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and revision

By Rick Harburn, R.N.A.

Total knee arthroplasty first began in the 1940's,
but its current state of development has really only
taken off since the early 70's. Today there are hun-
dreds of different models of artificial knee joints on
the market. Even so, the art of total knee arthro-
plasty remains imperfect, enjoying a somewhat les-
ser degree of recognition and success than total hip
arthroplasty. In the past few years, however, medical
technology has made inroads in correcting the errors
of the early pioneers in the field of total knee replace-
ment. This technology is continuously developing.

The prosthesis

A prosthesis is the replacement of a missing,
damaged or chronically painful part of the body by
an artificial substitute. To be satisfactory, among
other attributes, a prosthetic device should provide
the client/patient with relief of pain. It should
adequately correct any deformity present.

An ideal joint prosthesis will correct and provide
stability as well as furnish the individual with at
least 90° or more of flexion. The artificial joint
should be expected to maintain itself in excellent
working order for several years, and in the event of
prosthetic failure, should provide for easy arthrodesis
(surgical immobilization of the failed joint or joint
fusion) and/or revision of the prosthesis.1

Patient selection

Who should have a new knee joint? Total knee
arthroplasty should be considered a valid surgical
procedure before arthrodesis if the person would have
been a candidate for arthrodesis before the advent of
total knee arthroplasty.!

Total knee arthroplasty

This procedure is performed for patients with ost-
eoarthritis, rheumatoid arthritis and traumatic arth-
ritis where the degree of articular surface destruction
and joint laxity precludes the use of a simpler
operation, for example, a synovectomy (the excision
of the synovial membrane).

Knee joint arthroplasty is done to decrease or
relieve pain, to improve joint stability and to correct
deformity present in the joint. The individual being
considered for a new knee joint should probably be
around 60 years of age or older. The reason for this
is that the long term results are not yet fully known
to surgeons, with the life of current prosthetic de-
vices appearing to be around seven to ten years.

Thus, putting a prosthesis in someone 40 or 50
years old may severely limit future options if the im-
plant fails or wears out when they are 60 years old.

Delayed and immediate complications associated
with arthroplasty of the knee joint occur frequently
enough for it to be considered as a last resort when
all other alternatives, except arthrodesis, have been
exhausted. For those individuals who have had a
total knee arthroplasty, more than 50% have been
satisfied with the outcome, and around 80 percent
reported pain relief after surgery.

Three categories of prosthetics

Although many different models (of artificial knee
joints) exist on the market today, prosthetic devices
can be divided or classified into three basic cate-
gories based on degree of restraint:

1. Non-constrained
2. Partially constrained, and
3. Fully constrained?

Articulating surfaces of the knee

1. Lateral femoral condyle & tibial platean
2. Medial femoral condyle & tibial platean

3. The articular surface of patella
4. Anterior surface of femur

¢ The first category of prostheses are non-con-
strained, which amount primarily to resurfacing
implants; that is, replacing one or both sides of the
tibial plateau and offering very minimal restriction
of movement.

¢  Partially constrained implants, the second cate-
gory, restricts motion transversely, rotationally and
in anterior/posterior directions. With partially con-
strained implants, only the articulating surfaces are
replaced, with partial stability of the joint coming
from the metal runners of the femoral component
articulating with the grooved polyethylene tibial
component. The patient must have stability of the
medial collateral ligaments and posterior cruciate lig-
ament if the partially constrained implant is used.

¢  Constrained implants by definition limit move-
ment in all planes. Hinged type joints are used when
there is marked instability and supporting ligaments
are destroyed, or for revision when other attempts

have failed. They are designed to give increased
stability since the femoral component is fixed to the
tibial component to form a hinge. Non-hinged joints
are similar in principle to hip prostheses since a
stainless steel femoral component articulates directly
with a high density polyethylene tibial component.
(Illustration 1 - following page)

The procedure

Although each particular model of non-hinged and
hinged joints will come supplied with its own
particular surgical guide from the manufacturer, the
procedure for the operating room technician follows
a similar pattern for all.

Generally, a medial parapatellar incision is made
and the patella is averted and deflected off to the side.
(Diagram above). Once the knee joint is exposed
tissues are removed from the joint to expose the
distal femur. With the knee flexed to at least 90°, an
alignment guide is placed in a drill hole that has
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Mlustration 1.

Non-hinged knee joint

with femoral and tibial
components in situ,
(Lateral view)

Illustration 2.
Placement of drill
hole in distal femur

Illustration 3.
Alignment guide placement

been placed anterior to the intercondylar notch and
parallel to the femoral shaft. (Illustration 2)

A femoral cutting guide is placed parallel to the
posterior femoral condyles so that the surgeon can
make correct cuts and ensure proper placement of
components in subsequent steps. (Illustration 3)

Next, the anterior condyles are removed by using
various attachments on the alignment guide. Follow-
ing this, the distal femur is excised using the distal
femoral cutting guide, and the lateral and medial
condyles are resected.

The distal femoral surface should be checked to
ensure that it is flat in order to ensure proper place-
ment of instrumentation.

Following the femoral cuts the anterior/posterior
measurements are done with the knee hyperflexed.
With the measurements obtained, one can fix the
femoral cuts if needed.

Next, the surgeon will progress to the tibial cuts,
and after ensuring proper anatomical alignment with
a tibial cutting guide, the proximal end of the tibia
is resected.

Following completion of the tibia, the patella is
prepared to receive its component by making sure
the posterior aspect is flat. This is done by holding

it firmly with the appropriate instrument and using a
saw to shave it down to the level of quadriceps
tendon insertion. This now completes the bone cuts
necessary for the insertion of the prosthetic im-
plants. (Illustration 4)

It is probably best to use a new saw blade for each
case to ensure the best possible cuts. The operating
room staff should note that although some 600 dif-
ferent saw models are available, each has the same
equipment to do the basic bone cuts. These instru-
ments may look different and be called different
names, but they do the same basic things.

Alignment

Thus far, in this description of the surgical
procedure for a total knee replacement, alignment is
mentioned repeatedly. In order for the surgical team
to achieve the goals of arthroplasty adequately, nor-
mal alignment must be reconstructed or preserved in
order to maintain optimal alignment and ligamen-
tous balance in the knee.8?

As noted in Illustration 5, the normal stress bear-
ing surfaces on the knee is 3° valgus (a term denot-
ing position, meaning bent outward or twisted,
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Ilustration 5.
Maintaining proper alignment

and away from a identifiable midline or axis) with
the anatomical axis of the femur approximately 9°
valgus. The normal tibial surface is about 3° valgus.
So, the implants must be inserted correctly to
maintain this proper alignment to avoid problems in
the future. The measurements allow the surgeon (o
cut the distal femur perpendicular to the mechanical
axis and ensures a parallel cut in relation to the
proximal tibial surface.

The operating room nurse can now prepare the
tibial trial and femoral trial components that the
surgeon will use. Once the surgeon has the tibial
and femoral trial components properly situated,
he/she should put the knee through its full range of
movement and check the ligament stability. As the
surgeon puts the joint through its range of motion,
the tibial and femoral trial components will seat
themselves into their ideal position; at this point the
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surgeon may choose to mark these points with meth-
yline blue or an electrosurgical unit.

After the surgeon has marked the position, if he
does, the tibial fixation plate is secured to the tibia.
Securing can be accomplished with screws or pegs
that are secured into the tibial shaft with or without
cement, depending on the patient and your surgeon's
preference. (Ilustration 6)

When the tibial fixation plate has been secured
into position, the appropriate-sized articulating sur-
face is chosen and secured into position. The femoral
implant is inserted into place (Ilustration 7) and
the patellar dome is secured onto the patella. Once
again, it is advisable to put the knee through its full
range of motion so that any problems can be cor-
rected and necessary soft tissue release done.

The knee is irrigated to remove any debris present.
The irrigation solution will probably contain anti-
biotics of the surgeon's choice. The knee is closed in
layers with a suction drain in place. Soft cast pad-
ding or ABD pads and tensors are applied and the
patient is then transferred to P.A.R. Again, de-
pending on its availability and the surgeon's wishes,
the knee may be placed in a continuous passive mo-
tion unit while in recovery or as soon as possible.

It is important to note that it is essential to
maintain and to re-establish proper alignment of the
limb or problems will develop in the future. To help
ensure proper alignment, those individuals involved
with draping should do so in a manner that helps
maintain this alignment but yet meet all the re-
quirements of asceptic technique. One will also use a
pneumatic tourniquet to decrease the amount of
blood lost, thereby ensuring that the surgeon has a
clear field of view. Very strict asepsis is needed in
view of the devastating effects of infection on the
prosthesis. Double gloving for surgery and triple
gloving while draping is common, and the incor-
poration of antibiotics into the cement may be used.
Once again, any saw that is used should have a new
blade on it to help prevent "bad" cuts since you only
have a limited amount of bone stock to work with.

Complications

As with any procedure, the total knee arthroplasty
is not without its complications. Complications can
be divided into two different categories, the first
being carly complications and the second, late
complicatiosn or those that lead to failure of the
prosthesis. General anaesthesia in and of itself has
potential serious problems for the patient as well.

Early complications include haematoma form-
ation, necrosis of the skin since the knee doesn't
take kindly to multiple criss-cross incisions and
sterile drainage. These three separate problems can

Illustration 6.

