CANADIAN

Operating RoomNu mgg

Volume 7, Number 6, December, 1989

Hip Pinning...
Wrist Arthroscopy...




Opérating Room Nursing

Journal

Volume 7, Number 6, December, 1989
Published by Health Media Incorporated Feature Articles
EDITORIAL STAFF 04 Arthroscopic Surgery of the Wrist
Managing Editor: Frank Fagan
Legal Writers: Lorne Rozovsky Since the 1970's, arthroscopy has revolutionized many ortho-

Fay Rozovsky paedic procedures, particularly knee surgery. Recent improve-
Production :  Betty Skien ments in the technology have permitted surgeons to perform

arthroscopy on smaller joints, including the ankle and shoul-
der. In this paper, a technique of wrist arthroscopy is describ-
bl L ed along with an outline of the instrumentation used.

Judith Wheeler, R.N. By Deanne Fitzpatrick, R.N.,
O.R. Supervisor,

Hotel Dieu Hospital, = e s 5 .
Perth, New sk 10 Hip pinning - an Historical Perspective

The development of hip-pinning has depended upon the need
Carol Lenox, RN., B.Sc.N., for 1mpro.ved .method.s of treahng hip fractures, as well as
Nurse Clinician, O.R., R.R. technological innovations. These improved methods and new
Mississauga Hospital, innovations are discussed from the standpoint of the various
Mississauga, Ontario A 2 K

treatments and technical innovations that have occurred over
the past 150 years.

Regina Leonard, R.N., B.Sc.N., By Kim Cable, R.N,
O.R. Supervisor
Red Deer Regional Hospital

Hod. Dacr. Alborta 16 Preventing UTI Following Hip Surgery

Indwelling catheters, especially in such lengthy post-op re-
covery procedures as hip surgery, increase the risk of the pat-
ADVERTISING STAFF ient contracting a UTL In this submission, a discussion of the
need for the establishment of policies for the management of
UTIs following catheterization is presented.

By Betty Robinson, R.N.

Ron Forster
Publisher & Advertising Manager

20 Agenda Highlights

Canadian Speraing Boom 11th National O.R. Nurses Conference, 1990

Nursing Journal,
214 Merton St., Suite 202,

,ﬁ ‘__grepe;ti sa_re*ﬂ%a‘llable

‘dt @ mug}l 10 'i:ost Toronto, Ontari.o M4S 1A6
N L b = - (416) 481-2244 Departments
!‘apes - an envirc nmentally f_
1 barrier prﬁfguctS--.%H - L ORNAC President's Message ............ 18
1 . B . F. . . ‘ th .
e i Wi ‘f,‘ e <y Subsiripiioh Bates: SR A 11'" National OR Conference ........... 20 - 21
W AV 0T T P e c Arthroscopy Program ... 21
st % DA v Hou ST anada $16.00 $26.00 .
> =7 <X NG United States $22.00  $36.00 Classified 22-24-29
. 2 b Ve oot i T Calendar of Events
. & ook N, Other Countries $26.00 $40.00 a s e
: " e : S5 U J_g ' ¥ /g Single copy orders $5.00 O.R. News : 22 - 30
- % General Journal I L1 |
Gl £ac Mac Luﬁlted 425 Rectory Street, London, Canada N5W 3W5% e ;8 1.S.S.N. 0712-6778 Letters t;,’ :;,:Edi?(,:rma i ;g
& st : w»—-“"’" ey ¢ r 08000080000 050000000850088008
e 519) 4’32 2616 or, (313) 98243730 - &/ 4] Second Class Mail Reg. No. 5934 Book Review 30
S Gi) & ) Canadian Operating Room Nursing Journal 3




Arthroscopic Surgery

Arthroscopic surgery

of the wrist

By Deanne Fitzpatrick, R.N.

‘Wrist arthroscopy is a recent development in the
field of orthopaedics. Clinical use of the arthroscope
in North America began in the 1970's and revolu-
tionized the management of knee problems. Patients
undergoing arthroscopic knee surgery tend to rehab-
ilitate more quickly and experience less pain post-
operatively than patients undergoing invasive sur-
gery. Infections following arthroscopy are rare, and
in most cases, arthroscopic procedures are performed
on an outpatient basis.1

Smaller joints

Following the success that knee surgeons have
had with the arthroscope, orthopaedists have become
proficient at performing arthroscopy on smaller
joints, including the shoulder and ankle.

At Victoria Hospital in London, Ontario, Dr.
James H. Roth, for the past seven years, has been
developing a technique of wrist arthroscopy in hopes
of improving the diagnosis and treatment of internal
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derangement of the wrist2 (Figure 2, next page).
The purpose of this paper is to describe a technique
of wrist arthroscopy and to cutline the instrumenta-
tion we are presently using,

Anatomy

The bones of the wrist are called carpals and are
situated in two rows of four each. In the proximal
row from medial to lateral are the pisiform (not seen
on the dorsal view), triquetrium, lunate and scaph-
oid. In the distal row from medial to lateral are the
hamate, capitate, trapezoid and trapezium which art-
iculate with the five metacarpal bones of the palm of
the hand. The styloid process of the radius is larger
than the styloid process of the ulna and articulates
with the carpal bones of the wrist. (Figure 1, below)

The wrist joint is a complex synovial joint com-
posed of fifteen bones and twenty-seven articular sur-
faces. This anatomic complexity provides numerous
opportunities for the development of joint sympt-
oms.? Included are synovitis,
degenerative arthritis, loose
bodies, carpal instabilities,
intra-articular fractures, non-
union of fractures, distal radio-
ulnar joint disruptions, and

Scapholunate triangular fibrocartilage tears.

Ligament

Pre-op routine
Ligament

Wrist arthroscopy is per-

Take a systems approach
to more effective
embolism prevention

T

S

ARG
RN T

T.E.D: Stockings

Thrombo-Embolic Deterrent

T.E.D. graduated compression

' stockings, plus an anticoagu-
lant, provide superior results
in DVT prophylaxis

Only T.E.D. stockings are clinically proven
Only Kendall makes TE.D.

s

\

MO
L VAN

7
VA

=

SCD™

Sequential Compression Device
The definitive component in
a complete prophylactic
regimen for high risk patients

SCD s clinically proven
Only Kendall makes SCD

Radiolunotriquetral
Ligament

Triangular
Fibrocartilage
Radioscapholunate

Radius Ligament

formed in the operating room
with the patient under general
anaesthesia, axillary or intra-
venous regional block. Most
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procedures are performed on an
outpatient basis.

The patient arrives in the admit-
ting department two hours prior
to surgery. If x-rays are necessary,
the patient will go directly to that
department and then proceed to
the Day Surgery unit. On arrival
the patient will change into a
hospital gown before filling out
the necessary consent forms and
questionnaires. Routine lab tests
will also be done at this time.

A history and physical examin-
ation is carried out prior to admis-
sion to the O.R. theatre. The cir-
culating nurse will review the
chart and verify with the patient
the correct limb. This must be ac-

Figure 2 - Wrist arthroscopy being performed

complished before entering the O.R. in order to en-
sure that all equipment is located on the appropriate
side. (Figure 3)

Intra-operative routine

The use of the Arthrobot™ Upper Limb Position-
ing System as a hand holder for wrist arthroscopy
has helped to minimize the amount of time spent
securing a safe position for the patient's arm and al-
so allows the surgeon to reposition the limb as
necessary and still maintain a sterile field.

The Arthrobot is attached to the O.R. bed on the
opposite side to the surgical site. This aids posi-
tioning of the sterile set-up and permits the surgeon
more room on the operative side.

The patient is supine with his torso close to the
operative side to allow for shoulder abduction and
for the arm to hang free from the table. The Arth-
robot slides onto the side rail of the O.R. bed.

We also have a similar piece of side rail and metal
straps attached to a wall in the corner where the Arth-
robot stands elevated from the floor when not in use.
For ease of handling we suggest hooking it up to a
nitrogen line set at 90 Ibs. PSI and to the electrical
plug while it is still on the wall. The nitrogen caus-
es the system to become rigid while the electrical
connection enables the articulation and movement of
the Arthrobot arm by pressure pads being touched.
(Figure 5, page 9)

While the patient is awake the Arthrobot arm is
left in the straight-up position, attached to the O.R.

bed. The finger trap acces-
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and EKG will be monitored for
the duration of the surgery. The
anaesthetic drugs will be admin-
isterd, and once the patient is
asleep the circulating nurse will
bring the Arthrobot across the
patient and hold the quick couple
adaptor open for the surgeon or
scrub nurse to attach the finger
traps. The circulating nurse then
pulls the outside edge of the arth-
roscopy drapeandcovers the Arth-
robot to ensure sterility when the
device is activated by the sur-
geon. A tourniquet has been ap-
plied to the patient's upper arm
and a canvas sling placed over the
top. The hand and arm are prep-
ped with a tincture of Iodine sol-
ution. It is important to use non
soap-based solutions so the fin-
gers will not slip from the traps.

