Management.  The absence of a consolidated 
system rendered the provision of accurate and 
independently verifi able waiti ng list informati on a very 
diffi  cult acti vity.  Moreover, this system did not encourage 
transparency and management oversight.  

18. In 2009, the Foundati on for Medical Services 
(FMS) recommended to Government that the situati on 
portrayed in the preceding paragraphs needed be 
addressed immediately, such that data relati ng to electi ve 
interventi ons is rendered more visible for management 
and control purposes.

19. To date, FMS has computerised the waiti ng lists of 
four major Departments, namely Cardiology, Ophthalmic, 
Orthopaedics and Surgical.  These Departments were 
considered to be the most problemati c in terms of waiti ng 
ti me for electi ve interventi ons.  Due to its complexiti es, 
this computerisati on project was a considerably 
lengthy process.  The last of these Departments to 
be computerised, Surgical, went live in April 2013.  
Nevertheless, validati on with respect to waiti ng list data 
pertaining to this Department is sti ll ongoing.

20. The computerisati on of waiti ng lists was rendered 
more laborious since this exercise extended beyond the 
normal processes associated with soft ware development 
and project implementati on.  The major diffi  culti es were 
related to waiti ng list data capture and verifi cati on.  
Towards this end, the data collated through various 
sources had to be subjected to data integrity checks.  This 
process resulted in a signifi cant number being eliminated 
from the respecti ve waiti ng lists for various reasons, such 
as double entries, deceased persons and persons who 
were no longer interested in undergoing the planned 
interventi on.

21. Currently the System provides an overview of 
waiti ng ti me rather than simply having people on a waiti ng 
list.  This has refl ected a paradigm shift  in the approach to 
the management of waiti ng lists.  

22. Despite the progress att ained to date, the 
System’s potenti al cannot yet be fully realised for a 
number of reasons.  These include cases where the 
validati on process is sti ll in progress, variances between 
the Centralised Waiti ng Lists System and the medical fi les, 
as well as incomplete informati on about interventi on 
classifi cati on.  

23. These limitati ons, to varying degrees, prohibited 
MDH Management from being provided with more 
qualitati ve electi ve surgery related data.  Nevertheless, 
the progress registered to date to computerise the 
Hospital’s waiti ng lists for electi ve surgery is seen as a 
pre-requisite to further enhance the management and 
delivery of operati ons.

24. Other management informati on weaknesses 
noted were att ributable to the fragmentati on of data 
dealing with the administrati ve and medical status of 
MDH pati ents.  These concerns mainly arise due to the 
absence of a soft ware to integrate the various stand-alone 
data sets and the lack of the complementary analysis tools 
to facilitate Hospital governance.  In these circumstances, 
governance is weakened since the adequate level of 
management functi ons, namely related to planning, 
directi on and control, cannot be appropriately eff ected.  

Uti lisati on of operati ng theatres

25. Opti mising the use of operati ng theatres is of 
criti cal importance to increase the number of operati ons 
carried out and to reduce the waiti ng ti mes for electi ve 
surgery.  Towards this end, the NAO examined the MDH’s 
use of its operati ng theatres with the aim of determining 
the uti lisati on rate of the Hospital’s theatres.  This review 
focused on the acti viti es within the Main theatres and 
Endoscopy rooms during July 2012.  

26. Despite the signifi cant increase in the number of 
operati ons carried out at MDH, it transpired that there is 
sti ll scope to further increase theatre uti lisati on.  There 
are many variables at play, which impinge on operati ng 
theatres’ management and their effi  ciency.  This audit 
has found that uti lisati on rates may be compromised 
since there is no central authority or a clearly identi fi ed 
coordinati ng body to direct and oversee operati ng 
theatres’ acti viti es.  

27. Operati ng theatre planning has to work around 
a number of constraints.  These include instances relati ng 
to the lack of clearly defi ned theatre hours, which are 
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contractually allocated to each consultant.  Moreover, 
theatre planning does not appropriately coordinate other 
criti cal inputs such as anaestheti sts, nurses, and Hospital 
beds availability.  Similarly, the planning functi on has not 
been able to address issues relati ng to under-running 
interventi on lists, which lead to ineffi  ciencies created by 
the subsequent early session fi nishes.   

28. Currently, there are no studies available relati ng 
the human and fi nancial resources to the number of 
operati ng theatres and the Hospital’s bed-stock.  To date, 
the allocati on of theatre sessions to consultants has its 
roots in historical practi ces rather than based on what 
throughput levels the Hospital can att ain with the current 
resource availability. 

29. Despite their criti cal importance and the fact that 
they rank among MDH’s most valuable assets, to date, 
the Hospital does not have the appropriate Informati on 
Technology (IT) based programmes to facilitate the 
management of its operati ng theatres.  Eff orts to develop 
operati ng theatre related soft ware through the Integrated 
Health Informati on System 2 (IHIS2) are currently stalled.  

30. During July 2012, the Main theatres were used 
for a total of 2,455 hours.  This amounts to an average of 
around 31 hours weekly for each theatre.  This esti mate 
considers 18 of the 20 Main theatres available to MDH 
at the ti me.  During the same period, the fi ve Endoscopy 
operati ng rooms reviewed were uti lised for around 449 
hours which results in an average of around 27 hours per 
week of uti lisati on per theatre.  Both these esti mati ons are 
subject to a number of assumpti ons, which are discussed 
in detail in this Report.  Nevertheless, the esti mati ons are 
deemed to provide an adequate indicator of the uti lisati on 
rates of MDH’s operati ng theatres.

31. Moreover, the operati ng theatre uti lisati on 
exercise also revealed various operati onal ineffi  ciencies, 
which, to varying degrees, restricted MDH from further 
increasing the uti lisati on rates of its Main and Endoscopy 
operati ng theatres.  In turn, these issues impinged on the 
Hospital’s interventi on throughput.  The main source of 
these ineffi  ciencies related to late session start-ti mes and 
prolonged turnaround ti mes between interventi ons. 
  
32. Although not outlined in a policy document, 
operati ng theatre teams generally acknowledge that 
interventi on start-ti me is 08:30 and 13:30 hours for 
morning and aft ernoon sessions.  During July 2012, theatre 
plans show that there were 424 and 81 morning and 

aft ernoon sessions in the Main and Endoscopy theatres.   
This audit revealed that in 145 of these 505 cases there 
were delays of more than 30 minutes in session start-up.  
There may be justi fi able reasons for such delays – these 
relate mainly to clinical issues.  However, there are various 
logisti cal issues, which contribute to session start-up 
delays.  The main factors relate to delays in preparing and 
transferring pati ents from the ward and the late arrival of 
any of the medical team involved in the carrying out of the 
interventi on.

33. Prolonged turnaround ti mes between 
interventi ons are another potenti al source of 
ineffi  ciencies, which limit interventi on throughput.  This 
review showed that, in the Main theatres, 34 per cent 
of turnarounds exceeded 15 minutes.  In a minority of 
these cases, turnaround ti mes exceeded one hour.  It is 
to be noted that MDH sought to reduce waiti ng ti mes by 
increasingly uti lising the Holding Bay within the operati ng 
theatres area, minimising the ti me lost in the operati ng 
theatre staff  waiti ng for the pati ent to arrive from the 
ward.

34. During July 2012, in 115 out of 424 instances, 
theatre session over-runs occurred.  In total, these electi ve 
surgery over-runs amounted to 190 hours.  In 43 per cent 
of these, the over-run amounted to less than one hour 
in each session.  However, the remaining over-running 
cases were of more than one hour in each session.  In 
cases of over-runs, the Hospital incurs additi onal costs 
equivalent to the extra variable costs involved in manning 
the theatres for the extended period.  

35. There are a number of reasons which contribute 
to over-runs.  In some cases, over-runs are unavoidable.  
These circumstances generally relate to clinical exigencies.  
Over-runs may also result due to logisti cal issues, such as 
delays in the commencement of sessions and prolonged 
turnaround ti mes.  Towards this end, these two factors 
contributed to nearly half of the total durati on of over-
runs accumulated by the Main theatres during July 2012.  

Overall Conclusions

36. Through the eff orts and cooperati on of MDH 
personnel, the number of interventi ons carried out at this 
Hospital increased substanti ally.  However, around one 
fi ft h of pati ents have been waiti ng for their interventi on 
for at least a year.  Eff ecti ve waiti ng lists management for 
electi ve surgery is therefore a criti cal functi on of MDH 
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since prolonged waiti ng ti mes for operati ons comes at a 
cost for both the pati ent and the Hospital. 

37. From the NAO commissioned survey carried 
out by the Nati onal Stati sti cs Offi  ce, the vast majority of 
pati ents expressed high sati sfacti on levels with the service 
provided by MDH with respect to electi ve surgery.  On the 
other hand, pati ents who had endured what in their view 
consti tuted excessive waiti ng ti me lamented about such 
circumstances.

38. Waiti ng lists management for electi ve surgery is 
a complex endeavour since it is a functi on involving many 
variables.  Moreover, the local scenario also has to take 
cognisance of the infl uence of the private sector in the 
provision of healthcare.   In many instances, pati ents choose 
to oscillate between the public and private providers of 
healthcare, where generally advice is sought from the 
same medical specialist about the same conditi on being 
treated at MDH.  Among the multi plicity of implicati ons 
of such circumstances is that both sectors are, to varying 
degrees, uti lising the same pool of resources.  The bett er 
remunerati on package available through the private 
sector severely aff ects the availability of specialists, 
especially as most of the Hospital’s consultants and senior 
medical professionals choose to be engaged on a ‘B’ 
contract, which allows them more fl exibility to cater for 
their involvement within the private sector. 

39. The management of waiti ng lists was also 
hindered through the lack of documented policies.  
During the course of this audit, these ranged from 
benchmarks defi ning the waiti ng ti me for the various 
electi ve interventi ons.  At the operati onal level, policies 
and guidelines relati ng to start-ti me and turnaround ti mes 
with respect to operati ons have not yet been established.  
The absence of such policies places limitati ons on the 
coordinati on of the various Hospital resources, weakens 
management control over the electi ve surgery processes 
and hinders performance evaluati on.

40. MDH is sti ll in the process of centralising 
its waiti ng lists.  This process entails computerising 
waiti ng list data, which was formerly maintained by 
respecti ve consultants.  This centralisati on exercise is 
seen as transferring the ownership of waiti ng lists from 
consultants to MDH Management.  Computerisati on 
of these lists is seen as strengthening audit trails to 
encourage more transparency and accountability 
within the electi ve surgery processes.  Moreover, 
the centralisati on exercise would encourage more 

consistency in respecti ve waiti ng ti mes while also 
strengthening management control over the whole 
process.    

41. There are rich sources of data maintained by 
MDH relati ng to the diff erent administrati ve and clinical 
aspects associated with electi ve surgery.  However, this 
data is maintained in stand-alone systems, which renders 
the generati on of comprehensive management reports as 
a lengthy and problemati c task.  Similarly to the situati on 
discussed in the preceding paragraph, the absence of 
integrated management informati on system places 
severe constraints on the management functi on related 
to electi ve surgery. 

42. Opti mising the use of operati ng theatres is a 
criti cal functi on of a hospital.  Towards this end, MDH 
has increased the number of interventi ons signifi cantly 
over recent years.  Nevertheless, the opportunity exists 
to further increase the uti lisati on of the most expensive 
infrastructure at MDH.  This audit has revealed a number 
of factors, which hinder the further uti lisati on of the 
operati ng rooms.  

43. At the strategic level, MDH’s throughput of day-
surgery is considered lower than what is the norm for 
an acute care hospital.  Moreover, around 12 per cent 
of the Hospital bed-stock is occupied by long-term care 
pati ents awaiti ng to be transferred to other healthcare 
insti tuti on.  This situati on limits the turnover of beds and, 
consequently, aff ects the interventi on throughput.  The 
absence of an immediate soluti on to enable the transfer 
of pati ents to other insti tuti ons implies that this problem 
will prevail.

44. The availability of resources is deemed a long-
term issue, which will conti nue to inhibit the Hospital’s 
throughput.  Although the conti nuous changes to work-
practi ces have led to positi ve results, it is unlikely that as a 
sole approach this will lead to a signifi cant increase in the 
level of operati ng theatres uti lisati on.  Towards this end, 
the Public-Private Partnership approach alleviated waiti ng 
ti me concerns and the approach has presented itself as a 
potenti al long-term opti on, especially if the appropriate 
fi nancial considerati ons are deemed favourable.  

45. At the operati onal level, the uti lisati on of 
operati ng theatres was somewhat constrained through 
process ineffi  ciencies.  Currently, the internal control 
mechanisms in place cannot be fully implemented.  
Primarily, these circumstances can be att ributed to the 
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lack of a central authority within the Operati ng Theatres 
Department to assume full management responsibility for 
this functi on.  

46. As a concluding comment, this performance audit 
focused only on a number of management and logisti cal 
variables.  It did not endeavour to enter into clinical issues 
relati ng to medical care or technical issues concerning the 
use of Hospital’s equipment.  Nonetheless, the fi ndings 
and conclusions in the Report are considered suffi  ciently 
robust to portray a number of concerns hampering MDH’s 
waiti ng list management for electi ve surgery.  Criti cal 
aspects in this regard relate to the need to sustain current 
MDH eff orts to improve the effi  ciency of its services. 
These include the strengthening of its capacity to further 
increase the interventi on throughput while minimising 
waiti ng ti mes for operati ons, as well as initi ati ves aimed 
at enhancing the Hospital’s governance.

Recommendati ons

47. In view of the fi ndings and conclusions emanati ng 
from this performance audit, the NAO is proposing a 
number of recommendati ons.  These proposals relate 
to the issues which are considered as the main factors 
infl uencing waiti ng list management at MDH: 

i. Acti on is to be expedited to enable the  recently 
draft ed policies determining maximum 
interventi on waiti ng ti mes to be formally adopted 
and communicated to all the players involved 
in the conduct of electi ve surgery. Moreover, 
mechanisms are to be devised to ensure 
their consistent applicati on across all MDH’s 
Departments.

ii. Eff orts to increase the number of day-surgery are 
to be sustained in order to opti mise bed turnover 
and the operati ng theatres’ infrastructure.

iii. Opti ons to address the historical re-occurrence 
of beds being occupied by pati ents requiring 
long-term care are to be evaluated.  In the short-
term, eff orts to transfer these pati ents to other 
insti tuti ons or residences, such as through Public-
Private Partnership (PPP) initi ati ves, are to be 
broadened.

iv.     MDH is to conduct studies to determine the required 
resources to enable the opti mal uti lisati on of the 

Hospital infrastructure available.  Such study is to 
consider the fi nancial and economic implicati ons 
against the benefi ts gained through the increase 
in resource availability. 

v. Opti ons to expedite the recruitment of key staff , 
parti cularly those considered as essenti al for the 
Hospital’s operati ons are to be explored.  Such 
considerati ons should extend to fast tracking 
MDH staff  engagement applicati ons within the 
current centralised public sector recruitment 
process. Another opti on, which may be 
considered, involves increasing MDH’s autonomy 
over the recruitment functi on.  This entails that 
the Hospital’s administrati ve capacity and internal 
control mechanisms are strengthened to cater for 
such responsibiliti es.

vi. The feasibility of extending the provision of 
services through Public-Private Partnerships is to 
consider the fi nancial implicati ons by evaluati ng 
such opti ons against the possibility of increasing 
throughput in-house.

vii. The process to implement fully the Centralised 
Waiti ng List System is to be expedited.   Eff orts 
are to be stepped-up for the posti ng of waiti ng list 
data relati ng to all electi ve surgery across MDH 
Departments.  Moreover, considerati on is to be 
given to ensure that this System has in-built data 
validati on and integrity mechanisms.  

viii. Measures should be taken to ascertain that 
Departments which are already uti lising the 
Centralised Waiti ng List System complete all the 
informati on required.  In parti cular, users of this 
System are to complete supporti ng informati on 
such as that relati ng to clinical priority and reasons 
for changing such designati ons.  These measures 
are seen to further promote  the principles of 
transparency and accountability with respect to 
waiti ng lists. 

ix. Considerati on is to be given to computerise 
data related to operati ng theatre acti viti es.  The 
operati ng theatres infrastructure is the most 
valuable asset and is of criti cal importance in 
terms of interventi on throughput.  In this light, 
Hospital Management is to evaluate the fi nancial 
and operati onal benefi ts of procuring and uti lising 
an off -the-shelf soft ware package unti l such ti me 
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that the Integrated Health Informati on System 2 
(IHIS2) has been developed and commissioned.  
As a minimum, any electronic system considered 
for the operati ng theatres should cater for 
session allocati on, the daily list of interventi ons, 
the resources level required to man the theatres 
and a log of all acti viti es relati ng to actual theatre 
uti lisati on.

x. Eff orts to implement the IHIS2 or to identi fy 
alternati ve systems, which integrate datasets 
considered as criti cal to the Hospital’s processes, 
are to be stepped up. Prolonging decisions and 
implementati on in this regard prohibits MDH 
Management from exercising the appropriate 
levels of directi on and control.

xi. MDH is to develop and communicate with the 
multi disciplinary teams its policies relati ng to 
operati ng theatre processes.  These mainly related 
to operati on morning and aft ernoon session start-
ti mes, turnaround ti mes between operati ons 
and procedures to be followed for changes to 
existence sessions and requests for extra sessions.  
Moreover, procedures are to be established and 
documented with respect to session over-runs.

xii. MDH management is to ascertain that job 
plans pertaining to senior resident specialists 

and consultants clearly defi ne how clinical 
hours are allocated between outpati ents, 
ward-rounds, operati ng theatres and other 
functi ons. Moreover, job plans are to include key 
performance indicators such as those related to 
the number of operati ons to be performed in a 
defi ned period.

xiii. The audit trail relati ng to the compilati on of the 
daily interventi on lists of pati ents to undergo 
electi ve surgery is to be strengthened.  Toward 
this end, current mechanisms are to be reviewed 
to ensure that the number of pati ents included 
in the daily interventi on lists is appropriate in 
relati on to the durati on of specifi c operati ng 
theatre sessions.  Moreover, changes in these 
lists are to be endorsed by an MDH designated 
authority. 

xiv. Moreover, the assignment of all management 
positi ons is considered as a pre-requisite to 
ensure the appropriate level of management 
control.   In this regard, and as a matt er of urgency, 
the current vacant headship positi on relati ng to 
the management responsibiliti es of operati ng 
theatres needs to be addressed.

Executi ve Summary
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1.1 Introducti on

1.1.1 The waiti ng lists and ti mes for electi ve surgery 
at Mater Dei Hospital (MDH) have been the subject of 
considerable public debate.1 Public concerns relati ng 
to electi ve surgery at MDH mainly related to what is 
considered to be as excessive waiti ng ti me for certain 
electi ve interventi ons.  

1.1.2 Excessive waiti ng ti me carries a cost for both 
the pati ent and the hospital.  Pati ents may suff er from 
deteriorati on in their health conditi on, loss of uti lity and 
loss of income from their work.  The public Hospital will 
potenti ally incur higher costs for surgery and the related 
treatment due to the deteriorati on of pati ents’ health.   
These costs will be diff erent for specifi c cases.

1.1.3 Furthermore, excessive waiti ng ti mes increase 
the Malta Government’s fi nancial liability in terms of the 
Cross Border Health Directi ve (2011/24/EU).  The deadline 
for the transpositi on of the Directi ve by Member States is 
25 October 2013.  The Directi ve sti pulates that pati ents 
may seek medical treatment within the European Union 
(EU), at their respecti ve Government’s expense, in the 
event that treatment has not been fully provided aft er a 
defi ned period by the relati ve nati onal public healthcare 
systems that is MDH in this case.  The Directi ve includes 
provisions relati ng to the extent of reimbursement 
enti tlements.  

1.1.4 MDH Management maintains that the increase 
in waiti ng ti mes is brought about by a signifi cant growth 
in demand for electi ve surgery at Malta’s main publicly 

funded Hospital.  This rise in demand emanates from an 
ageing populati on and the constant introducti on of new 
operati ve technology dealing with previously untreated 
conditi ons.  Moreover, the demand for electi ve surgery at 
MDH is signifi cantly more than it was at St. Luke’s Hospital 
(SLH).2 In part the increased demand for MDH services 
emanates from the bett er faciliti es off ered by the latt er.  
The increased demand also implies public confi dence in 
the services provided by MDH.  
 
1.1.5 Consequently, these factors infl ated the demand 
and increased waiti ng ti mes for electi ve interventi ons.  
MDH responded to the increased demand by increasing 
the number of operati ons held at MDH.  To an extent, this 
has been possible due to the changes in work practi ces 
and the increased availability of operati ng theatres as well 
as farming out of some interventi ons.

1.1.6 Against this backdrop, the Nati onal Audit 
Offi  ce (NAO) conducted the performance audit:  The 
management of electi ve surgery waiti ng lists.  The primary 
aim of this audit was to determine the extent to which 
MDH’s eff orts are eff ecti vely minimising waiti ng ti mes for 
electi ve surgery.   This audit focused on the period April 
2011 to July 2012.   

1.2 Waiti ng lists aim to provide 
informati on on the prioriti sati on of 
electi ve surgery

1.2.1 The Organisati on for Economic Co-operati on 
and Development (OECD) contends that the provision of 
surgery has to take account of the diff ering urgency with 

1  The terms surgery, operati on, interventi on and procedure are used interchangeably in this Report.
2   Saint Luke’s Hospital was Malta’s main publicly funded general hospital up to June 2007.
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which interventi ons are required.  It is to be noted that 
there is no internati onal agreement on prioriti sati on of 
surgery.  The OECD points out that it is common to see 
the following classifi cati on of prioriti sati on of surgery, 
although many healthcare administrati ons use more 
detailed categories of urgency:

• Emergency surgery - interventi on is required 
immediately.

• Urgent surgery - interventi on is required, prior to 
discharging the pati ent home.

• Electi ve surgery - interventi on is necessary but the 
pati ent can be sent home and the ti ming of the 
procedure can be scheduled.