(a) - Screw secured
(b) - Pegged or stemmed secured

e Bl R
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Illustration 7.
Femoral component attached
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be combined under the one heading of poor wound
healing and various statistics indicate a range of 10
to 15% of the patients undergoing arthroplasty will
develop one of this group of problems, 2 4

Superficial infections of the incision tend to be
seen in less than 1% of all cases. The patient may
also experience temporary peroneal palsy. Pulmon-
ary embolism has been reported in the range of .50
to 6% of cases, but if one does more detailed in-
vestigation, lung scans for example, the incidence
tends to approach 10% of all cases. As well, throm-
bus formation is reported in the range of 1 to 10%,
but with more detailed studies such as venograms
and radioactive fibrinogen scans, the occurrence of
DVT tends to rise up to 50 to 70% of the surgical
cases, many obviously are asymptomatic. 2:4

The complications that cause prosthetic failure
may occur months or years after the insertion of the
implants. One may also develop osteomyelitis sur-
rounding the implant; plus, the loosening of the pro-
sthetic component(s) occurs in 3 to 5% of surgery,
and usually depends on what has been done pre-
viously. 2,4

In unconstrained and partially constrained im-
plants, tibial component loosening is most com-
mon, whereas in constrained implants, loosening of
the tibial and femoral components occur with about
the same frequency. It should also be noted that loos-
ening appears (o be significantly more common to
the constrained types of implants. 4

Malalignment of the implant tends to lead to
increased stress on the prosthesis which in turn leads
to loosening. Joint instability has been noted in 1 to
6% of the cases and the severity ranges from mild
subluxation to a frank dislocation of the joint. 4

Fractures, if they occur, tend to involve the med-
ial-tibial cortex. And finally, the last complication
to be noted is the settling of the tibial component.
Although total knee replacements have not been

around for sufficient time to be fully evaluated, the
early indications are that they are subject to a much
greater amount of wear and tear than are the total hip
arthroplasties. There are three reasons for this:

1. The knee joint is biochemically more complex
than the hip joint. The ball and socket of the hip
allow mainly rotational movement, while with the
knee, one must contend with sliding, rotational and
flexion/extension movements.

2. The knee joint is subjected to a wide variety of
stress-producing forces.

3. The basic component design of knee prostheses

causes debris to become entrapped in between the

components which result in erosion of the com-
ponent surfaces. Hip protheses are designed and
placed in such a manner that debris tends not (o
collect in the joint spaces. Thus, surface erosion is
much less.

Revision

Revision has developed only over the past decade.
The early models used in total knee arthroplasty
tended to be only hemi-arthroplasties; that is, they
were resurfacing procedures. Although they provided
good service in the initial years following surgery,
they are now beginning to wear out. These carly
models tended to be uni-compartmental; thus, bone
articulated directly with metal, leading to the de-
velopment of arthritis and pain. Also, it has been
noted that the early hinge-type prostheses are
subjected to loosening much more frequently.

There are four reasons put forth by surgeons why
an individual needs to have revisional arthroplasty:6
1. Pain (42%)

2. Sepsis and instability of the joint (32%)
3. Wear of the components (16%)
4. Loosening (12.5%)

Although good results can be obtained for the
patient with revision, the results never approach
those that are obtained with the original arthro-
plasty. The biggest obstacle that must be overcome
by the surgical team is bone deficiency that resulted
from the original attempt at arthroplasty - there
simply is very little bone stock to work with.

Two studies indicate that the need for revisional
arthroplasty occurs between 10 and 13% of the time
in original cases.5 It is hoped that the need for
revision will be less frequent with the later models
because of improved technology and technique.

An important concept with arthroplasty revision
is the need for adequate pre-operative evaluation to
identify the reason(s) for failure of the first pros-
thesis so that the same mistakes can be avoided the
second time around. Also, in pre-operative prep-
aration, the patient should have weight-bearing X-
rays in order to evaluate the amount of bone likely
to be left when failed components are removed.

Revision problems

The amount of bone stock left from the previous
surgery may influence the surgeon's choice of
prosthesis that will be used. The surgeon will also
want to determine if sepsis is present prior to sur-
gery by the use of physical findings, CBC, sed rate,
gram stains and cultures of joint fluid. In revision,
the team will encounter three problems:
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1. bone loss

2. previous bone-cement interface with its resultant
sclerosis, and

3. soft tissue scarring

Surgery begins with special attention given to
the skin and soft tissues. The revision incisions will
be made through the previous incisional scar.
Special care is given to prevent patellar tendon
avulsion (tearing away of the structure). The
underlying muscles are divided to allow for good
exposure of the field. The old implant is carefully
removed so as to preserve as much bone as possible
and to protect ligamentous structures.

Once the team has carefully removed the old im-
plant, removal of any remaining cement and inter-
posed fibrous membranes that have formed is done
so that there will be no barriers to bone-cement
interfacing when the new prosthesis is implanted.
Inserting new cement under pressure while it is less
viscous ensures better penetration into the cancel-
lous bone present, thus, hopefully, resulting in a
more secure interfacing. Once the surgeon has
removed the old implant, he will have a better idea
of the type of implant that will be used for the
revision. Therefore, before surgery, operating room
staff must ensure that a full range of implants are
available. Generally, the least constrained device
possible that adequately rectifies the problems will
be used.4 The goal is to ensure proper seating of the
component on as large an area of bone that is pos-
sible. The use of thick stemmed tibial components
help to compensate for this bone loss.

Proper closure of the revision is equally im-
portant. Bone grafting ligament release or advance-
ment may be needed in order to regain balance of
soft tissues and stability. Balancing of the quadriceps
mechanism is important for proper patellar tracking,
as is attachment of the vastus medialis. All this
ensures or helps to ensure the stability of the joint
similar to that found in a healthy knee. Post-
operative care regime is similar to that followed for
the initial arthroplasty.”

Conclusion

For the older or more sedentary patient, the goals
of total knee arthroplasty include pain relief, improv-
ed stability of the joint and correction of deformity.
Thus, improving the patient's independence and well-
being appears to have the same success as that
approaching or associated with hip arthroplasty.

For the younger, more aclive patients, the develop-
ment of porous coated prostheses that promote
biological fixation by boney growth similar to that

of cementless hips, and the use of better equipment
and techniques, holds great promise for the future.
The use of these new types of prostheses in younger
patients (under 60 years of age) appears to overcome
the limited life expectancy of current models, thus
giving a better quality of life to more people.t ==
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Newfoundland OR nurses announce
dates for 10th Annual Conference

The Newfoundland and Labrador Operating Room
Nurses Association (NLORNA) will be holding
its 10th Annual Conference at the Glynmill Inn in
Corner Brook, Newfoundland. Dates for the confer-
ence are June 1 to 3. For more information contact:

Angela Lemoine, R.N.
Chairperson - P.R. and Hospitality
P.O. Box 67 W.E.P.S.
Corner Brook, Nfild. A2H 3J0
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First
Provincial Conference

Operating Room Nurses Association of Ontario
The Constellation Hotel

Airport Road, Toronto, April 24 - 26, 1989

The First Provincial Conference of the Operating
Room Nurses Association of Ontario will be held
from Monday, April 24 to Wednesday, April 26 at
the Constellation Hotel on Airport Road, Toronto.

It is expected that this will be one of the largest
operating room nurses conferences in Canada to date.
Over 70 companies have already committed to be ex-
hibitors and delegate registration is expected o
surpass the 600 mark.

Regional OR Associations

The Operating Room Nurses Association of Ont-
ario (O.R.N.A.O.) was formally established in
March, 1982. At that time, the eight existing reg-
ional operating room nurse interest groups in Ont-
ario joined together to form one provincial group,
the O.R.N.A.O. These eight interest groups are:

e Windsor and District Operating Room Nurses
Association (W&DORNA)

* London and District Operating Room Nurses
Association (L&DORNA)

e Operating Room Nurses Association of Hamil-
ton and District (ORNAH&D)

e Operating Room Nurses Association of Greater
Toronto (ORNGT)

* Northern Ontario Operating Room Interest Group
(NOORIG)

¢ Operating Room Nurses Association of South
Central Ontario (ORNASCO)

* Lakehead Operating Room Nurses Association
(LORNA)

* Ottawa and Region Operating Room Nurses
Association (ORORNA)

ZUNITING —= 2 %
- FORTHE — ;

The executive of the Operating Room Nurses
Association of Ontario is composed of:
e President - Carol Lenox
= Past-president - Carole Starr
« President-elect - Hilda Gatchell
« Secretary - Jane Cunningham
« Treasurer - Linda Babinski
« Committee Co-ordinator - Darlene Beaudet

The three representatives from the OR.N.A.O
sitting on the board of the Operating Room Nurses
Association of Canada (ORNAC) are:

¢ Carol Lenox, ORNAC vice-president
» Carole Starr, ORNAC treasurer
« Hilda Gatchell, Board member

Regional to provincial

In past years, the Operating Room Nurses Associ-
ation of Greater Toronto sponsored their Conference
in the Toronto area. This event was perceived by
many as a provincial undertaking - even though it
was under the auspices of a regional group. It was
strongly felt by the majority that there should be a
conference that was truly representative of the pro-
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vince. Thus, plans were formulated to transfer the
Greater Toronto Conference to provincial juris-
diction. Two years ago, in order lo expedite the
transition, a number of the organizers of the Greater
Toronto Conference were recruited from regional
associations. With this first Confernce in April
under the direction of the provincial association, the
transition has been completed.