Two or three fingers are placed Suction tubing

Figure 4. Instruments for arthroscopic wrist surgey
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The patient is then covered with an adherent split
sheet. The surgeon will sit on a special replant chair
with adjustable arm rests and wheels. Mayo covers
are draped over the arms with a sheet over the back
and seat. Seven pounds of weight are attached to the
ring at the lower end of the canvas sling by the
circulator to provide extension of the wrist joint.

The scrub nurse will hand off the ends of the fibre-
optic light cord, arthrotome cord, suction tubing and
sterile I.V. tubing, which will be attached to a
1000cc bag of lactated ringers.

Technique and instrumentation

All the video equipment, including the T.V. mon-
itor, camera, light source, tape deck and the power
source for the arthrotome shaver, is positioned on
the opposite side of the O.R. bed for ease of visual-
ization by the surgeon and to maintain a sterile field
on the operative side.

Techniques and instrumentation of wrist arthro-
scopy have been modified from those used in knee
arthroscopy. Instruments continue to evolve as new
procedures are conceived. (Figure 4)

To obtain a view of the wrist we use a combin-
ation of distension and distraction with an angled
arthroscope. The arthroscope gives a magnified view.
An angled probe is used to determine the size of the
pathology seen and to aid orientation of what is seen
on the monitor.

Two portal sites are chosen, one for visualization
and one for operating. An 18 gauge needle attached
to a 20cc syringe is inserted into the radiocarpal joint
which is distended with lactated ringers. The needle
is removed and a longitudinal stab incision is made
with a No. 15 blade through the skin and dorsal
capsule. The blunt-tipped trochar and arthroscope
sheath are introduced through the portal. The trochar
is removed and the 3mm diameter, 30° angle arthro-
scope with chip camera attached is inserted. The LV,

Figure 5. The arthrobot with the Roth finger trap
accessory showing finger grips

tubing is connected to the telescope to provide con-
tinuous distension of the joint.

After probing to assess the arthroscopic findings,
it may be necessary to do a synovial biopsy with
pituitary rongeurs, or a piece meal excision of a tri-
angular fibrocartilage tear with the small but sturdy
graspers and punches. The high speed arthrotome
with hand control is attached to suction and can be
used for debridement and irrigation of the joint
space. It is also possible to reduce intra-articular
fractures using a hook similar to a crochet hook and
to remove any fragments. These could be reduced or
immobilized by percutaneously inserting a small
pin. It will be checked under direct visualization and
also occasionally with the aid of fluoroscopy and

If there is a change or loss of sensation, swelling,
coldness or blueness, it is imperative that the phy-
sician be notified. The patient will also be instructed
to return to the clinic to have the dressing removed.
The findings at surgery will be reviewed with the
patient at that time and any necessary follow-up treat-
ment discussed.

In summary, a technique of wrist arthroscopy has
been described, with the instrumentation that we are
presently using also being described. L
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intra-operative x-rays.

At the end of the procedure the
joint is injected with 10cc of 0.5%
bupivacaine hydrochloride to dim-
inish post-operative discomfort, A
bulky hand dressing incorporating
volar and dorsal plaster splints is
applied and the tourniquet released.

Summary/conclusion

The patient will be transferred
to the recovery room for approx-
imately forty-five minutes where
vital signs and fingers are check-
ed. The arm will be kept clevated
with the patient being instructed
to do the same on return to Day
Surgery as well as when at home.

MY Y

=

Figure 6, Mayo tray with a 3mm telescope, a chip camera
and the Hall arthrotome
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By Kim Cable, R.N.

"We come into the world under the brim of the pel-
vis and go out through the neck of the femur".1 This
quotation conveys the pessimism regarding treat-
ment of hip fractures. There have been a number of
important milestones in hip-pinning as a method of
dealing with hip fractures. This submission will
take a look at these milestones, as well as examine
the various catalysts which initiated the procedure
and subsequent improvements,

Hip fractures

There are two main types of hip fracture (Fig. 1):
* Neck (intracapsular) fracture.
* Trochanteric (extracapsular) fracture.

Conservative treatment

Prior to the advent of hip-pinning, there were few
reliable choices available to successfully treat a hip

~ Orthopaedic Surgery

Hip pinning...

An historical perspective

1. Prior to the turn of the century, simple traction
was the common method of treatment. An ortho-
paedic textbook printed in 1901 recommended plac-
ing the patient on a "comfortable, firm, hair mat-
tress” in conjunction with traction. This method
however, did not efficiently immobilize unstable
bone fragments.4

2. The Thomas hip-splint (Fig. 2a and 2b) was used
with traction to afford greater immobilization.

3. The third method was made popular in the early
1900's by Whitman. The fracture was reduced under
X-ray observation, and a hip-spica cast was then ap-
plied from the lower chest to the toes. This cast
remained for six months.6 "Cotton advocated art-
ificial impaction of these fractures by a blow of a
heavy mallet against the padded trochanter as an ad-
junct to cast treatment."7

Casting was routine procedure at that time. It was

fracture. Immobilization
was often fatal because el-
derly people died within
weeks of the fracture due
to cardiac, renal or pulm-
onary problems exacerb-
ated by the enforced in-
activity.2  Unfortunately,
eighty percent of these
fractures occur in people
over age sixty3

Non-surgical
intervention
S : Neck fracture region
Non-surgicalintervention

took three basic forms:

Fig. 1: Main types of hip fractures

Trochanteric fracture region
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Thomas' single hip-splint

Thomas' double hip-splint

screws and (bone and ivory) pegs is
by no means a new procedure."13

The first reported pinning of this
fracture was in 1850 by Langen-
beck.14 Silver or platinum devices
were used in the late 1800's because it
was "thought that silver was anti-
septic or self-sterilizing when implant-
ed"15 In 1883, Senn achieved a high-
er success rate in uniting femoral
neck fractures in dogs by use of intern-
al fixation.16 Nicolaysen in 1897 de-
veloped a nailing technique, and like
his predecessors, without the ad-
vantage of X-ray.17

Until the late 1920's, other meth-
ods were used, including long carp-
enter screws which proved inadequate
because of poor purchase in cancel-

thought that about thirty percent of those who
survived had successful union of the fracture.8
Casting was better than traction or splinting, but
there was a substantial failure rate, which wasn't
evident until after the plaster had been endured.?

There is little wonder that with the limited choice
of treatment and disappointing results, surgeons
were attempting to develop alternate means of
treating hip fractures. At the turn of the century,
one author grimly wrote: "Slight shortening with a
little deformity, some limitation in the movements
of the hips, a limp, but a fairly useful limb are to be
hoped for."10

Disadvantages

e High mortality rate of the predominantly elderly
patients who were treated with forced recumbency
and immobility.

e Permanent disability after improper union in cast,
splint or traction.

* Potential for development of pressure sores.

¢ Discomfort of long term cast wear.

* Atophy of soft tissue and absorption of bone,
including at neck of femur due to prolonged im-
mobilization.

* Delayed weight bearing for six months or more.

 Expensive, lengthy hospital stay.11

Operative treatment
The existence of hip fractures was first document-

ed by Ambroise Pare about four hundred years
ago.12 "Internal fixation of this fracture by nails,

lous or spongy bone. Bone pegs cut
from the patient's tibia were also used. These were
thought to have better hold and the ability to be
incorporated in the healing process.1® In 1922, steel
woodscrews were used with very few reports of
satisfactory results. They fell out of favour due to
numerous failures.1?

It was not until 1931 when Smith-Peterson pub-
lished the results of his work with the tri-flanged
nail (Fig. 3) that hip-pinning regained popularity.20

Smith-Peterson was not the first to develop a
flanged nail. Hey-Groves had devised an earlier quad-
ri-flanged nail, but the metals available at that time
proved unsatisfactory to make the device a success.2!
Indeed, the first nail Smith-Peterson developed was
quadri-flanged, but three flanges were scon found to
be adequate. The earliest tri-flanged nail was made
from alloys which caused much tissue reaction. They
were also made from two different metals, ie., the
flanges made of steel and ends made of brass.22

Unsatisfactory metals had plagued the developers
of internal fixation devices and doomed them to fail-
ure until 1931, Smith-Peterson was fortunate with
respect to the timing of the introduction of the tri-
flanged nail because the physics of metallurgy had
progressed to the discovery of stainless steel and
other satisfactory metals.23

Advantages of tri-flanged nail:

* made of stainless steel and less likely to break

under strain and caused virtually no tissue reaction

e the design of the tri-flanged shape helped it re-

main solid due to superior purchase in the bone.24
The main disadvantage of the early Smith-Peterson

nail was the method employed to insert it: "At first

Canadian Operating Room Nursing Journal
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Fig. 3
Smith-Peterson
tri-flanged nail

these three-flanged nails were introduced at the time
of an operation on the fracture itself, the capsule
being divided and reflected so as to expose the frac-
tured surfaces..."25

An important improvement was made in the
Smith-Peterson nail in 1932 to remedy the problem
of having to open the hip joint in order to nail the
fracture26  Closed reduction of the fracture and
nailing using X-ray control to improve accuracy was
suggested by Wescott/Johansson cannulated the nail
so that a guide pin could be.passed up its centre.
This proved important because it allowed the nail to
be inserted through an incision over the trochanter at
the lateral thigh, and dispensed with the need to open
the hip joint itself 27

In 1937, Thornton developed a plate which

attached to the tri-flanged nail and was fixed to the
lateral femur to increase stability. Further develop-
ment by Jewett in 1941 involved welding the plate
to the tri-flanged nail Tig. 4 to provide greater
strength,28

Pugh in 1955 wrote about his use of a self-
adjusting nail (Fig. 5) which was able to slide and
become shorter as the fracture impacted.2?

