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Laser Surgery

redentialing
(in laser surgery)

By V. Cecil Wright. M.D. and Mary Ann Riopelle. B.A.

The success of a laser program, like that of any
multidisciplinary project, depends on co-operation
among many individuals and institutional depart-
ments. Consistent monitoring of the function of the
entire laser program, done by the laser committee,
and strict adherence to safety requirements by all
involved staff will make the program a source of pride
for the institution and ensure state-of-the-art care.

The most significant limitations of laser proce-
dures are not necessarily those of the technology it-
self, but those related to the knowledge and skill of
the practitioners utilizing the equipment, and that of
the support staff.

A crucial issue is the credentialing of nurses and
physicians who participate in the program. This cre-
dentialing process is usually administered by the las-
er committee. (See "Laser Committee" next page)

The ultimate authority and responsibility for a-
warding medical staff privileges, including laser
privileges, rests with the governing body of the in-
stitution. Each institution, however, will have its
own unique requirements for obtaining privileges
and pathways for obtaining them.

Laser nurse requirements

Generally, the medical staff bylaws insist that a
physician applying for laser privileges provide evi-
dence that all required training has been obtained
and that the individual has competence to perform
procedures using lasers.

This also applies to laser nurses, who must have
evidence of special training before being assigned to
surgical laser cases.

Physicians requesting privileges to use lasers
should first meet all the standards of the particular
institution with respect to eligibility, special train-
ing, ethical character, judgement, etc.; and surgeons
should have interventional privileges before request-
ing laser interventional privileges.

For example, a gynecologist requesting privileg-
es for laser surgery of lower genital disease must
first (or also) have operative privileges for the proce-
dures. Likewise, ageneral surgeon wishing to ob-
tain privileges for laparoscopic YAG laser cholecys-
tectomy must have operative laparoscopic experi-
ence with that laser and privileges for conventional
cholecystectomy. Finally, the safe and effective use
of lasers, like other modalities, requires that the sur-
geon understand the disease as well as the particular
laser delivery system.

Training and privileges

An applicant for hospital or other institutional
privileges (such asa centre for a free-standing end-
oscopy unit), should be familiar with the pertinent
contemporary literature and should have completed
a basic laser training course. The course must have
covered the principles of lasers, including physics,
properties of the laser beam, the calculation and sur-
gical importance of power density, physiological
effects and hazards of the various wavelengths,
safety precautions and the indications and surgical
techniques appropriate to the specialty or sub-spe-
cialty. Specific and comprehensive course content
is recommended by the American Society for Laser
Medicine and Surgery. 1
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It is essential that an institution with an estab-
lished laser program, or one considering a program,
provide proper controls of laser activity in order to
minimize hazards and provide optimal care for sur-
gical laser patients. This is best accomplished by
instituting a laser committee which is responsible
for all laser activity within the institution. It could
be a sub-committee of the OR committee. The fol-
lowing members are usually recommended:
¢ the chief of surgery
* arepresentative of each sub-specialty with an

interest in lasers
° arepresentative from the dept. of anaesthesia
° arepresentative from administration
° an operating room supervisor
° an operating room nursing team leader
¢ the biomedical or clinical engineer
¢ the laser safety officer
¢ the medical director of the institution
¢ arepresentative from nursing administration

The laser committee: composition and responsibilities

The laser committee should be the ultimate au-
thority and responsible for the institutional laser
program. If laser credentialing is in their man-
date, it is this committee that usually administers
the credentialing process.

Laser committee members should be chosen
wisely. The chair-person should be the most know-
ledgeable regarding lasers, laser procedures and
their application.

This committee should routinely meet to discuss
any problems that have occurred or are expected to
occur. It should review the progress of probation-
ary and fully credentialed surgeons and nurses
and evaluate new applications to the program.

The laser committee designates the laser safety
officer who is best qualified. The chief laser sur-
gery nurse or an alternate should be present at
each laser case. These individuals should be given
the authority to suspend, restrict or terminate a
laser procedure should any hazard arise. |

A basic laser course should consume at least
eight hours (as suggested by the American National
Standards Institute’s ANSI Standard for the Safe
Use of Lasersin Medical Institutions)2 of which
forty percent should be allocated to practical ses-
sions in which the novices use surgical laser systems
and their various delivery mechanisms (such as hys-
teroscope, microscope, bronchoscopic delivery
mechanisms or catheter or free-hand delivery mech-
anisms) on inanimate biological tissue models
which simulate human tissue types, and on anim-
als if appropriate and available.

Double this amount of time may be necessary to
cover the appropriate material and provide enough
time for each trainee to practice with instruments.

Concentrated training

Sometimes a basic course concentrates on one
wavelength and a limited range of applications, such
asa carbon dioxide laser course in which that laser
is utilized exclusively with colposcopy, or a der-
matology course in which free-hand use of the argon
laser constitutes the entire course content. In this
case, the minimum number of hours might be suffi-
cient. Subsequent courses covering different wave-

lengths or substantially different delivery systems
should require another six to ten hours, with the
majority of time allocated to hands-on sessions. For
any course, a small faculty-to-student ratio, in the
range of 1:3-5, is best.

Preceptorship training
It is recommended that the novice next spend time
with an expert in a clinical setting. Such training
opportunities are sometimes referred to as “precep-
torship training programs” or “observation periods.”
Many institutions require them after a basic course,
and the American Society of Laser Medicine and
Surgery rtecommends this type of clinical activity
in their “Standards of Training and Practice for
Physicians.” 3
In a couple of intensive days or even a more
prolonged visitation, the new laser surgeon can see
how an efficient clinical laser program functions,
including nurses in action, instrument set-ups,
operative techniques and patient positioning, meth-
ods for dealing with complications, protocols for di-
agnosis and follow-up, appropriate terminology and
methods for dictating the procedures and the laser
parameters utilized and seeing the safety guidelines
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put into practice. It is important that a variety of
cases in the particular specialty be observed and dis-
cussed with the expert and that documentation of
the nature and duration of the clinical training be
obtained by the novice.

Applying for privileges

At this point, the new laser surgeon should be
allowed to formally apply for privileges through the
established institutional channels. The instructions
for making application are usually included in the
policies and procedures manual for laser surgery.
This document should be obtainable from the laser
committee, the laser safety officer or from the oper-
ating room supervisor. No more than a year should
elapse between course and application, or between
preceptorship and application.

In most institutions these first privileges are proba-
tionary. They require that the novice be supervised
during the first several cases or for the first few
months by someone of the same discipline who is
locally available and experienced in the types of pro-
cedures the novice wants to perform. This enables
the novice to demonstrate his knowledge and skill
to the local authority and to benefit from the eval-
uation and commentary of the experienced surgeon.

During the first series of cases, the novice should
be required to conduct an audit of his or her laser
cases, recording in a prospective fashion the indica-
tions, treatment approach, treatment outcome and
quality of result, accidents, complications and their
management. A summary of this audit should be
presented to the laser committee at the end of the
probationary period when full privileges are sought
by the applicant. The committee can then evaluate
the results of the series, deliberate on the impres-
sions of the supervisor, determine whether compe-
tence is assured and award full privileges or recom-
mend correctional action if necessary.

Wavelength by wavelength

Because tissue effects, instruments, safety precau-
tions, technical difficulty, indications for laser, sur-
gical technique, and follow-up care can be radically
different between wavelengths, it is recommended
that physicians be credentialed one wavelength at a
time. A similar "sub-credentialing” could apply to
laser nurses. In some disciplines, such as gynecol-
ogy, it may be necessary to further subdivide by
delivery system, so that, for example, gynecologists

who are applying for privileges for carbon dioxide
laser surgery used through the colposcope for lower
genital disease will have different credentialing
criteria and prerequisites than those who want
privileges for laparoscopic use of the C02 laser. 4

Training

In lieu of extramural coursework, observation and
supervision, an applicant should be able to fulfill the
requirements during a residency program if that pro-
gram has organized instruction which includes di-
dactic and practical sessions incorporating the nec-
essary material. The same minimum number of hours
applies as for practicing physicians who take a basic
one or two day course. But because these require-
ments are not always met, the laser committee and
the institutional board must scrutinize the details of
the residency laser training program. Most impor-
tant is determining whether adequate training in
basic science and safety was provided and whether
the individual had didactic instruction in the re-
quired theoretical, safety and applications material.
It must be determined whether enough time was pro-
vided in practical sessions devoted to the surgical
techniques for the novice to understand the equip-
ment, develop hand-eye co-ordination and appreci-
ate the variation in tissue effects which can be
achieved by varying the laser settings. Too, it is
important for the committee to know the amount of
time devoted to observation of cases and the num-
ber and variety of cases.

Finally, the committee should learn the details of
any actual clinical cases performed by the applicant
during the residency program and the outcome of
those cases. Weakness in the residency laser pro-
gram should cause the laser committee to require
another course, a preceptorship program or super-
visory period. '

Quality assurance

The laser committee should keep track of physi-
cians in the program who have been granted full
privileges to ensure that an adequate number of
casesisroutinely performed for the surgeon tomain-
tain expertise and that outcomes are satisfactory.
Periodic updating in indications, techniques, safety
precautions and results of laser surgery is highly
recommended. This updating can be accomplished
by attending stand-alone extramural or institution-
al courses, advanced training programs or updates
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by participating in the scientific sessions of rel-
evant medical societies.

