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Osteotomy - A Case Study

Osteotomy cervical spine
under local anaesthesia

By Patricia Ann Fleming, R.N.

A 47 year old semi-retired truck driver with long
standing ankylosing spondylitis was admitted to St.
Joseph's Hospital, London for a very challenging
and unusual operation. His chief complaint was a
functional disability related to his inability to see
ahead of him. (Fig. #1)

History

He really had two deformities, one in his cervical
spine and one in his lumbar spine, but his
predominant problems for which he was seen in
hospital were for his cervical and upper thoracic
kyphosis. The event which preceded his current
disability occurred ten months prior when he fell
backwards while descending stairs and then off a
ledge approximately six feet onto his neck and
shoulders. He undoubtedly sustained a fracture of
his cervical spine at the time of the fall and this is a

Figure #1 - Presenting with longstanding ankylosing
spondylitis, the patient had a falling mishap sustain-
ing a fracture of his cervical spine. Note the chin-on-
chest deformity and the Halo ring as well as the
hunching of the upper back.

known occurrence in patients who have ankylosing
spondylitis.

On admission he virtually had no movement of
his neck. He could flex his lower lumbar spine so
that his hands touched his knees, but no further.
There was almost no extension or lateral-rotation of
his lumbar spine and he presented with a “chin-on-
chest” deformity of one finger breadth secondary to
cervical kyphosis (hunchback). (Fig. #2 and #3)

This rigid deformity limited his ability to ambu-
late, to see the ground more than two feet in front of
his feet, and eating became increasingly laborious.

Physical examination

A pre-operative physical examination by the med-
ical staff confirmed a marked “chin-on-chest” de-
formity, with a 90° flexion fixed deformity, secon-
dary to cervical kyphosis. There were no neurolo-
gical abnormalities with the exception of bilateral
ulnar neuropathies.

This 47 year old agreed to a cervical osteotomy to
correct his cervical deformity, fully understanding

About the author

Patricia Ann Fleming, R.N., has 15 years of oper-
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Figure #2 - Upon admission, the patient had virtually
no movement of his neck. There was also no exten-
sion or lateral rotation of his lumbar spine.

Figure #3 - This was the perspective of the patient
shown with halo ring attached: unable to see more
than two feet in front of his feet, with eating an
extremely laborous task.

the risks which could include: death, upper motor
neuropathies, both complete and incomplete quad-
riplegia and lower motor neuropathies consisting of
nerve root problems which are real and common
complications.

Application of halo ring and vest

Ten days prior to the osteotomy surgery, the
patient was admitted on an out-patient basis for
application of a halo ring under local anaesthesia.
The vest, which required modification due to his
severe flexion deformity of the cervical spine, was
then applied. (Figure #4)

This out-patient arrangement enabled the patient

Figure #4 - The patient with halo and vest applied. In
this position, in an awake state, the surgery was
performed.

to become acquainted with the osteotomy surgery to
come. It was also the time to familiarize the patient
with the experience that would see him immobilized
in the post-operative period for approximately
twelve weeks.

Anaesthesia concerns

The surgery was performed in an awake state.
The reason for this was that when the patient's
cervical spine was cracked, the surgeon wanted to be
sure the patient didn't suddenly get into significant
neurological problems related more to root problems
than the cord problems. If there was any hint of
problems the surgeon would then back off immed-
iately. The patient, therefore needed to be awake to
inform the surgeon if he felt any tingling sensations
in his extremities.

As a result, the anaesthetist faced some consid-
erable concerns. Firstly, the pain had to be dealt
with by local infiltration and carefully titrated with
intravenous sedation. Secondly, the sitting position
caused the possibility of air embolism. If the pat-
ient was to arrest in such a position, resuscitation
measures would be difficult. Finally, intubation
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Figure #5 - From the halo, 15 pounds of traction were
attached from an overhead ceiling support. Note that
the hairline has been shaved and the neck prepped.
The patient is in this position, under local anaes-
thesia, for three hours of surgery.

was not performed due to the need of maintaining
the patient awake, but if required would have been
difficult due to his “chin-on-chest” deformity. The
patient was unable to open his mouth and extend his
neck. In fact, because of the patient's deformity, a
tracheostomy would virtually be impossible. The
anaesthetist was faced with an uncontrolled airway.