Not all surgeons were impressed with the method
of the tri-flanged nail. Moore wrote in 1937 of the
insertion of three pins into the hip fracture under
local anaesthetic of the hip joint. He felt that un-
necessary trauma was inflicted to the bone on in-
sertion of larger pins, pegs or nails.30

g —
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Fig. 5 - Self-adjusting nail

Numerous other techniques were developed using
multiple smaller diameter pins, but their insertions
were often the most successful in the hands of the
originators themselves. The relatively simple tech-
nique of inserting a single nail has proven itself
more effective in general use.31

Regardless of the impressive number of devices
available for hip-pinning, there was still a distres-
sing complication that occurred after internal fix-
ation of some hip fractures. Femoral neck fractures
and trochanteric fractures differ in their healing
capacity. Trochanteric fractures unite more easily
due to the wider area of bone involved, the cancel-
lous nature of the bone, and the superior blood
supply of both fragments. In neck fractures, how-
ever, the narrow area of bone involvement and lower
percentage of cancellous bone, along with a com-
promised blood supply especially in the distal
fragment, may lead to avascular necrosis. Avascular
necrosis is the death of the head of the femur, in this
case, due to restricted blood supply.32

In the 1970's, the prospect

= of the femoral head develop-
N

Fig. 4
Jewett nail % [_

During healing,
difficulties arose
with the nails of fix-
ed length. Some bone

reabsorption takes place caus-

ing the femoral neck to short-

en slightly. However, the nail

length remains constant, without

the ability to back out laterally due to the femoral

plate or one piece Jewett construction. Therefore, the

nail would sometimes penetrate the femoral head
into the acetabulum,

ing avascular necrosis, even
after accurate and successful
hip-pinning, caused many sur-
geons to abandon hip-pinning
as the first treatment for neck fractures where there
was any likelihood of an impediment of blood sup-
ply. Instead, femoral head replacement by a pros-
thetic device became popular in the treatment of
these fractures. This response, however, was ap-
parently unfounded as shown by a study of 500
patients. Sixty percent of the patients had successful
union of their fractures, and of those who did develop
avascular changes, not all needed further surgical
intervention. Prosthetic replacement also has serous
complications associated with it when compared 1o
hip-pinning. These include higher mortality and in-

- J—— LI

fection rates, and the danger of dislocation.
With the realization of the added problems
associated with prosthetic replacement, hip-
pinning again became popular33 More
recently, compression hip screws (Fig. 6)
are widely used to fixate hip fractures.
These modemn screws are modifications of
the 1940 Godoy-Moreira design34 The
threads on the screw are wider, further apart
and only present at the end of the shaft.

This configuration provides superior
purchase in the bone. The threaded section
of the screw is inserted distal to the fracture
line and when tightened, pulls the distal
fragment against the proximal fragment,
thus compressing the fracture.

The compression method was researched
by a Swiss group called the Association for
the Study of Internal Fixation. (ASITF) It
was founded in 1958.35
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= ;
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Interfragmental compression

They stressed that stability is of paramount impor-
tance to the successful outcome of internal fixation.
This stability is achieved through interfragmental
compression.36

Modern techniques have improved the accuracy of
pin placement, The orthographic-orthopaedic and
fracture table (Fig. 7) permits easy use of an image
intensifier throughout the procedure.

Fig.6 - Compression
hip screw

The historical development of hip-pinning has
depended upon the need for improved methods of
treating hip fractures as well as technological inno-
vations, especially in X-ray and metallurgy. With
further advances in technology, no doubt hip-pin-
ning procedures will continue to improve. L
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Hamilton, Ontario. She is a recent graduate of the
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gram, Hotel Dieu Hospital, Kingston, Ontario. Pres-
ently, she is a staff nurse, operating room, Ottawa
Civic Hospital.

Canadian hip fracture statistics...

Estimated number of hip fractures in Canadians
over age 50 in 1987:

Women - 13,193

Men - 4,610

Predicted increase in hip fractures in Canada in
next 20 years, 70%:

Women - 22,922

Men - 7,846

Source: University of Manitoba's Sport and
Exercise Science Research Institute, Winnipeg

See pg. 22 for description of study

Continuous passive motion, an innovative concept
enhancing the healing process of bone fractures

Bone healing presents a medical dilemma. Al-
though broken bones must be kept undisplaced in
the correct position while they "knit" or heal, im-
mobilizing them and keeping the joints at either end
of the bone shaft motionless may render them perm-
anently stiff or arthritic.

The new focus

While many fractures still do well in plaster
casts, modern experts try to offset the ravaging im-
pact of prolonged disuse, especially in serious frac-
tures involving joints. The old focus on bone heal-
ing has been replaced by a greater emphasis on soft
tissue repair and maintenance of smooth joint func-
tion. The new methods of stable bone fixation and

early motion produce faster, better healing. By hold-
ing the broken bits of bone firmly together, more
activity is allowed.

Selective procedures

Stable, internal surgical fixation of fractures
using a variety of pins, screws, plates and other met-
al devices to hold the broken bones tightly in place,
allows immediate, pain-free mobility and some
weight-bearing with a speedy return to activity. Fix-
ed firmly, fractured bones become strong enough to
bear some load and to be moved without pain.

It should be noted that the pain associated with
fractures arises from the slight movement of broken
bones against each other inside a traditional cast, Or-
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thopaedic surgeons are much more selective today
about which broken bones are set in plaster and
which are treated by alternative methods.

"Gate control"

Continuous passisve motion (CPM) is one such
alternative in fracture care. Pioneered at the ortho-
paedic biomechanics laboratory at the University of
Toronto, this innovation in fracture care uses a
machine instead of the injured person's own muscles
to provide motion - motion that is needed to stim-
ulate the healing of damaged joints and tissues.

Over the past 18 years, a team of surgeon-scien-
tists at the University of Toronto has demonstrated
by numerous experimental investigations that if dam-
aged joints are continuously, gently and passively
moved, the cartilage may regenerate. Contrary to
formerly accepted views, the concept of CPM for
diseased and injured joints is an excellent stimulus
for healing and regeneration of tissue. Experimental
investigations on animals confirm that CPM, for
about one week, day and night, right after injury or
reconstructive surgery, promotes the regeneration of
cartilage within an injured joint. It also promotes
the repair of ligaments and tendons. Continuous mo-
tion devices that gently rock the healing part can
painlessly and dramatically improve the rate of tis-
sue repair and the ultimate strength of a healed joint.

Continuous passive motion

The absence of pain reported by people whose
healing joints are moved may be explained by the

"gate control" theory of pain: the propagation of
nerve impulses to the brain from the continuously
moving injured joint "closes the gate," blocking the
transmission of pain impulses.

After eight years of animal research, CPM was
tried for human fracture care, using specially con-
structed motorized devices to move the damaged
joint continuously back and forth in a slow, rhyth-
mic motion, mimicking its natural movement.

The device is attached to the affected part of the
leg or arm, hand or finger putting it through a
predetermined range of motion. This motion is quite
slow, one cycle per 45 to 60 seconds. Since it is
mechanical, the patient is not required to work to
move the joint. He or she can lie in bed, eat, read or
sleep while the healing part is gently moved.

CPM devices are always set up immediately after
an injury or an operation while the patient is still un-
der anaesthetic. The therapy is usually maintained
from 1 to 3 weeks, with day and night treatment.

This revolutionary method can be used for ankle,
knee, hip, finger, elbow and shoulder injuries, or
following reconstructive surgery of these parts. It is
also used to promote the healing of septic arthritis
(joint infection), synevectomy (surgical removal of
the diseased joint lining), replacement or repair of
torn ligaments and repair of tendons.

Enhanced healing

The greatest advances of CPM are enhanced heal-
ing of joint tissues, maintenance of early post-
operative mobilty and prevention of the joint stiff-
ness that usually follows prolonged immobilization

in plaster. Wounds heal normally, the in-

Continuous passive
motion (CPM) device

Joint capsule containing
synovial fluid

How continuous passive motion works

ELBOW JOINT (cross section)

volved joints are less swollen and do not
become stiff, resulting in a hospital stay
shorter than is usual for the patients
immobilized in plaster,

Conclusion

These new approaches to bone healing
Ulna are gradually gaining acceptance and be-
coming more widely used. The accepted
standard for fracture care in 1989 is to rig-
idly fix the fracture, often by surgical
means, so the patient can ambulate and
function at a level that minimizes the
complications of disuse. -

From University of Toronto Faculty of
Medicine's "Health News,"
Volume 7, Number 2, April, 1989
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By Betty Robinson, R.N., I.C.O.

Active surveillance is the basis of any infection
control program. Data collection and analysis of hos-
pital infection statistics provide the necessary infor-
mation to identify where problems exist. Once a
problem is identified, the appropriate person then
has the opportunity to take corrective action.