1.2.2 This Report is concerned with electi ve surgery.  
Although not outlined in policy documents, MDH 
considers electi ve surgery to be interventi ons, which may 
be scheduled or delayed by at least 24 hours.  Examples of 
electi ve procedures carried out at MDH include:  cataract 
surgery, hip replacement, knee replacement, coronary 
artery bypass surgery, percutaneous transluminal 
coronary angioplasty, hernia repair, cholecystectomy, 
hysterectomy, prostatectomy, as well as ligati on and 
stripping of varicose veins.  The practi ce at MDH is to 
include pati ents who have been assessed as requiring 
electi ve surgery in a waiti ng list.  Bookings are generally 
recorded in accordance with the hospital’s policy and/or 
practi ces.  Currently, MDH is in the process of centralising 
and standardising the Hospital waiti ng lists.  

1.2.3 Criti cally, waiti ng lists also provide informati on 
on the electi ve surgery prioriti sati on assigned to each 
case by the hospital.  The prioriti sati on classifi cati on 
assigned has a signifi cant weighti ng on the scheduling of 
the operati on.  Consequently, waiti ng lists indicate the 
period that a pati ent has been waiti ng for the relati ve 
interventi on. 
 
1.2.4 Many internati onal healthcare insti tuti ons and 
organisati ons defi ne or interpret waiti ng ti me diff erently.  
MDH considers waiti ng ti me to relate to the ti me from 
when a pati ent is clinically assessed as requiring electi ve 
surgery and thus is placed on the waiti ng list, to the ti me 
that the pati ent is admitt ed for the procedure to be carried 

out.  Hence, such a defi niti on of waiti ng ti me excludes the 
ti me during which the pati ent may have att ended hospital 
outpati ent visits or had undergone diagnosti c tests.  Such 
a defi niti on of waiti ng ti me, is as recommended and 
uti lised by both the OECD and the Nati onal Health Service 
(NHS) - UK.  

1.2.5 For the purpose of this audit, waiti ng ti mes 
are being esti mated in accordance with the foregoing.  
However, for practi cal reasons, the date of the interventi on 
was considered instead of the admission date.  Such an 
approach was adopted since it transpired that in the vast 
majority of cases, the variance between these two dates 
is negligible.  

1.3 Waiti ng lists and ti mes for 
electi ve operati ons consti tute criti cal 
management tools

1.3.1 Waiti ng lists, including informati on on waiti ng 
ti mes, are important management tools.  Waiti ng lists 
enable hospitals to take cognizance and to manage 
individual pati ent’s conditi ons through a system of 
classifi cati on and prioriti sati on of the interventi ons 
required.

1.3.2 Well managed waiti ng lists enable administrators 
to opti mise the use of resources at the hospital’s disposal.  
These resources mainly include hospital infrastructure, 
staff  and equipment.  Towards this end, waiti ng lists 
facilitate the hospital’s planning process and coordinati on 
between the various stakeholders involved in performing 
electi ve operati ons.  Waiti ng lists also provide for an 
interesti ng case-mix and identi fy the hospital’s training 
needs to be met. 

1.3.3 In additi on, well managed waiti ng lists also 
consti tute good governance practi ces.  They provide audit 
trails which, subsequently promote transparency and 
accountability.  In this respect, waiti ng lists enable the 
hospital to assess its overall and individual performance of 
key personnel involved in the conduct of electi ve surgery.  
On the other hand, long waiti ng lists as well as excessive 
waiti ng ti mes may go beyond pure measurement, in the 
sense that they are seen to embody bureaucracy, and 
inconvenience.
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1.4 Electi ve surgery waiti ng ti mes at 
MDH are infl uenced by various factors

1.4.1 The moment that pati ents suff ering from health 
conditi ons, which might benefi t from surgical interventi ons 
seek or are referred for further investi gati ons, triggers 
various complex processes within MDH.  Figure 1 refers.  
Such processes draw on the input of various medical 
specialists.  Consequently, the management of these 
processes is key to ensure the effi  cient and eff ecti ve 
provision of healthcare.  

1.4.2 The MDH infrastructure is triggered once a 
General Practi ti oner (GP) refers a pati ent for further 
investi gati ons.  Such a referral can be made by either the 
health centre or the pati ent’s private GP.  Alternati vely, 
a pati ent may also be referred for further medical 
assessments at the Hospital through MDH’s Accident and 
Emergency Department.  

1.4.3 Following referral for further medical 
investi gati ons by an MDH specialist, a pati ent is examined 
by a consultant either as an outpati ent or inpati ent.  On 
the basis of this examinati on and any other diagnosti c 
tests that may have been performed, the consultant 
determines whether or not electi ve surgery is required.    
The pati ent is then added to an electi ve surgery waiti ng 
list in accordance with the relati ve clinical urgency.   A 
pati ent may also be added to the MDH waiti ng lists even if 
the relati ve case was assessed through private rather than 
MDH specialists.   

1.4.4 Subsequently, MDH informs the pati ent of the 
operati on date.   If deemed necessary, the pati ent is 
requested to undergo a pre-operati on assessment a few 
days prior to the planned interventi on.  During this visit, 
the pati ent is provided with further informati on about 
the relati ve procedure.  Moreover, any administrati ve 
requirements, such as pati ent consent, are completed 
during this session.  The pati ent is then admitt ed to MDH 
to undergo the interventi on on the scheduled date.  

Electi ve surgery draws on the input of various medical 
specialists and administrators

1.4.5 MDH houses 34 operati ng theatres of which 20 
are designated as the Main theatres, six endoscopy rooms, 
two Catheterisati on-labs and six other theatres which are 

used for other specialiti es.  Additi onally, the performance 
of an operati on is dependent on eff ecti ve coordinati on 
between all the medical specialists and administrators at 
MDH.  These professionals are responsible to coordinate 
the various functi ons required to perform surgery and 
to opti mise the use of available resources in order to 
increase effi  ciency and the number of operati ons, which 
ulti mately results in a reducti on of waiti ng ti mes for 
pati ents awaiti ng electi ve interventi ons.  

1.4.6 The Operati ng Theatres’ Users Committ ee 
allocated theatre ti me to the various Departments at 
MDH.   This Committ ee brought together the various 
players involved in operati ng theatre management, 
namely MDH Management, consultants, anaestheti sts 
and nurses.  The Head of the Surgical Department chaired 
this Committ ee. The Committ ee, generally, met quarterly 
to discuss ongoing requests by various Departments for 
the allocati on of additi onal operati ng theatre hours and 
other issues relati ng to the management of operati ng 
theatres.  However, in 2013, this Committ ee suspended 
its operati ons.  In this regard, the Chief Executi ve Offi  cer 
(CEO) appointed the Theatre Acti on Team to replace such 
Committ ee.

1.4.7 The departmental allocati on of operati ng 
theatres is subsequently designated by the respecti ve 
head of department (chair) to consultants within the 
relati ve remit.  Consequently, consultants then allocate 
operati ng theatre ti me between the various fi rms (teams) 
under their supervision.   These fi rms comprise surgeons 
and doctors who will be responsible for the provision of 
care related to and including the electi ve interventi on.

1.4.8 Day-to-day management of the operati ng 
theatres is entrusted to the main players involved in 
the performance of surgical interventi ons, namely 
consultants, anaestheti sts and nurses.  A daily operati ng 
theatres’ interventi on list, as approved by respecti ve 
consultants, is forwarded to the main players to make 
the necessary arrangements to enable the operati on 
indicated to be performed.    

1.4.9 However, the afore-menti oned electi ve 
operati ons process is subject to various internal and 
external circumstances.  These ulti mately impinge on 
the effi  ciency of the processes involved, which may 
consequently be refl ected in the pati ents’ waiti ng ti me for 
electi ve surgery.   
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Waiti ng lists and ti mes management effi  ciency is 
conditi oned through interrelated variables

1.4.10 As was discussed in preceding paragraphs, 
waiti ng lists and ti mes for electi ve surgery are subject 
to complex management processes.   The management 
of these processes is further aff ected through various 
factors, some of which may be external to MDH.  Figure 2 
categorises the variables impinging on electi ve surgery 
waiti ng lists and ti mes into four main areas, namely; 
policies, resources, infrastructure and external factors.

1.4.11 Irrespecti ve of the intensity of demand for 
electi ve surgery, MDH Management is obliged to deliver 
such services in accordance to EU and nati onal policies.  
Additi onally, electi ve surgery, as is the case with all 
other Hospital deliverables, is subject to adherence to a 
framework of clinical standards.  

1.4.12 Moreover, the number of electi ve interventi ons 
undertaken is dependent on the Hospital infrastructure.  
The number of operati ons undertaken is directly related 
to the effi  cient uti lisati on of available operati ng theatres 

Figure 2: Variables impinging on electi ve surgery waiti ng lists and ti mes



  The Management of Electi ve Surgery Waiti ng Lists     19 

Chapter 1 – Terms of reference

and the Hospital’s bed-stock.  Similarly, MDH resource 
availability, ranging from medical professionals to the 
consumables required for surgery is a crucial determinant 
of interventi on waiti ng ti mes.   Towards this end, a 
robust management informati on system is required to 
aid management in synchronizing the deployment of 
resources in order to opti mise the use of the Hospital 
infrastructure.  

1.4.13 Waiti ng lists and ti mes for electi ve surgery 
are also infl uenced by factors beyond MDH’s control.  
A signifi cant number of pati ents opt not to keep their 
electi ve interventi on appointment for various personal 
reasons.  In many instances, MDH is not informed and 
has to daily deal with a number of pati ent ‘no-shows’.  
Emergencies and seasonality also impinge on Hospital 
waiti ng ti mes.  Seasonality is parti cularly evident during 
the winter months, where there is a signifi cantly higher 
demand for Hospital beds.   Moreover, around 12 per 
cent of MDH bed-stock is not being uti lised in accordance 
with the services provided by an acute care Hospital.  This 
is mainly due to the long-term care being provided to 
persons waiti ng to be transferred to residenti al homes for 
the elderly.

1.4.14 An important considerati on for MDH Management 
relates to the provision of healthcare through the private 
sector.  Moreover, most of the consultants are employed 
through a contract, which allows them to practi ce in the 
private sector.  Consequently, MDH scheduling has to take 
cognizance of each consultant’s availability.   

1.4.15 In additi on, MDH practi ce is to entertain, 
whenever possible, pati ents’ request to be placed under 

the care of their preferred consultant.  Consequently, this 
leads to a situati on where some consultants will have 
longer waiti ng lists than others, which in turn is refl ected 
in longer waiti ng ti mes.  

1.4.16 On the other hand, many pati ents exercise 
their right of choice and seek medical care for a specifi c 
ailment through the private sector.    In many cases, the 
pati ent’s private and MDH healthcare specialist tend to 
be the same.  Furthermore, both the public and private 
sector may be dealing with the same case simultaneously.   
Such situati ons may impinge on MDH’s electi ve surgery 
planning process since the relati ve diagnosti c and other 
medical informati on may not reach the latt er through the 
standard procedures in place.  

1.5 Audit focus and methodology

1.5.1 The discussion outlined in this Chapter has 
identi fi ed the major concerns associated with waiti ng lists 
and ti mes for electi ve surgery at MDH.  Towards this end, 
this performance audit sought to evaluate the extent to 
which MDH is eff ecti vely managing its waiti ng lists for 
electi ve surgery.  The eff ecti ve management of waiti ng 
lists is seen as directly infl uencing interventi ons’ waiti ng 
ti mes.  Consequently, this audit aimed to determine the 
extent to which:

• the waiti ng lists management structure is supported 
by the appropriate policies and strategies;

• MDH Management has access to comprehensive, 
reliable and ti mely waiti ng lists related informati on;  
and 
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• operati ng theatres at MDH are being opti mally 
uti lised.

1.5.2 It is to be noted that the above objecti ves do 
not comprehensively address all factors infl uencing the 
management of electi ve surgery waiti ng lists and ti mes.  
The NAO constructed the objecti ves of this audit on 
what was deemed to be the criti cal elements prolonging 
interventi on waiti ng ti mes.  For this purpose, the NAO 
considered available literature and reports commissioned 
by Ministry for Health, the Elderly and Community Care 
(MHEC), as well as interviews with key players at both the 
Ministry and the Hospital.

1.5.3 Furthermore, the scope of this audit was limited 
to the Departments of ophthalmology, orthopedics, 
surgical and cardiology.  These Departments were selected 
as they had the longest waiti ng lists for electi ve surgery.  
However, all interventi ons were taken into considerati on 
when concerning the objecti ve relati ng to the extent 
of uti lisati on of MDH’s Main and Endoscopy operati ng 
theatres.   

1.5.4 The objecti ves of this performance audit were 
realised through various exercises, which aimed to 
determine the number of persons on waiti ng lists and 
the relati ve waiti ng ti mes for electi ve interventi ons, the 
pati ents’ perspecti ve relati ng to the surgery undertaken, 
as well as operati ng theatres uti lisati on.  Due to case 
sensiti vity associated with medical issues, prior to 
embarking on these exercises, the NAO solicited the 
advice of the Commissioner of Data Protecti on. 

1.5.5 The number of persons on relati ve waiti ng lists 
was determined through a review of Hospital medical fi les, 
namely through the data maintained by the Foundati on 
for Medical Services (FMS) and MDH.  Interventi on waiti ng 
ti mes were determined through a review of randomly 
selected medical fi les as well as, where available, through 
the Centralised Waiti ng List System maintained by the 
FMS.  Due to the clinical technicaliti es associated with 
eliciti ng administrati ve data from medical fi les, this review 
involved signifi cant input by MDH. 

1.5.6 Pati ents’ perspecti ves on electi ve surgery waiti ng 
lists and ti mes were sought through a survey, which was 
commissioned to the Nati onal Stati sti cs Offi  ce.  The survey 
sought the comments of 774 randomly selected persons 

out of the 24,605 persons who undergone electi ve 
surgery at the four Departments under review during the 
audit period.  The survey was conducted between 10 and 
17 October 2012.  A detailed methodology is att ached at 
Appendix I.

1.5.7 This audit also entailed evaluati ng the degree to 
which MDH was uti lising its operati ng theatres opti mally.  
Whilst acknowledging that other important elements are 
present (see paragraph 1.4.8), for the purpose of this audit, 
the NAO considered consultants as the main variable 
which infl uenced theatre uti lisati on.  This assumpti on 
was mainly based on MDH’s practi ce of allocati ng 
operati ng theatre ti mes to consultants, their primary role 
in performing operati ons as well as records availability.  
Despite the potenti al limitati ons of this approach, the 
results and conclusions drawn from this exercise provide 
very strong indicati ons on operati ng theatres’ uti lisati on 
rates. 

1.5.8 Operati ng theatre uti lisati on rates were 
determined for July 2012.  This exercise entailed:

• establishing the weekly uti lisati on rates in the Main 
and Endoscopy operati ng theatres; and

• identi fying administrati ve and logisti cal 
ineffi  ciencies within the operati ng theatres under 
review.

1.5.9 Semi-structured interviews with MHEC3 and 
MDH offi  cials were also undertaken to assess various 
management issues concerning electi ve interventi ons.   
Such issues related to the relati ve policy and strategy 
inputs required to support and guide MDH operati ons.  
Moreover, the conduct of semi-structured interviews, 
a review of various documentati on and data analysis 
related to electi ve surgery enabled the NAO to assess 
the appropriateness of informati on available to MDH 
Management.  

1.6 Report structure 

1.6.1 Following this introductory Chapter, the Report 
proceeds to discuss the following:

• Chapter 2 seeks to discuss the status of waiti ng 
lists management for electi ve surgery.  Towards 

3  From April 2013, MHEC responsibiliti es were transferred to the Ministry for Health (MfH).  This Report refers to MHEC as this was the ministry responsible for the provision 
of healthcare during the period reviewed by this audit.
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this end, the discussion focuses on stati sti cs 
relati ng to the number of persons on departmental 
waiti ng lists and the relati ve waiti ng ti mes for 
electi ve interventi ons.  Moreover, this Chapter 
will also present pati ents’ perspecti ves on electi ve 
operati ons undertaken.

• Chapter 3 discusses MHEC and MDH’s eff orts to 
reduce waiti ng lists and ti mes for electi ve surgery.  
It will also discuss the management of the Waiti ng 
List Fund as well as the outsourcing scheme to 
minimise waiti ng lists.

• Chapter 4 outlines concerns relati ng to the 
capturing, recording, maintaining and compilati on 
of management reports relati ng to electi ve 

surgery.  This discussion highlights the importance 
of management informati on to enhance MDH’s 
management ability to plan, direct, control and 
monitor processes related to electi ve surgery.

• Chapter 5 discusses the analysis undertaken to 
determine the uti lisati on rates of the Hospital’s 
operati ng theatres.  For this purpose, the Chapter 
discusses issues relati ng to consultants’ job plans 
and theatre allocati on practi ces.  Moreover, this 
Chapter highlights concerns, which impinge on 
theatre effi  ciency levels.  

1.6.2 The overall conclusions drawn and 
recommendati ons emanati ng from this audit are included 
in this Report’s Executi ve Summary on pages nine to 12.
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Chapter 2 – Waiti ng lists and ti mes for 
electi ve surgery at MDH

2.1   Introducti on

2.1.1 Waiti ng lists and the respecti ve waiti ng ti mes 
for electi ve surgery has been a publicly debated issue.  
However, reliable informati on indicati ng the number of 
persons on respecti ve waiti ng lists and ti mes is limited.  
Towards this end, the Foundati on for Medical Services 
(FMS) was assigned the responsibility to establish an 
Informati on Technology (IT) based system to ascertain 
that Mater Dei Hospital (MDH) Management has 
comprehensive and robust informati on on the status of 
waiti ng lists and ti mes.  This task was necessary since 
historically the consultants maintained data related to 
waiti ng lists, and consequently the relati ve informati on 
was not maintained in a centralised system which could 
be easily accessed by the Hospital’s Management.  In 
these circumstances, MDH Management could not be fully 
cognisant of the demand for the various interventi ons.  
This consultant centric system of managing waiti ng lists 
severely constrained the management functi on related to 
electi ve surgery.  

2.1.2 Despite such limitati ons, Ministry for Health, 
Elderly and Community Care (MHEC) and MDH 
Management were aware that in certain areas, there was 
substanti al waiti ng ti me for electi ve surgery.  In fact, the 
Nati onal Strategy Report 2006 to 2008 outlined various 
approaches to address waiti ng lists related concerns.  
Most of these initi ati ves have since been implemented.  
Such acti ons mainly relate to the establishing of a 
system for bett er management of Hospital waiti ng lists 
in partnership with medical consultants as well as bett er 
uti lisati on of Gozo General Hospital and the private sector 
in a bid to bring down waiti ng ti mes.  Concerns with waiti ng 
ti mes were also expressed by the Medical Associati on of 
Malta (MAM).  The Collecti ve Agreement signed between 

Government and MAM for the period 1 January 2008 to 
31 December 2012 recognised that consultants had to 
change their work practi ces to address the waiti ng lists 
problem. Moreover, the latest Collecti ve Agreement 
signed in February 2013, outlines additi onal measures to 
further reduce waiti ng ti mes for electi ve surgery. 

2.1.3 In view of the foregoing, this Chapter discusses 
the following issues:

• pati ents’ atti  tudes towards the quality of the 
services provided by MDH; 

• demand for electi ve surgery;

• esti mated waiti ng ti mes for electi ve surgery;

• pati ents’ behaviour related to MDH waiti ng lists 
and ti mes; and 

• the private sectors’ infl uence on the electi ve 
surgery process.

2.1.4 Findings and conclusions presented in this 
Chapter are based on the results of the survey, which 
elicited informati on about waiti ng ti mes and ensuing 
pati ent atti  tudes and behaviour as well as the level of 
sati sfacti on experienced by pati ents who had undergone 
electi ve surgery between 1 April 2011 to 31 March 2012.  

2.1.5 The survey data was weighted and calibrated 
to refl ect the relati ve department and interventi on 
category proporti onality.  Hence, the fi gures that are 
going to be presented in this Chapter are based on 
weighted responses rather than frequencies of the survey 
parti cipants’ responses.
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2.1.6 Additi onally, the issues discussed in this Chapter 
take cognisance of the outcome of a tracer study 
undertaken to review the administrati ve and management 
processes leading to electi ve surgery.  An outline of the 
methodology used for the purpose of both exercises are 
found in paragraphs 1.5.3 to 1.5.5, whereas a detailed 
methodology relati ng to the sampling techniques uti lised 
to determine survey parti cipants is att ached at Appendix I.4 

2.2 The services relati ng to electi ve 
surgery are pati ent-centric

2.2.1 The Nati onal Audit Offi  ce (NAO) survey with 
774 pati ents, sought to analyse the pati ents’ level of 
sati sfacti on and to what extent MDH accommodated 
their request regarding their preferred consultant.  
Notwithstanding long waiti ng ti mes, pati ents were highly 
sati sfi ed with the services provided in the diff erent phases 
of their trajectory to perform electi ve surgery.  Moreover, 
MDH accommodates the pati ents’ request to be under 
the medical care of their preferred consultant. The 
ensuing paragraphs will discuss in further detail these two 
conclusions.

Pati ents are highly sati sfi ed with the overall quality 
of services relati ng to electi ve operati ons

2.2.2 The NAO survey showed that pati ents were highly 
sati sfi ed with the quality of services relati ng to electi ve 
surgery.  Parti cipants were asked to rank their sati sfacti on 
levels with services off ered by MDH prior to, during 
their confi nement as an in-pati ent for their operati on, as 
well as with respect to follow-up visits as an outpati ent. 
Figure 3 refers.

2.2.3  In all of these three circumstances, around 80 
per cent of the pati ents stated that they were either 
sati sfi ed or very sati sfi ed with the services provided.  
Generally, the higher sati sfacti on levels related to the 
services off ered before and during the in-pati ent period.  
Sati sfacti on levels then decreased marginally during the 
follow-up visits aft er the operati on.  

2.2.4 The excepti on to these trends related to 
sati sfacti on levels expressed by pati ents who had 
undergone cataract operati ons through the outsourcing 
programme, prior and during the operati on period.  