New instruments and delivery mechanisms, dif-
ferent wavelengths and improved techniques can
render older methods and devices obsolete or prove
them hazardous. Keeping up with this highly
technical and challenging field of medicine re-
quires even more continuing education than the al-
ready complicated and challenging surgical spec-
ialties. But the ultimate goal, for physicians, nurses
and institutions, as aresult of training and practical
standards, is safe and effective patient care.

Some surgical laser committees may require
documentation of continuing education from those
with full privileges. Certificates describing the pro-

gram, listing the faculty and specifying the number
of hours of didactic training and of hands-on ses-
sions can be used for maintenance of privileges.

Extending privileges and certification

A significant change in wavelength, indication or
delivery system should require further training and
another application for laser privileges. For ex-
ample, the laparoscopist who is routinely using the
C0O2, would be required to provide evidence of train-
ing in hysteroscopic Nd:YAG laser photoablation
before privileges would be granted for this surgery.

At present, there isno widely accepted standard
for credentialing laser surgeons or certifying exper-

It is impractical for all operating room nurses to
become involved with laser surgery because of the
expertise and constant practice which are required.
Only those nurses who show keen interest and
can be expected to maintain this interest should be
considered for training.

The registered operating room nurse must com-
plete a recognized post-graduate course on laser
surgery to be certified. The course should cover
basic laser physics, optics, instrumentation, safety,
hands-on practical sessions with the instruments,
operating room set-ups and the procedures for
which the laser(s) will be used.

The laser nurse must demonstrate competence in
the practical use of the equipment and the setting
up of the surgical suite. An examination pertaining
to the laser application the nurse is expected to
encounter is useful for credentialing as well. The
chief laser functions of a laser nurse can include
the following:

1. Assist the laser committee in setting up the laser
surgery program.

2. Assembling the surgical instruments and auxil-
iary equipment required for the procedures.

3. Obtaining and maintaining the necessary safety
equipment.

4. Assuring thatall safety precautions are adhered
to during the performance of laser surgery and
between laser cases.

5. Provide training and supervision to novices.

The laser nurse - areas of responsibility

6. Assure that all personnel in the operating room
are fully trained and credentialed for the pro-
cedure by the laser committee.

7. Contribute to the developmentof a laser nurs-
ing manual for the institution.

8. Discuss with the laser safety committee chair-
person any problems or potential problems re-
garding scheduling of cases, concerns of staff

or patients, equipment, etc.

9. Maintain adialogue with the laser surgeon
during surgery to confirm his/her commands
regarding exposure and power and activat-
ing and de-activating the laser.

It must be recognized that surgical techniques
which are used in laser surgery vary from laser to
laser, from procedure to procedure and from deliv-
ery system to delivery system. Therefore, consid-
erable nursing training is required for all nurses to
be familiar with all equipment and procedures per-
taining to all laser devices.

The routine maintenance of lasers, laser accesso-
ries and equipment is usually the responsibility of
nurses and biomedical engineers. It is essential that
all those caring for the instruments attend the
manufacturer’s in-service training sessions which
should include areview of the following: the mecha-
nism of action of the particular laser and its clinical
applications, provide detailed instruction on the
instrument’s operations and maintenance, and thor-
ough discussions on applicable safety precautions.
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tise. There is, however, an examining board, called
the American Board of Laser Surgery, which was
formed in 1985 in the United States to administer
an examination to laser surgeons to determine their
knowledge of the basic science and safety of lasers
and of laser techniques in their particular surgical
specialty.

This board was formed in response to numerous
requests from hospitals for assistance in the creden-
tialing process. This examination, plus the recom-
mendations for course content and standards of
training and practice of the American Society of
Laser Medicine and Surgery, may ultimately con-
tribute to uniformity in institutional laser credential-
ing in North America.

The American Board of Laser Surgery is not at
present accredited by the American Board of Med-
ical Specialties. It is not known whether passing the
two-part exam will someday be required by institu-
tions, and, of course, the board can test for knowl-
edge, butnot for surgical skill. Nevertheless, pass-
ing the exam is further evidence of significant com-
mitment and accomplishment by the individual las-
er surgeon.

In Canada, Health and Welfare Canada, the Ca-
nadian Standards Association and the College of
Physicians and Surgeons of Canada are all work-
ing on their own standards of training and practice
for safe use of lasers in health care facilities.

Laser nurses

During laser procedures which require nursing
assistance, atleast one nurse must be fully trained
and “credentialed” or “certified.” Special expertise
and constant practice with the instruments and safety
precautions are required of nurses in the laser envi-
ronment.5 Not every operating room nurse needs to
be trained as a laser nurse, but those who are inter-
ested should be selected for the laser team. The
nurses selected should complete a basic laser course
designed for nurses and it should incorporate di-
dactic sessions on basic science and safety of the
same calibre and depth as for physicians. The course
should also review all wavelengths and applications
likely to be performed in the institution, as well as
the types and special care and handling of instru-
ments and laser accessories.

Surgical approach, room set-ups including drap-
ing and patient positioning, proper operation of
evacuation systems, developing policies and proce-
dures and establishment and administration of a

laser program should be part of the course.

A hands-on workshop-type session is valuable
for learning the couplings of lasers to laser delivery
systems and for allowing the nurses to operate the
lasers and practice setting the control panel in re-
sponse to commands.

Manufacturers' inservice sessions
Instruction in troubleshooting is also a necessity.
In-service sessions arranged by manufacturers or
distributors are necessary for technical orientation
but do not replace the didactic and practical basic
training program.

The American Society of Laser Medicine and
Surgery’s Nursing Section is developing standards
of training and practice for nurses for lasers in
surgery and medicine. The final document, expect-
ed to be presented to the American Board of Laser
Surgery in 1991, should be a valuable resource.

Naturally, as the laser program develops and ap-
plications are expanded, nursing staff should be pre-
pared for different procedures with additional train-
ing programs, including practical sessions, espe-
cially when delivery mechanisms or wavelengths
change, or when new applications are developed.
Nurses are important members of the laser surgical
team and the laser program. The orientation of
nurses, their training and continuing education
needs should not be neglected. =
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Laser Safety

Laser medical
surveillance

A program for operating room nurses working with lasers

By Mary Knight Kubasiewicz, R.N., M.N.

In the spring of 1990, the Riverside Hospital of
Ottawa acquired a carbon dioxide (CO2) laser for
use in the operating room. The facility is a 274-bed
active treatment community hospital, and the pur-
chase marked this hospital’s maiden voyage into
laser surgery.

As nurses operating the laser became aware of
issues related to the safe use of lasers, it was decided
to develop a policy which would outline a medical
surveillance program for hospital personnel in-
volved in the care of patients undergoing laser
surgery. Because Canadian standards on the safe
use of lasers are currently in the final stages of de-
velopment by the Canadian Standards Association,
the following American resources were used:

* American National Standards for the Safe Use of
Lasers (ANSI Z136.1 - 1986);

* American Standard for the Safe Use of Lasers in
Health Care Facilities (ANSI Z136.3 - 1988); and,

* Recommended Practices: Laser Safety in the

Practice Setting (A.O.R.N., 1989).

Generally speaking, the focus of medical surveil-
lance programs is to assess exposure to a specific
agent or hazard. With CO2 lasers, the potential
hazards for operating room personnel are eye and
skin exposure. There are three purposes for conduct-
ing a surveillance program:

Literature review
(See references - page 13)

To round out the prospective provided by the
above resources, a literature review was done. In
1977, an American study was reported which ex-
amined the results of over 800 medical surveillance
ocular examinations on microwave and laser work-
ers (Hathaway et al, 1977). The study found no evi-
dence of effects that could be attributed to work with

12 Canadian Operating Room Nursing Journal, November/December, 1990

either laser or microwave radiation. It was conclud-
ed that periodic medical surveillance should be lim-
ited to pre-assignment, post-accident exposure and
employee-termination eye examinations.

A British study found that safety measures adop-
ted in laser laboratories have led to a degree of con-
tainment and control (of the laser) which makes the
routine ophthalmological surveillance of laser work-
ers unnecessary (Friedmann, 1978).

However, the author points out that from the med-
ico-legal point of view, there may be some advan-
tage in requiring all new recruits to laser work to
have a pre-employment ophthalmological exam.

More recently, Wolbarsht and Landers (1985)
suggest that surveillance done before exposure to
specific ocular hazards may be best accomplished
with a battery of tests of specific visual functions.
They also indicate that the major medical and leg-
al consideration is the detection of retinal changes
which cause disturbances of visual functions.

An article by Hildebrand (1990) outlines a sample
program for medical surveillance of health care
personnel using lasers in surgery. Ball (1990)
recommends following the ANSI Standards (ANSI,
1986 & 1988), and also provides a sample policy and
procedure for implementation. The reasons for an
ocular surveillance program, as well as the realities
of implementation are discussed in a recent article
(“Baseline Eye Exams,” 1990).