The Conference Planning Committee is headed by
Chairperson, Jane Cunningham, St. Joseph's Health

Centre, Toronto; Publicity Convenor is Hilda
Gatchell, Oshawa General Hospital; Exhibitors Com-
mittee, Donna Kaufmann, Women's College Hosp-
ital, Toronto; Program Committee, Sharon Ball,
Mount Sinai Hospital, Toronto; Entertainment and
Social Committee Convenor, Mary Barstow, Miss-
issauga Hospital; Registration, Patty Fleming,

Woodstock General Hospital.
Below is a photo of the members of the Provincial
Conference Planning Committe, ORNAO. =

ORNAO Conference Planning Committee

Back row (L-R): Vija Hay (Ottawa & Region),
Helen Gibson (Hamilton & District), Marilyn Evans
(Greater Toronto), Mary Dunkerly (Greater Toronto),
Carolyn LaPorte (South Central Ontario), Susan
Schulte (Greater Toronto), Hilda Gatchell (South
Central Ontario), Carole Starr (South Central Ont-

ario), Ulla Rollins (Greater Toronto). Front row
(L-R): Mary Barstow (Greater Toronto), Marlenc
Muir (Greater Toronto), Jane Cunningham (Greater
Toronto), Sharon Ball (Greater Toronto), Diana
Jorgensen  (Greater Toronto). Missing:  Patty
Fleming (London); Donna Kaufmann ( Toronto).

ORNAO Conference Agenda
Sunday, April 23, 1989

1800 - 1930
2000 - 2230

Pre-registration
Get-Together Cocktail Party

Monday, April 24, 1989

0730 - 0815  Registration

0815-0900 Opening Ceremonies

0900 - 0945  Keynote Speaker - Dr. Don Sabo,
D'Youville University, Buffalo, N.Y.

(0945 - 1015  Coffee Break

1015- 1115 ORNAO General Meeting

1115- 1130  Opening of Exhibits

1130 - 1500  Viewing of Exhibits/Lunch

1500 - 1630  Lung transplantation - the Toronto
experience - Dr. R.J. Ginsberg; Joan
Bobb, R.N.; Sadie Miller, R.N.

1500 - 1630  Workshops - See Workshop Agenda

1900 - 2130  Ethicon Night

Tuesday, April 25, 1989

0730 - 0830  Registration

0830 - 1000 "Not by salary alone" - Today's
challenge in the recruitment and
retention of nursing staff,"
Nancy Myers, B.N., MLEd.
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Disposable barrier products offer effective barrier properties . . .
But ata cost . ..

Now . . . effective barrier properties are available in reusable products
and at a much lower cost.

GORE-TEX™ barrier Surgical Gowns and Drapes . . . an environmentally
conscious alternative to traditional barrier products.

Lac-Mac Limited, 425 Rectory Street, London, Canada N5W 3W5
(519) 432-2616 or (313) 982-3730

Distributed in the U.S. by:
Haag Inc.. PO. Box 750. Arlington Heights, Illinois 60006-0750
1-800-323-7886

GORE-TEX barrier is a trademark of W.L.. Gore & Associates, Inc

0830 - 1000

0830 - 1000
1000 - 1030
1030 - 1130

1030 - 1130
1030 - 1130
1130 - 1500
1500 - 1630
1500 - 1630
1500 - 1630

1830 - 1930
2000 - 0100

"What's new in laser technology,”
(Dr. M. Goldberg; Dr. H. Stern;
Dr, Paihramis; Sharon Ball, RN)
Workshops - See Workshop Agenda
Coffee
"Giving recognition for effective
nursing care,” Jane Finon, B.Sc.N.
"Current treatments for carcinoma
of the rectum,” Dr. A.P. Valiulis
Workshops - See Workshop Agenda
Viewing of exhibits/Lunch
"O.R. nursing and the law - friend
or foe?" Chris Paliere, L.L.B.
"Multiple facial fractures,"
(Dr. J. Phillips)
Workshops - See Workshop Agenda
Exhibitors' Reception
"A Provincial Formal Affair"
(Dinner and Dance)

Wednesday, April 26, 1989

0730 - 0830
0830 - 1000
0830 - 1000

(0830 - 1000
1000 - 1030
1030 - 1130

1030 - 1130
1030 - 1130
1130 - 1400
1400 - 1600

1600

Registration

"The Barrie disaster,” Dr, T. Porter
"Stress and what the #*@&~@#
can we do about it!"

(Dr. Blank, Ph.D., Psychology)
Workshops - See Workshop Agenda
Coffee break

"The Cottrel-DuBosset technique
for scoliosis,” Stuart Legless, R.N.
"Malignant hyperthermia update,”
(Juliette Beaudet, R.N.)
Workshops - See Workshop Agenda
Viewing of exhibits and lunch
Closing speaker

(Carol Bertucci-Luciani)

Closing ceremonies

Workshop Agenda

1st Provincial Conference

Operating Room Nurses Association

of Ontario

Monday, April 24, 1989

1500 - 1630
1. Arthroscopy - Zimmer
(Limited to 20 pre-registrants)

2. Rigid internal fixation of the cranio-maxillo-
facial skeleton - Howmedica
(Limited to 20 pre-registrants)

Tuesday, April 25, 1989

0830 - 1000

1. Interpretation of basic arrythmias
Gail Summers, R.N., workshop speaker
(Limited to 10 pre-registrants)

2. Extracapsular cataract extraction and intraocular
lens implant - Pharmacia - Dr. B. Sniderman
(Limited to 10 pre-registrants)

1030 - 1130
1. Recommended practices: electrosurgery
Valleylab (Limited to 20 pre-registrants)

2, Introduction to sinoscopy technique and
instrumentation - Laborie - Dr. Michael Hawke
(20 pre-registrants)

1500 - 1630

1. Internal stapling techniques and staplers
Auto Suture
(Limited to 20 pre-registrants)

2. Care, handling and draping of microscopes
Zeiss Canada - Jane Davidson, R.N.
(Limited to 20 pre-registrants)

Wednesday, April 26, 1989

0830 - 1000
1. Hands-on hip screw workshop - Synthes
Janet Williams, R.N. (20 pre-registrants)

2. Extracapsular cataract extraction and intraocular
lens implant - Dr, Sniderman (10 pre-registrants)

1030 - 1130

1. Techniques of skin closure
Davis and Geck - Dr. Neil Hutchinson
(Limitedf to 20 pre-registrants)

2. Invasive monitoring - John Traill, R R.T.
(Limited to 20 pre-registrants)

¢ Note: 1130 - 1500 daily, video
workshops will be available

For conference inquiries contact:
Hilda Gatchell,
Publicity Committee Co-ordinator
208 Oshawa Blvd. North,
Oshawa, Ontario L1G 559
(416) 434-6585 (Home)
(416) 576-8711 Ext. 3238
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All nurse-delegates have important
role to play when viewing exhibits

Nurse-delegates attending the ORNAO conference
have an important role to play when they view the
exhibits, If it is accepted that the quality of pari-
operative patient care is affected by the products used
in the O.R., then the degree with which operating
room staff understand the products that are used also
affects the quality of patient care.

Even if one is not involved in the purchasing of
the products on display, it is important that all del-
egates use the viewing time to familiarize them-
selves with the operating room technology and in-
strumentation they will be using or maintainingr.

Delegates to the First Provincial Conference of
the Operating Room Nurses Association of Ontario
will be provided the opportunity to learn about the
latest in surgical techniques, instrumentation and
operating room equipment. In turn, this opportun-
ity, if taken full advantage of, translates into better
patient care.

The representatives of the various companies who
will be exhibiting are eager to demonstrate their
products. Even if you are not part of the purchasing
decisions, company representatives want to talk with
you. A product exhibition is as much a learning ex-
perience for the reps as it is for the nurse-delegates.

The companies that manufacture and supply the
products to your hospital are eager to exchange
information and ideas with the users. They are as
concerned about the complaints you may have as
they are with the accolades you want to pass on.

Feedback on the exhibit floor is essential. It is
possible, for example, that a particular item or
device will be seen that could improve the care that
your facility provides. If such is the case, this is the
time to pass on to the rep the name of the person at
your hospital that should be contacted. Thus, you
don't have to be directly involved in purchasing
decisions to play a prominent role for your hos-
pital's surgical department.

Over 80 exhibitors

Donna Kaufmann, co-ordinator of the exhibitors
committee for the ORNAO Conference, expects
more than 80 companies to exhibit at the three-day
conference. As of March 1, over 100 exhibit booths
have been allocated, with the few remaining spaces
expected to go prior to the conference opening.
Exhibit hours are:

Monday & Tuesday, April 24/25 - 1130 - 1500
Wednesday, April 26 - 1130 -1400

First Biennial Conference

Operating Room Nurses
Association of Ontario

Exhibitors as of March 1, 1989

¢ Abbott Laboratories

* AMD-Ritmed - Div.
of Pharmascience Inc.

¢ Allergan Inc.

* American Sterilizer

* Angelica-Whitewear

¢ Aurora Biomedical
Systems

¢ Auto Suture Canada

e Bard Canada

» Baxter Corporation

* Becton Dickinson
Canada Inc.

* BEEJAY Medical Ltd.

* Canada Microsurgical

* Beltec

* Canadian Anaesthetic
& Respiratory

¢ Canadian Hospital
Specialties Ltd.

* Carl Zeiss Canada

e Carsen Medical &
Scientific Co. Ltd.

¢ Cleanwear Products

¢ Deknatel

* Ingram & Bell

¢ Instrumentarium

¢ International Surgical
Products Inc.

e Intra-Optics Canada

e J. Stevens & Son Co.

¢ Johnson & Johnson

¢ Kendall Canada

e Lac-Mac Ltd.

e Mallimer Laboratories

* McDavis Sales &
Service Ltd.

e MDT Canada Ltd.

¢ Medical Mart Supplies

* Medigas

* Medilogic Ltd.

¢ Meditron

¢ Medtronic of Canada

¢ Pharmacia Canada Inc.

¢ Pilling Canada

¢ Puritan-Bennett Canada

¢ R. Laborie Surgical

¢ Richards Medical Co.

* Serving Software Inc.

» Siemens Electric Ltd.