Figure 3 : Pati ents’ sati sfacti on levels with the quality of service related to electi ve surgery

               

Source : NAO survey (Appendix III – Table 15c, 16c and 17c).

4  Due to the weights assigned to each parti cipant and rounding up, in some instances, totals of survey respondents may not always reconcile with the 24,605 electi ve 

interventi ons being considered for this performance audit.
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Although sati sfacti on levels during the operati on phase, 
remained excepti onally high at 81 per cent (578 out of 
the 710), this result is the lowest expressed for this phase 
of the electi ve surgery process.  Moreover, it is the only 
instance where pati ents’ sati sfacti on with follow-up 
visits exceeded that related to the interventi on phase.  
Another excepti on was noted in the follow-up stage of the 
Orthopaedics Department.  Sati sfacti on levels, while sti ll 
high at 72 per cent (2,294 out of 3,187), were marginally 
less than in the other levels. 

The pati ents’ preference of consultant was generally 
favourably considered by MDH 

2.2.5 A major element contributi ng to high sati sfacti on 
levels relates to the MDH policy that pati ents can choose 
to be placed under the care of their preferred consultant.5   

The survey revealed that 8,039 out of the 24,605 (33 per 
cent) of the parti cipants declared that they expressed 
such a preference.6   

2.2.6 In the vast majority of these cases (82 per cent) 
MDH was able to meet pati ents’ request for a preferred 
consultant.  This was more predominant in cases related 
to the Orthopaedics Department.7   

2.2.7 The survey further emphasised the pati ents’ 
sati sfacti on levels expressed regarding their choice of 
consultant as it resulted that only 2,014 (eight per cent) 
of all the pati ents opted not to retain their assigned 
consultant.8 Among the reasons justi fying the non-
retainment of the assigned consultant, was a lengthier 
waiti ng list, which consequently implies a longer waiti ng 
ti me for the interventi on.9    

Generally, consultants did not inform their pati ents 
that they may not carry out their operati on

2.2.8 While pati ents’ were highly sati sfi ed with the level 
of service provided, from the survey, it transpired that in 
the majority of cases (around 70 per cent), pati ents were 
not informed that the consultant may not carry out the 
operati on himself.10 At MDH, consultants manage what 
are termed as “fi rms”.  These are mainly composed of 
junior surgeons. These surgeons can operate either under 
the supervision of the consultant or on his behalf.  This 

decision depends on the nature of the operati on.  Such 
scenario is permissible as MDH serves also the purpose of 
a teaching Hospital.

2.2.9 The aforementi oned paragraphs illustrate 
that the pati ents were highly sati sfi ed with the services 
provided by MDH and the other initi ati ves undertaken 
by Government to reduce waiti ng ti me.  Nevertheless, 
waiti ng lists and the respecti ve waiti ng ti mes are sti ll high 
in parti cular departments.  

2.3 As at end March 2012, there were 
14,709 pati ents on MDH waiti ng lists for 
electi ve surgery

2.3.1 Historically, respecti ve consultants maintained 
their own individual records relati ng to pati ents waiti ng 
to undergo electi ve surgery.  Such a system entailed that 
each consultant maintained an individual method of listi ng 
pati ents requiring an operati on.  Generally, these records 
were maintained in personalised diaries, spreadsheets or 
stand-alone departmental computerised systems.  These 
practi ces relati ng to  managing waiti ng lists were imported 
into MDH following the transfer from Saint Luke’s Hospital 
(SLH) in July 2007.

2.3.2  As the demand for electi ve surgery rose, it became 
increasingly apparent that it was imperati ve to consolidate 
the several sources of waiti ng lists related informati on in a 
centrally available management electronic system.  In turn, 
such a system would enhance the management functi on 
of electi ve surgery in terms of planning, strengthening of 
control mechanisms, encouraging standard approaches 
throughout the Hospitals’ Departments as well as to be 
able to monitor MDH’s performance.  Subsequently, such 
improvements would enable MDH to, as far as possible, 
meet the demand for electi ve surgery within clinically 
acceptable ti me-frames.  

2.3.3 The task of consolidati ng waiti ng lists informati on 
into a centralised electronic system was commissioned by 
MHEC to FMS in 2009.  To date, this exercise extended to 
the Orthopaedics, Ophthalmic and Cardiac Departments.  
During the course of the audit, the process to have 
the Surgical Department waiti ng list in the centralised 
system, has started and currently validity checks of data 

5The circumstance, which preclude the pati ent choice include the non-availability of consultant to conduct the operati on within the sti pulated ti meframe. 
6  Refer to Tables 1a to 1d in Appendix III.
7  Refer to Table 2c in Appendix III.
8  Refer to Tables 3a to 3d in Appendix III.
9  Refer to Tables 5a to 5d in Appendix III.
10 Refer to Table 7a-d in Appendix III.
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inputt ed are sti ll in progress as it is the case to varying 
degrees with other Departments.  Prior to this exercise, 
the Hospital Management could not be considered as 
the owner of waiti ng lists as it could not have robust and 
comprehensive informati on at its disposal relati ng waiti ng 
lists and ti mes.   Such a situati on diminished MDH’s control 
over waiti ng lists since transparency, accountability and 
effi  ciency could not be eff ecti vely gauged and monitored.  
The complexiti es and issues arising from the waiti ng lists 
consolidati on exercise are discussed in detail in Chapter 4.

2.3.4  The FMS system indicated that as at end March 
2012, there were 13,641 pati ents awaiti ng electi ve 
interventi ons at the Departments of Orthopaedics, 
Ophthalmology and Cardiology. Moreover, data 
maintained by the Clinical Performance Unit (CPU) 
outlined that there were 1,068 pati ents on the Surgical 
Department’s waiti ng lists. Table 1 refers.

Table 1 :  Number of pati ents waiti ng for electi ve 
interventi ons (March 2012)

Department No. of pati ents 

Cardiology 2,222

Ophthalmology 3,966

Orthopaedics 7,453

Surgical11 1,068

Total 14,709
                    
2.3.5  NAO data integrity checks revealed that the 
informati on reproduced in Table 1 may have a number 
of limitati ons, since data validati on by FMS is sti ll on-
going.  Despite these limitati ons, this informati on is for 
indicati ve purposes only.   The NAO data integrity checks 
are discussed in detail in Chapter 4.  

2.3.6  The absolute numerical size of lists is quoted 
frequently from various sources such as in Parliamentary 
Questi ons. However, this fi gure has litt le meaning without 
the knowledge of how quickly pati ents are treated.  The 
size of a list is by itself no guide to hospital eff ecti veness or 
effi  ciency.  The criti cal issue is that care is actually delivered 
in a ti mely manner.  Long lists are only a problem when 
individual pati ents are required to wait too long before their 
conditi on is treated.  Furthermore, no waiti ng list implies 
empty beds or less effi  cient use of hospital resources.  
Reliable waiti ng lists can be seen as a management tool that 
facilitates planning, resource allocati on and enables the 
hospital’s performance to be evaluated against these lists.

2.4 Nearly a fi ft h of pati ents had been 
waiti ng for electi ve surgery for over one 
year

2.4.1 The NAO carried an analysis of waiti ng ti mes 
based on administrati ve data available in medical fi les and 
at the Centralised Waiti ng List System maintained by the 
FMS.  This evaluati on revealed that in around two thirds 
of cases, electi ve surgery was carried out within three 
months.  On the other hand, nearly one fi ft h of pati ents 
waited for over a year for their operati on.  This analysis 
also outlined that during the course of the audit, there was 
an absence of nati onal waiti ng ti me policies and limited 
informati on related to the clinical prioriti sati on of surgery.  
These factors diminish MDH’s control over ensuring that 
waiti ng ti mes for the relati ve interventi ons are considered 
reasonable, parti cularly in view of the provisions of the 
Cross Border Health Directi ve.

Recently developed waiti ng ti me benchmarks are 
awaiti ng formal adaptati on

2.4.2 Internal policies sti pulati ng maximum waiti ng 
ti mes for planned surgery off er various benefi ts, both for 
hospital management as well as pati ents.  Waiti ng ti me 
policies are usually based on clinical considerati ons.  Such 
policies enable hospitals to allocate the required resources 
to meet the sti pulated waiti ng ti mes benchmarks and 
to monitor its performance in terms of effi  ciency and 
eff ecti veness.   

2.4.3 Consequently, waiti ng ti mes benchmarks 
facilitates the process of identi fying pati ents who should 
be called up or should have already undergone the 
planned procedure.  Another criti cal considerati on of 
these benchmarks relate to the introducti on of provisions 
included in the Cross-border Health Directi ve (2011/24/
EU).  These provisions enti tle an individual to seek medical 
treatment through alternati ve sources, including abroad, 
at the expense of the nati onal government in cases that 
medical care was not provided within a reasonable ti me.   
This is important for local Hospital due to its fi nancial 
implicati ons. 

2.4.4 Waiti ng ti me policies, benchmarks or quality 
service charters relati ng to electi ve surgery were not in 
place during the course of this audit.  Consequently, MDH 
was not in a positi on to exploit the benefi ts associated 

11  The fi gure presented is based on esti mates submitt ed by respecti ve consultants to the CPU. The limitati ons of this esti mate are further emphasised since FMS data 

relati ng to March 2013 quoted the waiti ng list for this Department at 3,588.
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with these management tools.  However, it is to be noted 
that in recent weeks MDH established maximum waiti ng 
ti mes for electi ve surgery.  As at the ti me of draft ing this 
Report, the Hospital was in the process of establishing the 
mechanisms to implement these benchmarks.  

2.4.5 Unti l such ti me that waiti ng ti me policies are fully 
implemented, pati ents are neither completely informed 
nor guaranteed that the interventi on will be performed, 
within the sti pulated period.  Moreover, such situati ons 
do not enable pati ents to make more informed decisions 
regarding their treatment, parti cularly when evaluati ng 
alternati ve opti ons of medical care. 

2.4.6 It is acknowledged that waiti ng ti mes are 
infl uenced by various clinical factors, including case 
urgency, operati on type and consultant availability. 
Nevertheless, MHEC and MDH top Management opined 
that for the purpose of this exercise, a one-year waiti ng 

period in considered as a prudent benchmark.  The NAO 
corroborated this standard with the practi ces adopted 
by various internati onal health insti tuti ons, namely: 
New South Wales Department of Health and the Briti sh 
Nati onal Health Service.   In view of the foregoing, for 
the purpose of this audit, the NAO also gauged electi ve 
surgery waiti ng ti mes against this one-year benchmark.

Around two thirds of electi ve interventi ons were 
carried out within three months, however, in most 
cases their clinical priority is unknown 

2.4.7 The NAO sought to determine waiti ng ti mes in 
the four Departments reviewed in this performance audit.  
It is to be noted, that data was collated from the relati ve 
medical fi les through a randomly selected sample.  An 
outline of the sampling methodology adopted has already 
been presented in paragraph 1.5.5 whereas the approach 
in detail is att ached in Appendix I.  

Table 2 : Total number of operati ons carried out by the Departments under review and the respecti ve 
number of sampled medical fi les

Department
No. of pati ents who had 

an electi ve surgery
Sampled medical fi les 

Data available in fi le 
and reviewed

Cardiology 3,462 169 98

Ophthalmology – MDH 4,289 188 140

Ophthalmology – Outsourcing 710 40 30

Orthopaedics 3,187 171 87

Surgical 12,957 206 164

Total 24,605 774 519
     Source : CPU and NAO.
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2.4.8 The main reason that waiti ng ti mes informati on 
was retrieved through the medical fi les was because the 
latt er are considered as the main source documents.  
Moreover, medical fi les should contain all the relati ve 
administrati ve as well as medical informati on.  
Furthermore, the FMS Centralised Waiti ng List System 
did not yet include the relati ve informati on for all the 
Departments under review.

2.4.9 Table 2 presents the total number of operati ons 
carried out by the respecti ve Departments, on the basis 
of which the sample of 774 cases was randomly selected.  
However, for various reasons, waiti ng ti mes data was only 
available in 519 of these cases.  Consequently, the results 
and conclusions presented in this Secti on are based on 
the review of 519 cases.12 

2.4.10  An analysis of the data retrieved through the 519 
medical fi les shows that 87 of these electi ve operati ons 
(17 per cent) were held aft er a period of one year from 
the date that the pati ent was placed on the waiti ng list.  
It transpired that nine of these operati ons were classifi ed 
by the respecti ve consultants as high.  On the other hand, 
seven and 58 were prioriti sed in the medium and normal 
categories.  There was no data available with respect to 13 
cases.13 

2.4.11  The NAO, whenever possible, also analysed these 
cases on the basis of interventi on classifi cati on, which 
is centered on the clinical prerogati ve by the respecti ve 
consultants.  In this respect, MDH Management holds no 
authority over the clinical priority assigned to individual 
cases.    Table 3 refers.
 

Table 3 : Waiti ng ti mes for electi ve operati ons held between 1 April 2011 and 31 March 2012

Waiti ng ti mes

Priority

Total
Immediate High Medium Normal

Not 
Available

Up to 3 months 9 56 5 15 257 342

Between 3 and 6 months 1 5 1 2 29 38

Between 6 months and 1 year 3 9 3 14 23 52

Over a year 0 9 7 58 13 87

Total 13 79 16 89 322 519

12  Due to resources availability, the NAO was constrained to the above noted sample size.  The ensuing limitati on of such a sample size is that in some cases, results related 
to specifi c specialiti es within each department may have higher margin of errors.  Nevertheless, for the purpose of this audit, this sample size is considered suffi  cient to 
provide robust indicati ons of prevailing waiti ng ti mes.

13  Informati on relati ng to case prioriti sati on was retrieved from the FMS system since such data is not maintained in the relevant medical fi le.
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2.4.12  Table 3 also shows that it was only in a minority 
of instances where high priority surgery was carried out 
in a period exceeding one year.  Further informati on 
retrieved by the NAO shows that electi ve surgery for 
interventi ons classifi ed as immediate and high ranged 
from two days to 221 days and one day to 2,128 days (5.8 
years) respecti vely.  
   
2.4.13 As can be deduced from Table 3, the clinical 
priority classifi cati on of 322 cases was not available.  Such 
scenario materialised since:

• FMS is sti ll in the process of collati ng data and 
extending the implementati on of the Centralised 
Waiti ng List System to the Surgical Department.

• The Centralised Waiti ng List System does not rank 
all ophthalmic interventi ons.

2.4.14 The foregoing analysis shows that around two 
thirds of operations were held within three months.  
Most of these cases pertained to the Cardiology and 
Surgical Departments.  However, the relative clinical 
priority as classified by consultants was not available 
in 75 per cent (257 out of 342) of these cases.  Such 
circumstances diminish management control over the 
elective surgery mix relating to respective Departments.  
Moreover, the absence of clinical classification also 
raises concerns relating to the transparency of the 
chronological order within which elective surgery is 
carried out.  

Waiti ng ti me inconsistencies exist with respect to the 
same interventi on type

2.4.15   The NAO waiti ng ti mes analysis was also carried 
out with respect to the four MDH Departments under 
review. Such analysis was carried out on the basis of 
the administrati ve data retrieved from the 519 medical 
fi les. Towards this end, the NAO esti mated the average 
as well as determined the waiti ng ti me range for these 
Departments.  

2.4.16  The NAO acknowledges that when analysing 
waiti ng ti mes through the above approach poses a 
number of interpretati on limitati ons.  These include that 
waiti ng ti mes for diff erent specialiti es and prioriti es have 
been considered collecti vely.  Nevertheless, departmental 
average ti mes may be indicati ve of the various clinical 
demands and work practi ces of respecti ve Departments.  

2.4.17   The average waiti ng ti me for the Departments 
of Orthopaedics, Ophthalmology, Cardiology and Surgical 
were esti mated at 381, 323, 49 and 87 days respecti vely.  
These esti mates imply that waiti ng ti mes in the respecti ve 
Departments under review varied signifi cantly.  Figure 4
below presents the range of waiti ng ti mes at the four 
Departments under review.  
      
2.4.18  Figure 4 shows that most of the interventi ons 
are carried out within one year.  There are both clinical 
and administrati ve justi fi cati ons why in certain instances 
the waiti ng ti mes for operati ons appear to have been 

Figure 4 : Waiti ng ti mes for electi ve surgery undertaken between 1 April 2011 and 31 March 2012 
(By Department)
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prolonged. Clinical reasons for prolonging an operati on 
date may include that an earlier interventi on may not 
have been in the pati ent’s best interests. Consequently, 
the resultant waiti ng ti me increases. However, the 
main reasons relate to administrati ve issues, such 
as the availability of resources required to carry out 
interventi ons.  Furthermore, some consultants may have 
more pati ents listed on their respecti ve waiti ng lists 
than their counterparts.  This also prolongs interventi on 
waiti ng ti mes.

2.4.19  The limitati ons associated with averaging 
departmental waiti ng ti mes on the basis of all 
interventi ons carried out have already been outlined in 
paragraph 2.4.16.  To miti gate such limitati ons the NAO 
sought to analyse the range of waiti ng ti mes for specifi c 
interventi ons.  

2.4.20   In this regard, further analysis based on knee 
arthroscopy interventi ons carried out in July 2012 was 
undertaken.14 This interventi on type was selected due 
to the number of persons waiti ng for such surgery.  
Towards this end, 31 knee arthroscopy interventi ons were 
analysed.  It is to be noted that this number of cases could 
be analysed since priority informati on with respect to the 
remaining four knee arthroscopies carried out in July 2012 
was not available. This analysis showed that there were 
intra-departmental inconsistencies in interventi on waiti ng 
ti mes.  In some cases, there were signifi cant diff erences 
between the waiti ng ti mes for similarly prioriti sed knee 
arthroscopy surgery within the Department. Table 4 refers.

2.4.21   Table 4 shows the wide range of waiti ng 
ti mes for the same interventi on within a specifi c priority 
categorisati on.15   Admitt edly, the number of cases used in 
this analysis raises issues of stati sti cal representati veness.  
Moreover, another limitati on of this analysis is the 

‘uniqueness’ of each interventi on.  In order to opti mise 
the reliability of conclusions derived from this exercise, 
the major focus related to the 20 knee arthroscopies 
pertaining to the ‘normal’ priority category.   

2.4.22  Eight of these 20 interventi ons were carried out 
within one year.  Two operati ons had a waiti ng ti me of less 
than three years whilst the remaining 10 operati ons had a 
waiti ng ti me of over three years.  The resultant standard 
deviati on of these 20 interventi ons, that is the dispersion 
that exists from the mean interventi on waiti ng ti me, 
was calculated at around 664 days.  There are various 
situati ons, which contribute to such circumstances:

• Exercise distorti ons could arise if the relevant 
‘priority’ updates were not duly aff ected in the 
Centralised Waiti ng List System to refl ect changes 
in pati ent conditi on over ti me.  However, such a 
scenario implies a deviati on from Hospital policy 
to post remarks relati ng to changes in interventi on 
priority.  In such cases, the principle of transparency 
would have been violated.

• Waiti ng ti me inconsistencies may have materialised 
in the absence of policies sti pulati ng maximum 
interventi on ti me.

• Inconsistencies could further arise due to the 
number of pati ents under the care of parti cular 
consultants.

• The operati on date may be put forward for clinical 
reasons.

• The wide-ranging intra-departmental waiti ng ti mes 
implies that monitoring to ensure consistency in 
this respect is limited.  

Table 4 : Waiti ng ti mes for Knee Arthroscopy surgery carried out in July 2012

Interventi on Priority Cases

Waiti ng ti me range

Minimum
(days)

Maximum
(days)

Average
(days)

Normal 20 33 2,456 763.70

Medium 4 74 196 124.25

High 6 1 51 72

Immediate 1 1 1 1

14  July 2012 was the month selected for the theatre uti lisati on exercise.  For further informati on relati ng to the selecti on of this month for analysis, refer to Chapter 5.
15  Waiti ng ti mes were derived from the Central Waiti ng List System.
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2.4.23 Further waiti ng ti me inconsistencies resulted 
when the knee arthroscopy surgery carried out in July 
2012 were analysed in terms of the consultant responsible 
for the surgery.  The small number of interventi ons 
available for analysis led to severe analysis restricti ons 
due to the dispersion of such cases over fi ve consultants.  
Nevertheless, some meaningful indicators arise when 
considering the 20 ‘normal’ interventi ons performed.  
Table 5 refers.

2.4.24 Despite the stati sti cal limitati ons, emanati ng 
from the number of cases, which could be reviewed, the 
wide-ranging waiti ng ti mes experienced by the pati ents 
under the care of the same consultant is clearly evident.  
The same reasons cited in paragraph 2.4.22 can also be 
considered as the factors infl uencing this situati on.  

2.4.25  Around two thirds of the pati ents had waited for 
their electi ve interventi on for less than one year.  However, 
the absence of the clinical priority for all interventi ons 
limited the analysis.  Furthermore, discrepancies on the 
clinical priority assigned were noted.  In additi on, to the 
care provided at MDH, pati ents oft en seek medical advice 
from the private sector.  The next Secti on will discuss this 
matt er in further detail.

2.5 Although highly sati sfi ed with 
the services provided, excessive waiti ng 
ti mes infl uenced pati ents’ behaviour 
with respect to electi ve surgery

2.5.1 The NAO survey with 774 parti cipants, who 
had undergone electi ve surgery between 1 April 2011 
and 31 March 2012, showed that pati ents were highly 
sati sfi ed with the services provided prior, during and 

aft er the operati on (detailed survey results are att ached 
at Appendix III).  However, this survey coupled with the 
fi ndings of the tracer study showed that many pati ents 
sought private medical advice in parallel to the care being 
provided by MDH.  John Hopkins Medicine Internati onal 
(JHI), the MHEC appointed consultants to review MDH 
operati ons, claimed that pati ents resort to the public – 
private arrangement since they can see their consultant 
almost right away.