Policy and procedure

On the following page, the box represents the
final draft of the policy and procedure developed at
the Riverside Hospital of Ottawa. The policy was
developed utilizing the American standards and
Ball’s example (1990). At the present time, initial
eye examinations are being arranged with an oph-
thalmologist at the Riverside Hospital facility. m
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Surgical reports show that sponges left
in patients are grossly underestimated

The number of retained surgical sponges following
laparotomies, despite precautions, is grossly under-
estimated, according to Dr. William Rappaport and

' Dr. Kevin Haynes, surgeons at the Arizona Health
Sciences Center, in a report in Archives of Surgery.
They report treating four patients in the span of ten
years with locked-in intra-abdominal compresses.
Surgical notes for two of the patients show that
two separate operating crews in both cases did
sponge counts because of shift changes. In both
cases, sponge count figures were reported as correct.
However, the counts were done while the fascia
were being shut with abdominal pads to facilitate

RNs - OPERATING ROOM

sponge counts were
made after occlusions.
Citing a report of
the number of foreign
bodies left in intra-ab-
dominal surgical pa- A
tients, the doctors noted
that the ratio was one
per 1000 to 1500. An- CAREER
otherstudy cited found | N
that half of retained
sponges went undetec- N U RS I N G
ted for five years or
more after surgery.

To correct the sponge “l chose nursing at
matter, Rappaport and Vancouver General
Haynes stress preven- Hospital because |
tion. They suggest that wanted a career,
surgeons explore the not a job.”
abdomen to ensure that '
every pad is removed. If you are looking for a career in OPERATING ROOM nursing, the Vancouver
“This is especially im- General Hospital Division of Nursing is looking for Registered Nurses like you.

portant when pads are Positions currently available are FULL-TIME and PART-TIME on the following
units:

placed away from the

" OPERATING ROOM ¢ SURGICAL DAY CARE
area operated on.

PREVIOUS O.R. EXPERIENCE OR POST GRADUATE COURSE ESSENTIAL.

For more information call:

Radiopaque
! They also mention Jean MacPhail, Senior Staffing Officer:
. . 1-800-565-1727
that in a shift change, Vancouver General Hospital
the new personnel 855 West 12th Avenue

should make two Vancouver, B.C. V5Z 1M9
counts, and suggested

that only sponges with Vgncouve( ,GeneraI'HospitaI
radiopaque markers be British Columbia’s Health Sciences Centre

used. [ ]
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Laser Research

Clinical laser therapy
and
pain management

Various techniques are being studied as an option
to conventional treatments for chronic pain: acu-
puncture, hypnosis, wholistic medicine concepts, etc.

Laser therapy is another alternative, and re-
searchers are currently investigating this medium as
a viable means of pain management.

In the following article, edited for publication from
the Journal of Clinical Laser Medicine and Surgery,
June, 1990, by John Lauerman and Robyn Rosen-
baum, current research into lasers and pain control is
reviewed.

Anumber of researchers are currently engaged
in groundbreaking studies that may yield previously
unknown applications for the laser in the area of
pain control. Their research may even provide
basic information about the nature of the nervous
system as they hunt for information on the laser-
neuron interaction.

Selective neuron distruction

Laser applications in the nervous system have
been confined to cutting and vaporizing with the
CO2 laser and the coagulation of blood vessels with
the Nd:YAG laser. These are considered high-tem-
perature lasers, and are normally used for their ability
to obliterate tissue and thus destroy malignancies
and malformations.

Research is currently underway, however, to see
how these and other lasers interact with neurons.
These researchers hope that lasers can be used to
selectively destroy pain-sensitive neurons, thereby
combating certain intractable pain syndromes that
have proven resistant to almost all conventional
methods of treatment.
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Conditions that can result in continuous pain are
back pain, causalgia (pain due tonerve fibre injury),
phantom limb pain that persist in nerves emanating
from amputated limbs, stump neuromas, pain from
tics, and from various types of cancer. Pain can
also result from lesions of the somatosensory path-
ways in the spinal cord, brainstem, and thalamus.

Conventional methods

Several conventional methods are currently em-
ployed in treating these various pain syndromes.
Rhizotomy, or the cutting of the spinal nerve roots
to deactivate the troublesome nerve, is one such
method. However, this procedure can result in loss
of important and healthy functioning nerve tissue.

Other widely used methods include transcuta-
neous electrical nerve stimulation (TENS) - in which
nerves are electrically stimulated - and the admini-
stration of analgesics. Both these methods are ad-
dictive, with TENS possibly even contributing to
a patient’s pain in the long run.

Selective photothermolysis

Because of the need for a more satisfactory meth-
od for treating chronic pain, researchers have direct-
ed their lasers at the problem. Originally, two med-
ical researchers at the Harvard Medical School, Dr.
John Parrish and Dr. Ron-Anderson, developed the
idea of destroying melanin-containing cells and

micro-vessels using selective photothermolysis.
They discovered that the tunable-dye laser could
be focused specifically on the red blood cells inside
enlarged blood vessels. So focused was the laser

4

that the tissue between the blood vessel and the
surface of the skin was left intact.

It was the selectivity of the tunable-dye laser and
the Anderson-Parrish research that inspired a profes-
sor of neurology at Harvard, Dr. Jeffrey Macklis, to
apply their experimentation to pain neurons.

Dr. Macklis considered it an interesting idea to
see if chromophores (molecules designed to absorb
specific colour bands) could be put into selective
populations of neurons by having certain kinds of
nervous system cells actively store these molecules.

Dr. Macklin’s inspiration was successful to the
degree that he and associate, Dr. Roger Madison of
Duke University, were able to induce brain and pe-
ripheral nervous system cells to selectively store
chromophores in vitro.

Pain neurons labelled

Presently, Dr. Macklis is attempting to optimize
the characteristics of both the tunable-dye laser and
the chromophores he has been working with to
selectively destroy only pain-sensitive neurons.

Using a recently developed delivery system that
labels pain neurons with chlorin €6, he hopes to
photothermalize only the selected pain cells.

Laser tissue interaction, selective neuron target-
ing and injury are being studied using live mice as
the first experimental model. Chlorin e6 and a fluo-
rescent label will be injected into the mice, after
which the rate, level and specificity of the uptake of
chromophores into small-diameter pain neurons will
be assessed biologically.

Impairing the synaptic function

Other experiments using the laser in pain control
involve the effects of the Q-switched Nd:YAG laser
on various nerve fibres. It appears that the laser can
induce preferential impairment of synaptic function
in small afferent fibres of dorsal horn cells in the
spinal cord and slow-conducting nerves in dorsal
roots and peripheral nerves.

Studies have shown that the ‘laser impairs small
neural conduction and molecular transport in small
sensory nerve fibres, as opposed to fast-conducting
fibres. The use of the laser on slow-conducting
fibres could prove to have important clinical appli-
cations. For instance, pain management, according
to Dr. William Rymer of the Chicago Institute of
Neurosurgery and Neurological Research, is at its
greatest just below the surface of the spinal cord.
The laser must be able to affect only those path-

ways involved in pain transmission.

Patients with unrelenting pain from cancer or a
tic normally would have to go through a surgical
lesion of the spinal cord. Here, you run the risk of
damaging pathways that might still be useful to the
patient. However, Dr. Rymer says, “with the laser,
you might beable to interrupt synaptic transmis-
sion without actually cutting the spinal cord.”

This kind of pain control research may lead to a
new means of laser therapy - a more focused, less
invasive form of treatment for chronic, and in some
cases acute, pain. Depending on the nature of the
ailment and the status of the patient, laser therapy
may be viable in a number of illnesses. With success-
ful application of laser therapy, pain syndromes
that have been labelled “intractable” may perhaps .
become labelled “temporary.” |

World's first stethoscope - a child's toy!

One of the most ubiquitous medical instruments
is the stethoscope. Almost everyone can recognize
one. But, would you recognize the first stethoscope
in medical history? Probably not, unless you were
in a Paris park on the afternoon of July 16, 1816.

Napoleon and his armies were playing their games
around Europe, and so were a group of children in a
Paris park the afternoon that Dr. Rene Laennec,
Napoleon’s personal physician, visited the park dur-
ing lunch break and observed the children playing
excitedly with a piece of hollowed-out wood.

In reply to his question about what was so im-
potant and exciting about the piece of wood,
Laennec was told to sit down. One end of the hol- -
low wood was put to his ear. At the other end, one
of the boys made a slight scratching noise and the
doctor suddenly heard a very loud noise in his ear.

Becoming deadly serious, he rushed back to the
hospital which he operated, made a simple card-
board tube and shouted to his assistants that he had
a device that would revolutionize medicine.

He headed for a patient with blue lips, diagnosed
as having heart disease, pulled up his night shirt,
placed the cardboard tube against the area of the
heart and put his ear to the other end.

He seemed to become transfigured as he called his
oldest assistant to him and asked him what he could
hear. The answer defined that which was of essential
importance for auscultation (listening).

“Quite strange, I hear heart beats. I can loudly
hear heart beats through this silly thing! My God,
what an invention!” And the stethoscope was born.
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® minimum strain on the patient
® short convalescence
® reduced costs

“NEW TECHNIQUE AND
INSTRUMENTATION FOR 1991 REQUIRES
ONLY 6 INSTRUMENTS AND A 20mm
DIALATION SYSTEM FOR EXTRACTING
THE GALLBLADDER.”

For further information regarding
Technique, Instrumentation and Video
Documentation, Please Contact:
ULTRAMED
50 Steeles Ave E., Suite 15, Milton, Ontario L9T 4W9
(416) 878-4400

General Surgery

Laparoscopic
cholecystectomy

By Sharon Gabriel, R.N., B.Sc.N.

Laparoscopy has been a diagnostic and treatment
technique successfully used by gynecologists for
more than 30 years.*® With recent technical ad-
vances in equipment, general surgeons have devel-
oped laparoscopic techniques for the diagnosis and
treatment of appendicitis and gall bladder disease.
Laparoscopic cholecystectomy was introduced at Mt.
Sinai Hospital in Toronto in July, 1990, the first
time this type of surgery was performed in Toronto.

