St. Michael’s Hospital offers an opportunity to work in a progressive
environment that embodies the Catholic principles of health care.
Our philosophy emphasizes compassion, human dignity and social
responsibility in caring for the whole person. Our 701-bed tertiary
care facility is affiliated with the University of Toronto.

Join Our Staff In
Building Tomorrow
OPERATING ROOM NURSES

Bring your professional approach and OR experience to a team
renowned for its medical innovation. You’ll test your skills in the
challenging atmosphere of our Operating Rooms, where caring and
teaching are the focus. And experience the close-knit atmosphere
that supports long-term career development. Our leading-edge
environment offers you:

* 15 operating theatres

* a large, multidisciplinary team staff

* post-graduate sponsorship through George Brown College
» the latest innovations in surgical techniques and equipment

If you hold a current Certificate of Competence from the College of
Nurses of Ontario and would like to explore these excellent
opportunities to help us build tomorrow, please call collect
(416) 867-7411 or send a resume to: Stephanie Webster,
Employment, Human Resources Department, St. Michael’s
Hospital, 30 Bond Street, Toronto, Ontario M5B 1WS.

Owned and operated by the Sisters of St. Joseph, for the Diocese of
Toronto, in Upper Canada.

An equal opportunity employer

Nursing Research

Discovering
nursing research

By Joyce Flemming, R.N., with Margaret L. Fitch, R.N., Ph.D

I discovered first hand that nursing research can
be helpful to nurses in the operating room. Because
of my recent expericnce I am convinced operating
room nurses need to know about the research process
and how it can help answer some of the questions they
have about their practice.

This article describes my experience with research
activity. I wanted it submitted for publication so that
other OR nurses could share in my experience and
understand the role nursing research can play in their
work and practice. I would also hope that by reading
this article, nurses will come to appreciate that re-
search activity is not insurmountable. By proceeding
step by step and taking advantage of the resources in
your environment, successful research can be done.

The beginning

I was the clinical teacher in the cardiovascular
operating service at The Toronto Hospital. The man-
ager of Nursing Practice had been struggling with the
question of how to prevent certain skin lesions in our
patients. We had observed that some of our patients
were developing “burn-like” lesions following their
surgery. The lesions appeared within 24 hours post-
operatively. Within the next 24 hours, the area blis-
tered, the blister broke and a weeping ulcer remained.
Patients reported considerable discomfort associated
with the lesions and, in some cases, actually required
surgical intervention (o promote healing.

Our hospital recently hired a Director of Nursing

Research and Professional Development who was
available to help with research activity. We ap-
proached her with our question and, before long, we
were launched upon our project.

The first step

The first step in our project involved reviewing the
literature to see whether others had observed this
problem and what they had done about it. We also
contacted operating rooms in other hospitals and spoke
with physician and nurse colleagues at conferences.
We soon found that the problem of skin lesions was
common enough. Yet no one had undertaken a sys-
tematic investigation about them. Hence, before we
could think about strategies for preventing the
lesions, we had to find out which patients actually
developed the lesions and how often the lesions ap-
peared. We wanted not know what type of interven-
tion was apt to be helpful in preventing the lesions,
orif any intervention we might try would really
make a difference.

The second step

Our second step included designing the project.
With our stated objective of determining the preva-
lence of the lesions and identifying factors influenc-
ing their development, we decided to conduct a pro-
spective study. This meant that, rather than trying
to look over medical records from former paticnts,
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we would assess patients as they came into the car-
diovascular service. The advantage in this approach
was that we could obtain consistent and complete in-
formation for every patient.

Having decided that we would assess patients com-
ing into the service, the next challenge was identify-
ing what information we could collect about each
patient, how this data would be collected, and how
often and in what manner it would be recorded.

The process was most interesting! Everyone we
talked to had a different idea about what might be
causing the lesions. Different suggestions were made
about the kind of data we needed to collect. We
talked with nurses, surgeons, anaesthetists and der-
matologists to gather our suggestions. We antici-
pated that we could collect data regarding the factors
people thought caused the lesions and then relate

that data later to the patients who actually devel-
oped the skin lesions.

The factors which were identified fell into the pre-
operalive, intra-operative and post-operative stages
(See Table 1). This gave us our basic time plan for data
collection and allowed us to proceed with the design-
ing of the data collection tool. We knew that a number
of different nurses would be collecting the data, so
we had to design a data collection tool that was easy
to use and would give us consistent data collection.
There were many drafts and many trials before we
were satisfied that we could get reliable information
with our tool. We certainly learned about the value of
seeking other peoples’ input and conducting a pilot
test of the data collection tool!

One of the strategies we used to help collect reliable
data (see Figure 1.) involved using a picture of the

human body on the data sheet so

that nurses could mark the specific
anatomical site of a patient’s le-

sion, Later, the site was assigned a
code number so we could enter the

data in the computer. Also, we

printed a ruler on the same data

sheet so the lesion size could be

measured accurately and easily.

The feedback received from the

nursing staff was that these strate-

gies helped them record the data

quickly and effortlessly.

The third step

The third step in our project was

the data collection. We had a team

of nurses who assessed patients

during the course of the study. At

the outset, we held a teaching class

on how to use the tool for the data

collection and organized some

“practice sessions.” This is a very

important step when you have more

than one person collecting data for

your project.