Pati ents oft en seek medical advice from the private 
sector before their operati on

2.5.2   Despite the high sati sfacti on levels regarding 
the quality of care provided by MDH, 5,485 out of 24,605 
(22 per cent) who had undergone electi ve surgery during 
the period under review stated that they were not 
sati sfi ed with the waiti ng ti me for their interventi on.16  
This percentage can be considered as refl ecti ve of the 
number pati ents who waited for a year or longer for 
electi ve surgery (vide paragraph 2.4.10).

2.5.3  The NAO survey revealed that around 43 
per cent of parti cipants reverted to specialists in the 
private sector for the same ailment for which they were 
being cared for at MDH prior to their confi nement.  
This informati on was derived from two interlinked but 
mutually exclusive questi ons where pati ents were asked 
why they retained the MDH appointed consultant.  In a 
subsequent questi on, parti cipants were asked, whether 
they were private clients of the consultant assigned by the 
Hospital. Through the extrapolati on of the survey results, 
it transpired that 10,623 diff erent survey parti cipants 
out of a total of 24,605 replied that they had referred to 
specialists in the private sector prior to their operati on.  
Table 6 refers.

Table 5 : Waiti ng ti mes for ‘normal’ priority Knee Arthroscopies broken down by consultant (July 2012)

Consultant Cases

Range

Minimum 
(days)

Maximum
(days)

1 9 1,115 1,614

2 4 65 803

3 4 33 93

4 2 392 2,456

5 1 73 73

20 33 2,456

16 Refer to Table 8 in Appendix III.
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2.5.4  Table 6 shows that the highest percentage 
of pati ents seeking private medical care in parallel to 
treatment provided by MDH prior to electi ve surgery 
pertained to the Orthopaedics Department.  Similarly 
nearly half of the ophthalmic pati ents and over two fi ft hs 
of the Surgical Department pati ents referred to the private 
sector at the same ti me that they were being treated at 
MDH.  

2.5.5  Moreover, the NAO survey revealed that 204 
pati ents out of the 10,623 (two per cent) who visited their 
MDH consultant both at the Hospital and at a private 
clinic made at least another subsequent visit prior to their 
interventi on. 

2.5.6   Such circumstances raise a number of issues:

• Specifi c cases may need conti nuous monitoring of 
pati ent conditi on prior to the interventi on.

• Excessive waiti ng ti mes may lead pati ents to seek 
further medical care due to their deteriorati ng 
conditi on.

2.5.7    In cases where the interventi on date is 
prolonged, both the hospital and the pati ent incur 
signifi cant costs.  The Hospital may incur costs with 
additi onal diagnosti c tests outpati ents clinic and 
treatment which would have been avoided had the 
interventi on been carried out earlier.  Additi onally, 
pati ents who opt to seek private care incur the relati ve 
expenses with treatment to alleviate the inconvenience 
related to their conditi on.

Prolonged waiti ng ti mes led pati ents to consider the 
possibiliti es of the interventi on being performed in 
the private sector

2.5.8   The NAO survey showed that prolonged waiti ng 
ti mes prompted informati on exchange between pati ents 
and their consultants regarding the possibiliti es of the 
interventi on being performed in the private sector.   In 
seven per cent (1,619) of cases, NAO survey parti cipants 
noted that consultants either privately or when visited at 
MDH outlined the possibility that the interventi on can be 
carried out through the private sector.  

Table 6 : Pati ents seeking medical care through both MDH and the Private Sector

Department

Q4 - Why did you retain this 

consultant?

Q6 – Were you 

already a client of the 

consultant assigned 

to you by MDH?

Parti cipants 

who sought 

medical care 

through both 

the private 

sector and MDH

Total no. of 

pati ents

Parti cipants 

who referred 

for medical 

care through 

both the 

private sector 

and MDH

A private 

client of the 

consultant

Good 

reputati on and 

a private client

Yes

No.  No. No. No.  No. %

Cardiology 41 243 660 944 3,462 27

Ophthalmology 

– MDH
307 657 1,155 2,119 4,289 49

Ophthalmology 

– Outsourcing
54 66 105 225 710 32

Orthopaedics 444 613 831 1,888 3,187 59

Surgical 1,450 1,164 2,834 5,447 12,957 42

Sub-total 2,296 2,743 5,584 10,623 24,605 43

Total 5,039 5,584 10,623 24,605 43

 Source : NAO Survey (Refer to Tables 4c and 6c in Appendix III).

Chapter 2 - Waiti ng lists and ti mes for electi ve surgery at MDH



   34     The Management of Electi ve Surgery Waiti ng Lists

2.5.9  However, in reality, this fi gure could be much 
higher since the NAO survey did not target parti cipants 
who undergone operati ons in the private sector.  
Nevertheless, the survey results provide a reliable 
indicator relati ng to pati ents’ atti  tudes towards the 
provision of healthcare.  Table 7 refers.  

2.5.10  Table 7 shows that the seven per cent of 
the survey parti cipants who were informed about 
the possibility of undertaking the operati on privately 
were generally equally spread across the Ophthalmic, 
Orthopaedics and Surgical Departments.  This phenomenon 
occurred irrespecti ve of electi ve surgery waiti ng ti mes in 
these Departments.  Conversely, Cardiology pati ents were 
given similar ‘private sector’ informati on in around four 
per cent of cases.  

Around one fi ft h of the pati ents opted to seek private 
medical advice following their operati on at MDH

2.5.11  Most pati ents visited their consultants at MDH 
or privately following their interventi on.  The NAO survey 
revealed that 20,080 out of the 24,605 (82 per cent) who 
had an interventi on at MDH visited the consultant either 
at MDH or at a private clinic aft er the operati on.   Of these, 
81 per cent (16,309) visited their consultant at MDH, 
while around 10 per cent (1,911) visited the consultant at 
a private clinic or Hospital.  Another nine per cent (1,860) 
made their post-operati on visits both at the public and 
private Hospital.  Figure 5 refers.

2.5.12  The aforementi oned diagram illustrates that 
19 per cent of the pati ents sought medical advice from 

Table 7 : Pati ents informed of the possibility of undertaking the interventi on privately

Department

Yes, opti on off ered 
but rejected

Total pati ents
Yes, opti on off ered 

but rejected

No. No. %

Cardiology 136 3,462 4

Ophthalmology 276 4,289 6

Orthopaedics 238 3,187 7

Surgical 969 12,957 7

Total 1,619 23,895 7

                  Source : NAO survey.17 

Figure 5 : Pati ents who visited their consultants aft er the operati on at MDH, a private clinic or both

Source : NAO survey.

17 Outsourcing pati ents were excluded from this questi on due to risk of distorti ons in potenti al replies.
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the private sector.  Such a scenario materialises even 
though the pati ents have carried out their interventi on at 
MDH and they have to incur additi onal costs to visit the 
consultant privately.

2.5.13    The discussion outlined in this Secti on showed 
that many pati ents uti lised the services of both MDH 
and the private sector simultaneously.  In most cases, 
such practi ces were predominantly evident prior to the 
electi ve interventi on.  To a lesser extent, pati ents also 
visited consultants privately following the operati on.  
The parallel uti lisati on of the public and private provision 
illustrates the high priority allocated to healthcare by 
surgery parti cipants.

Pati ents’ conti nuous oscillati on between public and 
private healthcare infl uence Hospital administrati ve 
processes

2.5.14    The NAO sought to determine the extent to 
which the conti nuous oscillati on of pati ents between 
public and private healthcare infl uenced MDH’s electi ve 
surgery administrati ve processes.  Towards, this end the 
NAO delved deeper into 30 randomly selected cases, 
which were reviewed as part of the tracer study discussed 
in Secti on 2.4.  This exercise also solicited an interpretati on 
of the administrati ve process involved from a medical 
perspecti ve.  For this purpose, MDH assigned a senior and 
experienced member of staff  to assist the audit team in 
the review of the sampled fi les.

2.5.15    All 30 cases reviewed, to varying degrees, 
showed some deviati on from MDH’s administrati ve 
procedures.  However, this exercise highlighted three clear 
examples where there were diversions from the Hospital’s 
administrati ve procedures.  The MDH appointed staff  
member who assisted the NAO team pointed out that in 
these cases it is plausible to assume that the pati ent had 
visited the consultant privately. 

2.5.16    This asserti on considered that in these three 
cases, the referral ti cket from a medical professional 
(either from the public or private sector) was not found 
in the respecti ve medical fi le.   In these cases, the ti cket 
was required since this was a fi rst-ti me referral in relati on 
to the conditi on being treated.   Moreover, there was no 
informati on relati ng to outpati ents visits in either the 
medical fi le or the Pati ents’ Administrati ve System (PAS).  

The absence of a referral ti cket results in severing the 
relati ve administrati ve audit trail.  In these cases there 
were no records of who referred the pati ent to MDH, and 
when the pati ent was included in the outpati ents’ and/
or diagnosti c tests waiti ng lists.  The only records relati ng 
to the ensuing interventi ons relate to the date when the 
pati ent was included in the waiti ng list for electi ve surgery 
and the date of the actual operati on.

MDH work practi ces facilitate medical professionals 
to work within both the public and private sectors

2.5.17   The public–private interrelati onship gives rise to 
various issues associated with prolonged waiti ng ti mes for 
electi ve surgery, namely relati ng to pati ents’ atti  tudes to 
healthcare and market considerati ons.  It seems that the 
long waiti ng ti me for MDH services drove parti cipants to 
private practi ces, where they can see the same consultants 
almost right away – a view which was also expressed by 
the “System Review and Needs Assessment” report by 
John Hopkins Medicine Internati onal  (JHI) delivered 
to MHEC in 2012.  The same report also highlighted 
how market considerati ons infl uence the various MDH 
processes related to electi ve surgery.  

2.5.18  Both sectors mainly uti lise the same pool of 
resources.  It is widely acknowledged that the private sector 
tends to off er a more att racti ve remunerati on package 
than the public sector.  Consequently, and as pointed out 
in the JHI report, the majority of consultants choose to 
work part-ti me (Contract B) at the Hospital, to be able to 
retain their private practi ce where remunerati on is bett er 
than that off ered by MDH.  The public-private arrangement 
relati ng to the cataract outsourcing programmes further 
highlights the interrelati onship between the two sectors.  
These outsourced operati ons were mainly carried by the 
same consultants employed on part-ti me contract basis 
by MDH.18     

2.6 Conclusions

2.6.1 This Chapter sought to provide a situati on 
analysis of the prevailing status of waiti ng lists and ti mes 
for electi ve surgery within the four Departments under 
review.  Various methodological approaches adopted by 
the NAO showed that pati ents were highly sati sfi ed with 
the quality of the services related to electi ve operati ons 

18  Chapter 3 of this Report discusses in detail the cost-eff ecti veness associated with the cataract outsourcing programme.
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delivered.  On the other hand, it was identi fi ed that 
nearly a fi ft h of pati ents waited for over one year for their 
electi ve operati on.

2.6.2   There are a number of issues infl uencing the 
demand for electi ve surgery, ranging from the needs 
associated with an ageing populati on and the appeal 
associated with a highly equipped and reputable hospital.  
Through enhanced work practi ces, a bett er Hospital 
operati ng theatres infrastructure and the introducti on 
of Public-Private Partnerships in various specialisati ons, 
the electi ve surgery throughput increased considerably 
over the years.  Nevertheless, waiti ng ti mes of over one 
year are not uncommon, parti cularly with respect to 
the Ophthalmic and Orthopaedics Departments.  Ageing 
related conditi ons largely infl uence the demand for 
electi ve surgery in these two Departments.  

2.6.3  Although the NAO found no evidence that 
urgent cases were not allocated their due priority, MHEC 
and MDH have not yet implemented policies relati ng 
to maximum waiti ng ti mes for respecti ve interventi on 
categories.  The process of adopti ng waiti ng ti me 
benchmarks is sti ll on-going.  This state of aff airs aff ected 

both MDH’s planning and surgery prioriti sati on processes 
as well as the availability of informati on to pati ents.  The 
latt er limits pati ents’ from making fully informed decisions 
when evaluati ng the various medical care alternati ves 
available to them at the diff erent stages of their treatment 
at both MDH and the private sector.

2.6.4  This Chapter also reviewed the key role of 
private medical care.  Over ti me, there has always been 
a signifi cant demand for private care.  However, the 
private sector is mainly served by the same pool of MDH’s 
consultants.  These circumstances to varying degrees 
infl uenced the modus operandi of the Hospital.  The 
forgoing is not implying in any way that both systems 
should not be complementary to each other. 

2.6.5  This Chapter has also revealed a number of 
concerns impinging on waiti ng lists management.  These 
included, amongst others, fragmented informati on 
management, which is seriously diminishing management 
control over the electi ve surgery  process.  The ensuing 
Chapter will discuss the measures undertaken by MHEC 
and MDH to counter the increase in the demand for 
electi ve surgery.    
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3.1 Introducti on

3.1.1 Over the years, the Ministry for Health, Elderly, 
and Community Care (MHEC) and Mater Dei Hospital 
(MDH) took several initi ati ves to reduce waiti ng lists and 
ti mes.  Towards this end, the number of electi ve operati ons 
carried out increased by around 35 per cent from the total 
number of operati ons, which were performed in 2006 at 
St. Luke’s Hospital (SLH).  Moreover, an ad-hoc Waiti ng 
List Fund was created in 2010.  Up to December 2012, 
following revisions, around €6 million were budgeted.  
However, this audit observed a number of issues, which 
to varying degrees, limited the eff ecti veness of such 
expenditure.

3.1.2 This Chapter aims to discuss:

• the various initi ati ves and their impact on waiti ng 
lists and ti mes;

• the management of the Waiti ng List Fund; and

• outsourcing measures to increase the level of 
throughput for parti cular interventi ons.

3.2 Several initi ati ves were 
undertaken to increase the number of 
electi ve operati ons

3.2.1 Since the move from SLH to MDH various 
eff orts were directed towards increasing the number of 
operati ons, including electi ve surgery in order to meet the 
ever increasing pati ent demand.  The number of electi ve 
surgery undertaken increased by around 35 per cent from 
28,223 in 2006 to 38,165 in 2012.  Figure 6 refers.  

3.2.2    Figure 6 shows that there is an increasing trend 
in both emergency and electi ve interventi ons.  There were 
annual percentage upward trends leading to an overall 
increase of 44 and 35 per cent respecti vely.  A number of 
factors contribute to the signifi cant rise in the number of 
operati ons. 

3.2.3    As at end 2012, MDH was uti lising 34 operati ng 
theatres. These comprised 20 Main theatres and six 
Endoscopy rooms.  Additi onally, MDH houses a further 
eight theatres which are uti lised by the Accident and 
Emergency as well as other specialisati ons.  The number 
of operati ng theatres at MDH contrasts with the 12, which 
were available at SLH. 

3.2.4  In order to opti mise the operati ng theatre 
availability at MDH, various work practi ces prevailing 
at SLH had to be revised.  In accordance with measures 
outlined in the Collecti ve Agreement negoti ated 
between the Government and Medical Associati on of 
Malta (MAM), these measures included extra consultant 
sessions and increased fl exibility to improve the uti lisati on 
rate of operati ng theatres as well as other care services 
provided, such as outpati ents.  This initi ati ve had to be 
complemented with the relati ve changes in work practi ces 
of other professionals, namely anaestheti sts and nurses.  
Furthermore, it is envisaged that as from July 2013, MDH 
plans to allocate extra outpati ents and operati ng theatre 
sessions to resident specialists in line with the recently 
agreed Collecti ve Agreement.

3.2.5    Over the years, MHEC and MDH Management 
implemented a number of measures aimed at increasing 
and monitoring consultants’ performance. These 
initi ati ves mainly centred around the introducti on of 
consultants’ job plans, which aimed to set out the relati ve 
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contractual responsibiliti es.  The introducti on of job 
plans was not only seen as a management tool with the 
prime intenti on of strengthening the Hospital’s planning 
functi ons but also to increase consultants’ producti vity 
and accountability.  Recently MDH has draft ed plans to 
strengthen further the consultants’ job plans by ensuring 
that performance targets are more clearly outlined.

3.2.6    Furthermore, MDH Management conti nuously 
monitors operati ng theatre throughput.  This entails 
minimising the number of cancelled operati ons, moti vati ng 
consultants to increase the number of interventi ons with 
the available resources as well as, where and whenever 
possible, to work additi onal operati ng theatre sessions.

3.2.7   The above eff orts were not suffi  cient to meet 
the ever-increasing demand for the Hospital’s services 
relati ng to operati ons.  In order to address problems of 
escalati ng waiti ng ti mes in certain specialiti es, Budget 
2010 and subsequent budgets specifi cally allocated funds 
to reduce waiti ng lists.

The potenti al benefi ts associated with the Waiti ng 
List Fund were not fully att ained

3.2.8   In the budget speech for fi nancial year 2010, 
Government expressed its intenti on to allocate absolute 

Figure 6 : Number of interventi ons (2006 to 2012)                       

   Source : MHEC and MDH Surgical Operati ons / Interventi ons at Operati ng Theatres reports (2006 – 2012).

priority to the reducti on of the Hospital’s waiti ng lists to 
acceptable levels within three years.  This led to substanti al 
allocati on of funds through the ‘Waiti ng List’ budget line 
within Vote 26 of Social Policy (Health).19  The broad 
strategic objecti ve of reducing waiti ng lists to acceptable 
levels, however, was not appropriately defi ned.

3.2.9  Internal policies defi ning which waiti ng lists 
across all of the Government funded health services 
were to benefi t from the Waiti ng List Fund were not in 
place.  This Fund was uti lised to reduce waiti ng lists 
across the publicly provided health system.   Various MDH 
Departments benefi tt ed from this Fund, including the 
Accident and Emergency.  Other benefi ciaries included 
the Department of Primary Healthcare.  This audit was 
only concerned with expenditure relati ng to reducing the 
waiti ng ti mes of electi ve surgery at MDH.

3.2.10  As menti oned in the previous Chapter, MHEC 
and MDH do not have internal policies establishing 
waiti ng ti mes benchmarks since these are sti ll in the 
process of being formally adopted.  Consequently, the 
management of this Fund could not be guided by formal 
operati onal targets.  In the absence of such targets, an 
objecti ve evaluati on of whether the Waiti ng List Fund was 
reducing waiti ng lists to acceptable levels cannot be fully 
undertaken.

19  Budget esti mates 2010 available from htt p://fi nance.gov.mt/image.aspx?site=MFIN&type=esti mate&ref=657.
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3.2.11  This audit, however, has revealed that 
expenditure from the Waiti ng List Fund has delivered 
mixed results. On the one hand, eff ecti ve acti on to address 
waiti ng ti me issues in some Departments, such as cataracts 
and knee arthroscopies led to a signifi cant increase in 
the number of interventi ons carried out.  Likewise, other 
initi ati ves to reduce the waiti ng ti me for diagnosti c tests, 
such as Magneti c Resonance Imaging (MRI) and Positron 
Emission Tomography (PET) Scans, also led to an increase 
of the relati ve throughputs.  Consequently, the availability 
of diagnosti c test results also meant that the pati ent could 
be referred for electi ve surgery in a shorter waiti ng ti me.

3.2.12  Conversely, as at mid-April 2013, 3,534 
Orthopaedics and 942 Ophthalmic pati ents have been 
waiti ng for electi ve surgery for more than one year.  If 
reasonable waiti ng ti me for electi ve surgery is to be 
considered as one year, then despite its signifi cant 
contributi on, expenditure from the Waiti ng List Fund did 
not fully manage to reduce the waiti ng ti me for electi ve 
surgery across all specialti es.  It is acknowledged that 
the Waiti ng List Fund, as a sole initi ati ve, could not be 

expected to resolve all the waiti ng ti me related issues.  
Nevertheless, this audit revealed a number of issues, 
which limited, to varying extent, the eff ecti ve uti lity of this 
Fund.

3.3 Considerable funds directed 
towards the reducti on of waiti ng lists 
and ti mes remained unuti lised

3.3.1  The three nati onal budgets relati ng to fi nancial 
years 2010 to 2012, allocated €8.9 million to the Waiti ng 
List Fund. However, since signifi cant funds remained 
unuti lised, the Ministry responsible for Finance reduced 
the allocati on by around 32 per cent to approximately €6 
million.  Table 8 shows the funds, which were originally 
allocated, and the subsequent budgetary revisions as well 
as actual expenditure.

3.3.2  The low uti lisati on rate of funds was parti cularly 
evident in 2010, where only around four per cent of the 
original allocati on was uti lised, that is €167,001. This 

Table 8 : Budget allocati ons and expenditures relati ng to the Waiti ng List Fund (2010 to 2012)

 

Year
Original Balance

€
Revised Balance

€
Expenditure

€
Remaining balance

€

2010 4,000,000 1,250,000 167,001 1,082,999

2011 2,300,000 2,300,000 2,289,384 10,616

2012 2,600,000 2,500,000 2,284,010 215,990

Total 8,900,000 6,050,000 4,740,395 1,309,605
                              

          Source : Ministry for Health (MfH).
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expenditure related to personal emoluments 36 per 
cent (€60,824), operati ng materials and supplies 60 per 
cent (€100,086) and contractual services four per cent 
(€6,091).

3.3.3    In 2011, expenditure amounted to around €2.3 
million.  This implies that 99.5 per cent (€2,289,384) of the 
allocated funds were expended.  This expenditure mainly 
related to a number of outsourcing initi ati ves (34 per cent), 
which invoked private sector input to address waiti ng 
lists related issues. Towards this end, complementary 
expenditure relati ng to consumables, which were to be 
uti lised during the outsourced interventi ons, amounted 
to 23 per cent of the total expenditure.  Additi onally, 
there was expenditure related to a part payment to 
John Hopkins Medicine Internati onal (JHI) who were 
commissioned to deliver the report enti tled, “System 
review and Needs Assessment”.  The fi nal report was 
delivered in 2012.  The cost of this exercise, exclusive of 
VAT, amounted to $1,143,425 (€919,267).20 

3.3.4    During 2012, around 91 per cent (€2,284,010) 
of the allocated budget was expended.  Most of this 
expenditure was incurred with respect to contractual 
obligati ons for the outsourced interventi ons and 
respecti ve consumables.  However, over €300,00021  was 
deemed to be expended on non-waiti ng-list payments 
since the Hospital’s Financial Unit claimed that funds 
from MDH’s budget were not suffi  cient to meet daily 
operati onal expenses, and consequently expenditure 

was committ ed from the Waiti ng List Fund.  MHEC did 
not accept this situati on and took remedial acti on in this 
regard.  