Nursing implications

Because of the uniqueness of the operation, the pat-
ient's physical disabilities, and an uncontrolled
airway with the patient in a sitting position, the
onus is on the operating room nurse to be fully
aware of and appreciative of the many nursing imp-
lications involved: 4

1. Safety

The operating table, not properly equipped to do
so, was adjusted to accommodate surgery performed

in a sitting position. Therefore, to maintain the
patient in a secure position, restraining straps, arm
rests, back support, and a foot support were required.
Regular knee straps were used across the chest and
across the thighs of the patient. Arm rests normally
used in chest surgery were attached to the O.R. table
on either side. After elbow pads were applicd, the
patient's arms were placed in these arm rests but not
secured, to allow the anaecsthetist to monitor his
neurological status. The table's padded foot piece
was installed at a 90° angle enabling the patient to
comfortably rest. (See Fig. #4 previous page)

An adequately stocked cardiac arrest cart was
available and staff was made aware that resuscitation
measures could be difficult due to the patient's
physical features.

At completion of surgery, the patient was
expected to transfer himself from the O.R. table to
his hospital bed. Due to the fact that he would have
been in a sitting position for three hours, had
received sedation, just experienced major surgery,
and was wearing a halo and vest, assistance in the
form of strong, supporting and weight-bearing staff
would be required.

2. Comfort

Comfort becomes a concern with the patient on
an operating table for three hours and unable to
move with 15 pounds of traction applied to his halo
by an overhead ceiling support. (Fig. #5) Another
factor causing concern is that a clear plastic surgical
drape is used in place of linen drapes resulting in
exposure of patient and heat loss.

Sheepskin, pillows, and foam padding were used
to prevent skin breakdown and to supply comfort,
The heat in the theatre was increased and warm
flannel blankets were offered in attempts to prevent
hypothermia.

3. Privacy

The operation, being unique, resulted in the need
to control the number of staff present. This was dif-
ficult due to the fact that St. Joseph's is a teaching
centre. A specialist from John Hopkins Hospital
was present, and the entire operation itself was being
videotaped. Nevertheless, the patient's privacy and
maintenance of adequate infection control had to be
considered.

Conversations and extrancous noises were limited
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Figure #6

After the incision, re-
tractors are used to ex-
pose the dorsal laminas
of C5t0 T1 for a com-
plete laminectomy of
C7 and a partial lam-
inectomy of C6.

so the anaesthetist and the surgeon could verbally
monitor the patient's condition. The patient was a-
ware of the surgical progression and could respond to
commands given by the anaesthetist such as moving
toes and fingers to determine neurological status,

4. Support

Due to the possible risks and complications
associated with such surgery, feelings of anxiety,
fear, and apprehension would be expected. Being
with the patient constantly through the surgical
process and meeting his emotional and physical
needs, would be expectations of the O.R. nurse.

The surgery

Following introduction of a central line, the
patient voluntarily transferred himself to the O.R.
table. Once secure and comfortable, the posterior
hairline was shaved and the neck prepped. (See Fig.
#5 on previous page)

Local anaesthesia of the skin and paraspinus
musculature was achieved with .25% Marcaine with
Adrenalin. A 15 cm midline incision was made ex-
tending from C35 to T2. For hemostasis, electrosur-
geery was used. After completely exposing the dor-
sal laminas of C5 to T1 a complete laminectomy of
C7 and a partial of C6 was performed. ( Figure #6)

The spinal cord and dural sac were decompressed
inferiorly allowing a partial superior laminectomy of

T1. This laminectomy was then extended laterally
generously exposing the C8 nerve roots bilaterally,
The facets between C7 and T1 were removed and
laminectomies of C6 and T1 were bevelled, min-
imizing impingement of their superior and inferior
aspects on the cord.

All bone from laminectomies was saved in moist
gauze and used along with fresh tibial cancellous
bone as allograft bone grafting at the completion of
the osteoclasis (surgical fracture of bone in order to
remedy deformity).

A controlled corrective osteoclasis was performed
using gentle cephalad and posterior directed pressure
while the surgeon exerted counteraction on the
thorax. Buckling of the cord was observed and the
left C8 nerve root appeared to be compromised. The
patient volunteered some tingling sensation in the
ulnar distribution of the left hand. A slightly wider
C8 formenotomy was then performed to prevent
impingement and the corrective osteoclasis surgery
was completed with no further neurological loss.

The autogenous bone graft pieces were applied
over the lateral aspects of the facets and dorsal
lamina providing a posterior bone graft. The wound
was irrigated, a wound drainage system inserted, and
the wound closed.

Post-surgical assessment

With an apparent 45° correction of the cervical
osteotomy the patient could visualize the operating
room and staff directly in front of him as opposed to

February, 1988

From simple

tO SOp

Ingram

cated

)

& Bell hasa

finger on the pulse.

n a profession
where change
and technological
advances are a
way of life and a way
of preserving life, a
supplier who keeps
pace with the latest OF A SYRINGE...
developments in new product
design and manufacturing
technique is vital.
Ingram & Bell, a wholly
Canadian-owned company,
is committed to providing
the health care profession
with the leading edge in
supplies and equipment. Our
inventory numbers in excess
of 64,000 individual items
with products as simple as a
syringe, to the most complex
endoscope. :
e offer products
designed to meet
the needs of the
Canadian market
and include among them some
of the most technically
advanced in the industry.
Some examples are Fujinon’s
video endoscopy system which
produces resolution almost
three times that of the best
fiberscopes; Marquette systems,
the most advanced ECG and
patient monitoring technology;

FROM THE SIMPLICITY

Scale-tronix
weighing \
systems;
Gaymar decu- %‘:\'
bitis pressure =
treatment
products and
Biomet ortho- &Fa vieo enboscors,
pedic products and total
systems. These names reflect
Ingram & Bell's commitment
to outstanding quality and
product scope.