Traditional cholecystectomy

Traditional cholecystectomy is major abdominal
surgery. Postoperatively, the patient requires medi-
cation for the treatment of pain, potentially suffers
from ileus, is hospitalized for up to seven days, and
has a six week recuperation at home. This traditional
gall bladder procedure has the risks of major sur-
gery, anaesthesia and involves a considerable
investment for the patient in terms of time and loss
of income. For the hospital, there is the equal com-
mitment of time and money.

Laparoscopic cholecystectomy, a surgical proce-
dure reported in the United States by Dr. Reddick,
et al in 1989, is reducing the time of hospitali-
zation between 24-48 hours, with a recovery period
of two weeks. ®4579 There is considerably less pain
with the laparoscopic procedure due to the small
incisions (1 to3 cm in size) anda decreased potential
for ileus. Left shoulder pain, acommon complaint
of patients undergoing laparoscopic procedures, can
be controlled through oral medication and heat

applied to the shoulder.® Cosmetically, the small
incisions are much more pleasing to the patient
than the traditional longer abdominal incision.®

Anatomy and physiology

The gall bladder is a small muscular sac attached
to the underside of the right lobe of the liver. It is
a storehouse for bile, secreted in the liver and
transported via the hepatic duct. Bile, essential to
the metabolism of carbohydrates, proteins and fats,
is released from the gall bladder when food is
ingested. The gall bladder contracts and secretes
bile through the cystic duct into the common bile
duct and reaches the duodenum via the sphincter
of Oddi.®® (See Figure 1 following page)
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Indications for cholecystectomy, the removal of
the gall bladder, are the formation of stones (chole-
lithiasis) and the symptoms of acute or chronic infec-
tion (cholecystitis). Cholelithiasis, the production of
stones, can obstruct the common bile duct, resulting
in jaundice. Patients with cholecystitis may present
with symptoms of an acute infection, requiring im-

Figure 1
Digestive System
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mediate surgical intervention or chronic infection,
resulting in surgery when symptoms improve.®

Preoperative assessment
Candidates for this procedure are selected accord-
ing to strict criteria. Patients should be relatively
healthy and a candidate for general anesthesia. Con-
traindications are obesity, evidence of acute chole-
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cystitis, or the presence of multiple stones and jaun-
dice. Previous abdominal surgery is also a contra-
indication due the possibility of adhesions.® Only
30% of the patients requiring a cholecystectomy are
eligible for laparoscopic cholecystectomy.
Preoperative tests for laparoscopic surgery are
similar to those required for traditional cholecystec-
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tomy. A full blood work up is required including a
complete blood count, prothrombin time and partial
thrombplastin time, electrolytes, random glucose,
creatinine, conjugated and unconjugated bilirubin.
Gamma Glutanyl Transferase (GGT), Alkaline
Phosphates (ALP), Aspartate Transaminase (AST)
and Alanine Transaminase (ALT) are done to test
liver function and the possibility of a stone ob-
structing the common bile duct.

A preoperative ultra sound of the gall bladder is
essential to assess the size of the gall bladder, the
presence of stones, and the size of the common bile
duct. An enlarged duct may indicate an obstruc-
tion, a contraindication for laparoscopic surgery.®

A cross and type for the two units of blood, routine:

urinalysis, chest x-ray and electrocardiogram com-
plete the preoperative investigation.

Preoperative teaching is essential. For Mount Sinai
Hospital this is a new procedure, and informed con-
sent includes the possibility of the surgery being
converted to the traditional laparotomy.

Patients must be educated to understand that post-
operative symptoms will be less severe and of a
different type, i.e., less abdominal pain but more
shoulder pain. Deep breathing and coughing is im-
portant as isearly mobilization. Due to the de-
crease in pain, this is easier for patients to achieve.

The surgeon, first introducing the procedure, in-
serviced the nurses on the surgical unit receiving the
patient. Recently, I have been approached by other
units, including recovery room, to set up multiple
inservices so that everyone can become familiar with
"bandaid gall bladder surgery."

Operating room preparation

Preopertively, the circulating nurse must check
the equipment required for this surgery in order to
promote patient safety and avoid intraoperative de-
lays due to equipment failure. The equipment con-
sists of two television screens, a camera that at-
taches to the telescope, an insufflator, a light source
and an electrosurgical unit.

At Mount Sinai, we use a specially designed insuf-
flator that has two delivery modes - one litre per
minute and automatic. The carbon dioxide tank must
be full, asup to 175 litres may be used atone time.
There is no reserve or internal tank on this insuf-
flator. Light is provided by a Xenon light source,
which must be checked for bulb potency. These
bulbs are very costly and should be changed by
biomedical engineering. The integrity of the camera
lens must be checked and the camera is white
balanced for color clarity. Two televisions are nec-
essary and are positioned in such a way that both
the surgeon and first assistant have a clear view of
a television screen. (See Figure 2)

At Mount Sinai Hospital, the insufflator, camara,
one television monitor and electrical surgical unit
(ESU) are positioned behind the primary surgeon, in
full view of the first assistant. The first assistant can

Anaesthesia
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Bovie
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Stand
with
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Figure 2
Operating Table
Room

Instrument

Preparation

visualize notonly the monitor, but also the insuf-
flator and ESU settings. It may be necessary to have
adaptors available for the ESU to facilitate the use
of a cauterizing instrument.®

Intraoperative procedure

Anaesthesia monitoring includes EKG, blood
pressure, and O2 saturation. The patient is anesthe-
tized, intubated, and the endotracheal tube secured.
A nasogastric tube is inserted to decompress the
stomach. A catheter is inserted to empty the bladder
and an electrosurgical grounding pad is applied.
The patient is placed in the supine position. A
sand bag is placed under the left scapula, which
rolls the liver to the right side and exposes the gall
bladder. The patient’s skin is prepared with beta-
dine, painted nipples to thigh, table edge to table
edge. Draping must be adequate to permit perform-
ance of a traditional cholecystectomy in case the la-

paroscopic procedure must be abandoned.
The telescope head is draped in a sterile covering
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late the gall bladder. A sleeve,
with the appearance of a
screw, helps to hold these tro-
cars in place and prevent slip-
page during instrument ma-
nipulation.

Mount Sinai Hospital is
currently using disposable Ver-
res needles and trocars. They
are believed to provide a con-
stant degree of sharpness. The
trocar has a safety sheathe
that protects the tip from punc-
turing nearby organs. The sur-
geon identifies, dissects and
isolates the cystic duct and ar-
tery. The duct and artery are
ligated with a clip.

7 An alternative method® of
. ligation is the use of endo-

Figure 3 - Instrumentation for laparoscopic cholecystectomy. Verres needle 100ps. The gall bladder is sep-

is shown at the far right. The next four instruments are trocars.

arated from the liver bed using

so that the circulating nurse may apply the camera
head. The light cable is attached to the telescope.
Connecting tubing is attached to the insufflator and
left for later attachment to a trocar. Electrosurgical
cables, one adapted for the cholecystectomy equip-
ment and one for a hand-held cautery, are secured
to the draping. Suction tubing and irrigation tubing
usually go to the head of the bed.

Instrumentation

The surgeon begins by inserting a Verres needle
in a onecm stab hole below the umbilicus. (See
Figure 3) A drop test is performed to assess that the
needle is in the abdomen.® The peritoneum is filled
with carbon dioxide at the rate of one litre per
minute up to six litres. The needle is removed and a
10 mm trocar is introduced. The telescope with the
attached camara head is introduced via the trocar
and used to inspect the abdomen.

Insufflation is maintained by switching the ma-
chine to automatic which maintains the abdominal
pressure at 12 to 14 mm Hg. An 11 mm trocar is
inserted under visualization in the mid line, two
finger breadths below the xyphoid. This portal is
used for the dissecting and cauterizing equipment.
Two 5 mm trocars are introduced in the mid cla-
vicular area and anterior axillary line through
which graspers can retract, expose, and manipu-

the ESU in the blend mode.
Before the final separation of the gall bladder from
the liver, the liver bed is inspected for bleeding. Co-
pious amounts of normal saline, delivered under
pressure, are used to irrigate the abdomen. If the
gall bladder proves to be large, an aspiration needle
may be introduced to decompress the gall bladder.
The gall bladder is then separated from the liver bed
and removed via the umbilical incision. The gall
bladder is held by grasping forceps while the tele-
scope is removed and reintroduced in the upper
incision. A grasper in the umbilical incision brings
the gall bladder to the abdominal wall where it is
easiest to remove through the single layer of fascia.
If stones are too large to permit removal of the gall
bladder sac, the incision may be extended 2cm
and stone forceps used to crush the stone and
remove fragments.“567

The abdomen is inspected for haemostasis. The
carbon dioxide is permitted to escape, the sheathes
are removed, and the incision is closed with 2-0
Prolene for peritoneum and fascia and 4-0 Dexon
in a subcuticular fashion for skin. The four small
incisions are dressed with 1/4" Steristripes.

Documentation is conducted in the usual manner.
Names of the surgeon, assistants, anaesthetists and
nurses, aswell as the names of other people present
in the OR for observation are recorded. The serial
number of the ESU is recorded as well as posi-
tioning, prepping solution, and comments. The pa-
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tient is then transferred to the post anaesthetic unit.
Recovery from anaesthesia is the same as for the
traditional cholecystectomy. The signs and symp-
toms observed are the same for any abdominal
surgery. The patient is returned to the surgical unit.
Currently, if the patient is the first surgical
candidate of the day, the patient is permitted clear
fluids in the late afternoon and ready for discharge
the following day by early afternoon.