3.4 Outsourcing agreements with 
the private sector, to varying degrees, 
alleviated waiti ng lists and ti mes 
concerns

3.4.1  As stated in the Budget Speech for fi nancial year 
2010, Government declared its commitment to reduce 
waiti ng ti mes to reasonable levels.  This statement of 
policy was operati onalised by MHEC on the principle that 
all pati ents on waiti ng lists are to be considered pati ents 
of the public healthcare system throughout the whole 
process and for follow-up or any other requested service 
available at public Hospital.

3.4.2  In this light MHEC entered into Public-Private 
Partnerships (PPP) with respect to a number of diagnosti c 
procedures and interventi ons.  A board chaired by the 
Permanent Secretary MHEC was established to monitor 
the PPP programmes.  The other members in this Board 
included Director General Finance, Chief Medical Offi  cer 
and Director Healthcare Funding.  

3.4.3  Since this audit was primarily concerned with 
electi ve surgery, the Nati onal Audit Offi  ce (NAO) sought 
to determine the impact of outsourcing on cataract 
operati ons.  Although during the period 2010 to 2012 

20  Informati on received from MfH on 8 May 2013.
21  Ibid.
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MDH managed to increase the throughput of cataract 
operati ons performed in its theatres by eight per cent to 
2,564, this positi ve trend sti ll proved insuffi  cient to meet 
the demand for these operati ons.  As a result, substanti al 
number of persons remained waiti ng for their operati on 
for a signifi cant period.  Consequently, the outsourcing 
programme was resorted to in order to address the 
inherent waiti ng ti me issues.   Figure 7 refers.

3.4.4  Figure 7 illustrates that 2,052 cataract 
operati ons were carried out through the outsourcing 
programme during the period August 2011 to December 
2012.  The increased throughput through both MDH’s 
eff orts and the PPP scheme led to a decrease in the 
number of pati ents waiti ng for this type of interventi on 
from 4,673 in August 2011 to 2,859 in December 2012.

3.4.5  The pati ents who had undergone cataract 
interventi ons through the PPP scheme were generally 
those who had been listed on the waiti ng list for the 
longest period.  The tracer study carried out by the NAO 
(vide paragraph 1.5.4) revealed that, the 30 randomly 
selected pati ents had been waiti ng for surgery for an 
average of 896 days.

3.4.6  A comparison between average waiti ng ti me 
between March 2012 and mid-April 2013 revealed that 
the 3,510 pati ents listed on the Cataract waiti ng list as at 
end of March 2012, had been waiti ng for the interventi on 
for an average of 739 days.  Waiti ng ti mes for the 3,307 
pati ents listed on the same waiti ng list as at mid-April 
2013 decreased to 342 days.  This clearly illustrates the 
positi ve impact in reducing waiti ng ti mes for persons who 
are sti ll to undergo the cataract operati on.

3.4.7   Despite the positi ve outcomes, it is felt that the 
fi nancial considerati ons associated with this programme 
were not fully evaluated.  This performance audit revealed 
that:
   

i. Evaluati ons carried out to determine the fi nancial 
feasibility of the outsourcing programme could 
not reliably take into considerati on the cost per 
interventi on at MDH.  Such a situati on materialised 
since an MHEC commissioned study carried out 
in 2009 to determine the average cost of MDH 
acti viti es, including cataract operati ons, was not 
updated to refl ect current circumstances. 

 

Figure 7 : Impact of the outsourcing programme on the cataract surgery waiti ng list                       

Source : MHEC, Surgical Operati ons Register, MDH and Centralised Waiti ng List System.22 

22  Due to the limited monthly informati on relati ng to the number of pati ents included on the waiti ng list of cataract surgery, a linear trend based on the months available 

was plott ed.  
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ii. These evaluati ons excluded the feasibility 
of increasing throughput at MDH.  The NAO 
was informed that this scenario could not be 
considered, as MDH consultants, at the outset, 
did not off er their dispositi on to further increase 
their operati ng theatre sessions.  Moreover, the 
feasibility of increasing throughput at MDH was 
not considered for evaluati on purposes.   

iii.  A proposal to establish a cooperati ve to increase 
throughput by uti lising MDH’s infrastructure as 
well as equipment, and managed by the ophthalmic 
medical team was rejected by MHEC.

3.4.8  Despite the above concerns, there is clear 
evidence about the validity of PPP schemes.  The issues 
presented in this Secti on with respect to the outsourcing 
of cataract surgery are considered to apply to other PPP 
schemes undertaken by MHEC, such as knee arthroscopies.  
The importance of addressing the issues discussed in this 
Secti on potenti ally assumes greater importance in light 
of the role of PPPs with respect to reducing interventi on 
waiti ng ti mes as well as the provisions of the Cross Border 
Health Directi ve.

3.5 Conclusions

3.5.1  This Chapter has discussed eff orts by MHEC 
and MDH to reduce the interventi on waiti ng ti mes to 
‘reasonable’ levels.  The number of pati ents who benefi ted 
from these initi ati ves increased considerably over the 
years.  A number of these initi ati ves were funded through 

Government’s allocati on of around €8.83 million.  This 
audit, however, has shown that the opportunity existed 
for exploiti ng more benefi ts from these funds.

3.5.2 Among the initi ati ves undertaken was the 
increased throughput in the number of interventi ons 
carried out at MDH.  Over a period of six years, the number 
of operati ons performed at the Hospital increased by 
35 per cent.  Moreover, PPP schemes also alleviated 
waiti ng ti mes related concerns with respect to various 
interventi ons.  These outsourcing programmes also 
contributed towards a more expedient process of highly 
demanded diagnosti c procedures.  These procedures 
were deemed a major factor, in contributi ng to increased 
interventi on waiti ng ti mes.

3.5.3 The cost of outsourcing healthcare services 
further stretches scarce fi nancial resources.  In the short-
term PPPs have and conti nue to serve in alleviati ng current 
waiti ng ti me concerns.  In the medium and the long-term, 
the potenti al for further collaborati ons with the private 
sector exist.  However, as discussed in this Chapter these 
have to be evaluated against various other possibiliti es, 
such as further uti lising the current resources available at 
MDH.

3.5.4 On a number of occasions, this Chapter 
highlighted how the lack of readily available informati on 
hindered more in-depth analysis with respect to waiti ng 
lists management.  The next Chapter of this Report will 
discuss these issues in the context of management 
informati on systems at MDH.
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Chapter 4 – Management informati on 
systems

4.1 Introducti on

4.1.1 This performance audit has identi fi ed various 
management informati on weaknesses with respect 
to electi ve surgery.  These limitati ons have negati vely 
impacted on Mater Dei Hospital’s (MDH) governance.  The 
management informati on weaknesses mainly emanate 
from a general absence of waiti ng lists management 
policies defi ning the circumstance when people can be 
listed on operati ng waiti ng lists, the maximum waiti ng 
ti me for interventi on and related policies citi ng the 
various procedures of electi ve surgery.  Additi onally, 
management informati on weaknesses arise from the 
fragmentati on of data dealing with the administrati ve 
and medical status of pati ents.  Furthermore, MDH 
lacks the soft ware to integrate the various stand-alone 
data sets and the complimentary analysis tools to 
facilitate Hospital governance.  In these circumstances, 
governance is weakened since the adequate level of 
management functi ons namely related to planning, 
directi on and control cannot be appropriately executed.  
This situati on subsequently diminishes accountability, as 
well as transparency and raises issues related to Hospital 
effi  ciency.

4.1.2 This Chapter aims to present the issues 
contributi ng to the situati ons described in the preceding 
paragraph.  For this purpose, the ensuing Secti ons of this 
Chapter will discuss:

• the potenti al benefi ts of a robust management 
informati on system;

• the limitati ons related to data collati on at the 
criti cal stages of the electi ve surgery processes; 
and

• the weakening of management control due to data 
fragmentati on.

4.2 A robust hospital MIS facilitates 
management control over electi ve 
surgery

4.2.1 A Management Informati on System (MIS) aids 
hospital management to signifi cantly improve operati onal 
control and streamline operati ons.  Furthermore, a pati ent 
centric MIS, aims to automate the process of collecti ng, 
collati ng, retrieving and analysing pati ent informati on.  
Hence, holisti c pati ent informati on improves informati on 
related diagnoses and treatments off ered as well as 
facilitates hospital management.

4.2.2 The availability of robust management 
informati on will ulti mately improve the effi  ciency 
of processes associated with electi ve surgery.  Such 
possibiliti es result since the relevant up-to-date 
informati on is available in real ti me.  Figure 8 refers.

4.2.3 Figure 8 illustrates that a robust MIS provides an 
automated fl ow of pati ent informati on.  Consequently, 
hospital will be in a bett er positi on to serve their pati ents 
more effi  ciently and possibly in a more cost-eff ecti ve 
manner.
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Figure 8 : The key stakeholders and functi ons involved in an integrated hospital management informati on system

              

Source : Adapted from Quintegra (2006).

4.2.4 The next Secti ons of this Chapter, discuss 
the various issues, which are considered to weaken 
informati on systems and consequently diminish 
management control over electi ve surgery. 

4.3 Data collati on at criti cal stages of 
the electi ve surgery process is subject to 
varying levels of limitati ons

4.3.1 Throughout this performance audit, the Nati onal 
Audit Offi  ce (NAO) uti lised data from four major sources, 
namely from medical fi les, the Pati ent Administrati ve 
System (PAS), Centralised Waiti ng List System and the 
Surgical Operati ons Register.  Most of these data sources 
are based on respecti ve departmental initi ati ves to 
maintain their own administrati ve and medical records.   
An outline of the main functi ons of these systems is 
presented below:

• Medical fi le - This contains all the informati on 
related to the pati ents’ medical history.  Pink 
folders are created to separate the informati on 
pertaining to one interventi on from the other.

•  Pati ent Administrati ve System (PAS) - This system 
outlines the dates when the pati ent visited any 
Department within the Hospital.  It also records the 
consultant visited. 

•  Centralised Waiting List System (operations) - This 
system records the dates and main informati on 
related to surgery.  These include the registrati on 
date on the waiti ng list, the assigned interventi on 
priority, the operati on date, and the responsible 
consultant.  This system also records the 
interventi on status.  

•  Surgical Operati ons Register - This provides 
informati on relati ng to all interventi ons 
carried out in the respecti ve theatres at MDH.  
Informati on includes the type of interventi on, the 
consultant and the medical professionals carrying 
out the interventi on.  This system also records 
other administrati ve data connected with the 
operati on.  
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Medical fi les appropriately incorporate the pati ents’ 
medical history but in some cases the recording of 
administrati ve informati on is not standardised or 
duly updated 

4.3.2 Medical fi les contain medical and administrati ve 
history of the pati ent.  In some instances, fi les may 
encompass a number of volumes.  The Medical Records 
Department is responsible for the administrati on of these 
fi les that is their storage, movement and their proper 
maintenance.  Medical specialists, on the other hand 
update all the documentati on maintained within these 
fi les.  The medical fi le is forwarded to the respecti ve 
professional for pati ent history reference and updati ng 
purposes.  During the NAO undertaking of the tracer 
study, the following issues emerged:

• Due to their frequent use, in a few instances the 
physical conditi on of these fi les has deteriorated.  
Such a conditi on increases the risk of the loss of 
documentati on maintained within it.   

• Documentati on related to specifi c interventi ons 
are not always maintained in their respecti ve folder 
within the fi le.  This results in documentati on not 
being chronologically fi led.

• Standard templates, relati ng to the administrati ve 
matt ers regarding electi ve surgery, are not always 
completed.  In some of these circumstances, 
the administrati ve audit trail is severed and 
consequently, any further analysis would not be 
possible.  An example in this regard relates to 

instances of non-documentati on in the medical 
fi les’ conti nuati on sheet of the pati ent’s inclusion in 
the electi ve surgery waiti ng list.   Such informati on 
is not maintained yet in the Centralised Waiti ng 
List System for all Departments.  Consequently, the 
waiti ng list audit trail is severed. 

The PAS does not link Hospital visits and tests to 
pati ent conditi on and specifi c interventi ons

4.3.3 The primary functi on of the PAS is to provide 
informati on relati ng to Hospital visits and diagnosti c 
tests undertaken by the pati ent.  The PAS complements 
the medical informati on maintained in the medical fi le.  
However, such an objecti ve is not always fully att ained 
since this system does not link the outpati ents’ movements 
and inpati ents’ informati on to specifi c pati ent conditi on.   
Moreover, the PAS does not include informati on relati ng 
to outsourced tests and interventi ons. 

The introducti on of the Centralised Waiti ng List 
System is a pre-requisite to further enhance the 
management control over electi ve surgery processes

4.3.4 The main aim of the Centralised Waiti ng List 
System was to transfer the ownership of waiti ng lists from 
consultants to MDH Management.  The situati on unti l 
2009 was such that MDH did not support a single waiti ng 
list dataset.  Data related to pati ents was held directly by 
individual consultants, and was neither homogeneous 
in format nor centrally accessible by the Hospital’s 
Management.  The absence of a consolidated system 
rendered the provision of accurate and independently 
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verifi able waiti ng list informati on a very diffi  cult acti vity.  
Moreover, this system did not encourage transparency 
and management oversight.

4.3.5 The manual system in use at the ti me limited the 
availability of qualitati ve management informati on and 
consequently impinged on MDH’s directi on and control 
over the electi ve interventi ons processes.  The manual 
system encouraged the various Hospital Departments and 
consultants to adopt diff erent administrati ve procedures 
relati ng to their respecti ve lists.  This situati on led to 
data distorti ons.  Such cases were parti cularly evident 
with respect to waiti ng lists pertaining to the Ophthalmic 
and Surgical Departments.  For example, prior to the 
introducti on of the Centralised Waiti ng List System, 
the Ophthalmic and the Surgical Departments, did 
not consider that the pati ent is sti ll wait listed once an 
appointment for his interventi on has been set.

4.3.6 The absence of reliable and comprehensive 
computerised waiti ng lists also limited Management’s 
strategic directi on. In the circumstances, MDH 
Management could not develop waiti ng list policies, such 
as waiti ng ti mes for parti cular interventi ons, since their 
implicati ons could not be eff ecti vely assessed.  

4.3.7 The lack of a robust electronic waiti ng list system 
also impinged on the logisti cal and operati onal element 
of waiti ng lists management, and aff ected most of the 
processes related to electi ve surgery.  This included 
operati ng theatre and interventi on mix planning, the 
allocati on of cases to consultants, procurement of medical 
supplies, and staff  deployment.

4.3.8 In 2009, the Foundati on for Medical Services 
(FMS) recommended to Government that the situati on 
portrayed in this Secti on needed to be addressed 
immediately, such that data relati ng to electi ve 
interventi ons is rendered more visible for management 
and control purposes. Towards this end, a report published 
by the Ombudsman in 2008 provided the impetus for 
the implementati on of a transparent system for the 
management of waiti ng lists across state hospitals in Malta.   

4.3.9 To date, the FMS has computerised the waiti ng 
lists of the four major Departments, namely Cardiology, 
Ophthalmic, Orthopaedics and Surgical.  These four 
Departments were considered to be the most problemati c 
in terms of waiti ng ti me for electi ve interventi ons.  Due 
to its complexiti es, the computerisati on of waiti ng lists 
pertaining to these Departments was a considerably 
lengthy process.  The last of these Departments to 
be computerised, Surgical, went live in April 2013.  
Nevertheless, data validati on with respect to waiti ng list 
data pertaining to this Department is sti ll ongoing.

4.3.10 The computerisati on of waiti ng lists was 
rendered more laborious since this exercise extended 
beyond the normal processes associated with soft ware 
development.  The major diffi  culti es were related to 
waiti ng list data capture and verifi cati on. Towards this 
end, the data collated through various sources, had to be 
subjected to data integrity checks. These checks entailed 
verifi cati on of facts with the relevant medical fi le and, 
in many cases, entailed direct communicati on with the 
pati ent.  The FMS had to resort to such acti on since 
the waiti ng list data imported from consultants’ diaries 
and departmental systems did not always provide the 
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required informati on, such as the date when the pati ent 
was added to the relati ve waiti ng list. 

4.3.11 This process resulted in a signifi cant number of 
persons being eliminated from the respecti ve waiti ng 
lists.  The reasons for such eliminati on included but were 
not limited to:

i. persons who actually had their operati on 
performed at MDH but sti ll appeared as an acti ve 
waiti ng list subject;

ii. pati ents’ voluntary requests for removal from the 
respecti ve waiti ng list; 

iii. asymptomati c persons;

iv. persons who had their interventi on performed in 
the private sector; 

v. pati ents who were listed for the same operati on 
with diff erent consultants; and

vi. persons who had since passed away.

4.3.12 Apart from strengthening the waiti ng lists 
management functi on, the Centralised Waiti ng List System 
also consti tutes a paradigm shift  in the way waiti ng lists are 
viewed.  The emphasis has shift ed to waiti ng ti mes rather 
than simply having people on a waiti ng list.  Despite the 
progress att ained to date, the System’s potenti al cannot 
yet be fully realised due to the following:

i. The computerisati on of waiti ng lists is an ongoing 
process.  In various cases, the respecti ve validati on 
of data inputt ed is sti ll in progress.  

ii. Furthermore, the NAO observed variances 
between the Centralised Waiti ng List System 
and the medical fi les regarding the date that the 
pati ent was registered on the relevant waiti ng 
list.  Such issues emerged from the data collati on 
exercises undertaken by the NAO to determine the 
waiti ng ti mes of electi ve surgery through a sample 
of 774 across the four Departments under review.  
In 65 out of 120 of these cases, variances of more 
than 30 days in the operati on registrati on date 
(that is, the pati ent being included in the waiti ng 
list) resulted.  Following discussions with FMS, such 
variances were att ributed to:

• posti ng delays in either the Centralised Waiti ng 
List System or the medical fi le.  

• judgemental interpretati on of the source data 
during the data entry and validati on processes 
for the Centralised Waiti ng List System.  

iii. Some minor ophthalmic interventi ons are not 
included in the Centralised Waiti ng List System.

iv. MDH do not have formal surgery prioriti sati on 
policies or guidelines.  The Departments, which 
are already computerised, are to varying degrees 
uti lising the criteria established in connecti on with 
the Centralised Waiti ng List System.  However, not 
all consultants complete the required informati on 
relati ng to surgery prioriti sati on as required by 
this System.  Consequently, informati on in this 
System is rendered incomplete to the detriment 
of comprehensive management informati on as 
well as accountability and transparency issues 
associated with waiti ng lists management.

v. During the course of this audit, it was also observed 
that there was an absence of formal internal 
protocols relati ng to the maximum operati on 
waiti ng ti me for each priority classifi cati on (that 
is: immediate, high, medium and normal).   The 
lack of these internal guidelines potenti ally leads 
to subjecti ve interpretati on of such rankings by 
diff erent consultants, even with respect to similar 
interventi ons.  

4.3.13 The above limitati ons, to varying degrees, 
prohibited MDH Management from being provided 
with more qualitati ve electi ve surgery related data.  
Nevertheless, the progress registered to date to 
computerise the Hospital’s waiti ng lists for electi ve 
surgery is seen as a pre-requisite to further enhance the 
management and delivery of operati ons.

Operati ng theatre data evaluati on is limited since 
only basic soft ware is used for analysis

4.3.14 MDH documents data emanati ng from the 
operati ons carried out in its theatres.  This data is 
maintained in manual and electronic format. The 
former, relates to manually maintained registers, which 
the Hospital’s consultants are obliged to complete and 
endorse.  The registers, held in each operati ng theatre, lists 
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operati ons carried out as well as supporti ng informati on 
relati ng to pati ents, interventi ons, paramedics and 
administrati ve informati on.  The electronic format refl ects 
the same informati on logged in the manual theatre 
registers.  Data entry personnel post the manually held 
records into the electronic spreadsheet.  

4.3.15 The operati ng theatres’ records ensure 
accountability and provide a valuable source of data, 
which enables the monitoring of theatre output.  Towards 
this end, MDH Management can gauge theatre effi  ciency.  
Moreover, these records can serve as inputs for theatre 
uti lisati on rates analysis. 

4.3.16 However, MDH uti lises only a commercially 
available spreadsheet to analyse the theatre data.  
This soft ware package does not enable customised 
management informati on reports to be generated.  
Moreover, this soft ware lacks in-built data validati on 
processes and security features including audit trails.  

4.3.17 The absence of automated validati on checks 
has an impact on the quality of data recorded, and 
its subsequent analysis.  For instance, typing errors, 
which occur when posti ng data on the electronic 
system, impinge on the level of accuracy of the analysis 
undertaken.  Moreover, posti ng errors, such as the non-
inclusion of data are not immediately fl agged by the 
system to the detriment of more accurate analysis.

4.3.18 The data recorded in the Surgical Operati ons 
Register is only limited to the actual interventi on.  This 
dataset excludes informati on related to other key 
operati ng theatre performance indicators, such as those 
relati ng to the administrati on of anaesthesia and the 
transfer of pati ents from the ward to the Holding Bay.     

The lack of informati on derived from daily interventi on 
lists diminishes management control over electi ve 
surgery

4.3.19 Nursing Offi  cers compile the daily interventi on 
lists.  These lists are compiled on an electronic 
spreadsheet and are, generally, drawn up two to three 
days in advance.  These consultant based lists are 
circulated to all the parti es involved in the operati ng 

theatres as well as MDH Management.  However, the 
process of compiling and updati ng the daily interventi on 
lists is subject to a number of limitati ons, which diminish 
their uti lity as planning and management control tools.