The data collection stage lasted

six months. I thoroughly enjoyed

the interactions with both patients

and stalf nurses during that time. I

think patients appreciated the con-

cern about their comfort while
nurses were intrigued with the study

itself. Because the study design
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required patients to be assessed for up to six days
post-operatively, I had the opportunity tointeract with
many critical care nurses with whom I could not
normally interact. We had some very good conversa-
tions about nursing research and nursing practice.

The fourth step

As the data collection phase drew to a close, we
began to think about the next step - data analysis.
This was a rather frightening stage for me because
mathematics (and hence statistics) has never been my
forte. Thanks to the guidance of the Director of Nurs-
ing Research and the skill of a knowledgeable data
clerk, the entire process began to make sense. Sud-
denly, words like “mean,” “standard deviation,” and
“T-test” became meaningful. They made sense be-
cause I had worked through the other parts of the
project and I knew the research area so well. I could
understand how the numbers that were entered into
the computer represented the data we had collected, I
also began to appreciate the logic behind organizing
the data sheet in such a way that it to helped in
entering the data into the computer.

I thought I had been excited about the project before
this stage, but as the data analysis proceeded, and I
began to see progress, my excitement grew even
more. I was on the verge of finding the answers.

We had a total of 451 patients in our study and
discovered that 18% developed lesions within three
days of their surgery. The most common site for the
lesions was the right buttock.

Because the complete study will be reported else-
where, I will not repeat the findings here. However,
from our work we were able to develop a profile of
the patients at high risk for developing skin lesions
following cardiovascular surgery. The individuals at
greatest risk in our study were male, thin, in hospital
longer than three days pre-operatively and required
a long pump run during surgery. Using the data, we
have been able to change .our approaches in caring
for these patients. In particular, we have begun to use
an “egg crate-type” mattress under the patients during
surgery. Currently, we are repeating our study to see
if the prevalence of 18% can be reduced through the
use of this intervention.

A study is not complete, however, until the final
step of communicating the results has occurred. I have
had the opportunity to talk about our findings at a
number of seminars and conferences and have writ-
ten an article to report the full study. I also wanted
to share the experience itself; thus, this article,

Conclusion

I think many of us are fearful of nursing research.
We have not had the opportunity to learn about it and
the thought of doing it fills us with dread. However, we
all make decisions everyday in our roles as nurses and
those decisions affect patients and their families. The
decisions we make can only be as good as the data or
information we have with which to make those deci-
sions. As nurses, we need to take the risk of asking
questions about our practice. We need to find the
resources that will help us search for the answers to our
questions and engage in the necessary research
activity. Not only will we ultimately add to our ability
to make good decisions, we will also experience the
adventure in being curious and the joy in discovery.
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Medico-legal Issues

How nursing Quality Assurance
can set the stage for liability

By L.E. and F.A. Rozovsky

With more and more hospitals putting in place
quality assurance monitoring techniques in the op-
erating room, the legal dangers of liability increases.
This phenomenon comes as quite a shock to many op-
erating room supervisors and senior management
personnel. They find it difficult to believe that an ad-
ministrative measure put in place to evaluate and
improve the quality of patient care can exacerbate
the risk of liability exposure. Despite their disbelief,
the fact remains that nursing quality assurance meas-
ures used in an improper fashion can set the stage
for hospital liability.

Legal basis for accountability

Once a health facility puts in place an administra-
tive system dedicated to evaluating or improving pa-
tient care, it is incumbent upon the agency to use this
mechanism. Establishing a quality assurance system
will be construed in law as setting a standard of
practice. As such, health facilities must follow recog-
nized practice to act as would the average, reasonable,
prudent agency with a similar operating room quality
assurance system. The failure to avail itself of the
established practice resulting in foreseeable harm or
death sets the stage for negligence litigation.

Setting the stage for liability

When nursing staff are assigned to handle qual-
ity assurance in the OR, they are acting as the agents
of the health care centre. It is no excuse that nurses
“did not understand” or “did not have sufficient time”
to do their quality assurance work. By holding itself
out as having a dedicated QA system for monitoring
care in the operating room, the agency is in effect

saying the standard of practice is “to do QA.”

Several techniques used in O.R. quality assurance
can set the stage for liability. Indeed, some are
imposed, not be hospital practice, but by provincial
legislation,

For example, under Ontario legislation ! anaes-
thetists must do a pre-operative history and document
relevant information. At the procedural level in
many agencies, the net effect is that prior to surgery,
OR supervisors or nurses will “check” to see that this
task has been completed. The failure to report defi-
ciencies in pre-operative charting identified in a
mandatory nursing QA audit whichresults in foresee-
able harm to a patient would be the basis for liability.

The agency will be held accountable because its
agents - nursing staff - failed to abide by recognized
standards of practice. Health facilities feel obliged
to provide for the well-being of patients. In many
cases they see themselves fulfilling their mandate by
utilizing nurses as “watchdogs” to make certain that
patients do not receive anaesthesia until appropriate
pre-operative measures have been completed. When
nurses as the intermediaries designated to “screen
out” incomplete pre-operative anaesthesia fail in
their intercept function with resulting patient injury,
the stage is set for liability.

Aside from legislated requirements, many hospi-
tals impose their own quality assurance care stan-
dards. Examples include the following:

1. Pre-operative teaching sessions.

Prior to surgery nurses evaluate patient under-
standing of the intended procedure. They also “edu-
cate” patients about pre-operative and post-operative
measures. This includes N.P.O. orders, prepping,
post-operative support measures, discomfort levels,
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