Nursing implications

New procedures are a difficult time of adjust-
ment for both surgeons and nurses. The similarity
between gynecological laparoscopy and laparo-
scopic cholecystectomy makes instruments and
equipment somewhat similar. The supportand contin-
ued presence of detail representatives of various
companies has helped the leamning process of both
physicians and nurses. After eight of these proce-
dures and a technical inservice, the nursing staff is
now totally responsible for equipment set-up and
instruments. However, the sales representatives are
only a phone call away.

We are still discovering idiosyncrasies about
how the equipment works. We had been having
trouble deciding why the cautery cable, a single
pronged devise, would work only in certain rooms.
One circulating nurse new to this procedure pointed
out that there were two different models of ESU in
the rooms we use. For one unit, she pointed out, we
need an adaptor and, for another, wedonot. This
type of input helps all the nurses to better under-
stand the working of the equipment. In this process,
weare getting faster and more efficient, and feeling
more comfortable with set-up and equipment.®

As clinical instructor, I had been involved with
the first cholecystectomies performed in research
labs. Once in the operating room, the same nurses
were initially involved in the first half dozen
cases. This provided some continuity and stability
to the situation. After an inservice conducted for the
whole unit, new nurses are being rotated into the
room on a daily basis in order for all the nurses to
be introduced to and become comfortable with, the
new procedure. An inservice was also held for the
people responsible for the care and cleaning of the
equipment. Despite being familiar with the care and
cleaning of telescopes, there were a few issues that
were clarified, thus demonstrating the importanace
of constant review.

Currently, the surgeon is working with a variety

of instrumentation, which can change from case
to case as availability changes. This equipment is
currently so in demand that there is a six month
to one year back order situation. The disposable
equipmentis also in great demand and becoming
available from a variety of sources.

Conclusion
Laparoscopic cholecystectomy is a viable option
to traditional cholecystectomy for a select popula-
tion. The decrease in post operative pain and ileus,
and decrease in hospitalization and recovery time
make itan attractive alternative both to patients and
to hospitals in these times of limited resources. m
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Laser Surgery

Laser laparoscopic
cholecystectomy

In the “traditional” removal of a diseased
gallbladder (cholecystectomy), the required main
incision (a right upper quadrant incision) requires
that the patient, because of the pain associated, not
move or breathe deeply after the procedure. This
could complicate the recovery process if infection
or respiratory problems become evident,

The CO2, contact Nd:YAG, argon, and
frequency-doubled YAG lasers have been used to
excise the gall bladder. Because of the precision of
the laser, adjacent tissue damage is minimized. Post-
operative drains are removed earlier because there
is not as much drainage resulting from the laser’s
sealing effects. Recovery is similar to the convention-
al procedures except for reports of quicker recovery.

Laser laparoscopy
Recently the laser has been used through an oper-
ating laparoscope to excise the gall bladder. This less
invasive procedure is becoming more successful as
more refinements are being made. Laser laparo-
scopic cholecystectomy is beginning to gain more
attention and popularity.

The patient selection criteria must be followed
strictly to ensure the success of the procedure. The
patient must show documented stone formation in
the gallbladder, no evidence of common bile duct
disease or acute cholecystitis, and no previous ab-
dominal or pelvic surgery.

Danger of organ perforation
General anaesthesia is administered to the pat-
ient and a nasogastric tube and urinary catheter are
placed to decompress the stomach and bladder, re-
spectively. This action decreases the chance of or-

gan perforation during the laparoscopic procedure.

The patient is placed in the Trendelenburg posi-
tion (head down) to allow the organs to move towards
the chest. A small umbilical incision is made and
an insufflation needle inserted to fill the abdominal
cavity with CO2 gas. The needle is removed when
the insufflation appears to be adequate. A trocar and
sheath are inserted and the trocar removed to allow
introduction of the laparoscope through the sheath.
The light cord, video camera, suction, and insuffla-
tion hose are connected to the sheath or laparoscope.

The physician examines the pelvis and abdomen
and identifies landmarks for reference. Other stab
wounds are made at strategically placed positions
to allow for the passage of other necessary in-
strumentation during the procedure.

The patient is then placed in reverse Trendelen-
burg (feet down) to allow the transverse colon to
move away from the surgical field. Forceps and laser
energy are used to dissect any peritoneal attachments
or adhesions from around the cystic duct or artery.
These structures are doubly ligated and divided with
the laser energy.

Laser dissection

The gall bladder is grasped with tension used to
provide traction during the dissection from the liver
bed. A long needle is then inserted into the gall
bladder for decompression.

The laparoscope is then moved from the larger
umbilical port to another sideport. The gall blad-
deris grasped and then gently pulled through the
umbilical port sheath. ‘

If the presence of a large gall-stone prevents the
gall bladder from being removed through the
sheath, then the gallbladder can be pulled through
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the umbilical incision following sheath removal.
The liver bed is hemostatically coagulated with
laser energy and then irrigated with an antibiotic
solution. Before the completion of the procedure,
the abdomen is decompressed by gentle pressure to
. remove the insufflated gas. Many times a post-
operative drain is not needed. All skin incisions
are then closed in the traditional manner.
Post-operatively, the patient may experience
shoulder pain, especially if any of the insufflation
gas escapes into the properitoneal space. This can
be controlled with mild analgesics. Patients are
usually discharged on the first or second post-op-
erative day. Most will be able to return to unrestric-
ted work within one week following the procedure. -

Advantages
The laser offers distinct advantages over conven-
tional methods when used to remove the gall blad-
der through the laparoscope. Patients are able to be
discharged from the hospital sooner and return to
work more quickly, have an easier post-op course,
and have a better abdominal cosmetic appearance.

Disadvantages

The main disadvantage associated with laser
cholecystectomy is that the physician must become
a skilled laparoscopist. The potential complication of
accidentally impacting the intestine with the laser
energy must be avoided during the laparoscopic
procedure. Bleeding also is harder to control
through a laparoscope than it is through traditional
cholecystectomy techniques.

Conclusion
As the general surgeon becomes an expert in
laser endoscopy, less open or invasive procedures
will be required to incise or excise internal path-
ology. The laser will then become a valuable tool
and its true potential will be realized. [ |

Editor's Note...

The preceding article on laser cholecystectomy was
abridged from the publication "Lasers - The Perio-
perative Challenge" by Kay Ball, RN.,, B.S.N,,
M.S.A., formerly Administrative Director, Grant
Laser Center, Columbus, Ohio. Published by The
C.V. Mosby-Yearbook Company, Toronto, 1990.
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Laparoscopic Laser

Cholecystectomy

(A New Video)
By Christopher J. Daly, M.D.

This comprehensive video covers the instrumen-
tation for laparoscopy and the Nd:YAG laser, the
video requirements, the illumination system, the
operative set-up, safety precautions, surgical tech-
niques, anatomical variants which might be en-
countered, post-operative care of the patient and
the training of the surgical team.

This video, approximately 43 minutes, is avail-

able in VHS ($200.00) and U-matic ($235.00).

To order, contact:
Biomedical Communications
P.O. Box 224
Komoka, Ontario
NOL 1RO
(519) 471-0300 (Telephone or FAX)
U.S. orders: call (713) 224-7580 (phone or FAX)

- Maedical Laser
Instruction Materials

A training and refrence publication entitled “Bron-
choscopic Laser Resection Manual” is available. This
151-page, extensively illustrated new publication was
compiled from the contributions of a number of laser
medical/surgical experts.

Its contents include the Neodymium:YAG laser, tra-
cheo bronchial anatomy, preoperative investigative
findings, the physical requirements for a broncho-
scopic laser resection: the instrumentation, the staff
or surgical team and the premises. It also includes a
section on the techniques of safe laser surgery, and
cicatricial tracheostenosis.

For a copy of this new publication ($42.00 plus
$3.00 shipping/handling) or more details:

Biomedical Communications
P.O. Box 224
Komoka, Ontario
NOL 1RO
Telephone/FAX (519) 471-0300

Note: Biomedical Communications have anumber of

other educational materials on laser surgery that can be

enquired about:

* Books and training manuals on medical laser use

« Slide sets for teaching/self-instruction on lasers

* Teaching videos and self-instruction on medical/
surgical laser use

» Patient information pamphlets on medical lasers.

President's Message

What it takes to be a leader

Abasicfunctionof a goodleaderis to inspire people
to their best efforts. Leaders know what should be
done and how to get people to do it.

A personmay be a good manager but not necessarily
aleader. The manager will acceptresponsibility when
it's given - the leader will not only accept responsi-
bility but will take it when required.

Dwight D. Eisenhower described leadership as:

“the ability to get a person to do what you want him
to do , when you want it done, in a way you want it
done, because he wants to do it.”

What, in fact, is leadership? Leadership, according
to one point of view is: a) a function of “The Group™;
b) an interaction between people - not based on any
individual characteristic, but upon the relationships
between certain members and the others in a group.

A group exists only so long as it has a goal(s) and is
being relatively successful in moving towards its
goal(s).

“Leaders™ are those members who are “perceived”
by the other members of the group as being effective:

a) in setting up the group’s goals

b) in maintaining the group and moving it towards
its goals.