4.3.20 Due to a signifi cant number of pati ent ‘no-shows’ 
and operati on cancellati ons (mostly for medical reasons), 
the daily interventi on list has to be considerably updated 
to include additi onal pati ents as replacements.  However, 
the updati ng of the daily interventi on lists is a rudimentary 
process involving the manual deleti ons and additi ons of 
pati ents.  In the majority of these cases there is no audit 
trail indicati ng who has updated the daily list.  Moreover, 
in certain instances – parti cularly when updati ng is 
carried out close to the ti me of the interventi on MDH 
Management may not be informed of these updates.

4.3.21 The NAO reviewed the daily interventi on lists 
pertaining to July 2012.  This month was reviewed since 
it ranked among the period with the highest number of 
operati ons.  During this month, 1,937 electi ve interventi ons 
were carried out in MDH’s main theatres.23    The analysis of 
the daily interventi on lists reveals the resultant variances 
between the original daily interventi on lists and the actual 
interventi ons performed.  Table 9 refers.

4.3.22 Table 9 shows the conti nuous changes in the 
daily interventi on lists.  Most of these changes emanate 
through pati ent ‘no-shows’.  Given that cancellati ons for 
medical or MDH administrati ve reasons were minimal, 
then pati ent ‘no-shows’ is the primary reason leading to 
the conti nuous changes to daily interventi on lists.  The 
updati ng of the daily interventi on lists is paramount 
to ensure that theatre ti me allocated to respecti ve 
consultants is actually uti lised.  Such changes can only 
occur following an administrati ve process where the 
Hospital makes every endeavour to, as soon as possible, 
contact and admit other pati ents for electi ve interventi ons.   
In fact, other pati ents were not always called to fi ll in 
operati ng theatre slots arising from pati ents ‘no-shows’ 
from diff erent Departments.  This situati on also impinges 
on operati ng theatre planning and administrati on.  Since 
the conclusion of audit fi eldwork, MDH has intensifi ed 
its eff orts to minimise pati ent ‘no-shows’ by contacti ng 
more pati ents to confi rm their intenti on to keep their 
interventi on appointment.

23  During July 2012, there were 2,318 operati ons in MDH’s 20 Main operati ng theatres.  Apart from electi ve surgery, this number also includes emergency interventi ons.  
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Table 9 : Variances between the original daily interventi on lists and the actual interventi ons (July 2012)

Listed 
interventi ons

‘No-shows’  and 
cancellati ons

Additi onal interventi ons
Actual 

interventi ons 
carried out

Updated on 
original lists

Not included 
in daily 

interventi on lists

Cardio-Thoracic 
Surgery

43 5 2 1 41

Dental Surgery 17 3 0 16 30

ENT 148 19 10 19 158

General Surgery 300 35 6 20 291

Gynaecology 371 39 7 56 395

Neurosurgery 14 0 0 9 23

Ophthalmology 317 46 19 30 320

Orthopaedics 320 54 5 23 294

Paediatrics 56 4 0 3 55

Pain Relief 108 17 0 15 106

Plasti c Surgery 28 2 0 5 31

Unspecifi ed 5 0 0 0 5

Urology 145 13 3 8 143

Vascular Surgery 45 3 2 1 45

Total 1,917 240 54 206 1,937

4.3.23 The determinati on of the reasons for pati ent ‘no-
shows’ was beyond the scope of this audit.  Nevertheless, 
the Hospital incurs extra expenses and eff orts in 
circumstances when pati ents do not inform MDH in 
advance of their wish to cancel surgery.   

4.3.24 The conti nuous changes in the interventi on 
lists also render the management informati on contained 
therein as rather complex to analyse.   In many cases, 
the manual notes indicated on the daily interventi on lists 
do not make reference to who updated the list, and on 
whose authorisati on.  This is illustrated by Table 9, which 
shows that during the month under review, 206 electi ve 
operati ons were carried out without being included in 
any of the daily interventi on lists for that month.  Such 
circumstances diminish management control over 
the electi ve surgery process as well as raises issues of 
transparency and accountability.

4.4 The non-integrati on of the various 
stand-alone informati on systems limits 
the monitoring functi on of electi ve 
surgery processes

4.4.1 This Chapter has already discussed how MDH 
documents various informati on in connecti on with electi ve 

surgery on stand-alone systems.  Despite the limitati ons of 
such informati on systems noted in the preceding Secti ons 
of this Chapter, these stand-alone systems provide ample 
management informati on.  However, the non-integrati on 
of these systems result in fragmented management 
informati on, which to varying degrees, places limitati ons 
on MDH’s monitoring functi on.

4.4.2 Admitt edly, the integrati on of all of the Hospital’s 
informati on systems is a costly and lengthy exercise.  MDH 
initi ati ves in this regard have commenced in June 2012.  
Towards this end the Hospital sought approval from MHEC 
to integrate Informati on Technology (IT) based systems 
relati ng to operati ng theatres acti viti es and bed-stock. The 
integrati on of these two systems was deemed important 
to enhance management control over operati ng theatre 
uti lisati on as well as bed blockage and bed movement.  
However, in view that the feasibility of integrati ng all of 
the Hospital’s IT systems through the Integrated Health 
Informati on System 2 (IHIS2) system was in process, this 
request was not acceded to.  However, it is to be noted 
that progress relati ng to this project has stalled.        

4.4.3 The lack of integrati on of the various informati on 
systems maintained by the Hospital does not enable MDH 
Management to take cognizance of all informati on related 
to specifi c cases.  Moreover, such a situati on does not 
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enable the expedient generati on of management reports 
linking two or more data sets.  For instance, comprehensive 
reports depicti ng the various stages of the administrati ons 
associated with electi ve surgery, such as who referred 
the pati ent to MDH, when the pati ent was referred, the 
outpati ents’ visits, the date when the pati ent was added 
to the waiti ng list and follow-up visit.  Similarly, the lack 
of integrated informati on management systems places 
various constraints on the compilati on of comprehensive 
reports related to operati ng theatre management.   An 
example in this regard relates to linking daily interventi on 
lists, operati on cancellati ons and related counteracti on 
with the waiti ng lists att ributed to each consultant. 

4.5 Conclusions

4.5.1 This Chapter discussed how the lack of integrated 
management informati on systems at MDH is leading 
to data fragmentati on through the various stand-alone 
systems, which were developed over a number of years.  
Moreover, this audit has also identi fi ed a number of 
issues, which impinge on the eff ecti veness of the stand-
alone systems including the issues associated with the 
Centralised Waiti ng List System.  Prolonging further the 
full implementati on of the latt er will conti nue to diminish 
MDH’s control over electi ve surgery waiti ng lists.

4.5.2 Whilst the signifi cant cost associated with the 
development of systems is acknowledged, the current 
situati on may, to varying degrees, be eff ecti ng Hospital 
effi  ciency. However, to date, only minimal acti on 
has been taken in this regard, namely because of the 
marginal progress registered in the IHIS2 project.  In fact, 
comprehensive feasibility studies determining the costs 
and benefi ts of implementi ng an integrated management 
informati on system at MDH has not yet been undertaken.

4.5.3 The management informati on issues discussed 
in the preceding paragraph has had a negati ve impact on 
the Hospital’s governance.  In some instance, the lack of 
data has weakened management control over the various 
electi ve surgery processes.  In this context, the informati on 
weaknesses identi fi ed hampers the Hospital’s planning, 
implementati on and monitoring functi ons.  Moreover, the 
management informati on limitati ons also minimise the 
transparency and accountability of the various electi ve 
surgery processes.

4.5.4 The next Chapter of this Report discusses the 
uti lisati on of MDH’s operati ng theatres.  These consti tute 
a criti cal element in meeti ng the demand for electi ve 
surgery.

Chapter 4 – Management informati on systems



   54     The Management of Electi ve Surgery Waiti ng Lists



  The Management of Electi ve Surgery Waiti ng Lists     55 

Operati ng theatres uti lisati on

Chapter 5
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5.1 Introducti on

5.1.1 Opti mising the use of operati ng theatres is of 
criti cal importance to increase the number of operati ons 
carried out and to reduce the waiti ng ti mes for electi ve 
surgery.  This review has showed that despite the 
signifi cant increase in the number of operati ons carried 
out at Mater Dei Hospital (MDH), there is sti ll scope to 
further increase theatre uti lisati on effi  ciency. There 
are many variables at play, which impinge on operati ng 
theatres’ effi  ciency.  This audit has found that uti lisati on 
rates may be compromised since there is no central 
authority or a clearly identi fi ed coordinati ng body to 
direct and oversee the daily operati ng theatres’ acti viti es.  
Operati ng theatre planning has to work around a number 
of constraints.  

5.1.2 MDH houses 34 operating theatres, 
which include 20 Main operating theatres, two 
Catheterisation-labs (Cath-lab), six Endoscopy rooms 
and another six theatres used for  various specialities. 
Most interventions are performed in the Main theatres. 
During the audit period, one of these theatres was 
designated as an emergency room, another for training 
and another for In Vitro Fertilisation (IVF).24  Another 
of the Main theatres serves as a back-up to the Cath-
lab where most of the cardiology surgery is performed.  
The Endoscopy rooms are mostly utilised by the Surgical 
Department to carry out diagnostic procedures.  Most 
of the interventions performed in these rooms are of a 
day-case nature.   

Chapter 5 – Operati ng theatres 
uti lisati on

5.1.3 The Theatre Users Committ ee allocates operati ng 
theatre ti me to consultants following requests made by the 
respecti ve departmental Chairs.  Consequently, a process 
to assign supporti ng professionals and staff  is triggered, 
leading to specifi c plans relati ng to the multi disciplinary 
teams working in each theatre.  The main plan, however, 
allocates theatre sessions to respecti ve consultants.  This 
plan also considers the number of surgeons assigned 
to each consultant.  Such an arrangement implies that 
consultants in a few instances may be allocated a number 
of parallel theatre sessions.  This approach implies that 
consultants may be responsible for supervising operati ons 
being carried out in diff erent theatres at the same ti me. 

5.1.4 In view of the foregoing, the Nati onal Audit Offi  ce 
(NAO) examined MDH’s use of its operati ng theatres.  
Additi onally, a review of MDH’s theatre management and 
control was undertaken.  The scope of the latt er review 
extended to the planning and organisati on of theatre 
acti vity. The ensuing Secti ons of this Chapter aim to discuss:

• operati ng theatre leadership;

• planning of interventi on sessions; and

• opti mising the use of operati ng theatres.

5.2 There is no central control or 
coordinati on of operati ng theatres

5.2.1 Leadership aimed at steering and coordinati ng 
the acti viti es within operati ng theatres is a criti cal 
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functi on in any hospital.  Leadership, in this context, 
would be responsible for strategic planning, monitoring 
and management of theatre performance.

5.2.2 The performance of operati ons encompasses 
various inputs. Consultant surgeons, consultant 
anaestheti sts, theatre nursing staff  and theatre support 
staff  need to functi on as a team to ensure that theatre 
services are provided in the most effi  cient and eff ecti ve 
manner while recognising the contributi on made by 
each person involved.  The multi disciplinary input 
necessary to deliver operati ons necessitates eff ecti ve 
coordinati on, directi on and monitoring.  As discussed in 
the introductory Secti on of this Chapter, currently, each 
discipline contributi ng in the operati ng theatres answers 
to the head of the respecti ve department.  

The operati ng theatre management structure lacks a 
head to coordinate the various theatre functi ons 

5.2.3 As discussed above, the multi disciplinary 
management approach implies that there is no central 
control or authority coordinati ng the daily acti viti es 
within the operati ng theatres.  Towards this end, MDH 
Management recognised this gap in the operati ng 
theatre management structure and sought to appoint 
an operati ng Theatre Director.  Although the fi rst offi  cial 
communicati on between MDH and the Ministry for 
Health, the Elderly and Community Care (MHEC) was in 
July 2011, to date this appointment remains outstanding.   
This situati on directly impinges on theatre effi  ciency since 
coordinati on of the daily acti viti es is limited and in many 
cases any correcti ve acti on, which may be required cannot 
be taken in a ti mely manner.

The management functi on of operati ng theatres is 
fragmented

5.2.4 The vacant positi on of a director to manage and 
control the daily acti viti es in the operati ng theatres has 
led to a fragmented approach.  The main management 
functi ons concerning the theatres are performed 
by various managerial positi ons within the Hospital.  
Consequently, this leads to the fragmentati on of theatre 
management.  The following refers:

i. The Theatre Users Committ ee has a criti cal 
role in the running of the theatres.  Its major 
functi on is to allocate ti me to MDH Departments 
requesti ng additi onal theatre sessions.  Generally, 
such requests are made to address waiti ng lists 

problems.  The Head of the Surgical Department 
chairs this Committ ee.  Its members include the 
Hospital’s Chief Executi ve Offi  cer (CEO), Chair 
Anaesthesia and Director Nursing.  The Committ ee 
meets on a quarterly basis.  The Committ ee’s 
mandate is not formally defi ned since its terms 
of reference have not been offi  cially established.  
Given that its functi on is mainly related to the 
allocati on of theatre sessions, it is not generally 
recognised as the body, which coordinates or takes 
decisions relati ng to the daily theatre acti viti es.  
In fact, the Committ ee does not perform any in-
depth monitoring of theatre acti viti es, especially in 
light that management informati on in this regard 
is limited.  Furthermore, in 2013, the Committ ee 
functi ons were transferred to the Theatre’s Acti on 
Team.

ii. The Medical Superintendent’s duti es regarding 
the operati ng theatres also include monitoring 
duti es.  This monitoring is aimed at ascertaining 
that all planned interventi ons are carried out.  
Towards this end theatre scheduling and the 
cancellati on of operati ons are generally followed-
up retrospecti vely.  

iii. Departmental chairs aim to ensure that targets 
agreed with consultants under their responsibility 
are att ained.  However, chairs are generally 
more concerned with clinical issues concerning 
their Department.  Moreover, their contractual 
allocati on for administrati ve duti es is limited in lieu 
of their clinical involvement.

5.2.5 The above functi ons illustrate the fragmented 
management approach adopted towards the operati ng 
theatres.  Moreover, none of the above functi ons directly 
relate to the day-to-day running of the theatre.  The 
vacant post of a Director responsible for the operati ng 
rooms implies that there is no single body or authority 
responsible for providing leadership within the theatres’ 
area itself.   Additi onally, this situati on has resulted in a 
weak interface between the Theatres, the Theatres Users 
Committ ee and the various Departments.  

5.3 Planning functi on weaknesses 
impinge on operati ng theatres effi  ciency

5.3.1 The planning functi on relati ng to operati ng 
theatres is complex and dependant on the inputs of the 
medical professionals involved in performing surgery.  The 
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main aim of the planning functi on is to opti mise the use 
of MDH’s operati ng theatre faciliti es and its highly trained 
staff  in a way that takes into account clinical prioriti es and 
up to date waiti ng lists.  This audit has revealed various 
concerns, which weaken the operati ng theatre planning 
functi on, and consequently impinge on opti misati on 
levels.

The allocati on of operati ng theatre sessions is based 
on a historic and negoti ati on process

5.3.2 There has been a signifi cant increase in the 
availability of operati ng theatres at MDH, especially when 
compared to the previous situati on at St. Luke’s Hospital 
(SLH).  This has had a direct eff ect on the increase.  To 
date, however, MDH does not have the appropriate 
planning tools, namely Informati on Technology (IT) based 
programmes, to allocate opti mally theatre sessions by 
taking into considerati on the variables involved when 
undertaking electi ve surgery.  As discussed in Chapter 
4, eff orts to develop operati ng theatre related soft ware 
through the Integrated Health Informati on System 2 
(IHIS2) system are currently stalled. 

5.3.3 In the absence of such software, the operating 
theatre planning process is a manual task involving 
amongst others, consultants, anesthetists and nurses.  
In the circumstances, the allocation of theatre 
sessions entails discussions and negotiations involving 
the major stakeholders, including the Theatre Users 
Committee.  This manual planning process, however, 
cannot fully consider the resources availability as the 
starting point of allocating theatre time to the various 
Departments. 

5.3.4 The unavailability of the appropriate IT 
infrastructure to support operati ng theatres’ planning 
has, to varying degrees, constrained MDH to base its 
theatre allocati on sessions on practi ces prevailing at 
SLH.  Such concerns were highlighted to the NAO through 
various interviews with key Hospital personnel.  This 
situati on was also outlined in the John Hopkins Medicine 
Internati onal (JHI) report where it was remarked that the 
last block model change to operati ng theatre sessions 
was done in 2001.

5.3.5 Subsequent changes to theatre sessions 
allocati ons following the transfer to MDH mainly ensued 
over ti me by allocati ng additi onal sessions to consultants.   
This situati on materialised aft er the engagement of more 
surgeons within respecti ve fi rms and a policy decision 
to introduce aft ernoon operati ng theatre sessions.  
These initi ati ves mainly focused and succeeded in 
increasing the throughput of operati ons.  Nevertheless, 
the opportunity existed to further increase theatre 
effi  ciency through bett er coordinati on and uti lisati on of 
the available resources.  Towards this end, effi  ciency may 
be compromised as various limitati ons arise when the 
planning base line dates back signifi cantly.

5.3.6 The recently signed Collecti ve Agreement 
between Government and the Medical Associati on 
of Malta aims to further increase theatre sessions, 
parti cularly in the aft ernoon.  However, the issue of 
limited resources availability prevails.  The Ministry for 
Health (MfH) contends that increasing aft ernoon sessions 
is primarily dependant on the availability of anaestheti sts 
and nurses.   Historically MDH have always encountered 
problems to engage nurses despite the ever improving 
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working conditi ons.  Moreover, family friendly measures 
in place also limit the availability of staff .  In this light, 
MDH resorts to the engagement of foreign employees.

The lack of key performance indicators in the 
consultant’s job plans weakens the operati ng theatre 
planning functi on

5.3.7 Operati ng theatres throughput is signifi cantly 
infl uenced by the availability of consultants and their 
respecti ve fi rms.  Theatres sessions are allocated to 
consultants, who in turn and in agreement with their 
departmental Chair, assign the allocated theatre ti me 
to surgeons within their fi rm.  Consultants are engaged 
through contracts, which sti pulate the number of clinical 
sessions to be performed.  In turn, a yearly job plan, 
which specifi es the daily clinical duti es to be performed 
by each consultant is drawn.  However, in many cases, 
the respecti ve job plans do not disti nguish between the 
allocati on of clinical hours for surgery, ward rounds and 
outpati ents duti es.  Furthermore, the job plans reviewed 
did not specify the type and number of operati ons to be 
performed, and/or supervised by respecti ve consultants.  
The foregoing is deemed a criti cal issue impinging on the 
theatre planning functi on as two key variables involved in 
theatre planning, ti me and throughput, are not considered 
simultaneously. 

Planning shortcomings and pati ent ‘no-shows’ 
infl uence the daily interventi on throughput

5.3.8 Following the allocati on of theatre ti me, the 
planning phase ensues by compiling daily operati on 
lists.  These lists are based on the consultants’ clinical 

prerogati ve and are compiled by the respecti ve nursing 
offi  cers.  In the preceding Chapter, this Report has 
already discussed the complexiti es and issues involved 
in the compilati on of daily theatre lists from a Hospital 
management informati on system perspecti ve.   To varying 
extents, the issues already highlighted also impinge on 
the planning process due to the management informati on 
weaknesses noted therein. 

5.3.9 One such issue related to pati ent ‘no-shows’.  To 
a certain extent, the Hospital tried to miti gate the negati ve 
eff ects on throughput by including additi onal pati ents on 
daily interventi on lists.  However, the number of additi onal 
pati ents called up to replace potenti al ‘no-shows’ is not 
scienti fi cally calculated by considering the relati ve trends 
over ti me.  Consequently, instances resulted where more 
interventi ons could have been performed in the allocated 
theatre session.  It is to be noted that since the conclusion 
of fi eldwork related with this performance audit, MDH 
extended the system whereby the pati ents awaiti ng 
interventi ons are contacted prior to their operati on date, 
to confi rm their availability. 

5.4 Despite the signifi cant increase 
in the number of operati ons there is 
sti ll scope to further increase theatre 
uti lisati on effi  ciency

5.4.1 The NAO sought to determine the extent to 
which MDH operati ng theatres were being uti lised.  A 
primary objecti ve of the Hospital is to opti mise the use of 
the expensive infrastructure and equipment at its disposal.  
Moreover, operati ng theatre effi  ciency is considered to be 
directly related to waiti ng ti mes for electi ve surgery.  
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5.4.2 As at end 2012, the number of electi ve operati ons 
performed at MDH has increased by around 35 per cent 
over the past six years.  On the basis of its experience, MDH 
management sought to, and to varying extents, addressed 
effi  ciency concerns within the current operati ng theatres 
work practi ces.  Hospital stati sti cs in this regard illustrate 
the positi ve outcome since throughput has increased 
considerably.  

The maximum number of operati ons that can be 
carried out at MDH under various scenarios is 
unknown 

5.4.3 A criti cal element in increasing the effi  ciency of 
operati ng theatres relates to the Hospital’s authoriti es 
being reliably informed of the interventi on throughput 
capacity under various scenarios.  The fi rst scenario would 
be at current resources levels.  Other scenarios would 
be at various other levels, which take into considerati on 
projected resources availability over ti me and/or the 
economic considerati ons associated with increasing 
throughput.  The latt er considerati ons include esti mati ng 
the marginal benefi ts of increasing throughput against 
other available opti ons of off ering healthcare, such as 
farming out through contracts with the private sector.

5.4.4 Currently, there are no studies available 
relati ng to the required human and fi nancial resources 
to the number of operati ng theatres and the Hospital’s 
bed-stock.  The only informati on available to MDH 
Management relates to historical trends on surgery 
throughput.  As a result, Hospital authoriti es and 
management are constrained to develop throughput 
practi ces and targets based on these stati sti cs and 

other effi  ciency related elements, which they would 
have observed through their experience and experti se 
in the fi eld.  This approach, coupled by the cooperati on 
of the Hospital’s human resources led to the signifi cant 
increase in interventi on throughput over the past years. 

5.4.5 However, the approach referred to in the 
preceding paragraph has its limitati ons.  It prohibits 
the Hospital’s Management to establish realisti c and, 
more importantly realisable throughput targets.  To 
date the allocati on of theatre sessions to consultants 
has its roots in historical practi ces rather than based on 
what throughput levels the Hospital can att ain with the 
current resource availability.  