During a routine current chart review for infec-
tions, I became aware of a high incidence of urinary
tract infections (U.T.I.) in patients that had under-
gone repair of fractured hips. Upon further inves-
tigation it became evident that:

1. the majority of these patients had foly catheter
drainage post-op, and,

2. a number of the patients became incontinent after
removal of the catheter. I noticed some urinary tract
infections were treated and some were not. I began to
wonder:

a. how often is incontinence related to a U.T.L?

b. does treatment of the U.T.L lower the incidence
of incontinence?

Literature review

A literature review revealed many articles addres-
sing the epidemiology of U.T.Ls, causes and treat-
ment of U.T.L.s and management of incontinence.
There was surprisingly little on prevention.

UTIs: prevention, causes, treatment

The urinary tract is the most common site of noso-
comial infection in acute care hospitals. U.T.Ls
account for more than 40% of the total number of
such infections, affecting more than an estimated

Infection Control

Preventing UTI following
fractured hip surgery

600,000 patients per year in Canada. Policies for the
management of the indwelling catheter have played a
major role in decreasing the number of U.T.Ls, but
infection is still a major concern.

The risk of acquiring a U.T.I. following catheter-
ization depends on the method and duration of cathet-
erization, quality of care and host susceptibility.
Fifty percent of hospital patients having an indwel-
ling urethral catheter for longer than seven to ten
days, develop bacteriuria. Specific host factors as-
sociated with an increased risk of infection during or
after instrumentation include: female sex, advanced
age, and degree of underlying illness.

Controversial treatment

The literature is controversial regarding treatment
of catheter-associated bacteriuria (C.A.B.). Some
authorities suggest that a patient with C.A.B. need
not be treated unless he/she is at high risk of acquir-
ing an infection. Catheter associated infections are
generally assumed to be benign in otherwise healthy
patients. Such infections are often asymptomatic and
likely to resolve spontaneously with the removal of
the catheter. It is generally recommended not to treat
asymptomatic bacteriuria in the elderly because treat-
ment may lead to a more resistant pathogen.

Because the above theories and recommendations
can be misleading, I would like at this time to stress
that an elderly patient admitted with a fractured hip
and who requires a foly catheter is in the high risk
group. According to this review, if the patient has or
acquires a U.T.L. it would demand treatment.

Also, the Laboratory Centre for Disease Control
in Ottawa (L.C.D.C.) recommends that any remote
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site of bacterial infection should be treated because
such an infection increases the risk of wound in-
fection. This recommendation supports the treatment
of U.T.Ls in the elderly surgical patient.

Prevention vs. treatment

Today's focus in health care is on the quality of
life. This article addresses a problem that affects the
quality of life, particularly that of the elderly surg-
ical patient. By writing this article, I hope to
promote an interest in prevention rather than just
treatment and management of urinary incontinence.

‘When I first decided to review patients’ discharge
charts, I had asked the record department for charts of
patients who had hip surgery. I was given 12 total
hip patient charts. I did not see the results expected.
Over 50% did not have a catheter, and another 15%
had I & O (intake and output) catheterization that
was successful. Also, the average age of the patients
having the elective hip surgery was 64, a group
younger than what I had targeted for.

Hip fracture patients

Changing my focus, I audited the charts of 36
patients admitted with fractured hips. Of these, 30
met the criteria I was looking for; that is, a catheter
in place at least five to 10 days post-op.

Five of the 30 patients had an infection present
on arrival. Each was treated with an antibiotic and
voided satisfactorily after the catheter was removed.
Eleven had no infection when the catheter was re-
moved, with all eleven voiding satisfactorily.

Fourteen of the 36 patients developed a U.T.I. Of
these fourteen, seven were treated with an antibiotic
and six of them voided satisfactorily when the cath-
eter was removed. One became incontinent.

An interesting part of the audit was that all the re-
maining seven who developed U.T.Ls and not treat-
ed, were incontinent when the catheter was removed.

Analysis and recommendations

1. Lower rates of infections have been reported fol-
lowing single, brief catheterization. Although it

Summary of the 30 patients audited

Continent Incontinent
Number infected 11 0
Infection and treatment 11 1
Infection and no treatment 0 7

Through close surveillance,
infections can be identified
early, thus providing the necessary
information for quick and
appropriate treatment.

may not be suitable for all patients, I & O catheter-
ization should always be considered.

2. Routine culturing is controversial and not gen-
erally recommended. For a surgical patient, however,
a urine culture on first catheter insertion and then on
removal is useful. Such a culture can identify an in-
fection remote from the surgical site that, according
to the L.C.D.C., should be treated.

It is also useful to identify a recently acquired in-
fection. It was interesting to note all U.T.Ls present
on admission were treated, whereas only fifty percent
of nosocomial infections were treated. Of the treated
patients, nearly 100% were continent after the cath-
eter was removed, whereas those not treated all be-
came incontinent. Recommendations:

1. A urine culture for C&S be taken on catheter in-
sertion and removal from every surgical patient
requiring a catheter;

2. U.TI that is present on admission or nosoco-
mial U.T.L should be treated. Age is not a factor,

Conclusions

There is no way of knowing if the quality assur-
ance problem detected in these samplings is indic-
ative of the general situation. The study could be
criticized because of the small numbers. Also, the
methodology used was not as rigid as that found in a
scientific study. In any case, these results indicate a
correlation between U.T.Ls and incontinence and,
therefore, warrant further study.

If this review is substantiated through research,
nurses can play an important role in the prevention
of incontinence. Through close surveillance, infec-
tions can be identified early, thus providing the nec-
essary data for quick and appropriate treatment, ™

References

"Infection Control Guidelines," Health and Welfare
Canada, Tunney's Pasture, Ottawa, Ontario.

About the author

Betty Robinson, is the Infection Control Co-ordinator,
Sarnia General Hospital and St. Joseph's Hospital,
Sarnia, Ontario.

Canadian Operating Room Nursing Journal

17




ORNAC President's Message

Vancouver to be site of 1991
World O.R. Nurses Conference

t was both a privilege and an honour to repre-
I sent the Operating Room Nurses Association of
Canada at the World Conference of Operating Room
Nurses held in Vienna, Austria, Aug. 28 to Sept. 1.

It was with eager anticipation that I joined the
other delegates who gathered at the Austria Centre.
In total, fifty-seven countries were represented.

Keynote speaker at the opening ceremonies was
Jean Reeder of the University of Maryland School of
Nursing in Baltimore. Her presentation, entitled
"Secure the Future," was an elaboration of a model
for an international nursing ethic. The model was an
interesting one, which had as its central focus the
concept of fidelity surrounded by accountability,
virtue and caring.

The presiding officer for the opening ceremonies
was Carol Applegeet, president of the American Op-
erating Room Nurses (AORN). The opening also
included a presentation of Viennese music by the
world famous Vox Humana Chorus.

There were many topics of timely interest for
delegates attending the conference: nursing short-
ages, crises in health care, reconstructive surgery, in-
fluencing practice through speaking and writing,
perioperalive research, infectious diseases, universal
care, perioperative care of the elderly, managing for
success, and numerous other educational/clinical top-
ics for the perioperative nurse/manager.

Canadian participation

We were fortunate to have from Canada six pre-

senters and two moderators. Our presentors were:

e Mary Knight Kubasiewicz - "Perioperative Nurs-
ing Research."

e Muriel Shewchuk - "Professional Accountability
in the Team Setting."

¢ Micheline Chagnon-Lamarche -
Care of the Elderly."

¢ Carol Lenox & Audrey Macdonald - "Confront-

"Perioperative

ation, Negotiation and Mediation."

¢ Gloria Stephens - "Developments in Pain Man-
agement." The two moderators were myself and

Pat Laplante, Royal Alexandra Hospital, Edmonton.

Specialty discussions

Each afternoon following the educational sessions,
there were "operating room specialty discussion for-
ums." These were informal gatherings, the purpose
of which was to provide locations for O.R. nurses
with similar interests and specialty areas of practice
to assemble, share information and discuss areas of
mutual concern. Even though translation services
were not provided, these informal gatherings were
popular and productive occasions. Use of hand and
body language served us well.

International Night

A major highlight for the delegates attending the
Sixth World Conference of Operating Room Nurses
was the "International Evening." At this time del-
egates and exhibitors shared an evening of fellow-
ship and fun. Many countries wore traditional
costumes, while other countries wore special outfits
for the occasion. The Canadian contingent stood out
quite nicely in their red cobbler aprons and white
alpine hats. A tradition at the International Night is
to trade items with delegates from other countries.
Canadian hats and aprons were in great demand.

It was truly a moving experience at the end of the
evening when delegates joined hands with colleag-
ues from countries around the world. The music to
"We are the World" was played and the entire
assembly sang the words.

An emotional closing
The significance of the International Night cere-

monies became even more poignant during the final
moments of the closing ceremonies. At this time,

"She experienced a week of peace, food, warmth
and shelter, and freedom from the ever-present sound

of gunfire and screaming..."

countries choosing to do so are provided the oppor-
tunity to make special presentations to the hosting
country and the organizers of the conference, the
AORN. I made such a presentation on behalf of the
Operating Room Nurses Association of Canada.
Representatives from other countries did likewise.