Since groups exist to satisfy the needs of members
ittherefore becomes the role of the one(s) perceived as
leader(s) to be effective in assisting the group and its
members to achieve these satisfactions. One thing has
to be made clear - the expectations of the group as to
the goal(s) and of the leaders.

Types of Leaders.

All groups have both; a) a task leaderand b) a social
or maintenance leader, (not social in the way of a
‘party’). Both types of leadership may be perceived to
come from the one leader, though this may notalways
be the case, in which case two leaders will emerge. It
is certain, however, that a group will find a leader for

both kinds of needs, or break down as an effective
group.

Leadership is dependent on effective communica-
tion between the leader(s) and the group.

Key Points to Good Leadership:

1. Respect the personal integrity of individuals

2.Recognize efforts and accomplishments of others

3. Know yourself

4. Encourage group participation and awaken
enthusiasm

5. Have a sense of humor

6. Have the ability to ‘get things done’ (a leader

doesn’t shy away from responsibility or hard
work; and doesn’t quit when faced with
unexpected obstacles)

7. A leader makes decisions, sometimes they turn
out right and sometimes they turn out wrong,
but either way the decision was made.

8. Ability to cooperate, be flexible, listen to others
The person with leadership responsibility might
ask:- What am I assuming about capabilities and

motives of people?

- What impact do I have upon others - how do they

react to my leadership?

- To what extent do I have confidence in, and feel

comfortable with myself?

- How willing am I to be open with, and listen to,

other people?

- To what extent do I check my impressions against

facts before reaching conclusions?

Phrases that leaders should use:

“Iadmit I made a mistake”; “You did a good job”;
“What is your opinion?”; “Thank you” and the one
most important word, “We”.

Iwish you alla very Merry Christmas, a prosperous,
healthy life, and career fulfillment for the coming new
year - 1991. Gloria Stephens, ORNAC President .
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Two Canadian OR nurses receive recognition

Heritage of Service
Award

The Alberta Association of Reg-
istered Nurses annually presents
the Heritage of Service Award to
nurses who have made a signifi-
cant contribution to nursing dur-
ing their careers.

In 1990 the recipient of this
Award was Margery Ensminger,
operating room nurse at the Med-
icine Hat Regional Hospital.

Margery's contributions to oper-
ating room nursing extend back
to 1958. She now specializes in
ophthalmic surgery and, because
of her expertise and extensive
knowledge of the field, is often
called upon as a resource person.

Avid promoter
Marg, cited as an outstanding
role model, isa strong believer
and promoter of standards of oper-
ating room nursing practice.

She has contributed to O.R. nur-
sing at the local, regional, pro-
vincial and national levels. She
has served as president of the O.R.
Nurses Association of Alberta, as
the official photographer for the

Operating Room Nurses Associa-
tion of Canada, and currently is
serving as secretary of the 12th
National Planning Committee re-
sponsible for the next National
ORNAC Conference scheduled
for Banff, Alberta next spring.

Achievement award

In 1988, Margery wasrecognized
by her community when she re-
ceived the "Women of Achieve-
ment Award” from the Medicine
Hat Business and Professional
Women's Club. Due to her partici-
pation at all levels of operating
room nursing activity, Marg is
well known for her commitment,
and respected by operating room
nurses throughout the country. m

Margery Ensminger

Award of Excellence
in Nursing Education

Every year at its Annual Dinner,
RNABC (the Registered Nurses
‘Association of British Columbia)
honour individual nurses for their
achievements in professional nur-
sing. The recipient of one of these
awards, the Award for Excellence
in Nursing Education for 1990,
went to Gloria Stephens, Operat-
ing Room Instructor and In-
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1 service Co-ordinator, St. Pauls

Hospital, Vancouver. Gloria has
also been actively involved with
the Operating Room Nurses Asso-
ciation of Canada. However, her
involvement in nursing education
goes back beyond her involve-
ment with ORNAC activities.

National standards
In 1974, she developed the cur-
riculum of the Post Graduate Oper-

Glrla S'tephwens

ating Room Nurses Program for
B.C. The quality of this program
is still recognized both provin-
cially and nationally. It was be-
cause of her work in this area that
she was chosen to head the com-
mittee to establish O.R. nursing
standards of practice for nurses
across Canada; and for the past
several years, she has been in-
strumental in promoting, writing
and publishing these national op-
erating room nursing standards.

Because of her reputation as an
educator, Gloria has been a fre-
quent speaker at conferences and
seminars at the local, national and
international level.

Founding member

She is a founding member of the
B.C. Operating Room Nurses
Group (1964), and served as its
president from 1972 to 1974. Cur-
rently, she is president of ORNAC.
Her contributions to nursing edu-
cation have won her several pro-
vincial and national awards:
1974: RNABC's Innovative Nurses
Award
1987: RNABC's Award of Excel-
lence - Nursing Practice;
1988: ORNAC's Isabelle Adams
Award for Excellence in Peri-
operative Nursing. |
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"Operating Room Nurse Day" gets
celebrated in ORs across Canada

On November 14, operating room nurses from
across Canada marked the first ever official “Oper-
ating Room Nurse Day.” Recognized, sanctioned and
promoted by the Operating Room Nurses Associa-
tion of Canada, this one day was set aside to give
recognition to perioperative nursing in Canada.

On this day, the public as well as other health care
professionals were invited beyond the “sterile door”
to view perioperative nurses in action and examine
the highly technical equipment the OR nurse of
today is required to understand and maintain, This
special day was commemorated with posters, dis-
plays and demonstrations in ORs across Canada.

Misconceptions

Gloria Stephens, President of ORNAC explained
that people tend to believe that OR nurses just pass
instruments to physicians. This and other miscon-
ceptions the public and other health care professions
have of today's operating room nurse needs to be
corrected. “OR nurses have the responsibility to
change the erroneous perception that they do not

participate in real patient care,” Stephens said.
“There’s a lot of versatility in the area of peri-
operative nursing, and that’s why there is such a low
turnover rate in OR nursing... It’s a very rewarding
field, and with the "Operating Room Nurse Day,"
we were able to demonstrate this.” u
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Organizers putting finishing touches to
Banff National OR Nurses Conference

Next year, from May 12 to 17, at the Banff
Springs Hotel, operating room nurses from across
Canada will be gathering for the 12th National
Conference of Operating Room Nurses.

The theme for the 1991 version of the conference
will be “Moving Mountains.” However, two timely
sub-themes will be added (1) “Mastering Skills,”
and (2), “Maturing Professionally.”

At the beginning of the last decade, the Operating
Room Nurses Association of Canada came into ex-
istence. The association grew, evolved and flour-
ished. It became a viable and constructive national
entity for operating room nurses across Canada.

Now, as the organizers point out in the 1991 logo,
“it’s time for the association and its membership to
mature professionally and become more masterful
in the pursuit of the necessary skills and objectives
required to meet the challenges of the 90s.”

Details of the 12th National Conference will be
appearing in future issues. In the meantime, oper-
ating room nurse delegates and prospective exhibitors
wishing information can contact:

For Delegate Registration:
Carol Rolfe, Registration Chairman
Banff *91, Box 8218
Edmonton, Alberta T6H 4P1 (403) 343-2519

Exhibitors contact:
Muriel Shewchuk
Operating Room, Foothills General Hospital
1403 - 29 Street N.W., Calgary, Alberta T2N 2T9




ST. MICHAEL'S

HOSPITAL
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

PACU NURSES

Dealing with variety of cases, from out-patients to post-operative trauma patients,
you will benefit from our progressive, participative approach. You'll expand your
knowledge and develop your skills in this 25-bed unit which offers:

* educational opportunities for staff development

* on-going computerization for the patient care module

* opportunities for collaborative research with the Department of Anaesthesia
* attractive working hours and minimal on-call responsibilities

Ifyou 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, Ontarioc M5B 1W8.

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

Laser safety update...

¢ Lasers when not in use

¢ Side shields and ventilation slits

* Designer eyeglasses and laser safety

* Soft contact lenses and laser safety

The Occupational Safety and
Health Administration (OSHA) in
the United States, which sets the
regulations for medical/surgical
laser safety in the United States,
recently cited and fined a hospital
for laser safety violations.

Although there have been no
recently documented laser safety
violations in Canadian hospitals,
in the United States, OSHA has
sent a clear message to hospitals
that any laser safety infractions
are to be considered a serious
problem.

Staff complaints

The hospital in question came
to the attention of OSHA officials
when they got wind of nursing
staff complaints about the laser
plume. Measurements of formal-
dehyde and cyanide levels within
nurses’ breathing zones turned up
negative. This was the gist of the
original complaint.

However, OSHA officials be-
gan looking at other elements of
the hospital’s laser program. The
violations they found are of sig-
nificance to laser safety commit-
tees everywhere.

Violation #1

This violation concemed the
variable wattage CO2 laser in a
particular operating room. It was
found that nurses and anaesthet-
ists were exposed to burns of the

eye and skin due to inadvertent
activation of the laser's electrical
control system.

OSHA recommended that by
locking-out the electrical control
panel and removing the key when
the laseris notin use is a feasible
and useful method to control the
hazard.

In this violation, the starting
key was left in the laser when the
unit was not being used, thereby
increasing the possibility that staff
members could turn on the laser
accidentally and without their
knowledge.

Even though the laser checklist
at the hospital in question did in-
clude a step for removal of the
key, it was not done.

Fine for infraction: $300.