5.4.6 In the absence of throughput capacity studies, 
the NAO cannot make any further comment on the 
appropriateness or otherwise of session allocati ons with 
respect to the theatres under review.  The non-availability 
of these benchmarks is also seen to impinge on the 
allocati on of resources and the development of more 
effi  cient work practi ces.

Operati on turnaround policies are not established

5.4.7 Turnaround ti me is the ti me that elapses 
between one operati on and the next. Maintaining 
such ti mes to a minimum is key to operati ng theatres 
effi  ciency.  In this context, long turnarounds imply the 
lack of coordinati on between the various players both 
within and external to the operati ng rooms.  Figure 9
shows the main acti viti es undertaken by the various 
professionals and support staff  between operati ons.

Figure 9 : The main acti viti es carried out during the turnaround ti me between operati ons   

Source : Garner (2012), page 3.
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5.4.8 Despite their importance, MDH has not yet 
draft ed policies indicati ng turnaround benchmarks.  In 
the absence of such targets, the risk increases that 
operati on turnarounds take longer than necessary.  The 
absence of MDH turnaround policies also impinges 
on the Hospital’s Management eff orts to identi fy any 
inherent ineffi  ciencies in various processes involved in 
the conduct of interventi ons.  Turnaround rates also 
consti tute a criti cal element in esti mati ng uti lisati on rates.  
Following discussions with MDH Management, it was 
deemed appropriate that for the purpose of this Report a 
15-minute turnaround benchmark be adopted. 

The Main operati ng theatres were on average uti lised 
for 31 hours weekly 

5.4.9 There are various performance indicators 
with which to gauge operati ng theatre effi  ciency on 
the basis of their respecti ve uti lisati on rates.  The fi rst 
relates to throughput over ti me.  This Report has already 
referred to and acknowledged the signifi cant increase of 
interventi ons carried out over the past six years because 
of the conti nuous eff orts made to opti mise the use of the 
Hospital’s operati ng theatres.  

5.4.10 In this regard, other performance indicators relate 
to the number of hours that operati ng theatres are used. 
Ideally, as a fi rst step, such an exercise would compare 
planned interventi on sessions with actual uti lisati on. MDH 
Main theatres allocati on plan is conti nuously changing 
as consultants may be accommodated extra sessions to 
address waiti ng lists demand. However, in many cases, 
the plan is not updated to refl ect the dynamics of theatre 
acti vity.  The only documentati on indicati ng the changes 
to the planned theatre allocati ons are refl ected in the 
daily interventi on lists, which only provide basic pati ent 
and logisti cal informati on. In these circumstances, any 
comparison between the planned and actual operati ng 
theatre acti vity would not provide reliable results. 

5.4.11 In view of the foregoing, the NAO’s objecti ve to 
determine the uti lisati on rates of operati ng theatres could 
only be partly realised.  Although the average uti lisati on 
rate of the theatres could be determined, the resultant 
calculati on could not be compared to any MDH benchmark 
to ascertain whether the Main operati ng theatres were 
being opti mally uti lised.  Nevertheless, an assessment of 
the average operati ng theatre uti lisati on rate as a stand-
alone variable is considered to be an adequate indicator 

to measure operati ng theatre performance and to identi fy 
potenti al inherent ineffi  ciencies.

5.4.12 The NAO esti mated the actual hours that the 
Main operati ng theatres were uti lised on the basis of 
interventi ons carried out in July 2012.    This month was 
selected as the basis for the NAO’s case study since the 
number of operati ons carried out during this period ranked 
among the highest.   In fact July 2010, 2011 and 2012  
ranked third, fi ft h and sixth  in comparison to other months 
in the respecti ve years.25   Although July is considered as a 
period with a high incidence for staff  vacati on leave, this 
appeared not to have a material impact on interventi on 
throughput relati ng to most Departments.  Moreover, July 
was selected as this was the latest possible month, which 
could be analysed within the schedule of this audit.  

5.4.13 Records related to the durati on of operati ons 
were sourced through the various operati ng theatre 
logs.  These record the start and end ti me for each 
interventi on as well as the medical professionals involved 
in the operati on.  The start-ti me documented in these 
logs relate to the ti me that the pati ent was actually in the 
theatre.  These logs provide a suffi  ciently adequate input 
to esti mate theatre acti vity.  Moreover, in the absence 
of documented MDH policy, the NAO consulted with 
various theatre users. Most agreed that start-up ti me 
is considered as 08:30 and 13:30 for the morning and 
aft ernoon sessions.  It is to be noted that the durati on of 
each interventi on was supplemented with an additi onal 
15-minute turnaround ti me.

5.4.14 Esti mati ng the number of operati ng theatre hours 
that were expended in the Main theatres necessitated 
that various assumpti ons be made in view of the prevailing 
theatre allocati on practi ces.  These issues revolved 
around the daily allocati on of a Confi denti al Enquiry 
into Perioperati ve Death (CEPOD) theatre (dealing with 
emergencies), the IVF theatre, the Simulati on theatre, 
the Orthopaedics Trauma operati ng room and another 
operati ng theatre used as a back-up for interventi ons 
carried out in the Cath-labs.  These assumpti ons led to 
two out of the 20 Main theatres to be scoped out of this 
exercise on the basis of the following:

i. During July 2012, one of the Main theatres was, on 
a daily basis, designated as CEPOD (dealing with 
emergency cases).  The inclusion of such a theatre 
when esti mati ng the uti lisati on rate of the Main 

25  MDH Surgical Operati ons/Interventi ons at Operati ng Theatres Reports (2011 and 2012).
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operati ng rooms would have distorted results 
since the Hospital is required to have medical and 
logisti cal arrangements to deal with emergency 
cases whether or not they actually materialised.  
Moreover, during the course of this audit, the 
CEPOD allocati on practi ces have changed where 
the allocati on is now based on the medical team 
rather than on a specifi c theatre.  Based on the 
foregoing, it was deemed prudent to scope out 
one theatre per day when esti mati ng the actual 
operati ng theatre hours uti lised.  

ii. A similar situati on prevailed with respect to 
the operati ng room designated for orthopaedic 
trauma cases.  During the period under review, this 
theatre solely dealt with orthopaedic emergency 
cases.  Based on its ‘emergency case’ nature, 
this operati ng room was also scoped out of the 
exercise.   In order to avoid ‘double counti ng’ all 
the operati ons carried out in this theatre were also 
excluded from the analysis.  

iii. An operati ng room is designated as a back-up 
to the Cath-labs.  In 90 per cent of cases, this 
theatre’s acti vity related to electi ve interventi ons.  
Consequently, this theatre was considered for the 
uti lisati on rate exercise.

iv. During the period under review, two theatre 
were designated for IVF treatment and simulati on 
exercises. Consequently, no interventi ons were 
being performed in these operati ng rooms.  
During the course of this performance audit MDH 
reviewed its policy and started to uti lise these 
theatres for electi ve and emergency surgery.  This 
illustrates that there were no clinical reasons 

impeding the use of these theatres.  On the basis 
of the foregoing, these operati ng rooms were 
considered for the purpose of this exercise.

5.4.15 This exercise revealed that 2,455 hours were 
uti lised in the 18 operati ng theatres under review during 
July 2012.  Table 10 illustrates the average daily uti lisati on 
of these theatres based on emergency and electi ve 
surgery conducted.  

5.4.16 In the absence of policy outlining benchmarks 
for theatre uti lisati on, any comments on the resultant 
hours of acti vity in the operati ng theatres under review 
shown in Table 10 would be of a subjecti ve nature.   
However, MDH Management contends that Theatres are 
expected to functi on for eight hours a day on a Monday 
to Saturday basis.  The Hospital, however, acknowledges 
that the potenti al to increase the number of operati ng 
theatre sessions exists and that eff orts are to be 
stepped-up in view of current waiti ng lists demands and 
the imminent introducti on of the Cross-Border Health 
Directi ve.  Towards this end, MDH is also considering 
other factors impinging on theatre uti lisati on, namely, 
the availability of the medical team and the Hospital’s 
bed-stock.

5.4.17  In January 2013, MDH Management has already 
taken concrete acti on to increase theatre acti vity by 
designati ng a specifi c operati ng room as the CEPOD 
theatre.  This initi ati ve was complemented with engaging 
four additi onal consultants to man the CEPOD theatre 
as well as to perform electi ve surgery in the other Main 
and Endoscopy operati ng rooms.  Through these latt er 
acti ons, the weekly theatre hours potenti ally expended 
with respect to the Main theatres would only increase 
marginally.

Table 10 : Average uti lisati on rate of the Main operati ng theatres (July 2012)

Interventi on type
Total uti lisati on

(hours)

Weekly average 
uti lisati on

(hours)

Daily average 
uti lisati on based on 

a six day week
(hours)

Daily average 
uti lisati on based on 
a seven day week

(hours)

Emergency 296 4 0.6 0.5

Electi ves26 2,159 27 4.6 3.9

Total 2,455 31 5.2 4.4

26  Includes around 52 hours for operati ons classifi ed as unspecifi ed.
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The potenti al of increasing interventi on throughput 
through bett er uti lisati on of Endoscopy rooms is not 
being realised

5.4.18 The operati ng theatres uti lisati on rate exercise 
was extended to fi ve Endoscopy rooms housed at MDH.  
One of the Endoscopy theatres was scoped out on the 
basis of its specilised use.  These operati ng rooms mainly 
deal with day cases, and generally the interventi ons 
carried out are of an electi ve nature.  During July 2012, 
881 interventi ons were carried out within the 610 hours 
of planned uti lisati on.  

5.4.19 During July 2012, the fi ve theatres reviewed 
were uti lised for around 449 hours.  For the purpose of 
this esti mati on, interventi on durati on data was retrieved 
through the theatre logs while a 15-minute turnaround 
ti me between each operati on was assumed.  Table 11 
esti mates the average weekly and daily uti lisati on rates of 
these operati ng rooms.

5.4.20 Table 11 shows that on average each of these 
theatres is uti lised for around 20 hours per week, that 
is less than 3.5 hours daily when considering a six-day 
week.  Discussions with MDH Management highlighted 
that such a low uti lisati on rate is mainly att ributed to the 
fact that around half of the bed-stock of the Day-Surgery 
Department is occupied by pati ents who have an inpati ent 
length of stay, exceeding one day.  Consequently, the 
Hospital’s ability to turnaround its bed-stock on a daily 
basis is severely constrained.  

5.4.21 MDH contends that day-surgery consti tutes less 
than 35 per cent of the total interventi ons held at the 
Hospital.  This state of aff airs further illustrates that the 
full potenti al of these theatres is not being realised.  

5.4.22 The Hospital’s Management is fully cognisant of 
this situati on.   An initi ati ve aimed at increasing throughput 
of these theatres encompassed the appointment of four 
acute surgeons to perform extra sessions on alternate 
weeks.  Since the conclusion of audit fi eldwork, such 
initi ati ves have resulted in an increase in endoscopy 
interventi ons.  Moreover, MDH is in the process of 
reviewing the situati on concerning the use of these 
theatres with the aim of further increasing their uti lisati on 
and consequently their throughput.  These initi ati ves 
mainly revolve around increasing the rate of day-surgery 
at MDH.   

Endoscopy rooms were uti lised for only 73 per cent of 
their planned allocated hours

5.4.23 The actual theatre hours expended in July 2012 
in the fi ve Endoscopy rooms under review amounted 
to 27 per cent less than the scheduled allocati on.  This 
comparison was possible since contrary to the situati on 
relati ng to the Main theatres, the relati ve Endoscopy rooms 
plan outlining planned theatre sessions were considered 
to be appropriately robust to enable comparisons to be 
made with the actual theatre hours expended.  Table 12 
refers.

Table 11 : Average uti lisati on rate of Endoscopy operati ng rooms (July 2012)

Operati ng Room
Total uti lisati on

(hours)

Weekly average 
uti lisati on based on 
a seven day week

(hours)

Daily average 
uti lisati on based on 

a six day week
(hours)

Daily average 
uti lisati on based on 
a seven day week

(hours)

E1 84 18.98 3.23 2.71

E2 126 28.40 4.84 4.06

E3 159 35.88 6.11 5.13

E4 55 12.39 2.11 1.77

E5 25 5.57 0.95 0.80

Total 449 20.24 3.45 2.89
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5.4.24 Table 12 shows that the largest variances 
between planned and actual hours expended in the 
Endoscopy rooms resulted in E1 and E5.  These two 
theatres were uti lised for only 58 and 48 per cent 
respecti vely.  This situati on may arise due to inherent 
ineffi  ciencies within the relati ve processes to perform 
surgery in these theatres.

5.4.25 Whilst it is acknowledged that electi ve surgery is 
also carried out in the Cath-lab, the absence of a formal 
plan to use for benchmarking purposes hindered the NAO 
from further analysis.

5.4.26 The next Secti on of this Chapter will discuss the 
ineffi  ciency observed during the course of reviewing the 
operati ng theatres performance, through their uti lisati on 
rates.  The discussion relates to both the Main and 
Endoscopy theatres.  

5.5 Ineffi  ciencies in operati ng theatre 
processes aff ect the interventi on 
throughput

5.5.1 This performance audit revealed various 
operati onal ineffi  ciencies, which, to varying degrees 
restricted MDH from further increasing the uti lisati on 
rates of its Main and Endoscopy operati ng theatres.  In 
turn, these issues impinged on the Hospital’s interventi on 
throughput.    The audit concerns raised in this Secti on are 
based on the data derived through the operati ng theatres’ 
logs, theatre plans (whenever these were deemed as being 
appropriately updated) and discussions with the various 
operati ng theatres stakeholders.  The observati ons mainly 

Table 12 : Variance between actual and planned theatre hours in Endoscopy rooms (July 2012)

Operati ng room
Planned Sessions 

(hours)
Actual Uti lisati on 

(hours)
Variance 
(hours)

Variance
(%)

E1 144 84 60 (42)

E2 175 126 49 (28)

E3 157 159 -2 2

E4 83 55 28 (34)

E5 52 25 27 (52)

Total 611 449 162 (27)

related to delays in interventi on start-ti me, prolonged 
turnaround between operati ons, early fi nishing of theatre 
sessions, including under-running lists, session over-runs 
as well as human resources related issues.

Coordinati on issues are the primary factor leading to 
delays in operati ng theatre start-ti mes

5.5.2 Although not documented in a policy document, 
operati ng theatre teams generally acknowledge that 
interventi on start-ti mes, denoted by the term ‘knife-to-
skin’, is 08:30 and 13:30 hours for morning and aft ernoon 
sessions.  During July 2012, the available operati ng theatre 
plans show that there were 424 and 81 morning and 
aft ernoon sessions in the Main and Endoscopy theatres.    
This audit revealed that in 145 of these 505 cases there 
were delays of more than 30 minutes in session start-up.  
Table 13 refers.

5.5.3 Table 13 illustrates that it is only a minority of the 
fi rst morning and aft ernoon operati ng theatre sessions, 
which commence in accordance with their scheduled ti me.   
Session start-up delays of more than half an hour resulted 
in a loss of theatre uti lisati on, esti mated at 174.42 and 
13.2 hours in the Main and Endoscopy theatres.   On the 
assumpti on that the Main theatres under review were to 
functi on for eight hours a day on a six-day week basis, then 
late session start-ti mes consti tute around fi ve per cent of 
lost theatre ti me.  The ti me lost in late session start-ups 
in the Endoscopy operati ng rooms consti tute two per 
cent of the total planned theatre hours allocati on.  This 
amount of ti me is considered costly in terms of unuti lised 
resources and throughput.  
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Table 13 : Delays in operati ng theatres’ morning and aft ernoon session start-ups (July 2012)

Delays in session 
start-up 

(minutes)

Main theatres Endoscopy rooms

Delays in session 
start-up

(No.)

Delays in session 
start-up

(%)

Delays in session 
start-up 

(No.)

Delays in session 
start-up 

(%)

0 72 17 21 26

1 – 15 104 25 35 43

16 – 30 118 28 10 13

31 – 45 39 9 9 11

46 – 60 43 10 5 6

61+ 48 11 1 1

Total 424 100 81 100

5.5.4 There may be justi fi able reasons for such delays 
– these relate mainly to clinical issues.  However, there are 
various logisti cal issues, which contribute to session start-up 
delays.  MDH does not maintain records in this regard.  The 
main factors which emerged during interviews with operati ng 
theatre staff  relate to delays in transferring pati ents from 
the ward to the Holding Bay and the late arrival of any of the 
medical team involved in the carrying out of the interventi on.  

5.5.5 The circumstances discussed in the preceding 
paragraph are indicati ve of coordinati on weaknesses.  
This situati on is primarily brought about since a Theatre 
Director has not yet been appointed to oversee theatre 
acti vity on a strategic and day-to-day operati onal levels.

Prolonged turnaround ti mes were observed in about 14 
per cent of operati ons reviewed at the Main Theatres

5.5.6 Prolonged turnaround ti mes are another potenti al 
source of ineffi  ciencies, which limit interventi on throughput. 
Additi onally, turnaround ti mes result in causing delays to 
the daily operati on schedule, which may lead to operati ng 

theatre sessions over-runs.  The latt er consti tute additi onal 
cost to the Hospital in terms of overti me payments.  

5.5.7 This audit analysed turnaround ti mes in the 
Main theatres with respect to interventi ons carried out 
in July 2012.  Since turnaround ti mes in the Endoscopy 
operati ng rooms were not material, these theatres were 
not included in this analysis.  

5.5.8 In the absence of MDH policies, this exercise 
considered turnaround against a 15-minute benchmark 
(paragraph 5.4.8 refers).  Moreover, this exercise also took 
into considerati on circumstances, which, by their nature, 
have a greater incidence to prolonging turnaround ti mes.  
Such situati ons generally materialised in the fi rst scheduled 
operati on within a session and following emergency 
surgery.  Consequently, this review considered 1,544 
operati ons carried out in the Main operati ng theatres 
during July 2012.  In the Main theatres, turnaround ti mes 
which exceeded the 15-minute benchmark amounted to 
around 34 per cent of the operati ons considered for this 
exercise.   Table 14 refers.

Table 14 : Turnaround ti mes in the Main theatres (July 2012)

Turnaround 
ti mes 

(minutes)

Operati ons 
(No.)

Operati ons
(%)

Lost ti me due 
to prolonged 
turnaround 

ti mes 
(hours)

0 – 15 1,012 65 0

16 – 30 322 21 52

31 – 45 108 7 48

46 – 60 55 4 37

61+ 47 3 70

Total 1,544 100 207
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5.5.9 Table 14 indicates that MDH is not always 
managing to maintain turnaround within the 15-minute 
benchmark.   This target was att ained in around two thirds 
of the cases reviewed.  Moreover, in 47 cases turnaround 
exceeded one hour.   The resultant loss in ti me due to 
prolonged turnaround has been esti mated at 207 hours.  
This esti mate is exclusive of 15 minutes turnaround for 
each operati on considered in this exercise.    

5.5.10 It is to be noted that MDH sought to reduce 
waiti ng ti mes by increasingly uti lising the Holding Bay 
within the operati ng theatres area.  The positi ve impact of 
this approach mainly emanates from minimising the ti me 
lost in the operati ng theatre staff  waiti ng for the pati ent 
to arrive at the operati ng room from the respecti ve ward.    

Logisti cal issues and clinical complicati ons are the 
major contributory factors leading to operati ng 
theatre session over-runs 

5.5.11 MDH incurs additi onal expenditure equivalent to 
the extra variable costs involved in manning the theatres 
when over-runs occur.  There are a number of reasons, 
which contribute to over-runs.  In some cases, over-runs 
are unavoidable.  These circumstances generally relate to 
clinical exigencies.  To a lesser extent, over-runs may result 
due to logisti cal issues, such as delays in the commencement 
of sessions and prolonged turnaround ti mes.  

5.5.12 For the purpose of analysing the extent of over-
runs, this audit reviewed 424 and 81 operati ng theatre 
sessions which occurred in July 2012 in the Main and 
Endoscopy operati ng rooms respecti vely.  This evaluati on 
excluded all emergency cases.  During the period under 
review, over-runs in the Endoscopy rooms were considered 

as marginal.  However, over-runs in the Main theatres were 
a more common occurrence.  Table 15 refers.

Table 15 : Over-runs in the Main theatres (July 2012)

 Minutes
Main theatres

(sessions)
Main theatres

(hours)

1 – 30 28 8

31 – 60 21 19

61 + 66 163

Total 115 190

5.5.13 Table 15 shows that over-runs occurred in 115 
out of the 424 sessions reviewed.  In total, these over-
runs amounted to 190 hours.  In 43 per cent of the cases 
the durati on of these over-runs amounted to less than 
one hour in each session.  However, the remaining over-
running cases were of more than one hour in each session.

5.5.14 In view of their materiality, the NAO sought to 
determine the extent to which logisti cal issues contributed 
to the over-runs amounti ng to more than one hour.  This 
entailed ascertaining whether late session starts and 
prolonged turnover ti mes infl uenced session over-runs.  
Towards this end, the exercise considered only instances 
where the total excess turnaround ti me in any one session 
was more than one hour.  In this context, the term ‘excess’ 
relates to the resultant turnaround ti me aft er deducti ng 
15 minutes between each operati on within the parti cular 
session.  Figure 10 and 11 refer.

5.5.15 Figures 10 and 11 show that late session 
start-ti mes and prolonged turnaround ti mes between 
interventi ons are contributory elements to operati ng 

Figure 10 : Potenti al infl uence of late session start-ups and prolonged turnaround on over-runs (July 2012)
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theatre session over-runs.  As indicated by the trend lines 
in Figure 11, the sum of these two factors amount to 
nearly half of the total durati on of over-runs accumulated 
by all theatres during July 2012. 

5.5.16 The Figures also illustrate that excessive 
turnarounds is the more problemati c issue.  While it was 
esti mated that late session start-ti mes contributed to 14 
per cent, excessive turnaround ti me amounted to 28 per 
cent of the durati on of over-runs.  