"A special week of peace"

The last person to make a presentation was a
young nurse from Bierut, Lebanon. Through the
interpreter she made it quite clear that she was indeed
someone who felt blessed to have had the oppor-
tunity to attend this conference. She felt blessed in
the sense that she experienced a weck of peace, of
food, warmth and shelter, and freedom from the ever-
present sound of gunfire and screaming.

She apologized for having no gift to present. She
felt that her gift was that she was able to attend.

As she bid us farewell, her closng remark was: "If
we are fortunate to be alive in two years time, we
hope to see you all at the next World Coinference."

The next (7th) World Conference of Operating
Room Nurses is to be held in Vancouver, B.C., and
on behalf of operating room nurses in Canada, I
extend a sincere and warm welcome to nurses around
the world who hope to attend in 1991.

After this welcome was extended to delegates, the
entire Canadian contingent rose enmasse and gave a
wave of friendship and welcome to the the audience.

I know that all operating room nurses in Canada
will endeavour to do what they can to make all
operating room nurses around the world feel wel-
come and at home in Canada during this next plan-
ned World Operating Room Nurses Conference.

Joan Donald
President

Operating Room Nurses
Association of Canada
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11th National O.R Nurses Conference
Harbour Castle - Westin Hotel
Toronto, Ontario, April 2 to April 6, 1990

Tentative Agenda

Sunday, April 1, 1990

1600 - 1700
2000 - 2230

Pre-registration
Get-together Cocktail Party

Monday, Aprl 2, 1990

2000 - 2230

2. The Legal Implications of the
Nursing Shortage
(Fay Rozovsky)

3. Dealing with Stress
(Marian Pitters)

California Tacky Beach Party

0700 - 0815  Registration Wednesday, April 4, 1990
0830- 0915  Opening Ceremonies
0915 - 1000  Keynote Speaker 0700 - 0830  Registration
(Josephine Flaherty) 0830 - 1000 1. O.R. Nurse Personalities
"Power and Influence in Nursing... (Dr. Brian Little)
Is it a Desired Goal Today?" 2. Introduction to Nursing
1000 - 1030 Coffee/break Research (Marg Fitch)
1030 - 1130 O.R.N.A.C. Information Meeting 3. Management of Pediatric Cranio-
1130 - 1135 Opening of Exhibits Facial Problems (Dr.J. Posnick)
1135 - 1430 Viewing of Exhibits/Lunch 1000 - 1030 Coffee/Break
1500 - 1630 1. Are You Future Tense? 1030 - 1130 1. Arthroscopic Assisted Cruciate
(Karen Fraser) Ligament Repair (Anna Hales)
2. The New Theoretical View of 2. O.R. Research Paper (Touchette,
the O.R. (Gerte Torres) Wood, Lightburn, and Calpito)
3. Use of the Ilizarov in Children 3. Multiple Birth Experience
and Adults (Drs. D. and R. Bell) (Dr. Paul Bemstein)
1830 - 2100 Ethicon Night 1130 - 1430  Viewing of Exhibits/Lunch
1500 - 1630 1. Protecting Women's Rights
Tuesday, April 3, 1990 (June Callwood)
2. The Future of O.R. Nursing
0700 - 0815  Registration (Muriel Shewchuk)
0830 - 1000 1. How Nursing Can Influence the 3. Orbis-Mobile Eye Surgery
Health Ca{e System (L Mﬂton) Unit (Dr. Jeff Hurwitz)
2. Personal Financial Planning for | 1900 - 2000  Exhibitors' Cocktail Party
the Nineties (Alf Schmocker) 2000 - 0100  Dinner/Dance (Black Tie)
3. Heart Transplants (Margo Fretz, "An Affair to Remember"
Dr. A. Menkis, Dr. H. Rosenberg)
1000 - 1030  Coffee/Break Thursday, Aprl 5, 1990
1030 - 1130 1. The Recruitment-Retention
Dilemma (Audrey Macdonald) 0700 - 0830 Registration
2. Ethical Decision Making and the | 0830 - 1000 1. Pro-Nurse
Nursing Shortage (M. Burgess) (M. Chenervet)
3 Nurse/Ph)_rsician 2. Safe Practices in the O.R.
Communications (Gloria Stephens, Carol Goldman,
(Jane Finan, Dr. B. Taylor) Dr. P. Cruse)
1130 - 1430 Viewing of Exhibits/Lunch 3. Repair and Growth in the CNS -
1500 - 1630 1. Hypothermia in the O.R. Surgical Implications
(Dr. D. Chung) (Dr. M. Rathbone)
20 December, 1989

1000 - 1030 Coffee/Break
1030 - 1130 1. Pro-Nurse (Cont'd)
2. Nursing Power
(M. Campbell)

3. Stone Wars - 1990
(Dr. K. Psihramis)

1130 - 1430 Viewing of Exhibits/Lunch
1500 - 1630 1. The 21st Century Nurse
(I. Capanolla)
2.  Florence Nightingale
(Dr. P. Cruse)
3. Current Concepts in Facial
and Neck Cancer Extirpation

and Reconstruction
(Dr. J. Freeman, J. Blatherwick)
2000 - 0100 Evening Event (TBA)

Friday, April 6, 1990

0730 - 0845 Registration

0900 - 1030 Closing Session
Women's Equity in the Health Care
System (Stephen Lewis)

1030 - 1100 Coffee/Break

1100 - 1200 Closing Ceremonies

Registration Information

Five-day Rate - $200.00
(Does not include DixmgrfDance)
Daily Rate - $50.001
Dinner/Dance

elegate - $40.00
Guest - $50.00

Pre-registration deadline - March 10, 1990

Registration enquiries directed to...

Audrey Macdonald
Publicity Convenor
2301 Mountaingrove Avenue
Burlington, Ontario L7P 2HS
(416) 586-4401

Exhibitor enquiries...

Valerie Shirreff
Operating Room
Mississauga Hospital
100 Queensway West,
Mississauga, Ontario  L5B 1B8
(416) 786-848-7628

ARTHROSCOPY PROGRAM
FOR O.R. NURSES

Orthopaedic and Arthritic Hospital,
in conjunction with
Zimmer of Canada Limited,
is pleased to offer a series of two-day
arthroscopy courses for operating room nurses.

Course Director:

Robert W. Jackson, M.D., M.S., FR.C.S. (C)
Course Instructor:

Marlene Muir, R.N.

Program Highlights...

» Peri-operative management of patients under-
going arthroscopic surgery

= Anaesthetic techniques

» What to purchase

= Care, handling and sterilization of instrumen-
tation and equipment

= Normal/abnormal knee pathology

» Skills lab - models and videos

» Trouble shooting the video system

+ Observation of OR. arthroscopy procedures

Location:
Orthopaedic and Arthritic Hospital
43 Wellesley St. East

Toronto, Ontario Course Dates:

M4Y 1H1 January 22-23
February 19-20

March 19-20

. April 16-17

Course Fee: May 14-15

$175.00 per nurse -
includes breakfast, lunch, and dinner
on evening one. Does not include hotel.

Registration:

To register, phone or write: Bette Hales,
Zimmer of Canada Limited,

2323 Argentia Road, Mississauga, Ont.
L5N 5N3 (416) 858-8588
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Hip fractures projected to double over next twenty years

A 70% increase in the number of hip fractures is
predicted in the next 20 years, according to projec-
tions based on data from the prairie provinces.

Dr. Alan Martin, a researcher with the University
of Manitoba's Sport and Exercise Sciences Research
Institute, said the projections are important to those
concerned with health care cost projections.

Dr. Martin estimated that in 1987 there were
13,193 hip fractures among Canadian women 50
years of age and over, and 4,610 hip fractures among
men of a similar age. These numbers are expected to
increase to 22,922 for women and 7,846 for men in
the next 15 years, or by the year 2005. Dr. Martin
believes that these projections are conservative.

Using hospital discharge data, Dr. Martin and his

RNs - OPERATING ROOM

A
CAREER
IN
NURSING

“l chose nursing at
Vancouver General
Hospital because |
wanted a career, not
a job.”

colleagues studied the incidence of hip fractures in
Manitoba and Saskatchewan to determine if Canada
had been experiencing the same increase in the an-
nual incidence of hip fractures among the elderly that
was documented in the United States and certain
European countries: Britain, Denmark and Sweden.

Osteoporotic fractures

The increases in the United States and in Europe
are greater than would be expected by the increase in
the proportion of the population above 50 years of
age, Dr. Martin Said. "We looked at people over 50
because we were not interested in trauma, but in

osteoporotic fractures." 18
Overall, the incidence of

fractures among women
more than 50 years of age
increased 60% during the
13-year study period; frac-
tures among men in the
same time period increas-
ed 42%. When the data
was examined for 5-year
age groups above age 50,
there was in each case an
increase greater than that
predicted from the increase
of the population in that
age group.

"The older you get, the
longer you live, the more
bone you lose and the
more likely you are to suf-
fer any kind of osteopor-

If you are looking for a career in OPERATING ROOM nursing, the Vancouver
General Hospital Division of Nursing is looking for Registered Nurses like you.