Violation #2

During surgical laser proce-
dures, some nurses wore correc-
tive eyeglasses and did not attach
protective side shields. They were
thus potentially exposing their
eyes to direct exposure to the
laser beam.

Ventilation slits

Also, the laser-specific protec-
tive eye wear provided to the laser
staff in this O.R. had side shields
with built-in ventilation slits.
These slits are another potential
entry point for the laser beam.

According to OSHA, the above
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safety problems could be recti-
fied by providing eye wear which
“has adequate lenses and side
shields to protect employees’ eyes
from inadvertent exposure to the
laser beam.”

Again, the hospital in question
did provide laser goggles and side
shields that were acceptable by
OSHA standards. The problem
centred around nurses who wore
corrective eyeglasses during sur-
gery. Side panels were made avail-
able to them.

Designer eyeglasses

However, the side panels that
were purchased for the laser staff
did not fit designer glasses, which
some nurses wore.

OSHA'’s response: they don’t
care what the nurses wear - full
goggles or side shields - as long as
they wear something that ade-
quately protects them from the
laser. Fine for infraction: $650.

Soft contact lenses

Not mentioned by OSHA in its
laser safety citations to the hospi-
tal, but recommended to the hospi-
tal; was that nurses be prohibited
from wearing soft contact lenses
during laser surgery.

According to the National As-
sociation for the Blind (in Canada
the Canadian National Institute
for the Blind - CNIB), the soft
lenses, because they are porous,
are prone to absorb hazardous air-
borne chemicals that have been
identified in the laser plume. ™

Edited for publication from Clinical
Laser Monthly, May, 1990
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Lasers in plastic surgery not necessarily more
advantageous than traditional surgery

It isn’t necessarily easier to re-
cover from cosmetic plastic sur-
gery when it is performed with
lasers than by traditional proce-
dures, and the American Society
of Plastic and Reconstructive Sur-
gery (ASPRS) recently issued a
position statement to set the re-
cord straight.

Fewer side effects
Recent claims, especially in the
U.S., that lasers cut down on the
side effects associated with cos-
metic surgery should be viewed
with skepticism, the ASPRS state-
ment warns.

In fact, therisk of pain, swelling,
bruising and other side effects may
actually be greater for those who
go under the laser versus the knife,
according to the ASPRS position
statement.

The statement also warns that
laser procedures, in cosmetic plas-
tic surgery, may cause more tissue
damage than a scalpel - and it can
take up to 25% longer to perform.

“No surgery, no matter what
the technology used, can elimi-
nate all side effects and possible
complications, ” Dr. Joel Noe,
professor of plastic and recon-

structive surgery at Harvard Med-
ical School said in the statement.
“Lasers have their own potential
set of risks and trade offs, includ-
ing high cost,” said Dr. David
Apfelberg, past president of the
Association. “It is the philosophy
of the association that new tech-
nology such as lasers should not
be widely used until properly con-
ducted studies have shown it to be
an improvement over standard
techniques for a given procedure.”
In a recent study quoted in the
statement, blepharoplasty (plastic
surgery on the eyelid) was per-
formedin ten patients using a las-
er on one eye and conventional
surgical technique on the other.
One hour after surgery, an inde-
pendent clinical observer was un-
able to detect any difference be-
tween the scalpel-performed op-
eration and the laser-performed
one in any of the patients.

Observable differences

Also, the patients in the study,
none of whom were told which
eye received laser treatment, re-
ported little if any difference in
pain, swelling, bruising or scar
appearance. ™

When feasible, endotracheal tubes in laser sur-
gery should be avoided due to safety factors

There is no such thing as an
endotracheal tube that is safe for
use with all types of lasers. This
is the contention of Dr. Marvin
Fried, an otolaryngologist at Har-
vard Medical School in Boston.

Speaking at the annual meeting
of the American Academy of Oto-
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laryngology-Head and Neck Sur-
gery meeting in New Orleans re-
cently, Fried said there was noth-
ing more catastrophic than a de-
vice in the airway that ignites.
While the use of an endotracheal
tube can often be avoided during
laser surgery, Dr. Fried said “there
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are times when you can’t get a-
round the issue, as when general
anaesthetic is being used.”

The central point made by Dr.
Fried is that a tube that is appropri-
ate for use with one laser wave-
length does not necessarily pro-
vide adequate protection with an-
other wavelength, and no tube
addresses all surgical concerns by
being absolutely nonflammable,
flexible and inexpensive.

“There is no material now that
can protect the cuff distally, that
will inflate, hold saline, and be
impervious to any laser wave-
length.”

Dr. Fried said he likes all-metal
endotracheal tubes, and while he
noted they can possibly conduct
electricity, they are probably the
safest. He also likes wrapped rub-
ber endotracheal tubes, but warn-
ed that the problem is still there, as
no company makes a wrap for en-
dotracheal tubes that is medical
grade and laser safe. =

LASER SAFETY COMES TO LIGHT

Medical Version

Coherent-AMT is pleased to offer a program designed to assist Laser Safety
Officers and hospital staff on the safety considerations of medical laser use.
The course contains:

® A22-minute video-tape containing a review of all relevant topics concerning
safe use of medical lasers.

® Guidelines for Developing a Medical Laser Safety Program, a handbook for
the Laser Safety Officer.

® A curriculum designed to walk the Laser Safety Officer and laser support staff

through a program that will teach themthe essential elements of setting up and
safely running a laser program. This includes outlines for training courses and
the video.

® Acopy of the ANSI Z136.3 Standards, standards which are used for hospital
accreditation in the United States.

® Plan for Success, a step-by-step primer for establishing a quality laser program
in a hospital or clinic.

® Laser Safety Guide, a handbook for the Laser Safety Officer.

® Guide For The Selection of Laser Eye Protection, a must for laser users and
staff. '

CDN List Price:  $495.00 (F.O.B. Toronto, Ontario)

Ordering Information: Coherent-AMT, 1-800-668-5236 or write to:
18 Denison Street,
Markham, Ontario L3R 1B6

0301-309-00

Part Number:




* areq of managing O.R. inventory and O.R. waste_

NIRA(EAR

DeRoyal Industries addresses the critical

with a completely new system. TraceCort™
“From Case Cart to Waste Cart,” conveniently
delivers your sterile O.R. products for a
procedure and safely contains them affer use
until the entire unit is incinerated or autocloved.

TraceCart™, An O.R. Ready
Case Cart
All the sterile supplies you need for a
pfocedure arrive in one of the threg sizes of the
“OR. ready” TraceCart™. You speafy the
componems TraceCart™ typically includes items
s SUCh s suction canisters, prep kits,

custom procedural frays andOR
___. positioners.

You add
instrument frays
and V. solutions

Tracer”, A Record Keeping and
Patient Cosfmg Centre

Tracer™ is o small computer terminal which can be
purchased with the system. With its barcode wand, Tracer™
can read the outside barcode on
your TraceCart™ and record all
of the component costs for
total fraceability and
accountability. Other
software is available to use
with Tracer™ for basic O.R.
record kegping.

‘CT: 502240

ERAL SURGERY TRAY
e . S550

From Case Gart To Waste Gart.

The Solution.

After Surgery,
TraceCart” Transforms
Into a Waste Cart
Following the procedure, used items can
e — . be put in the TraceCart™ for safe containment
o e : until the entire unit is incinerated or autoclaved.
FLLLTS) A sturdy metal hamper, sold /==
with the system, holds the  /,
TraceCart™. Todiscord ~ /,
used items, press down
the foot pedal on the
- mefal hamper fo lift
: Reompai the lid
8 When the
TraceCart™ lid is locked
into a leakproof position,
it provides o marked
improvement over the ~ ©
aditional red frash bags used
for biohazardous waste. Studies
are availoble on the efficacy and safety of either
incineration or autoclaving.'

Contact your DeRoyal representative to defail how
TraceCart ™ can safely contain O.R. wasts, enhance
traceability and accountability, eliminate storage
problems and enhance patient weffare.

DeRoyal Industries

of Canada, Inc.

3507 Marion Court
Burlington, Ontario L7M3E7
(416) 3330921

1. Studies available upon request.



Greater Toronto OR nurses celebrate 30th anniversary

The Operating Room Nurses
Association of Greater Toronto
(ORNGT) celebrated the 30th
Anniversary of their founding this
past summer. Past presidents,
founding members, former mem-
bers, executive/board members,
along with current members from
the Greater Toronto area, friends
and guests, were on hand to com-
memorate three decades.

Current president, Diana Jor-
gensen, welcomed the celebrants,
many of whom were from
ORNAC and the OR Nurses As-
sociation of Ontario.

In her address, Ms. Jorgensen
provided listeners with a memo-
rable and entertaining history of
the Greater Toronto organization.

Founded in 1959, the pioneers
of the group consisted of 24 oper-

Past Presidents, ORNGT

Standing (I-r): Jane Cunningham (87-89); Donna Kaufmann (85-87);
Diana Jorgensen; Jean Mitchell-Bain (75-79); Sharon Corbie (83-85).
Seated: Joan Mansell (73-75); Anna Skorski (71-73), and Jean Watson
(62-65). Not in photo: Sister Bernadette Naughton (59-61); Cherie

ating room nurses from hospitals
throughout the city of Toronto.
They met in February, 1959. The convenor, also its
first president, was Sister Bernadette Naughton.
This first executive was elected on May 4, 1959,

and after much debate, they called themselves the
"OR. Nurses Group of District 5,” with annual
membership dues stipulated at $1.00.