Our coast-to-coast distri-
bution facilities bring this vast
range of products as close as
your fingertips.

Call one of our professional
representatives today. When
you need us, we're there.

INGRAM
&RBE

MEDICAL |

Serving the Canadian health
care professional for over
80 years.

20 BOND AVE., DON MILLS

ONTARIO M3B 1L9
416-444-7381




his proximal thigh prior to surgery. His neck
appeared to be restored to its normal posture. A
normal neurological examination was exhibited with
the exception of a weaker grasp in the left hand.

On completion of surgery, the patient voluntarily
walked to his hospital bed with assistance. He spent
one night in the ICU then transferred to the
orthopaedic floor.

Six-month follow-up

A successful recovery without complications fol-
lowed the cervical osteotomy. The patient's cervical
spine went on to a solid union but lost a little of the
original correction obtained in the operating room.
He is clinically maintaining a good four-finger
breadth between chin and chest and is quite pleased
with the outcome.

To correct his considerable thoracic round back
resulting from his second deformity involving his
lumbar spine, a thoraco-lumbar type osteotomy
correction is being considered. z;

The Author thanks Dr. R. J. Hawkins and Dr. J. D.
McKishnie for their assistance.
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Becton Dickinson appoints Jon Schoeler
vice president of sales and marketing

Becton Dickinson Canada Inc. has announced the
appointment of Jon Schoeler as the new vice
president of sales and marketing for the Becton
Dickinson Medical Group. He will be responsible
for marketing programs and field sales in the
company's Hospital/Medical and Deseret divisions.

Schoeler has extensive experience in the health
care industry, in production, marketing and sales
management. He is a graduate of the University of
Toronto with a B.Sc. in industrial engineering.

Speakers for the Greater Toronto
OR trauma seminar announced

The Operating Room Nurses Association of
Greater Toronto (ORNAGT) have announced the
speakers for its up-coming one day seminar on
"Trauma for Operating Room Nurses."

The seminar is to be held on April 16 at the
Toronto Convention Centre. The agenda of seminar
speakers is as follows:

« "Certification and Specialization"

Speaker, Margaret Fitch, Ph.D., Director of Nursing
Research, Professional Development, Toronto
General Hospital

* "The ABCs of Trauma Management"

Speaker, Dr. Kellan, M.D., F.R.C.S.(C), F.A.CS.,
Sunnybrook Medical Centre, Toronto.
» "Multiple Facial Fractures"

Speaker, Dr.  Phillips, M.D,,
Sunnybrook Medical Centre, Toronto.
» "The Role of the OR Nurse in Organ Donations"
Speaker, Holli McLennan, RN, University Hospital,
London, Ontario.

= "Technical Aspects of Organ Retrieval”

Speaker, L. Roy Beimuts (M.O.R.E.), Transplant
Co-ordinator-Programmer.

"The Medico-legal Issues of Organ Retrieval"
Speaker, Dr. John Carlisle, Registrar Director of
Professional Assessment for the College of
Physicians and Surgeons.

Readers should note that registration is limited to
100 delegates. Look for registration forms, which
will be sent to regional hospital operating rooms.
Registrants outside this area are asked to call
Elizabeth Jones at (416) 733-3054.

FR.CS,,

(Isabelle Adams Award to be given t0\
oustanding Canadian O.R. nurse

The Operating Room Nurses Association of
Canada intends to honour outstanding Canadian
nurses at each national conference.

The "Isabelle Adams Award for Excellence in
Perioperative Nursing" will, for the first time, be
awarded at the 1988 National O.R. Conference
scheduled for the Pan Pacific Hotel in Vancouver,

Awards Committee chairman for ORNAC,
Muriel Shewchuk, asked the O.R. Joumnal to pub-
licize the availability of this award. Applications
and award criteria can be obtained from:

Awards Chairman, #5010 Dalhousie Dr. N.-W.

Calgary, Alberta T3A 1B4 )

\
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Canadian nurses participate in
World OR Conference in Singapore

The World Conference of Operating Room
Nurses concluded its 5th biennial gathering this past
September in Singapore. Total registration was
1,313, with 63 Canadian O.R. nurses in attendance.