Positions currently available are FULL-TIME, PART-TIME and UNIT SPECIFIC

CASUALS on the following units:

OPERATING ROOM e SURGICAL DAY CARE.
PREVIOUS O.R. EXPERIENCE OR POST GRADUATE COURSE ESSENTIAL.

For more information call:

Jean MacPhail, Senior Staffing Officer: (604) 875-4256

Vancouver General Hospital
855 West 12th Avenue
Vancouver, B.C. V5Z 1M9

Vancouver General Hospital
British Columbia’s Health Sciences Centre

otic fracture, particularly a
hip fracture, which is char-
acteristic of the very old."
Dr. Martin speculated
that the increase in the in-
cidence of hip fractures,
particularly among the
elderly, could result from
the decrease in activity.
"One might assume that
the decrease in physical
activity has resulted in a
trend toward lower bone
density through the dec-
ades. This could then re-
sult in an increase in the
number of fractures." =

Stanton
Yellowknife Hospital

Are you tired of big-city noise and conges-
tion? This is your opportunity to get away and
experience aNorthern Adventure. Yellowknife
is the thriving capital of the Northwest Territo-
ries, providing a unique social, recreational and
cultural flavour forits 15,000 residents. Withits
modern amenities, and untouched wilderness
only minutes away, Yellowknife can offer
something for everyone year-round.

The Stanton Yellowknife Hospital is a 135
bed accredited regional facility, which provides
acute and long-term care services to acatchment
population of approximately 35,000.

There is one full time position opening and
two term positions available for Registered
Nurses with special Operating Room training or
related experience. Applicants must be eligible
for registration with the NN-W.T.R.N.A.

Term positions from:
» February 1990 to April 1990
* May 1990 to December 1990

Salary from $37,297.00 per annum
 Excellent benefits package

+ $450.00 per month private
accommodation allowance

» Generous relocation policy

Send resume to:

Sheila Bothamley
Director, Human Resources
Stanton Yellowknife Hospital
P.O.Box 10
Yellowknife, N.W.T,
X1A 2N1

The Dr. Everett Chalmers Hospital
Has a Vacancy For a

Senior Clinical Nurse
Surgical Suite

The successful applicant will be expected to
assume the nursing leadership in the surgical
suite, which consists of nine operating theatres.

Applicants must be actively registered with
the Nurses' Association of New Brunswick and
have a Baccalaureate Degree in Nursing. Clini-
cal expertise in operating room nursing is a
requirement. They must have at least three
years recent and progressive clinical experi-
ence in operating room nursing. A post basic
O.R. nursing course is desirable. Must have
good leadership, teaching and interpersonal
skills.

Apply including resume:

Recruitment Officer
Dr. Everett Chalmers Hospital
) I="@fl P.0. Box 9000

Fredericton, NB
E3B 5N35

Refer to Competition #RNOR-2-89

National Nurses Week, May 7 - 12

National Nurses Week is to be held from May 7
to May 12. The theme for this year's special week is
"Nurses and the Environment."

Annual CNA Meeting slated for Calgary

Readers may also like to know that the Annual
Meeting and Convention of the Canadian Nurses
Association will be held in Calgary, Alberta, June
24 to 27.

Most of us like our health care system

A recent survey shows that the majority of Canad-
ians actually like their health care system. Unlike
the United States, pcople there (89%) feel their
system is ‘fundamentally flawed.' In the UK., 70%
feel that their system requires fundamental changes,
but most perfer their system to either Canada's or
the U.S. Given the choice, of the thousands of U.S.
respondents, 1 in 2 would like to swap their present
system for another country's - preferably Canada's.
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\\‘ 7~  Vancouver
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@‘ If you feel that it's time for your nursing career to take a turn for the better please call us collect at
(604) 374-B111, local 720, or write to: Director of Personnel Services, ROYAL INLAND

I NPITAL, 311 Columbia Street, Kamloops, B.C. V2C 2T1

Royal Inland Hospital
OPERATING ROOM NURSES

The Royal Inland Hospital is recruiting Operating Room Registered Nurses to work in our fully
accredited 400+ bed acute care regional referral facility. Applicants must be eligible for membership
with the Registered Nurses Association of British Columbia and have O.R. experience.

COMPENSATION:
Current Salary - per B.C. Nurses' Union - $33,312 to $38,532 per year.

BENEFITS:
Four weeks vacation after one year;
Eleven paid Statutory Holidays;

Fully paid Medical, Extended Health and Dental plans;
Fully paid Life Insurance and Long Term Disability plans;
Indexed pension plan;

Cumulative sick leave and special leave plans;

Shift differential, call-in and overtime rates;
Educational allowances available;

Relocation subsidy may be considered.

The City of Kamloops with a population of 65,000 is ideally located in the South Central part of B.C.
It's noted for its recreational facilities, comfortable lifestyle and mild climate and is a 3 hours drive to

Survey recommends day surgery be encouraged, upgraded

A survey recently released by the Canadian Hospital
Association (CHA) recommends that day surgery
units be encouraged and existing ones upgraded.

Called "Surgical Day Care In Canada - A National
Survey of Programs in Acute Care Hospitals,” the
survey was embarked upon in 1987 and 1988.

The report concludes that day surgery units are a
cost-effective use of hospital facilities, and that pro-
vincial government health organizations should devel-
op incentives for the expansion of such units.

A day surgery unit is defined as "a hospital-based
service in which scheduled elective surgical, diagnos-
tic and/or therapeutic procedures are provided to pat-
ients who are admitted and discharged the same day
through organized programs with defined pre-and post-
operative procedures."

Highlights of the survey include:

* 59 percent of all acute care hospitals in Canada cur-
rently have some type of formalized day surgery;

¢ a further 15 percent of acute care hospitals do sur-
gery on a daily basis;

e most day surgery programs in Canadian hospitals
have been in existence for five years or longer;

¢ the majority of day surgery units in Canada are
integrated, which means they share some operating

rooms and space with other units in the hospital;
(however, some hospitals may have some "dedicated"
facilties, i.e., areas exclusively for day surgery);
¢ 62 percent of the hospitals surveyed (N=350) per-
formed at least two day surgry procedures for every in-
patient procedure;
e the most noteworthy reason for a day surgery ser-
vice is financial - there are considerable cost-savings;
e the operation of a day surgery unit does not require
costly, 24-hour staffing and other services;
¢ established day surgery units, unlike extended hos-
pital in-service, does not disrupt family life or em-
ployment obligations on the part of the patient;
e day surgery services diminish the risk of patients
contracting nosocomial infections;
e the report also recommends that many procedures
currently performed on a hospital in-patient basis
could be considerd for day surgery;
e the report also recommends that pre-admission
preparation should be upgraded in some existing day
surgery operations: "Adequate preparation before and
after surgery is needed to meet the physical, social and
psychological needs of all patients since the through-
put is rapid."

The top five surgical day care procedures in Can-
ada: cystoscopy/ pyelogram; endoscopy/GI; dilation/
curettage; teeth removal/restoration; skin excision.
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Calendar of
Events

National O.R. Conference

April 2 - 6, 1990, Toronto, Ontario:

11th National Operating Room Nurses Con-
ference, Harbour Castle (Westin) Hotel.
Delegates contact Audrey Macdonald, Operat-
ing Room, Mount Sinai Hospital, 600 Univer-
sity Avenue, Toronto, Ontario M5G 1X5.
Exhibitors contact Valerie Shirreff, Operating
Room, Mississauga Hospital, 100 Queensway
West, Mississauga, Ontario L5B 1B8.

February 7 - 9, 1990, Calgary, AB: Quality
of Nursing Life Conference: "Partners in Inno-
vation;" Calgary Convention Centre, (Contact Jannice
Moore, Director, Education Services, Alberta Hospital
Association, 10009 - 108 Street, Edmonton, Alberta T5J
3C5. Telephone: (403) 498-8403; FAX: (403) 498-8465).

February 16 - 17, 1990, Windsor, Ontario: 4th
Annual Conference, Windsor and District Operating
Room Nurses Association, Hilton International
Hotel. (Details: Darlene Beaudet, Windsor Western Hosp-
ital, Operating Room, 453 Prince Road, Windsor, Ont.
NOC 3Z4 (519) 257-5178).

March 18 - 23, 1990, Houston, Texas:
37th Annual AORN Congress, the George R. Brown
Convention Centre. (Contact AORN Meeting Services,
10170 East Mississippi Ave., Denver, Colorado  80231;
(303) 755-6300).

October 18 - 20, 1990, Gander, Nfld: 11th
Annual Conference, Newfoundland & Labrador O.R.
Nurses Association, Hotel Gander, (Exhibitors contact
Henry Norris, James Paton Memorial Hospital, 125 Trans
Canada Highway, Gander, Newfoundland A1V 1P7).

May 5, 1990, Windsor, Ontario: 11th An-
nual Symposium, Malignant Hyperthermia Associ-
ation, Hotel Dieu Hospital, Windsor. (Contact Juliette
Beaudet, Reg. N., Hotel Dieu Hospital, 1030 Ouellette
Avenue, Windsor, Ontario N9A 1E1. (519) 973-4421).