 DeRoyal Industries Inc. * Sigmacon Medical

¢ Codman

* Cook(Canda) Ltd.

* Davis & Geck Sutures

¢ Dittmar

* Dow Corning Canada

¢ Dumex Medical

* Epic

¢ Ethicon Litd.

* Getinge Canada

¢ Graphic Controls
Canada Ltd.

* Haessler Deway
Health Care Products

¢ Hennco Medical

¢ Heco Medical

¢ Howmedica, Div. of
Pfizer

* Huntington Labs

¢ Immuno Canada Ltd.

* Imperial Surgical Co.

¢ Incare Medical (Div.
of Hollister)

Devices (Canada) Ltd.
e Sims Canada Ltd.
* Smith & Nephew
¢ Storz Instrument Co,
of Canada Inc.
¢ Stryker International
» Surgikos Canada Inc.
* Synthes (Canada) Ltd.
¢ Tecnol International
¢ Techlem Medical
¢ 3M Canada
¢ Trudell Medical

¢ Users Choice (Data Man-

agement Technology Tnc.)
¢ Valleylab Canada
¢ Weck Div. of Squibb
Canada Inc.
e Wild Leitz Canada Ltd.
¢ Xomed/Surgitek, Div.
of Zimmer
e Zimmer Canada
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Demystifying
general anaesthesia

By Melissa N. Marshall, R.N., B.N.

* Are you an operating room nurse who must
occasionally help in the recovery room during busy
times or after hours?

* Do you care for patients on a busy surgical floor?

* Are you a staff nurse working in the post-anaesth-
etic care unit or recovery room?

* Do you float to every patient unit in your hos-
pital and possibly find yourself alone in the recovery
room at 3 am. with no resources and a patient
emerging from anaesthesia?

Unravelling the mysteries

If you answered "yes" to any of the above
questions, then you have probably been faced with
the uncomfortable situation of looking after patients
whose surgery you understand, but whose anaes-
thetic has you baffled!

In this submission, we'll attempt to unravel some
of the mystery surrounding general anaesthesia and
help you form a basis for your care of the post-
anaesthetic patient.

General anaesthesia

Goodman and Gilman'(1980) define general anaes-
thesia as a "reversible state of unconsciousness pro-
duced by drugs, with sufficient depression of reflexes
to allow a surgical procedure to be performed."

These drugs or anaesthetic agents work by inter-
rupting the normal process whereby brain cells
obtain their energy from oxygen or glucose for the

generation of nerve impulses. If you've ever wond-
ered why the patients seem to go to sleep so quickly
and can awaken from an apparent deep sleep equally
as rapidly, consider the brain for a moment;

1. The brain receives a very high proportion of the
cardiac output because of its high metabolic demand.

2. Most general anaesthetic agents have a great af-
finity for lipids or fats; and the brain contains a very
large amount of these substances.

3. The nerve cells responsible for the conscious
state in the reticular activating system (the alerting
system of the brain) are the smallest and most
sensitive in the body and are the first to be affected
by anaesthetics.

One can see that the brain will be exquisitely
sensitive to these anaesthetic agents - with every
patient reacting to them uniquely. The definition
provided above of a general anaesthetic implies that
there is more to a general anaesthetic than merely
being put to sleep. If we examine the objectives of a
general anaesthetic, it will be seen that the under-
lying principles of any general anaesthetic are
similar...it is simply the agents and the technique
being used by each practitioner which may vary.

Objectives of a general anaesthetic

An anaesthetic must meet a number of objectives
so that the patient experiences a comfortable surgical
experience, and the surgeon is able to perform the
surgery. These objectives include the following:
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1. Analgesia

The patient must be kept pain-free both during
and following the surgical procedure. Remember that
someone can be asleep, but still be in pain. Un-
consciousness is not necessarily a measurement of
analgesia. Agents used most commonly to achieve
analgesia include our old friends Meperidine
(demerol) and Morphine Sulphate, and the newer
narcotics fentanyl, Alfentanil and Sufentanil. The
choice of narcotic agent used depends upon many
factors such as drug availability, cost, the anaes-
thetist's preference, type of surgery, length of sur-
gery, the patient's condition, and the patient's his-
tory of narcotic use (i.e., allergies, etc.).

2. Unconsciousness

It is hoped that the patient will remain asleep and
hopefully unaware of his or her environment during
the surgical procedure. The drugs which provide the
analgesia required, will not necessarily provide un-
consciousness. You'll likely see two distinct groups
of anaesthetic agents used here:

¢ those which will put the patient to sleep quickly
(induction agents such as Pentothal), and

e those which will keep the patient asleep (main-
tenance agents such as halothane, isoflurane, nitrous
oxide and narcotics) for the remainder of the surgery.

3. Muscle relaxation

From the surgeon's perspective, muscle relaxation
is perhaps the most critical objective. Surgical ac-
cess to the site is facilitated by the use of drugs
which cause profound skeletal muscle relaxation.
This permits less anaesthetic to be used, thereby
causing less systematic cardiovascular compromise.
This technique facilitates the patient's recovery, and
may actually cause less post-op pain as a result of
less surgical manipulation against tight muscles.

4. Control of autonomic reflexes

It is this factor (control of the autonomic reflex)
which has led to the increasing sophistication of
anaesthesia in recent times. In the early days of
general anaesthesia, mortality rates were high, due in
part to the reflex side effects caused by the agents
being used. For example, most of the inhalational
anaesthetic agents have a depressant effect on the
cardiovascular system, related to their effect on var-
ious components of the autonomic nervous system.

When it was recognized that this was occurring,
other agents were brought into clinical praclice (o
combat these side effects. The result has been the
development of a more controlled peri-operative envi-
renment with fewer potentially lethal side effects.

The components
of a general anaesthesia

If you've ever taken the time to glance at your
patients’ anaesthetic records, you may have conclud-
ed that it was a muddled potpourri of drugs and treat-
ments that appeared to make little sense. There is,
however, a pattern to all general anaesthetics and
despite apparent differences, they are basically very
similar. They must all meet the objectives we
outlined earlier and they must do so in an orderly,
sequential fashion. The pattern to be followed is:

1. Premedication
2. Induction

3. Maintenance
* unconsciousness
* analgesia

* muscle relaxation
4. Reversal

I. Premedication

Most readers will be aware that this component of
the general anaesthetic has changed dramatically over
the past few years. What was once a standard nar-
cotic and antisialogue (an agent that lessens or pre-
vents the flow of saliva) combination has become a
choice of numerous drug combinations or, indeed,
nothing at all. The goals of the pre-medication are to
obtain the effects of:

a) allaying anxiety

b) analgesia

¢) amnesia

d) reducing nausea and vomiting

e) increasing gastric pH

f) reducing oral and mucosal secretions

Medications such as benzodiazepines H1, and H2
antagonists, droperidol, the opiates, the barbiturates
and the anti-cholinergic preparations may be used
together or in combination to achieve these effects.

For your own interest, try conducting a little
survey within your hospital, and note the different
types of pre-medications being used. It might be in-
teresting to then compare the post-operative courses
of the patient, based on the pre-medication given.
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II. Induction of anaesthesia

The process of induction involves putting the
patient to sleep and ensuring maintenance of a pat-
ient airway and ventilation while doing so.

The agents used most commonly to achieve this
rapid unconsciousness are short acting barbiturates
such as sodium pentothal (Thiopentone) or sodium
brietal (methohexital sodium). Injected intraven-
ously, the drug will circulate very quickly to the
brain, where the reticular activitating system will re-
spond to it, and sleep will ensue within 3 to 5
seconds. Many patients will experience a charac-
teristic 'garlic’ taste because it reaches the taste buds
before the medulla. The barbiturates may also be
given rectally, a route commonly preferred for chil-
dren in whom an IV is difficult to establish.

The duration of the barbiturate will vary according
to its uptake from body cells and re-release to the
brain. Because of its affinity for fat cells, one can
see that the barbiturates could cause prolonged recov-
ery in the morbidly obese patient population.

In patients presenting with any form of cardio-
vascular compromise such as shock, tamponade,
heart failure or trauma, the intravenous barbiturates
with their cardiovascular depressant effect, would be
a poor choice of induction agent. In these instances,
Ketamine may be used as an alternative. It has a
slight cardiovascular stimulating effect which may
be beneficial for these individuals.

You may frequently see the anaesthetist administer
a dose of non-depolarizing muscle relaxant such as
pancuronium bromide (Pavulon), or vecuronium
bromide (Norcuron), prior to the barbiturate. This is
done to facilitate the process of intubation, and
prevent the muscle spasm caused by the depolarizing
muscle relaxant, succinylcholine (Anectine). The
succinylcholine is a very short-acting neuro-mus-
cular blocker which causes profound muscular re-
laxation, particularly of the jaw musculature and
laryngeal muscles. This allows the anaesthetist to
open the jaw, insert a laryngoscope and pass an
endotracheal tube down through the vocal cords.
Airway maintenance is thus established and vent-
ilation maintained either by manual ventilation with
the ambu-bag or with the mechanical ventilator,

III. Maintenance of anaesthesia

Maintenance agents include a combination of any
of the following:
a) intravenous barbiturates
b) intravenous tranquilizers - such as droperidol
¢) intravenous analgesics - usually opioids
(Cont'd on page 22)

Indications for a
general anaesthetic

What factors determine an anaesthetist's decision
to choose a general over a regional anaesthetic?
Many of us remember some of the myths that
used to circulate: "old people have spinals because
they can't tolerate general anaesthesia,” or,
"someone with lung disease couldn't possibly
have a general anaesthetic because of innate
respiratory compromise.”