5.5.17 It is to be noted that the discussion in the two 
preceding paragraphs is based on averaging the durati on 
of the variables under study across all the Main theatres.  
As indicated in Figure 10, there are signifi cant fl uctuati ons 
as to the extent to which late session start-ti mes and 

Figure 11 : Potenti al infl uence of late session start-ups and prolonged turnaround on over-runs (July 2012 – linear trend)

prolonged theatre turnover ti mes contribute to over-
running sessions. 

Over 18 and 31 per cent of theatre sessions in the 
Main and Endoscopy concluded theatre acti vity at 
least two hours before the scheduled ti me 

5.5.18 The early conclusion of operati ng theatre 
sessions also implies a degree of ineffi  ciency in the 
management of operati ng theatres.  In order to determine 
the incidence of early theatre session fi nishes in the Main 
and Endoscopy operati ng rooms, this exercise considered 
the planned sessions scheduled for July 2012.  These 
amounted to 424 and 81 theatre sessions respecti vely.   
Table 16 illustrates the extent of early session fi nishes 
with respect to these theatre sessions.

Table 16 : Early session fi nishes (July 2012)

Early session 
fi nishes

(minutes)

Main Theatres Endoscopy Rooms

Sessions
(No.)

Sessions
(%)

Lost ti me 
due to early 

session 
fi nishes
(hours)

Sessions
(No.)

Sessions
(%)

Lost ti me 
due to early 

session 
fi nishes
(hours)

0 220 52 0 15 19 0

1 – 30 32 7 11 6 7 2

31 – 60 35 8 31 10 12 8

61 – 120 62 15 98 25 31 41

121 + 75 18 243 25 31 81

Total 424 100 383 81 100 132
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5.5.19 Table 16 clearly indicates that early session 
fi nishes of more than one hour are a frequent occurrence in 
both the Main and the Endoscopy theatres.  Furthermore, 
18 and 31 per cent of all Main and Endoscopy sessions 
considered concluded the respecti ve theatre acti vity at 
least two hours before their scheduled ti me.   Various 
factors lead to early session fi nishes.  MDH does not 
maintain records outlining the causes, which led to the 
early fi nish of specifi c sessions.

5.5.20 Early fi nishes can partly be att ributed to 
instances where no serious complicati ons arose or that 
the potenti al problems anti cipated with respect to the 
session’s interventi on list did not materialise.   

5.5.21 On the other hand, early fi nishes may have 
resulted in cases where the number of pati ents included 
on the daily list was not suffi  cient to cover the allocated 
theatre ti me.  Under-running lists are a source of 
ineffi  ciency since the allocated resources for parti cular 
session would not be fully uti lised.  

5.5.22 Internal procedures relati ng to the number of 
pati ents included in the daily interventi on lists are not 
always followed.  Consequently, in such circumstances, 
MDH Management would not be in a positi on to vet the 
appropriateness of such lists, in terms of the number of 
pati ents included therein. 

5.5.23 Under-running lists also result in cases relati ng 
to pati ent ‘no-shows’.  Despite MDH’s eff orts, pati ents 
are not always willing to undergo surgery at such short 
noti ce.  Consequently, the resultant number of pati ents 
available for surgery would be insuffi  cient to fully uti lise 
the allocated theatre ti me.  

5.5.24 The availability of beds is another factor, which 
indirectly contributes to the early conclusion of theatre 
sessions.  Irrespecti ve of the theatre ti me allocated, the 
number of pati ents that can be called up for the operati on 
is restricted by the number of beds available in the 
respecti ve wards.  Approximately around 12 per cent of 
the total bed-stock is uti lised by pati ents awaiti ng transfer 
to other healthcare insti tuti ons.  This long-standing issue 
not only limits the number of electi ve interventi ons 
carried out but also aff ects other processes within the 
Hospital.  Such circumstances are parti cularly evident with 
respect to Endoscopy theatres where around 50 per cent 
of the bed-stock at the day-surgery wards are uti lised by 
pati ents requiring long-term care.

5.5.25 This audit was not able to fully determine the 
extent to which early session fi nishes were unavoidable 
or the result of process weaknesses.  Despite this 
limitati on, it is clearly evident that process ineffi  ciencies 
exist.  It is felt that to a great extent, bett er monitoring 
and coordinati on relati ng to theatre acti vity, would 
have addressed most of these issues.  This would be 
facilitated through the assignment of a senior offi  cial 
with the responsibility to implement more eff ecti vely 
the relati ve internal control mechanisms within the 
Operati ng Theatre Department .

5.6 Conclusions

5.6.1 This Chapter sought to determine the extent 
to which MDH was opti mising the use of its Main and 
Endoscopy operati ng theatres.  Towards this end, such an 
assessment was carried out on two main levels.  The fi rst 
step of this review focused on the number of interventi ons 
carried out.  The second approach entailed establishing the 
number of hours that theatres are actually being uti lised.  
The primary limitati on of the NAO’s review is that it is 
based on a snapshot of operati ng theatres acti vity during 
July 2012.  However, the fi ndings that emerged are sti ll 
considered to provide an appropriately reliable indicator 
on the performance of the operati ng theatres.  Moreover, 
the exercise elevated a number of issues, which impinge 
negati vely on operati ng theatres effi  ciency.

5.6.2 In recent years, MDH has managed to increase 
signifi cantly the number of electi ve operati ons carried 
out by around 35 per cent.  The basis of the conti nuous 
improvement in performance was that MDH Management 
was able to identi fy and recti fy areas of ineffi  ciencies 
by changing work practi ces. In turn, together with the 
engagement of more consultants, additi onal theatre 
sessions could be allocated.  The increase in operati ng 
theatres throughput could only materialise through the 
consorted eff orts and cooperati on of MDH staff .

5.6.3 Despite the increase in throughput, this 
performance audit has also shown that the Main and 
Endoscopy theatres were only being used for an average 
of 31 and 27 hours weekly out of the 40 hours that MDH 
Management expected the theatres to functi on during 
July 2012.  While acknowledging the conti nuous eff orts 
and the resultant increase in throughput since this review, 
these fi gures show that the opportunity exists to further 
exploit the operati ng theatre infrastructure.  
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5.6.4 Despite the conti nuous improvements in 
throughput, ulti mately more human resources would be 
required to enable more theatre sessions to be allocated 
and to be opti mally uti lised.  Moreover, in some cases, 
theatre uti lisati on is restricted through the unavailability 
of beds.  While the Hospital infrastructure was designed 
to cater for short length of stays, in practi ce a signifi cant 
percentage of beds are occupied by pati ents requiring 
long-term care or pati ents who, due to capacity issues, 
cannot be accommodated in other insti tuti ons.  Another 
situati on over which MDH has marginal control relates 
to pati ent ‘no-shows’.  The Hospital’s modus operandi 
is negati vely aff ected when pati ents do not inform MDH 
that they do not intend or are unable to undergo surgery 
on the scheduled date.

5.6.5 However, a number of operati ng theatres 
effi  ciency issues are considered to be within the Hospital 
Authoriti es’ control.  Despite their complexity, most of 
these concerns can largely be identi fi ed and addressed 
if the appropriate soft ware is available to facilitate the 
generati on of comprehensive and reliable management 
informati on.  Moreover, most of the ineffi  ciencies 
pointed out in this Chapter relate to the day-to-day 
coordinati ng and management control issues.  In this 
light the opportunity to miti gate some of these concerns 
through the appointment of a senior offi  cial to assume 
management responsibility for the running of the 
operati ng theatres remains foregone.
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Appendix I – Survey methodology

Appendix I – Survey methodology

COVERAGE AND RESPONSE

The target populati on for this survey consisted of individuals who underwent electi ve surgery between 1 April 2011 and 
31 March 2012.  A total of 24,605 persons were eligible to parti cipate in the survey.  The demographic details of these 
persons, and other informati on on the Department and surgery category were provided by MDH through NAO.  

Tables A and B below, illustrate the distributi on of individuals by gender, age group, Department and surgery category:

Table A : Distributi on of individuals by gender and age group

Age group
Male Female Total

No. % No. % No. %

18-24 497 3.6 359 3.4 856 3.5

25-54 4,075 29.2 3,098 29.1 7,173 29.2

55-64 3,365 24.1 2,418 22.7 5,783 23.5

65+ 6,014 43.1 4,779 44.9 10,793 43.9

Total 13,951 100.0 10,654 100.0 24,605 100.0

Table B : Distributi on of individuals by Department and Category

Category
Cardiology Ophthalmology

Ophthalmology 
- Outsourcing

Orthopaedics Surgical Total

No. % No. % No. % No. % No. % No. %

CMO 825 23.8 188 4.4 - - 73 2.3 296 2.3 1,382 5.6

Major+ 49 1.4 2,486 58.0 710 100.0 761 23.9 519 4.0 4,525 18.4

Major 322 9.3 155 3.6 - - 251 7.9 1,564 12.1 2,292 9.3

Intermediate 2,232 64.5 183 4.3 - - 1,993 62.5 5,296 40.9 9,704 39.4

Minor 34 1.0 1,277 29.8 - - 109 3.4 5,282 40.8 6,702 27.2

Total 3,462 100.0 4,289 100.0 710 100.0 3,187 100.0 12,957 100.0 24,605 100.0

A gross sample of 2,015 individuals was drawn from the dataset.  This was selected using a strati fi ed random strategy 
to ensure a representati ve count of the sample by Department and surgery category.  A total of 1,580 persons were 
contacted for this survey where 774 parti cipated, while another group of 254 persons were not eligible to parti cipate in 
the study, for e.g. due to wrong contact telephone numbers.  This yielded a net eff ecti ve response rate of 58.4 per cent.  
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Table C below includes the distributi on of the eff ecti ve gross sample by type of response:

Table C : Distributi on of eff ecti ve gross sample by type of response

Descripti on No. %
No.

 (Eff ecti ve)
% 

(Eff ecti ve)

Good responses 774 49.0 774 58.4

Refusals 61 3.9 61 4.6

Other (No replies etc.) 491 31.1 491 37.0

Ineligibles (Wrong telephone numbers etc.) 254 16.1 - -

Total 1,580 100.0 1,326 100.0

Tables D and E below illustrate the distributi on of the net sample by gender, age group, Department and speciality:

Table D : Distributi on of the sample by gender and age group

Age group
Male Female Total

No. % No. % No. %

18-24 4 1.0 7 1.9 11 1.4

25-54 87 21.0 65 18.1 152 19.6

55-64 94 22.7 85 23.6 179 23.1

65+ 229 55.3 203 56.4 432 55.8

Total 414 100.0 360 100.0 774 100.0

Table E :  Distributi on of the sample by Department and Category

Category
Cardiology Ophthalmology

Ophthalmology 
- Outsourcing

Orthopaedics Surgical Total

No. % No. % No. % No. % No. % No. %

CMO 53 31.4 35 18.6 - - 19 11.1 37 18.0 144 18.6

Major+ 18 10.7 44 23.4 40 100.0 40 23.4 43 20.9 185 23.9

Major 38 22.5 35 18.6 - - 35 20.5 43 20.9 151 19.5

Intermediate 46 27.2 32 17.0 - - 45 26.3 40 19.4 163 21.1

Minor 14 8.3 42 22.3 - - 32 18.7 43 20.9 131 16.9

Total 169 100.0 188 100.0 40 100.0 171 100.0 206 100.0 774 100.0



   74     The Management of Electi ve Surgery Waiti ng Lists

Appendix I – Survey methodology

DATA COLLECTION

Data was collected by means of Computer Assisted Telephone Interview (CATI) between the 10 and the 17 of October 
2012.  In CATI, although respondents are contacted by telephone, computers are used to enter the data obtained from 
respondents during the interview.  In additi on, another important aspect of CATI surveys is that each sampling unit is 
randomly assigned among interviews, and hence reduces interviewer bias to a bare minimum.

QUALITY CONTROL

A series of measures were implemented to certi fy that opti mum quality was achieved in this survey.  These consisted of 
quality checks and in-built validati on rules in the data collecti on program to limit the occurrence of non-sampling errors.  
The data-entry program had a number of in-built validati ons so that skip patt erns are executed exactly as intended 
while responses are within a specifi c range.  In additi on, constant supervision during the data collecti on stage ensured 
a harmonised data collecti on process.

Missing data were imputed using stati sti cal imputati on techniques.  The dataset was further subject to a series of other 
checks during the data-editi ng stage in order to identi fy any remaining incorrect or logically misleading data.

WEIGHTING OF RESULTS

Survey data was weighted and calibrated to correct for any biases present in the fi nal sample of parti cipati ng units arising 
from diff erent response rates observed in diff erent categories.  This served to align and gross-up sample esti mates with 
the benchmark distributi on in terms of Department, and surgery category (for weights) as well as the individuals’ gender 
and age group (for calibrati on).

ERRORS

The survey was subject to two main sources of errors, technically referred to as Sampling and Non-Sampling errors.  
While the errors att ributed to each quanti ty esti mated from the sample may be calculated, care must be taken when 
comparing such esti mated fi gures with the populati on.

Of parti cular interest is the margin of error, which consti tutes sampling error.  The margin of error quanti fi es uncertainty 
about a survey result and expresses the amount of random sampling error in a survey's results.  This is normally associated 
with a stati sti cal level of confi dence in such a way as to make it possible for us to calculate confi dence intervals of the 
form esti mate ± margin of error.  

Consequently, the relati ve margin of error is simply the margin of error expressed as a percentage of the quanti ty to 
which it refers.  Table F illustrates esti mates of precision for a range of derived percentage rates (p) and the corresponding 
(weighted) number of persons (N) over which the rates are computed.  
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Table F : Esti mates of precision

Percentage 
rate (p)

No. of persons (N)

5,485 11,257 16,566 20,080 22,831 24,605

1 1.5% 1.0% 0.8% 0.8% 0.7% 0.7%*

3 2.5% 1.8% 1.5% 1.3% 1.2% 1.2%*

6 3.5% 2.5% 2.0% 1.8% 1.7% 1.6%*

10 4.5% 3.1% 2.6% 2.3% 2.2% 2.1%*

20 6.0% 4.2% 3.4% 3.0% 2.9% 2.8%*

40 7.3% 5.1% 4.2% 3.7% 3.5% 3.4%*

50 7.5% 5.2% 4.3% 3.8% 3.6% 3.5%*

60 7.3% 5.1% 4.2% 3.7% 3.5% 3.4%*

70 6.8% 4.8% 3.9% 3.5% 3.3% 3.2%*

80 6.0% 4.2% 3.4% 3.0% 2.9% 2.8%*

90 4.5% 3.1% 2.6% 2.3% 2.2% 2.1%*

For example, the proporti on of parti cipants for whom it was necessary to visit the consultant aft er the operati on stands 
at 81.6 per cent.  This is calculated out of the total number of 24,605 individuals. In this case, if a precise calculati on is 
carried out the margin of error equals 3.0 per cent.  From the table above this may be esti mated using data for p=80.  In 
this case the margin of error equals 2.8 per cent*.  Thus if the esti mated value is considered, the 95 per cent confi dence 
interval is the range 78.8 per cent to 84.4 per cent, i.e. 81.6 per cent ± 2.8 per cent.

It must be emphasised that fi gures based on a relati ve margin of error of 30 per cent or more or which are calculated 
on a small number of reporti ng individuals (for example 30 or less) must be treated with cauti on as they may not be 
stati sti cally representati ve due to a large percentage of error assigned. These are shaded in the table above.
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This appendix presents the results of the Waiti ng List Management at Mater Dei Hospital survey.  The table number 
refers to the corresponding questi on in the survey.   The questi ons are also reproduced within the heading of each table.  
Results pertaining to each questi on are presented in four diff erent formats.  

The results presented refl ect the weighted replies as extrapolated on the populati on of 24,605 persons who underwent 
electi ve surgery in the four Departments under review, between 1 April 2011 and 31 March 2012.   The Departments 
reviewed for this performance audit were the Cardiology, Ophthalmology, Orthopeadic and Surgical.  Esti mates of 
precision relati ng to the survey are indicated in Appendix I.

The fi rst two formats of the responses presented for each questi on, depicted by Tables ‘a’ and ‘b’ present the weighted 
response as a percentage of the total populati on.  For example, Table 1a shows that four and 10 per cent of the 24,605 
pati ents who underwent electi ve surgery at the Cardiology Department responded yes and no respecti vely to survey 
questi on 1.  

The third and fourth tables, that is ‘c’ and ‘d’, show the weighted responses as a percentage of the departmental 
and categorisati on populati on.   For example, Table 1c illustrates that 27 and 73 per cent of the 3,462 pati ents who 
underwent electi ve surgery at the Cardiology Department responded yes and no respecti vely to questi on 1 in the survey.  

Appendix III – Survey results
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27  Tables 10e – 10h relate to sub-responses related to Questi on 10.
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28  Tables 14e – 14h relate to sub-responses related to Questi on 14.



   102     The Management of Electi ve Surgery Waiti ng Lists

Appendix III – Survey results



  The Management of Electi ve Surgery Waiti ng Lists     103 

Appendix III – Survey results



   104     The Management of Electi ve Surgery Waiti ng Lists

Appendix III – Survey results



  The Management of Electi ve Surgery Waiti ng Lists     105 

Appendix III – Survey results



   106     The Management of Electi ve Surgery Waiti ng Lists

Appendix III – Survey results



  The Management of Electi ve Surgery Waiti ng Lists     107 

Appendix III – Survey results



   108     The Management of Electi ve Surgery Waiti ng Lists

Appendix III – Survey results



  The Management of Electi ve Surgery Waiti ng Lists     109 

Appendix III – Survey results



   110     The Management of Electi ve Surgery Waiti ng Lists

Appendix III – Survey results



  The Management of Electi ve Surgery Waiti ng Lists     111 

Appendix III – Survey results



   112     The Management of Electi ve Surgery Waiti ng Lists

Appendix IV – Selected bibliography

ACT Auditor – General’s Offi  ce (2011), Performance Audit Report: Waiti ng Lists for Electi ve Surgery and Medical 
Treatment

Audit Commission (2003), Operati ng Theatres – Review of Nati onal Findings

Audit Scotland (2010), Managing NHS Waiti ng Lists: A review of new arrangements

Borg Amanda (2007), Esti mati ng the Shadow Price of Surgical Procedures in the Maltese Public Health Sector, Bank of 
Vallett a Review, No. 35, Malta

Garner (2012), Complexiti es in the operati ng rooms, Proceedings of the 2012 Industrial and Systems Engineering 
Research Conference, US  

Health Consumer Powerhouse (2012), Euro Health consumer Index

Hurst and Siciliani (2003), Tackling Excessive Waiti ng Times for Electi ve Surgery: A Comparison of Policies in Twelve OECD 
countries, OECD

Hurst and Siciliani (2004), Explaining Waiti ng-Time Variati ons for Electi ve Surgery Across OECD Countries, OECD Economic 
Studies

Malta (2008), Nati onal Report on Strategies for Social Protecti on and Social Inclusion, 2008 - 2010

MHEC (2010), Annual Reports of Government Department

MHEC (2010), Pati ents’ Experience at Mater Dei Hospital, Pilot Study: June – July 2010

NAO (2001), Inpati ent and Outpati ent Waiti ng in the NHS, UK

NAO (2004), Improving Emergency Care in England, UK

New South Wales Audit Offi  ce (2003), Performance Audit: Waiti ng Times for Electi ve Surgery in Public Hospitals: NSW 
Department of Health

NHS (2012), The Handbooks to the NHS Consti tuti on

NHS (2012), The NHS Consti tuti on

NIAO (2013), The Use of Operati ng Theatres in the Northern Ireland Health and Personal Social Services

NSO (2008), Household Budgetary Survey

Appendix IV – Selected bibliography



  The Management of Electi ve Surgery Waiti ng Lists     113 

Recent NAO Publicati ons

Recent NAO Publicati ons
NAO Audit Reports

March 2011  Performance Audit: Road Surface Repairs on the Arterial and Distributor Road   

   Network

April 2011   Performance Audit: Achieving a Healthier Nutriti on Environment in Schools 

May 2011   Enemalta Corporati on Tender for Generati ng Capacity (Supplementary    

   Investi gati on) 

June 2011   Performance Audit: Flexible Work Arrangements for Public Employees 

July 2011   Performance Audit: Dealing with Asylum Applicati ons 

October 2011  Informati on Technology Audit: Inland Revenue Department 

November 2011  ARMS Ltd. – Setti  ng Up and Operati ons 

November 2011  Members of Parliament Honoraria 

December 2011  Annual Audit Report of the Auditor General – Public Accounts 2010 

February 2012  Performance Audit: Safeguarding Malta’s Groundwater 

March 2012   Performance Audit: Employment Opportuniti es for Registered Disabled    

   Persons 

April 2012   Informati on Technology Audit: Heritage Malta 

April 2012   Performance Audit: Contract Management Capabiliti es across Local Councils 

May 2012   Performance Audit: An Analysis of the Pharmacy Of Your Choice Scheme 

June 2012   Performance Audit: Vehicle Emissions Control Schemes – Follow-up 

June 2012   Public Broadcasti ng Services: Extended Public Service Obligati on 

July 2012   University of Malta Concession of parts of University House to the Kunsill   

   Studenti  Universitarji 

July 2012   Informati on Technology Audit: Medicines Authority 

August 2012   ARMS Ltd. – Follow-up 

September 2012 Performance Audit: Tackling Problem Drug Use in Malta

October 2012  Procurement analysis through case studies 2007 to 2009

December 2012 Annual Audit Report of the Auditor General – Public Accounts 2011

December 2012 Performance Audit:  Adverti sing Malta as a tourist desti nati on - a case study   

   of the Italian Market

March 2013  Performance Audit: Simplifi cati on of the Regulati ons in Structural Funds

April 2013  Enemalta Corporation Delimara Extension Implementation

May 2013  Performance Audit: Managing Public Service Recruitment

June 2013  Information Technology Audit: Primary and Secondary State Schools

NAO Work and Acti viti es Report

January 2013  Work and Acti viti es of the Nati onal Audit Offi  ce 2012