September 28 - 30, 1990, Regina, Sask.:
6th Annual Conference, Saskatchewan Operating
Room Nurses Group. (Contact Ginny Mielke, 106
Lockwood Road, Regina, Sask. S4S 3G2. Home: (306)
584-0692, Work: (306) 359-2325).

Changing image of the O.R. nurse
to be examined during the Windsor
and area O.R.Nurses Conference

The Windsor and District Operating Room Nurses
Association will be holding its 4th Annual Con-
ference on Friday and Saturday, February 16 and 17,
1990. As with previous conferences, the Hilton In-
ternational Hotel and the adjacent Cleary Auditorium
will be the locale. Besides the educational/clinical
program, there will be an exposition of medical-
surgical products, and the Saturday luncheon will
feature a walk-thru fashion show.

The theme of the conference is "Changing the
Image of the O.R. Nurse." Conference organizers
have scheduled guest speakers and arranged an agen-
da in keeping with this theme.

Speakers to date include:

Carol Lenox, Mississauga Hospital:
"The many jobs of the O.R. nurse."

Gerry Richardson, Canada Life Insurance:
"Financial management."

Dr. Laurie Campbell:
"Homeopathic medicine and laser technology."

Carole Bertuzzi-Luciani:
"Humour in the workplace.”

See "Calendar of Events" section for more details.

General Journal Information

Canadian Operating Room Nursing Journal,
copyright, 1983, is published six times a year
(February, April, June, September, October/Novem-
ber, and December) for operating room nurses and
related surgical nursing personnel across Canada.

Canadian Operating Room Nursing Journal
is indexed in Index Medicus, the Cumulative Index to
Nursing and Allied Health Literature, and the
International Nursing Index, United States National
Library of Medicine, Bethseda, Maryland.

Canadian Operating Room Nursing Journal
permits reproduction of its contents for noncom-
mercial purposes in the interest of educational or
scientific advancement. Any other intent for use of the
contents of the Canadian Operating Room Nursing
Journal requires the editor's consent.

Canadian Operating Room Nursing Journal
is published by Health Media Incorporated, Suite 202,
214 Merton Street Toronto, Ontario M4S 1A6
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It's not what you stand for
but what you stand on!

It may not be how you stand
at the operating room table, but
what you stand on that can deter-
mine the amount of stress and
fatigue experienced, accordingtoa
study at the Center of Ergonom-
ics at the University of Michigan,

Researchers, reporting in the
March 3 issue of the Journal of
the American Medical Associa-
tion, stated they tested different
floor types on a handful of em-
ployees at a Ford Motor Com-
pany plant who stand during their
entire workshift. The floor types
ranged from solid concrete to mat-
ting of varying thickness.

Ratings of perceived hardness
and discomfort in the feet, ankles,
legs, and back were obviously
highest for concrete and lowest
for the soft, thicker mats.

However, general fatigue rat-
ings were higher with flooring
that was too soft. Also, leg fat-
igue correlated with general fat-
igue regardless of floor type.

Other factors that were con-
sidered were the type of shoes
worn, the task being performed,
length of time standing, and indiv-
idual worker characteristics such
as general health, job satisfaction
and conditioning. =

Pre-op hair removal...
an unscientific ritual

A study of more than 300 sur-
gical patients has shown that
shaving did not make the skin
more sterile and did not lower the
rate of infection, according to a
report in the March 3rd issue of
the American Medical News.

The study, which was conduct-
ed at the George Washington Un-
iversity School of Medicine and
Health Sciences, consisted of four
groups of patients. Three of the
groups had hair removed prior to
surgery either by shaving, clip-

ping, or chemically. The fourth
group had no hair removed.
Results showed that no statis-
tically significant differences were
found between the four groups.
An investigator quoted in the
study, a surgical nurse co-ordin-
ator, said that preoperative hair
removal is a ritual that does not
have any scientific bases. =

Though it still baffles us,
knowledge of SIDS grows

It is considered one of the most
pathetic and. apparently prevent-
able of all causes of death among
infants, yet SIDS (sudden infant
death syndrome) still baffles the
experts, in spite of new insight
into the disease.

In a recent issue of the Mayo
Clinic Health Letter (April,
1989), cigarette smoking by preg-
nant women is most notably link-
ed to the disorder.

Other probable causes of SIDS
focus on the theory that a prob-
lem may have existed before
birth. Some of these problems or
risk factors include:

¢ maternal drug abuse;

e bleeding during pregnancy;

¢ position of the placenta in the
mother's uterus;

¢ multiple fetuses (each fetus
shares the same placenta and may
not receive sufficient blood);

e an interval less than one year
between pregnancies (the lining
of the uterus, on which the pla-
centa forms, needs about twelve
months to recover between each
pregnancy).

Over the past ten years of re-
search, a pattern of key character-
istics has emerged in babies who
may be most vulnerable to SIDS:

» usually occurs when an infant
is between three weeks and seven
months old;

* occurs almost always when the
child is sleeping;

¢ is more common among boys;

* lower economic groups experi-
ence SIDS more frequently;

» occurs more often in families
with several children;

* occurs more often with prema-
ture infants (or in families which
have had premature children);

e it is not considered hereditary ;

¢ parents who have lost a child to
SIDS face a slightly higher risk
of having another die of SIDS;

o the risk of SIDS appears to be
higher in colder weather;

e SIDS is the leading cause of
death in infants between one week
and one year of age. -

Romantic facts to ponder
as we fall asleep tonight

The Romans valued their num-
erous slaves to such an extent
that their owners insisted that
they sleep on their right side. The
rationale was that the heart, slop-
ing as it does toward the left, is
damaged if one sleeps on the left
side. No one that we have heard
about has ever tested this hyp-
othesis, possibly because today
not much credibility is attached to
Roman physiology.

But let's not underestimate Ro-
man science and enginering. It
was nothing to scoff at. For in-
stance, did you know that, archi-
tecturally, the Roman Coliseum
is not significantly different from
the Skydome in Toronto, with its
retractable roof and the claim that
it will last at least 400 years.

The Roman Coliseum, still in
existence after 2000 years, not
only had a greater seating cap-
acity, it also had a retractable roof
of canvas that could be erected on
hot, sweltering days by a corvee
of healthy slaves who slept on
their right sides.

After all is said and preserved
about Roman technology, their
interest in sleeping positions may
not be all that far fetched. m
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Staff getting burned up
over your sterilizer?

Better get a Getinge.

The sterilizers designed to protect
your staff and keep the O.R. running smoothly.

Getinge sterilize
treat you right.

And in so many ways...

B Compact, space-saving design.
B Solid 316L stainless steel chamber

construction with ten year warranty.

Highly polished for easy cleaning
and maintenance.

B Extra thick 2" thermal insulation
with aluminum sheet cladding.

B Accurate control and documented
cycle results STAT!

Nobody likes getting burned.

Yet most conventional sterilizers have awkward
radial doors that weren't designed with staff
safety in mind. Not so with Getinge. Our
sterilizers feature automatic positive-sealing,
sliding doors. Prevents
"“Singed Arms Syndrome’’ as
well as minimizing operator
effort. And fewer moving
parts mean less downtime,
easier maintenance, and
fewer scheduling headaches.

Don't let your
sterilizer get
you hot under
the collar.

Or your staff
singed below the elbows.

Get a sterilizer that exceeds the highest
standards at the lowest possible cost.
Get a Getinge.

Call or write today for details.

%¢ GETINGE
GETINGE Canada

866 Langs Drive, Cambridge, Ont. N3H 2N7
Tel: (519) 653-8880
Telex: 069-59481 FAX: (519) 653-8691



Letters to f:
the Editor

November 1, 1989

universiy
of Ailbernia

hospitals

t the opening ceremonies of the 12th Annual
Provincial Conference of the Operating Room

Nurses Association of Alberta held in Medicine Hat,
Alberta, in mid-October, Dave Paterson, President of
Surgikos of Canada, presented me with the 1988
Drake/Thompson Memorial Editorial Award.

This award holds particular significance in that it
is a memorial tribute to Chris Drake and Gregg
Thompson, two senior executives of Surgikos of
Canada, who tragically lost their lives in an airline
disaster in 1983 while in the line of duty for their
organization and the health care community.

Surgikos of Canada is to be congratulated for com-
memorating the contributions of these two highly
respected senior executives. Their memory will live
on through the Surgikos Editorial Award.

¢, as operating room nurses, are fortunate to

have the incentive of this award to encourage
communication, and the sharing of ideas and ex-
periences with each other through the medium of the
Canadian Operating Room Nursing Journal. 1t is
through the co-operative efforts of Dave Paterson
and Surgikos of Canada, Muriel Shewchuk and the
ORNAC Editorial Awards Committee, and the
Editorial Staff of the Canadian Operating Room
Nursing Journal that this prestigeous award is
possible. To these organizations and individuals, a
special thank you: to the Editorial Awards Com-
mittee for the difficult task of reviewing the editorial
submissions and selecting the annual editorial award
winner; to Surgikos of Canada for promoting,
through this award, the communicating, sharing, edu-
cation and advancement of operating room nurses

across Canada; and, to our own fine publication, the
Canadian Operating Room Nursing Journal for
providing the medium through which all operating
room nurses in Canada share and benefit.

would also like to express my appreciation to the

Operating Room Nurses Association of Canada
(ORNAC) and the Operating Room Nurses of Alber-
ta (ORNA) for their participation in this award, A
special "thank you" to the Alberta association Plan-
ning Committee of the 12th Annual Conference for
providing me with the opportunity to share my
moment of glory with colleagues, and allowing me
to share in a presentation at this confereence.