These and many other such myths have been
quashed with the advent of the newer, more soph-
isticated techniques of general anaesthesia. Today,
the decision regarding anaesthesia is based on
more specific, discrete and individualized data.
Factors to consider include:

Age

The age of the patient is less of a factor than it
used to be in terms of the elderly. The older
patient with severe hemodynamic compromise
may do better with a light general anaesthctic
than with the massive hemodynamic insult caused
by the sympathetic blockade of a spinal
anaesthetic. Children will not usually tolerate reg-
ional anaesthesia well. A light general anaesthetic
is most often administered for pediatric cases.

Patient preference
The preference of the patient should be a factor in
the decision-making

Type of surgery

The proposed surgery may dictate the type of
anaesthesia to be administered. Procedures requir-
ing deep muscular relaxation such as abdominal
surgery, will be better performed under general an-
aesthesia. Conversely, many surgeries such as cat-
aract extractions and diagnostic arthroscopies may
be readily performed with regional techniques.

Length of surgery

Length of surgery is an important factor. Region-
al blocks have a limited effectiveness such that
longer procedures may require general anaesthesia.

History of toxicity

A prior toxic reaction to a local anaesthetic
drug will necessitate an alternate choice for any
given patient.

Preferences
The skill or preference of the anaesthetist may
also influence anaesthetic choice. =
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d) muscle relaxants - the non-depolarizing neuro-
muscular blockers

e) gaseous agents - such as nitrous oxide

f) inhalational agents, i.e., halothane, isoflurane

We mentioned the use of barbiturates, tranquilizers
and analgesics earlier. Let's look specifically at the
agents used to maintain muscular relaxation and
unconsciousness.

Muscle relaxants

The agents most frequently used to achieve the
deep skeletal muscular relaxation necessary for the
surgeon to obtain surgical access are the non-
depolarizing muscle relaxants (sometimes called
"competitive blockers"). They work by "competing"
with the normal neurotransmitter, acetylcholine, for
access to the receptor sites on the muscle membrane.
In order to understand how this works, let's take a
look at the normal neuro-muscular junction.

Direction of nerve impulse
(A)

Axon

Synaptic
vesicles

(B) Receptor site

The neuro-muscular junction

(A) The nerve impulse reaches the
synaptic knob at the end of the axon,
where the nerve meets muscle.

(B) The neurotransmitter substance
crosses the cleft to depolarize the muscle
cell on the other side. The crosses
represent receptor sites on the muscle.
Once depolarized, the muscle will contract.

So, how does the pancuronium or vecuronium
work on this process? Let's look at another diagram
of how the blocking agent molecules can "compete”
for space on the receptor site.

Impufse
\ Axon of
Nervecell

Ac:fylchoh'nc g e
ol

Kmp'f‘nr Sihs/

Pancuroaium

Legend: & = Acetylcholin/. =% = Pancuronium

There are 10 molecules of pancuronium in the top diagram
and only 5 of acetylcholine. So, pancuronium wins the
competition and slides into the receptor sites causing a
competitive blockade with resultant paralysis.

In the lower diagram, the pancuronium has blocked the
receptor sites, causing paralysis, and the acetylcholine is
left waiting in the cleft unable to get into the sites and
trigger a contraction.

The various types of non-depolarizing muscular
relaxants vary in their potency and length of
neuromuscular blockage they provide. Although
pancuronium bromide has been a sort of gold stan-
dard for many years, we are seeing increasing use of
the more intermediate duration agents such as
vecuronium and atracurium.

As the nurse looking after a patient post- |

operatively, you should be aware of what type, what

dose and the last administration of muscle relaxant
your patient received. You can see that these drugs
may have prolonged effect in the post-op phase,
particularly with respect to the patient's ability to
maintain an airway and breathe adequately.

We must also maintain unconsciousness for the
duration of the surgery. This is usually done with a
combination of inhaled gases (usually N0 and
oxygen), and/or one of the inhalational agents such
as halothane, isoflurane, enflurane, etc. These are ad-
ministered to the patient via the endotracheal tube or
mask, from the cylinders on the anaesthetic mach-
ine. The narcotics will also be used for routine
patient maintenance.

Nitrous oxide

The only true gaseous agents used today are
nitrous oxide and oxygen. N,O is considered the
least toxic of all agents and one of the most fre-
quently administered. A relatively weak anaesthetic,
its many advantages include:

. rapid induction and emergence

. intense analgesic properties

. antiemetic capabilitics

. relative lack of toxicity or effect on cardiovas-
cular system

BN -

Because it is a relatively weak anaesthetic, nitrous
oxide is often given in tandem with one or more of
the other agents.

It is important to recognize that N,O must always
be given together with oxygen. The oxygen mol-
ecule in N>O is not available for use by the body, so
the patient would become asphyxiated if not given
adequate supplemental oxygen. Recovery from nit-
rous oxide simply involves washaing it out of the
lungs by delivering increased concentrations of O,
and less N,O.

Inhalational agents

Although we tend to think of these agents as
gases because they are delivered to the patient
through the endotracheal tube, these drugs are actual-
ly highly volatile liquids at room temperature. When
added to the vaporizers which you often see attached
to the anaesthetic machine, they vaporize and join
the stream of gases (e.g. NoO and O,) being de-
livered to the patient via the airway. The depth of an-
aesthesia may be varied according to the delivered
percentage of these agents.

Agents included in this category are halothane, en-

flurane, methoxyflurane, and isoflurane. You may
see one or two of these used routinely in your
institution. Each agent differs slightly in its effects
and side effects, but generally you will note that
they all act as potent cardiovascular depressants.
This has relevance when it comes to caring for a
patient post-operatively who may still be suffering
from the residual effects of anaesthetic

Intravenous agents

Often because of this cardiovascular compromise,
or in an effort to prevent it, the anaesthetist may
choose not to administer the inhalational agents.
Instead, maintenance may be achieved by the use of
nitrous oxide and oxygen and high doses of narcotic,
such as fentanyl. Although used primarily as an
analgesic agent, the narcotics may achieve the
objectives of a general anaesthetic when given in
large enough doses. This technique, referred to as
"balance anaesthesia.” is used frequently for patients
undergoing open heart surgery. Often their left
ventricular function is so poor that the side effects of
the agents such as isoflurane and halothane could be
devastating. The narcotics will achieve the desired
effect with less CVS depression, and, as a bonus,
may provide some degree of post-op pain relief.

You should be aware, however, that there are also
disadvantages to every technique. With the narcotics
there have been increased reports of intra-operative
awareness, inadequate depth of anaesthesia and a
diminished respiratory drive and cough reflex post-
operatively. Knowing that your patient received
primarily narcotics as anaesthetic agents will help
you determine your plan for care for him/her post-
operatively. What would you suspect could be a
major post-operative problem for these patients?

IV. Reversal

The patient has been pre-medicated, induced, and
maintained throughout the surgical procedure. Sur-
gery is almost complete and it's time to think about
waking this person up. How do we do that?

Reversal of anaesthesia is the final, and perhaps
most crucial, step of the process. Timing is critical
and post-operative recovery will depend greatly on
the skill of the anaesthetist.

The process involves discontinuance of the main-
tenance agents such as the neuro-muscular blockers,
inhalation agents, and narcotics, approximately 30-
60 minutes before the anticipated end of surgery.

If the patient received a non-depolarizing muscle
relaxant, the anaesthetist may reverse this drug with
a preparation that promotes build-up of the neuro-
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transmiter in conjunction with atropine or
glycopyrolate. Neostigmine alone will cause a
severe drop in heart rate, which the atropine will
combat. Together these drugs will reverse the effect
of the neuromuscular blocker and allow the patient
to move (and breathe!) spontaneously.

Gradually the concentrations of nitrous oxide are
lowered while the delivered oxygen is increased. The
patient normally shows signs of regaining conscious-
ness and reflexes before being transferred from the
O.R. to the post-anaesthetic recovery room. Sophis-
ticated monitoring techniques and the practice of
maintaining anaesthesia at the lowest possible level,
have now made post-operative emergence predictable
and safe for the patient.

Can you see now that despite the apparent differ-
ences in a patient's general anaesthetic records, there
are also many similarities? Each anaesthetic must
achieve similar objectives of:

1. Analgesia

2. Unconsciousness

3. Muscle relaxation

4. Control of autonomic reflexes

You may find it helpful to recall these objectives
the next time you see a general anaesthetic which
really puzzles you. Ask yourself what objective each
of these drugs is attempting to achieve and you may
be surprised how easy it is to determine the answer.

Your post-operative care patients receiving gen-
eral anaesthesia may depend on an understanding of
all these agents and their effects and side effects. It
is, therefore, worth your while to "demystify general
anaesthesia." [ |
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Wet Packs? Stained Instruments?

Now there is a way to eliminate wet
processed packs and stained surgical devices -
with Balston Steam Filters.

Wet packs not only cause difficulty Call today for complete information
in drying the sterilizer load, they =~ and prices - )

contain more chemicals from boiler ©F use the convenient coupon!
fee_dwater aqlditives than dry_ packs. Tel. 416-272-1516

Boiler chemicals are recognized as

a cause for staining of surgical

instruments and other devices. RS

Most importantly, wet packs are | gﬂ4as;“5n|2|'a?na£tgga%in&?§s1Lstgéuga, Ontario L4Y 929
micro-biologically contaminated |

and must be rejected. | Yes! Please send me Balston's free Bulletin |

Baston Steam Firs, provenn | 140 LS8 0 e S el
over 1000 hospitals throughout the |

U.S. and Canada effectively remove | yohpaske e s T B
condensate and other contaminants |
in steam, thus eliminating a major | ™™

cause of wet packs and stained || Tite or Department
instruments. Shouldn't you join the | =
thousands of hospitals all over the
U.S. and Canada that already use | Aéoress
Balston Steam Filters to eliminate | o
wet packs? Act now to rid your

BALSTON hospital of the disruptive problem

L FILTER PRODUCTS of wet processed packs.