In 1964, the organization became the “Operating
Room Nurses Association of Greater Toronto.

Provincial support

Three decades have passed since the inaugural
gathering in 1959. There are now more hospitals
represented in the membership of 1990 than there
were members in 1959. It is one of the largest O.R.
nurses organization in Ontario, second only to the
provincial association (ORNAO), which was
formed in 1981. Much of the impetus, support, or-
ganizational expertise and momentum for the Op-
erating Room Nurses Association of Ontario came
from ORNGT membership.

Where will the ORNGT go from here? Diana
Jorgensen wants the association to grow even
stronger, “...to be aunified group with a voice loud
enough to be recognized and strong enough to influ-
ence the decisions affecting their group and the
peri-operative nursing practice.” 53]

Budzin McGuire (61-62); Helen Evans (65-67); Faye
Trouten Blenkhorne (67-71); Jean Grice Lauer (79-
81); Valerie Shirreff (81-83).

Researchers are optimistic over vaccine
that has been targeted for skin cancers

Researchers in the United States are optimistic
about the potential of a new vaccine that targets
melanomas, or skin cancers.

Dr. Jean-Claude Bystryn of the New York Univer-
sity School of Medicine said the vaccine, now in
its fifth year of trials, had been successful on
animals and had produced no adverse side effects
in the humans that were involved in the trials.

Immune response stimulated
Speaking at a recent symposium on skin cancers
held in Sydney, Australia, Bystryn said that the vac-
cine had stimulated the immune response to mela-
noma in approximately half of the 200 human sub-
jects used in the trials.
He said the vaccine would be used to prevent the
recurrence of melanoma or to slow its development.
“In the long run, if the vaccine proves itself to be
safe to use and effective, it will be used to prevent
melanoma in high-risk individuals,”Bystryn said.
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Quality Products for Surgery

dccew— Acculan

Dermatome for free skin-grafting The new Cordless Motor System

MICroTRON"®

The preferred Motor Line for Microsurgery

ELAN=-E
The highly dependable Surgical Motor System

for information please contact in:

Ontario Quebec Western Canada Dealer Maritimes

Canada Microsurgical Instrumentarium Keir & Son Surgical Ltd. Can-Med Surgical Supplies Ltd.
3455 Harvester Road Unit 36 1273 Ave. St. Louis 715 West 16th Avenue 3514 Joseph. Howe Drive
Burlington, Ont. L7N 3P2 Terrebonne, Quebec J6W 3L5 Vancouver, B. C. V5Z 1S8  Halifax, N. S. B3J 2R7

(416) 632-7888 (514) 471-1379 (604) 879-9101 (902) 443-4649
AESCULAP AG - D-7200 TUTTLINGEN
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Calgary District Hospital Group

Calgary District Hospital Group owns and operates the
Rockyview General, Holy Cross and Colonel Belcher
Hospitals. Our organization totals 1,000 beds and is
managed on a one-hospital, three site basis, providing a
comprehensive, integrated active treatment system for the
residents of Calgary and Southern Alberta. We are a
dynamic, exciting organization with a serious commitment
to both patient care and our staff.

Nursing Unit Director
Surgical Suite

Rockyview Hospital

This excellent career opportunity will appeal to the
dynamic, self-directed team player, committed to the
professional practice of nursing. The incumbent will be
responsible for the administration, clinical and personnel
management of the unit.

This position is at the Rockyview General Hospital, a state
of the art community general facility. The unit consists of
nine theatres, and 18 recovery room beds. Qualifications
are a Bachelors in Nursing, five years general OR, with
management experience preferred.

Non-smokers preferred. Please submit resume to: Human
Resources, Calgary District Hospital Group, 1035 - 7th
Avenue S.W., Calgary, Alberta T2P 3E9.
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CRANBROOK
REGIONAL HOSPITAL

Requires A

HEAD NURSE
O.R./P.AR.

For our fully accredited, 150 bed facility. The position is
responsible for managing a 3 theatre O.R. and a 6 bed
P.A.R. unit.

The successful applicant will have 5 years’ recent O.R.
nursing and management experience and possess, or be
eligible for, current B.C. registration. Starting salary, from
$20.56 to $23.76 per hour, and benefits are provided in

accordance with the B.C.N.U. Collective Agreement.

Cranbrook is a community of 17,000 located at the foot of
the beautiful Rocky Mountains and services the East
Kootenay region. The city offers quality leisure facilities, a
Community College and an active arts council. With over
2,200 hours of sunshine annually, excellent year round
recreational opportunities exist. To make application for
this challenging career position, submit resume, by
January 17,1990, to:

Mrs. P. Janzen

Director of Patient Care
CRANBROOK REGIONAL HOSPITAL
13 - 24th Avenue North

Cranbrook, B.C. V1C 3H9

Phone: (604) 489-6470
FAX: (604) 426-5285
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OPERATING ROOM NURSES

A challenging career opportunity is avail-
able to RN’s with a background knowledge
of O.R. techniques. This busy department
handles 14,000 cases a year in its nine
theatres and two cystoscopy rooms. We
handle a variety of surgical specialties for
the adult and paediatric populations. A
Clinical Instructor is available for your
educational needs.

We have full-time and part-time vacancies
we wish to fill and are planning to build a
decentralized O.R. relief pool for the pur-
poses of weekend, holiday and peak cover-
age times. Qualifications include current
O.R. experience or a graduate of an O.R.
nursing program, current B.C.L.S. certifi-
cate and an Ontario Certificate of Compe-
tence.

Individuals requiring more information can
contact Linda Hollin, Manager, Nursing
Services - O.R. at 284-8131, Ext. 4062, or
applicants may send or FAX (416-281-
7417) your resume to Diane Ellis.

DIGESTIVE DISEASE UNIT

We are seeking a Registered Nurse for a
casual position in our DDU to work either
4 or 7.5 hours per day shifts. Our nine-bed
Digestive Disease Unit provides a wide
range of endoscopic procedures for both
inpatients and outpatients.

If you have experience in the gastrointesti-
nal medical/surgical areas, please send or
FAX (416-281-7417) your resume to:

Diane Ellis, Recruiter
Centenary Hospital
2867 Ellesmere Rd.,

Scarborough,
Ontario
MIE 4B9

Auto Suture

Laparoscopic System...
Setting Standards in Safety

An Increasingly Popular Choice

Laparoscopy has been used extensively
in a range of gynecological procedures
since the early 1960's. However, it had
little use in general surgery until the
development of the Auto Suture® Endo
Clip™ applier by United States Surgical
Corporation in 1989. The Endo Clip™
made the gallbladder procedure practi-
cal through laparoscopy.

Today, the dramatic patient benefits of
laparoscopic gallbladder removal are
making this the procedure of choice
among both surgeons and patients.

As a patient, you may have some con-
cern that laparoscopic gallbladder
surgery is a relatively new technique.
However, the procedure has been so
well received that thousands of people
have already had their gallbladders
removed laparoscopically and have
been delighted with the results. ®

How Laparoscopy Works

The procedure takes place under gen-
eral anesthesia, so the patient is uncon-
cious throughout surgery. Using a trocar,
a narrow tube-like instrument, the sur-
geon gains access into the abdomen
through the navel. A miniature camera
called a laparoscope is inserted through
the trocar, projecting a clear, magnified

Auto Suture®

image of the patient’s internal organs on
a video monitor. Since the incision is so
tiny, the image on the video monitor
provides the surgeon with a view of the
inside of the abdomen as he operates.

Three additional trocars are inserted
into the abdomen to accommodate
miniature instrumentation. An electro-
cautery or lase is used to detach the
gallbladder from the liver, and the sur-
rounding structures are sealed with the
Endo Clip™. The bile and gallstones are
suctioned out of the gallbladder, deflat-
ing it like a balloon. Using special gras-
pers, the surgeon gently removes the
gallbladder through the navel. The four
tiny incisions are closed with sutures or
surgical tape. In several months the
scars will barely be visible. m

Stapleoscopy ™ products are available

in ENDO Cholecystectomy kits*.

* Laparoscopic Accessory Kit for use in Cholecystectomy
and other Laparoscopic Procedures

THREE DAYS AGO,
THIS WOMAN HAD HER
GALLBLADDER REMOVED
A remarkable new procedure

shortens hospital stay
and speeds healing

Berni Bova, shown with her daughter, Danielle, went home
the day after her surgery and resumed normal
activities within three days.*

*Data on file

Contact your local Certified Stapling Technician
for a demonstration.

@™

Auto Suture Company, Canada

4490 Garand Street, St-Laurent, P.Q. H4R 2A2
Fax No: (514) 331-5983 (514) 334-7602
1-800-363-2874  1-800-361-1447 (Western Prov.)




First coated synthetic absorbable suture
Coated VICRYL*
(polyglactin 910) suture,
allows for precise knot
placement and adjustment.

First monofilament
polypropylene suture
PROLENE* Polypropylene
suture, the strongest
PROLENE* suture ever.

Tl

I

WE DON’T

WAIT FOR

QUESTIONS ABOUT
SUTURE STRENGTH
AND HANDLING

TO DEVELOP
INNOVATIVE ADVANCES.

FIRST TO SEE THE NEED
FIRST TO RESPOND...

a gcelmw-*goewww company

PETERBOROUGH, ONTARIO KSJ 7B9

First monofilament

synthetic absorbable suture
PDS* (Polydioxanone) suture with
outstanding softness and handling.
*Trademark