In deepest appreciation,

Donna Prokopczak,
Clinical Nurse Specialist,
Surgical Suite,
University of Alberta
Hospitals, Edmonton

History of Surgikos award goes
back to inception of O.R. Journal

The Drake/Thompson Editorial Award was est-
ablished by Surgikos of Canada Inc. in 1983. The
award coincides with the inception of the Canadian
Operating Room Nursing Journal. The award con-
sists of a plaque, which resides at the Surgikos head
office in Peterborough, Ontario, and a replica of this
plaque along with a cash award of $2,500, which
goes to the recipient.

Adjudicated and administered by the Awards Com-
mittee of the Operating Room Nurses Associatioin
of Canada, competition is open to all operating
room nurses, technicians, staff nurses, instructors
and students, full or part time, engaged in some area
of operating room nursing instruction, and who have
submitted an article which has been published in
the Canadin Operating Room Nursing Journal,
There have been six Award winners to date:

1988, Donna Prokopczak, Edmonton, Alberta;
1987, Mary Kubaseiwicz, Winnipeg, Manitoba;
1986, Joan Ball, Toronto, Ontario;

1985, Jerry Rudney, Winnipeg, Manitoba;
1984, Jean Savickis, Toronto, Ontario;

1983, Joanne Teskey, Toronto, Ontario.

“OR news

Turn on the music...
tune out the pain!

Music appears to enable
surgical patients to "tune out"
pain. A study last year out of
the University of Western
Ontario in London has shown
that patients feel less pain
during such unpleasant surg-
ical procedures as abdominal
wound packing when given
an opportunity to listen to
their favourite music.

Pain Societies

The study was presented in
Toronto during a joint meet-
ing of the Canadian and Amer-
ican Pain Societies.

In the study, 26 adults who
had undergone abdominal
surgery were studied to see
what effect listening to their
favourite music would have
on the amount of pain they
felt during an abdominal
wound packing procedure.

Each patient was studied
during two abdominal wound
packing procedures perform-
ed at the same time on con-
secutive days. The only dif-
ference: one day they got mu-
sic; the other day they didn't.

Analgesics administerd

The patients were given an
analgesic prior to the proced-
ure, whether or not they were
also listening to music.

Pain was measured using
the sensory, affective and tot-
al Pain Rating Indexes (PRI),
and the Present Pain Intensity
Scale of the McGill Pain Que-
stionnaire and Pain Ladder.

Patients' systolic blood pres-
sures, diastolic blood pres-
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sures and pulse rates did not

Operating Room Nurses

Take your surgical
skills to new heights

Our commitment to delivering and continually improving patient
care remains steadfast. We're just as dedicated to developing and
implementing a new and dynamic Case Management model and
Collaborative Practice Units within our Cardiac, Orthopaedics and
Neuroscience Centres, to name just a few. These are highly special-
ized and decentralized units offering OR nurses the opportunity to
take their surgical skills to new and challenging heights. Our programs
are the most progressive nursing care delivery models designed to:

* expand the role of the nurse
by enhancing patient involvement

* recognize the varying needs of
the professional nurse

¢ Increase the level of authority
of the nurse while working In
multi-disciplinary collaboration

RN's witha minimum of 2 years’ directly related O.R. experience are
required. O.R. course certification is an asset.

Youwillbenefit from flexible scheduling, a one-for-one compensation
plan, tuition reimbursement, subsidized staff parking, day care
assurance plan, continuing education, on-going paid training...and
more.

Move into a new decade of nursing and managed care with The
Toronto Hospital. We combine two world-class
institutions with a proven history of medical
innovations and are clearly positioned as one of
North America’s premier tertiary care teaching
hospitals.

Formoreinformation, contact either George Raymond

at (416) 340-4865 or Heather Robinson at (416)

362-5919. Alternatively, you can send your resume

to the Nursing Recruitment Office at : 101 College THE
Street, Toronto, Ontarlo M5G 2C4 or 399 Bathurst TORONTO
Street, Toronto, Ontarlo M5T 2S8. HOSPITAL

THETK RON

O SPlTAL

differ significantly when they list-
ened to music. However, when they
were outfitted with a cassette re-
corder, a pair of headphones and a

tape of their favourite tunes,
patients had significantly lower
scores on the sensory and affective
PRI rating scales. =
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Medical/surgical supply companies
support your O.R. journal

The publishers and the thousands of readers of the
Canadian Operating Room Nursing Journal wish to
thank the medical/surgical supply companies whose
advertising confidence in our journal make it pos-
sible for this publishing venture to continue year
after year. Without the support of the following com-
panies, there would not have been a journal in 1989,

¢ Abbott Laboratories
¢ Aesculap
¢ American Sterilizer Canada Inc.
* Balston Canada Ltd.
¢ Baxter Canada
* DeRoyal Industries Inc.
» Ethicon Limited
* Genesis Medical Corporation
* Getinge Canada
¢ ICN Canada
¢ Interhospital
e Instrumed
e Johnson & Johnson Inc,
¢ Kaiser Permanente
» Kendall Canada
e Lac-Mac Limited
e Serving Software Inc.
¢ Sigmacon Medical Devices
¢ Squibb Canada Inc. (ConvaTec)
¢ Surgikos Canada Inc.
¢ Tecnol Inc.
e Zimmer of Canada
Thanks also to those hospitals whose recruiters ad-
vertised for operating room staff in our journal.

11th Annual Malignant Hyperthermia
Symposium to be held in Windsor

The Malignant Hyperthermia Association of Cana-
da has selected the city of Windsor, Ontario for its
11th Annual Symposiun to be held May 5th, 1990,
at Hotel Dieu Hospital. The Windsor and District
Operating Room Nurses Association will be assist-
ing in the sponsoring of this annual event.

For more details and registration, please contact:

Juliette Beaudet, R.N.

Hotel Dieu Hospital, Operating Room
1030 OQuellette Avenue
Windsor, Ontario N9A 1E1
(519) 973-4421 - work
(519) 728-2341 - home

Book Review

Title = Asepsis, The Right Touch

Something Old is Something New
Author - Sue Crow, R.N., M.S.C,, CIC.
Publisher - The Everett Companies, Publishing
Division, 813 Whittington Street, Bossier City,
Louisiana 71112

It is unusual for the writer of any work to have the grit
to describe his or her endeavours as "that which is indis-
pensible;" yet, that's just what the author of Asepsis,
The Right Touch said in her Epilogue when she
wrote: "The sine qua non of asepsis has been outlined in
this book. The fact is, she's justified in making the
statement - it should be considered indispensible.

An infection control practitioner with myriad exper-
iences, Sue Crow has written a book for all health care
workers that takes them back to the basic foundation of
infection control practice, namely, aseptic technique.

The first three chapters of this ten chapter, 186-page
book introduce the reader to the components of the
enemies of asepsis. These pages not only tell the reader
how to stop the enemies, they also detail some of the
moral and ethical issues involved.

Chapters four through nine describe medical and surgical
asepsis with guidelines for disinfection and sterilization.

The last chapter, "Cut the costs - count the ways," is
devoted to 101 methods and procedures that can be utilized
to cut costs while still maintaining effective infection
control. At the end of each chapter is a summary of the
important points that have been covered and a list of sug-
gested readings pertinent to that chapter. Each chapter is
also replete with cartoon sketches that reinforce the mes-
sages and concepts being communicated.

Every chapter is written with a common-sense approach:
questions are posed and answered, and problems en-
countered by every I.C. practitioner are dealt with. The
author's 20 years experience in infection control is evident:
she has the knack of separating the nuggets of asepsis
technique from the dross. In short, you don't find any
aspect of infection control discussed that is not precise and
pertinent to patient care and safety.

This book would be a highly useful library addendum
for infection control practitioners, for those involved in
quality assurance, and anyone required to write LC.
procedures and guidelines. Besides being a handy reference
book, nursing educators will find it an excellent and
practical source text for themselves and their students.

Infectious disease is a timely topic of discussion in
virtually every area of health care today - AIDs, hepatitis,
herpes, resistant bacteria, etc. Asepsis - The Right
Touch is a timely and substantive answer that takes us
back to the much needed basics - and beyond.

Editorial Staff, CORNJ, 20/11/89
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For two decades we’ve
been conducting
@5, cerm warfare.

There’s no room in today’s
hospitals for cost overruns due to
germ infection. That’s why
CIDEX" Solutions are tackling
some major problems facing
infection control. From staph to
TB. From herpes to influenza.
CIDEX" solutions are the proven
leader in asepsis.

Your Surgikos representative can
offer you educational programs,
in-service and training materials—
all designed to meet the needs of
infection control today.

With the CIDEX* system on
your side, you too can win the
battle against infections.

From The Infection Control Company

SURGIKOS

in Ontario call
1-800-461-7693
Outside Ontario
1-800-461-7664

*Trademark