I Prov., Code

| Telephone (include area code)




PROFESSIONA]
CHALLENGE
TO MATCH

We believe that bringing the best health care to our patients means bringing out the best
in our O.R. Nurses. Thisisachieved in the way we deliver nursing care and in the way we
support our nursing staff on and off the job. Ifyou are committed to nursing excellence,
please send your resume to: Anna Demasi, Recruitment Officer - Nursing, Department
of Human Resources, 555 University Avenue, Toronto, Ontario M5G 1X8

Hsc| THE HOSPITAL
FOR SICK CHILDREN

is a 3 hour drive to Vancouver.

COMPENSATION:

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 to be considered.

Royal Inland Hospital
OPERATING ROOM NURSES
The Royal Inland Hospital is recruiting Operating Room Registered Nurses to work in our
fully accredited 422-bed acute care regional referral facility. Applicants must be eligible for
membership with the Registered Nurses Association of British Columbia and have some
O.R. experience or have successfully completed a recognized O.R. course.
Salary per B.C. Nurses' Union (under negotiation April 1, 1989);
Currently $29,508 to $34,128 per year.
Four weeks vacation after one year; Eleven paid Statutory Holidays;
Fully paid Medical, Extended Health and Dental plans;

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

If you feel that it's time for your nursing career to take a turn for the better, call us
collect at (604) 374-5111, local 720, or write to: Director of Personnel Services,
ROYAL INLAND HOSPITAL, 311 Columbia St., Kamloops, B.C. V2C2T1

BENEFITS:

Tests show that the AIDS virus is capable of being
transmitted as a mist during certain surgical operations

Research at Stanford University in California
suggests that the AIDS virus can be transmitted
through the air during operations, and that operating
room personnel may need improved surgical masks
to protect themselves.

According to a Canadian Press report, Dr. Greg
Johnson, an orthopaedic surgeon at Stanford Univ-
ersity, said that the experiments that were carried out
show that surgical procedures that produce a lot of
flying blood "should be considered somewhat sus-
pect and that precautions should be considered.” He
said that recent experiments at Stanford University
showed that the virus was able to travel 50 cent-
imetres and infect human cells.

Also interviewed in the CP report was Dr.
Lorraine Day, chief of orthopaedic surgrey at the
San Francisco General Hospital. Explaining that she
must often use power tools when performing
surgery, Dr. Day said that "sometimes there is blood

all over the floor. Sometimes blood is on the walls.
1 frequently have blood on my legs up to my knees.”

In the Stanford University experiment, researchers
dipped the power tools into AIDS-infected blood and
turned them on near a dish of live human cells.

The surgical tools produced a fine mist, and later
tests showed that the cells contracted the virus. Dr.
Johnson said further tests are needed to determine
whether a person who breathes in the mist is at risk.

First Biennial Conference
Operating Room Nurses Association

of Ontario

Constellation Hotel
Airport Road, Toronto
April 23 - 26, 1989
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“Itsmy OR”
“And lean't stop it because

things don't work”

The surgical team.

With perfection as the
goal, you have a right to
dependability.

From scheduling pro-
cedures to managing support
groups, your job is to make it
work. Like clockwork.

We've worked side by side
with O.R. Supervisors for 60
years. Together we've produced
some spectacular achievements.

Our contribution is relia-
bility: While much of our
equipment is still in use after
20 years, our new technolo-
gies are staying ahead o
changes you face.

Of course, one thing will
never change . . . only the
best have the right to make

your team.

Rightfrom the start




MANAGER, NURSING SERVICES
OPERATING ROOM

Centenary Hospital is a 645-bed community hospital
located in the eastern suburbs of Metropolitan Toronto.
It is a full service hospital committed to a progressive
nursing department and quality health care.

Reporting to the Director of Critical Care, you will be
responsible for managing 9 Operating Room theatres
and 2 Cystoscopy Rooms which encompass all
services, excluding neurosurgery. This busy department
handles 14,000 cases a year with a staff of 55.

Qualifications include a baccalaureate degree, preferab-
ly in nursing or actively pursuing the same. A min-
imum of 3 year's recent O.R. experience is required
along with some supervisory experience. Post graduate

O.R. courses would be an asset.

If you have demonstrated leadership ability and excel-
lent interpersonal and communication skills, we would

like to hear from you. Resumes should be sent to:

Diane Ellis
Recruitment Coordinator
CENTENARY HOSPITAL

2867 Ellesmere Rd., Scarborough,

Ontario MIE 4B9

The Stanton Yellowknife Hospital is a new 135-
bed facility located in Yellowknife, the capital
and largest centre in the Northwest Territories.
Yellowknife is a modern city of about 15,000
accessible via the Mackenzie Highway and daily
air service from Edmonton, Alberta and Win-
nipeg, Manitoba.

REGISTERED NURSES

Registered Nurses with special training or re-
lated experience are required for the operating
room of the Stanton Yellowknife Hospital. Ap-
plicants must be eligible for registration with
the NW.TR.N.A.

SALARY

From $35,631.00 to $42,257.00 per annum

- Excellent Benefits Package

- $5,400 per year Private Accommodation Allowance
- Generous Relocation Policy

CONTACT

Sheila Bothamley, Personnel Officer

P.O. Box 10, Stanton Yellowknife Hospital
Yellowknife, NNW.T. XI1A 2B1

(403) 920-4111 Extension 331 (collect)

University Hospital, U.BC. Site, is a major
teaching, research and referral hospital
located on the U.B.C. Campus in beautiful
Vancouver, BC. Large enough to be a
significant resource in the Province, the
hospital is small enough to offer a collegial
atmosphere which is highly valued by staff.
A challenging opportunity currently exists
in our Nursing Department for a:

CLINICAL

RESOURCE NURSE

OPERATING
ROOM

In this full-time position, you will utilize
your clinical expertise in planning and
implementing orientation programs, staff
development programs and quality
assurance programs. You will act as a
clinical resource to Nurses in a variety of
surgical specialties — orthopaedic sports
injuries, vascular, thoracic, plastics, oral-
maxillo — to ensure quality nursing practice
in our 5 operating rooms. A minimum of
2 years’ related clinical experience,
demonstrated leadership ability, an aptitude
for teaching and a B.Sc.N. are required.

Salary as per the B.C.N.U. Collective
Agreement. Benefits include four weeks
vacation, 100% employer paid premiums
for medical, dental, extended health, group
life and long term disability plans.

Applicants must be eligible for R.N.A.BC.
registration and may inquire by calling (604)
228-7025 or apply to:

Human Resources Department
University Hospital

U.B.C. Site

2211 Wesbrook Mall
Vancouver, B.C. V6T 2B5

! UNIVERSITY
HOSPITAL
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Sedentary lifestyle and smoking main
reasons for hip fractures in women

In the past 30 years, the number of hip
fractures has doubled in developed countries,
ie., United States, Canada, the UK. and
Europe, etc. The incidence of these fractures is
about twice as high in women as in men, and
since there are more elderly women in the pop-
ulation over age 65, 80% of those that suffer
hip fractures are female.

What are the reasons for this "epidemic?”
In a news article in The Lancet (January 7,
1989), a working party from the Royal Col-
lege of Physicians (Great Britain) looked into
the causes that would account for the signif-
icant increase in hip fractures.

Bone strength assessed in relation to bone
density, the risk of falling and the effect-
iveness of protective neuromuscular respons-
iveness was considered to be deceptively sim-
ple in accounting for the increase in fractures.

This working party believes that only two
aetiological (origin of cause) factors are worth
considering, namely the increased prevalence
of smoking among women during the first
half of this century, and the more recent
decrease in mobility as a result of a more sed-
entary lifestyle.

It was mentioned in the report that the lack
of estrogen is undoubtedly important, as is an
inadequate calcium intake, alcohol consump-
tion and osteomalacia. But these factors, the
researchers say, are of minor importance. The
sedentary lifestyle and the increased incidence
of smoking, according to the studies under-
taken by the working party, are the main
factors accounting for the aetiology of hip
fractures among women in the past 30 years.

Vienna, Austria to be site of VI
World O.R. Nurses Conference

The VI World O.R. Nurses Conference is
scheduled for the Austria Centre in Vienna
from August 28 to September 1, 1989. Spon-
sored by the Association of Operating Room
Nurses (U.S.), registration details can be ob-
tained by writing AORN Meeling Services
Department, 10170 East Mississippi Avenue,
Denver, Colorado 80231, U.S.A.

Canada has been well representcd at past
World Conferences, not only in registrations,
but in speakers provided for the education
sessions. In 1987 six Canadian nurses spoke
at the education sessions in Singapore.

SINCE 1955

VI World _
Operating Room Nurses Conference
Vienna, Austria, 1989

Goliger's Travel (the agency that handled the World
O.R. Conference in Singapore in 1987) again offers
its "No Charge" service for the World Operating
Room Nurses Conference scheduled for Vienna

Austria, August 28 to September 1, 1989.

One phone call does it all!

o Flights * Hotels ¢ Tours
¢ Side Trips * Cultural Events

Goliger's Travel does all the work. You maxim-
ize the Conference experience and have the fun! Call
Peter Crone, President, (416) 298-9688 for Goliger's
Personal Service... AT THE RIGHT PRICE!

Goliger's Travel,
5 Wenlock Gate, Scarborough, Ontario
M1V 2J7 (416) 298-9688

Writing the date correctly can
prevent misinterpretation

Your bank statement, among other documents that re-
quire a specific date, reads 5/4/89. You probably have to
stop and figure out if it's supposed to read May 4th, 1989
or the 5th of April, 1989.

When a date is expressed in numbers, sometimes the day
is put first, and sometimes it's the month that is intended.
In any case, the variations that can occur can be mis-
leading, annoying and possibly dangerous.

Such confusion, however, is not necessary. There is a
"right," internationally understood sequence that everyonc
should follow, particularly health care providers.

Based on international guidelines there are several gen-

eral principles to follow when using all-numeric dates:
» The correct order is from the highest unit to the lowest,
ie., year, month, day - (89/04/11), or, April 22, 1989.
However, the month spelled out in words is also correct
since the meaning is clear.

e Arabic numerals should be used, with four digits for the
year, two digits for the month and two digits for the day.
Under this system, April 22, 1989 becomes 1989-04-22.
A two digit year is also acceptable - 89-04-22. However,
starling with the year 2000, there will definitely be a risk
of confusion: 2002-01-03 for January 3, 2002 will be
easier to read than 02-01-03.

Canadian Operating Room Nursing Journal
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Do for
ursing what
Nidetch did for

ight control,

Homemaker Jean Nidetch turned
common sense ideas and a motivation-
al spirit into an international company,
Weight Watchers, Inc., which has
helped thousands of people live
healthy, active lives. She and her
dedicated colleagues counsel, educate
and inspire others in their pursuit of
healthy nutritional habits.

Susan Dietl, RN, CETN, and her colleagues at Kaiser Permanente in
Southern California, are also dedicated educators, counselors and advocates
of important ways people can take control of their individual health care
needs. Working collaboratively, they developed an Ostomy Training Manual
to fulfill the C.O.R.E. requirements for patient ostomy education. Unique
in its design as a working tool for all nurses, the manual is impressive as a
resource for nursing personnel and as an aid in patient education. Since its
publication, it has improved ostomy care procedures and has promoted
standardization of patient teaching regionwide.

We're proud of Susan and her colleagues. Their work has made a differ-
ence to the quality of care and training provided to those who undergo
treatment throughout our Region.

We're looking for RNs who share Jean and Susan’s dedication to
improving the lives of others through education and shared inspiration.

Call our toll-free Career Opportunity Hotline at 1-800-553-1060, 24-
hours a day, 7 days a week, for detailed information on our benefits which
include 100% health care coverage for you and your family — and current
RN openings. Or, submit your resume in confidence to: Kaiser Permanente,
Regional RN Recruitment/Retention, Dept. JOU 51, 393 E. Walnut St., 7th
Floor, Pasadena, CA 91188-8701. Equal Opportunity Employer.

I,
%

Good People. Good Medicine.
Southern California

HARD C.A.S.E. FOR
PROTECTION.

#

Here’s the scenario: your sterilization
equipment is subjected to constant friction
which scratches the coating and exposes the
container to corrosion and oxidation. In six
months to a year, you could be spending
your original investment again to replace
the deteriorated equipment.

Unless your containers are hard coat
anodized. Unless your containers are
Genesis C.AS.E.

Hard Coat Anodizing Makes The Aluminum Surface Harder
Than Stainless Steel. The electrochemical anodizing process
reacts to aluminum at a molecular level, thereby allowing the
hard coat to become an integral part of the metal. The result? The surface

of bottoms and tops of our C.A.S.E. containers is harder than stainless steel.

Hard Coat Anodizing Can Reduce Wear By A Factor of Ten Over Standard Soft Coat
Anodizing.* Product longevity is significantly affected by friction and wear. And
sterilization containers get more than their share. But hard coat anodizing reduces that
wear up to1000%. For hospitals committed to long term savings, this is a critical
consideration.

Hard Coat Anodizing Protects Containers From Corrosion and Oxidation. Because hard
coat anodizing transforms aluminum, it makes certain that the container will not corrode or
oxidize when it comes into contact with corrosive elements such as the salt found in body
fluids. Soft coat anodizing, which is found on other containers, can wear off of the container
in less than a year and become susceptible to rapid deterioration. Soft coat anodizing also
scratches easily, thereby exposing the raw aluminum to the same corrosion and oxidation.

Hard Coat Anodizing Is The Number One Reason Our Customers Choose Genesis
C.A.S.E. Over the Competition. They know that the process, the same one used to coat
brakes on DC9’s, delivers powerful extended wear protection.

REMEMBER: OUR HARD COAT ANODIZING PROCESS
IS EXCLUSIVE TO GENESIS C.A.S.E. CONTAINERS.

For more information on these and other benefits of C.A.S.E.
containers, contact us at the address listed below.

*Test results were established by Government approved laboratory tests.

“ CREATIVITY. . .YOURS AND OURS ™

Tm  MEDICAL CORPORATION

17820 Englewood Drive e Cleveland, Ohio 44130 ¢ (216) 243-2414




GENERAL DUTY NURSE REGINA GENERAL HOSPITAL 7~ A .
INUVIK REGIONAL HEALTH BOARD Requires
INUVIK, N.W.T. Assistant Director, Operating Room
P g
A challenging career opportunity is available to those : Lot l HH
with a background knowledge of operating room techni- The Regina General Hospital is a 500-bed referral centre %
for southern Saskatchewan. s :

ques. The O.R. oversees the recovery room and the central
supply room.

Applicants must have a minimum of one year recent
related experience and be eligible for registration in the
Northwest Territories. Starting salary will range from
$35,631.00 to $38,088.00 depending on experience, plus a
yearly Settlement Allowance and Housing Allowance are

The Operating Suite has 11 theatres and is situated in a
new facility which has state-of-the-art equipment. The de-
partment is staffed with 48 employees and has an oper-
ating budget of 3.3 million dollars.

The Assistant Director reports to the Director of Nurs-
ing and is responsible for short and long range planning

50080808
2800
(1]
T
s
resse0
.

Dl and evalulat‘u.xg the day-to-day operation of the Operating ‘ .
o e . : Room activities.
Individuals requiring further information can contact the =
Health Recruitment Officer at (403) 979-7203. Requirements:

This competition will be used to establish an eligibility

list for nursing vacancies in the Inuvik Regional Hospital. The  anccessfllicmdidate st besiegistered Tnlhi Ihe

Saskatchewan Registered Nurses Association with prefer-
ence being given to applicants with a Bachelor of Nursing

RENFRENCETIDS sBvELher ) 6% Degree as well as O.R. and management experience.

CLOSING DATE: April 14, 1989

Please reply in confidence to:

Submit applications including telephone numbers to: Persorinel Services

Regional Superintendent, Regina General Hospital
Department of Personnel, 1440 - 14th Avenue,
ab Government of Northwest Territories, REGINA, SASKATCHEWAN S4P 0W5
NG ARBe Inuvik, N.-W.T. XOE.0T0 The Regina General Hospital is a "Smoke Free Environment”
Territories
HEAD NUESE - - TAKE A LOOK - -

INUVIK REGIONAL HEALTH BOARD

Inuvik, N.W.T. REGISTERED OPERATING ROOM NURSES

If you have adventure on your mind and a challenge in
The Inuvik Regional Hospital has a vacancy for Head your heart‘ - come and Qiscover Dawson Creek. Located in s

Nurse in the Operating Room. The O.R. oversees the re- the beautiful Peace River Country and only a six hour

covery room and the central supply room. drive from Edmonton. This 89-bed acute care hospital =
Applicants must have a Bachelor of Nursing or a Nurs- needs your professional pioneering spirit. Q

ing Diploma and eligibility for registration in the North- :

west Territories; plus two years related experience. Start- ; e IS LD RS N

ing salary will range between $39,092.00 and $41,912.00 | | - Salaries: $29,508 - $34,128 per year <R

per annum depending on expericnce, plus a yearly Settle- | | ~ ISO.lall[)l-'l AIlovf'ance: $660.00 per year =~

ment Allowance of $2,553.00. Benefits such as Vacation | | ~ Shift Differential: 70¢ per hour

'Travel Allowance and Housing Allowance are available. - On call‘pay: $1.00 per hour
Individuals requiring more information can contact the | | - Relocation Cost Supplemented

Health Recruitment Officer at (403) 979-7203. - Vacation: 150 paid hours

- Medical and Dental Package: fully paid
REFERENCE NO. EV-193-88-95-5668 - Accidental Death and Death Insurance ($50,000) plus |
CLOSING DATE: April 14, 1989 Long Term Disability Coverage - 2/3 of salary

- A Friendly Atmosphere

Submit applications including telephone numbers to:
BRING YOUR PROFESSIONAL TOUCH TO US!

Regional Superintendent, Please apply to: Director of Personnel ; Ll /
Department of Personnel, Dawson Creek & District Hospital D-7200 T G e
Government of Northwest Territories, 11100 - 13 Street 2 > ; ancouver, B 8 andles attached to the lid
AN Inuvik, N.W.T. XOE 0T0 ‘D Dawson Creek, B.C. V1G 3W8 SN
Northwest Telephone: (604) 782-8501 ; .
Territories a ed gica pplie a
4 Josep owe Drive
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CONVENIENCE AND SAFETY

Pre-cut

m Unique fenestration allows easy
application and removal

m One sponge per envelope
= No fraying of the edges

m Saves time — no need for sterile
scissors

°
by design
Sterilized and specially designed

m Sterile packaging ensures
aseptic delivery

m Virtually lint-free and non-
fraying NU GAUZE* fabric
eliminates risk of loose threads
adhering to the wound

m Fenestration design allows
sponge to fit precisely around
tracheostomy tube

NU GAUZE* sponges are
preferred over ordinary gauze
sponges because they:

m Are more absorbent

m Are virtually lint-free and
non-fraying

m Adhere less to wolinds

m Are softer

m And because NU GAUZE*
sponges are more economical
in use than other gauze sponges

sponge

compresse pour trachéostomie

NU GAUZE

tracheostomy
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PELER VERS LE BAS PELER VERS LEBAS
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f compresses

NU GAUZE

| sponges

 compresses pour drains

NU GAUZE
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National Conference
scheduled in 1990

The 11th National Operating
Room Nurses Conference is
scheduled April 2 to 6, 1990 at
the Harbour Castle Hotel in
downtown Toronto. Delegates
wishing to pre-register contact:
Audrey MacDonald, OR,
Mount Sinai Hospital,

600 University Ave.,
Toronto, Ont. M5G 1X5.

Exhibitors contact:

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

Two OR bursaries to be
awarded by Ethicon Ltd.

Two bursary funds have been est-
ablished by Ethicon Ltd. to pro-
mote educational growth for oper-
ating room nurses in the prov-
inces of Ontario and Quebec. The
burseries, to be separately admin-
istered by the provincial operat-
ing room nurses associations of
Ontario and Quebec, are each val-
ued at $4000.00.

The Ethicon Bursary for On-
tario will be presented Monday,
April 24 during the Ethicon Night
festivities which take place dur-
ing the Ontario O.R. Conference,
April 23 to 26 at the Constel-
lation Hotel in Toronto.

The Ethicon Bursary for Quebec
will be presented October 4 dur-
ing "Ethicon Night" festivities at
the Quebec Provincial O.R. Nur-
ses Conference scheduled for the
Sheraton-Lavel Hotel Oct. 4 to 6.

For over 20 years now, Ethicon
has been sponsoring = "Ethicon
Nights" at provincial and national
O.R. gatherings across the count-
ry. All O.R. nurse delegates at-
tending these conferences are auto-

Manitoba OR nurses announce featured speakers
and theme for association's biennial conference

The Manitoba Operating Room Nurses' Association (M.O.RN.A))
will be holding its 3rd Biennial Conference in Winnipeg from June 11
to 13 at the Delta Hotel. Keynote speaker will be Linda K. Groah,
R.N., B.S.N. Ms. Groah was the recipient of the 1988 Award of Ex-
cellence in Perioperative Nursing presented by the American Associ-
ation of Operating Room Nurses. Her topic, also the Conference
Theme, will be "Perioperative Nursing: From Novice to Expert."

Also on the agenda will be Fay Rozovsky, author and consultant on
health law and the Journal’s legal writer along with her husband, Lomne
Rozovsky. As guest speaker, she will discuss "Quality Assurance and
Risk Management in the Operating Room." Other topics include:

+ Substance Abuse: Detection, Prevention and Treatment
* Assisting with Anaesthesia: Perioperative Nursing Roles
¢ Caring for the Patient with AIDS

¢ Other agenda subjects to be named later

NU
.
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Delegates and prospective exhibitors interested in more details or
wishing to pre-register are asked to contact: Bev Popowich, Co-ordin-
ator, O.R., Misericordia General Hospital, 99 Cornish Avenue,

Winnipeg, Man, R3M 1E2 (204) 774-6581.

There will also be an exhibition of
medical/surgical products. The last
M.O.R.N.A., Conference held in
1987, had over 35 companies particip-
ating as exhibitors. Over 130 del-
egates were in attendance, a number
of them from outside Manitoba.

RECOMMENDED TECHNICAL STANDARDS

Operating Room Nurses Association of Canada
$20.00 per copy

Make cheque or money order payable to:
Operating Room Nurses Association of Canada

Direct payment & orders with return address to:

ORNAC Recommended Technical Standards
c/o Valerie Shirreff, Unit Administrator
Mississauga Hospital
100 Queensway West
Mississauga, Ontario

Specially designed NU GAUZE* | ' meficallynvited (o aitsnd and pac L5B 1BS
n‘gcheosjlomylil:ld drain sponges gc&wwcnsw't Wu—ndgu&amm g«.rfmmm..gcfqun ticipate in the festivities.
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Calendar
of Events

March 19 - 22, Edmonton, AB: 12th Nation-
al Conference of the Canadian Orthopaedic Nurses
Association (CONA), Westin Hotel, Edmonton.
(Contact Clarece Mather, Conference Chairperson, 21423
Township Road 522, Sherwood Park, Alberta T8E 1E1
Res. (403) 922-3856; Work address: Walter Mackenzie
Centre, Station 3F4, University of Alberta Hospitals,
8440 - 112 Street, Edmonton, AB T6G 2B7)

April 23 - 26, Toronto, Ont.: First Provin-
cial Conference, Operating Room Nurses Associ-
ation of Ontario, Constellation Hotel, Dixon Road.
(Details, Hilda Gatchell, Publicity Convenor, 208 Oshawa
Blvd. North, Oshawa, Ont. L1G 589).

June 1 - 3, Corner Brook, NFld.: 10th An-
nual Conference, Newfoundland & Labrador Oper-
ating Room Nurses Association, Glynmill Inn.
(Contact Angela Lemoine, PR and Hospitality, P.O. Box
67 W.E.P.S., Comer Brook, Nfld., A2H 3]0).

June 11 - 13, Winnipeg, MB.: 3rd Biennial
Conference of the Manitoba Operating Room Nurses
Association, Delta Hotel. (Contact Bev Popowich, Co-
ordinator, O.R. P.AR. and Day Surgery, Misericordia
General Hospital, 99 Cornish Ave., Winnipeg, Manitoba
R3M 1E2 (204) 774-6581).

Aug. 28 - Sept. 1, Vienna, Austria: Sixth
World Conference of Operating Room Nurses,
Austria Centre, Vienna. (Details, AORN Mecting
Services Department, 10170 East Mississippi Ave.,
Denver, Colorado 80231).

September 28 - 29, North Bay, Ontario:
15th Annual Conference, Northern Ontario Operat-
ing Room Interest Group (NOORIG). (Contact Mary
Rankin, Communications, NOORIG, 750 Scollard Street,
North Bay, Ontario P1B 1C1).

October 4 - 6, Montreal, Quebec: 23rd An-
nual Provincial Conférence, L'association des infir-
miers(es) des salles d'opération du Quebec, Centre
des Congres de Laval a Laval, Montréal, Que.
(Contact Monique Dugay, Hop. Général LaSalle, 8585
Terrasse Champlain, LaSalle, Que. H8P 1C1, 365-1510).

Oct. 19 - 22, Medicine Hat, AB.: Annual
Provincial Conference, O.R. Nurses of Alberta,
Medicine Hat Lodge/Medicine Hat Cypress Centre.

(Contact Margery Ensminger, 1989 Conference, 340 14th
St. N.E., Medicine Hat, AB. T1A 5V8 (403) 527-2122).

April 2-6, 1990, Toronto, Ontario: The

11th National Operating Room Nurses Confer-
ence, Harbour Castle (Westin) Hotel. (Dele-
gates contact: Audrey MacDonald, OR, Mount Sinai
Hospital, 600 University Ave., Toronto, Ont. M5G
1X5. Exhibitors contact Valerie Shirreff, O.R., Mis-
sissauga Hospital, 100 Queensway West, Missis-
sauga, Ontario L5B 1B8).

Introductory guidebook on lasers
and laser surgery available

A simple introductory guide for gynecologists
and nurses new to lasers and laser surgery is now
available. Co-authored by Dr. V.C. Wright, a
clinical professor in the department of obstetrics and
gynecology at the University of Western Ontario,
The Gynecologist'’s Guide to CO, Lasers defines
fundamental laser principles, describes laser instru-
mentation and operating characteristics, and explains
surgical principles clearly and concisely.

In addition, criteria are suggested for choosing a
model of laser based on both surgical needs and the
needs of attending staff in the hospital or clinic.

The cost of the 50-page, illustrated guide is
$9.95, plus $3.00 postage and handling. To order,
write: Biomedical Communications, P.O. Box 224,
Komoka, Ontario NOL 1R0.

General Journal Information

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

The Canadian Operating Room Nursing
Journal is indexed in Index Medicus, the Cumul-
ative Index to Nursing and Allied Health Literature
and the International Nursing Index, United States
National Library of Medicine, Bethseda, Maryland.
The Canadian Operating Room Nursing
Journal permits reproduction of its contents for
non-commercial purposes in the interest of edu-
cational or scientific advancement. Any other use of
the contents of the Canadian Operating Room Nurs-
ing Jounal requires written or verifiable verbal
cpnsent from the editor or publisher.

The Canadian Operating Room Nursing
Journal is published by Health Media Inc, 214

Merton Street, Suite 202, Toronto, Ont. M4S 1A6.
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Receptal — the flexible syste

Receptal helps eliminate contamination

[ facilitates aseptic technique [I dllows dis-  Clcompafible with Receptaseal ™ thoracic drainage
posal of liner and contents intact for optimal  system Clavailable with Accu-measure ™ accurate
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The closed system that helps you contain contamination
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Here's your prescription for
the most efficient method of
disinfecting every area of
your hospifal. | e, &

D 'SI N FECTANT TABLETS From The infection control company

The uniquely efficient method of disinfection against all bacteria, viruses,
fungi, algae and protozoa, PRESEPT Tablets, the modern alternative, can
replace both Phenolicst'and Hypochloritest without compromising your
current standards. PRESEPT Tablets are effective through the entire biocidal
spectrumt and are highly resistant to inactivation by organic scilaget. The

performance of PRESEPT Tablets in the disinfection of all areas in your g go-ammﬂgcauwm company
hospital is second to none and its safety is assured.

tFull disclosure information and comparative tables available on request.
* Trademark Ontario call: 1-(800)-461-7693  All Other Provinces: 1-(800)-461-7664

Surgikos Canada Inc., Peterborough, Ontaro