There were 36 countries represented at the
conference. Australia could boast the most
registrants per capita with 212. Other large
contingents were from the U.S. (322), Canada (63),
Great Britain (19), France (14), Italy (76), Japan
(110), New Zealand (20), Netherlands (10),
Philippines (16), Singapore (88), South Korea (18),
Taiwan (21), Malaysia (16), Denmark (10).

The week-long gathering had over 30 major
educational/clinical topics on the agenda. Canada
was represented with six speakers:
 Beverly Schmocker, Mt. Sinai Hospital, Toronto
("Laser Technology");

* Gloria Stephens, St. Paul's Hospital, Vancouver
("Management of Disaster Situations");

= Marvelle McPherson, St. Boniface General Hos-
pital, Winnipeg ("Power: Personal and pro-
fessional");

e Judy Wry, University of Alberta Hospital, Ed-
monton ("Time Management");

o Margo Fretz and Holli McLennan, University
Hospital, London ("Transplant Surgery").

Vienna, Austria - 1989
The site for the 6th World Conference of Opera-

ting Room Nurses, to be held from August 28 to
September 1, 1989, is Vienna, Austria. Details of

this event will be published in the journal as they
are made available. The World O.R. Conference, one
of the largest specialty nursing gatherings in the
world, is sponsored and organized by the Assoc-
iation of Operating Room Nurses, Inc., Denver,
Colorado.

A pedicab provides the foreground (photo below) for
this group of Canadian operating room nurses
attending the 5th World O.R. Conference. The
occasion was the Johnson & Johnson Hospitality
Night at Raffles Hotel in Singapore.

Canadian delegates to the World O.R. Conference in
Singapore assembled for this photo (below).

—
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By Linda Clarke, R.N.

Stereotactic surgery is a neurosurgical technique
which enables the surgeon to precisely localize and
biopsy a deep seated brain lesion, or aspirate an
abscess or cyst, with minimal damage to underlying
structures. At St. Boniface General Hospital in
Winnipeg, Manitoba, the Brown, Roberts, Wells,
CT guided stereotaxic guidance system is used.

The Brown-Robert-Wells system

The Brown-Robert-Wells system, sometimes
referred to as the BRW system has five functional
components:

I. Headring with accessories (sterile components)
The headring comes complete with the equipment
needed to secure the headring to the patient's head.
This equipment includes two sizes of pins (short and
long), posts through which the pins will be inserted,
a special screwdriver and velcro strap. When secured

SEEPRSES

Figure 1. Headring with pins, carbon posts,
screwdriver and velcro strap.

Computer assisted
stereotactic surgery

to the head, it gives the surgeon a fixed and im-
mobile base to which he can attach the other
components of the system. (Figure 1) This part of
the procedure is done on the ward with local anaes-
thesia. It remains on until the surgery is completed.

II. The localizing ring (unsterile components)

The sole purpose of the localizing ring and an
important one, is to provide the artifacts or
landmarks on the CT scan. The ring has six vertical
and three diagonal graphite rods. (Figure 2, next
page) The scanning intersects these rods appearing
as landmarks around tlie head. (Figure 3) These
landmarks enable the radiologist and surgeon to
obtain the coordinates needed to determine the exact
position of the target.

III. Arc guidance system (sterile component)

The arc system consists of a base ring, rotatable
ring and a perpendicular arc. Contained within the
base ring are three mounting balls which fix the
base ring accurately to the headring. It is used to
calculate the coordinates of any entry point which
may be derived from the CT scan, or from the
surface of the patient's scalp. The arc also guides
and directs the passage of the drill and biopsy forcep
during the surgery. (Figure 4)

About the author

Linda Clarke, RN., a graduate of Fanshawe College,
Victoria Campus, London, Ontario, is currently Assis-
tant Head nurse - Neurosurgery and Paediatric Surgery,
Operating Room, St. Boniface General Hospital, Win-
nipeg, Manitoba. This article on stercotactic surgery
was taken from an address the author delivered at the
2nd Biennial Conference of the Manitoba Operating
Room Nurses Association held in Winnipeg in 1987.
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Figure 2. Localizing ring

Figure 3.  Artifacts on CT from localizing ring

Figure 4. Arc guidance system

IV. Phantom simulator (unsterile component)

This component allows the surgeon to simulate
the biopsy or aspiration, thereby indentifying any
errors in the transcription of the data before the
actual procedure is performed. (Figure 5)

V. The programmable computer

The table top computer specially designed for
stereotactic surgery handles the calculations and
provides the measurements for the correct alignment
of the arc system, and for calculation of the depth of
the area to be biopsied. Two computers come with
the system, one as a backup. When the batteries run
down, the computer will spell this out. Eight hours
are required to charge the batteries. (Figure 6)

Some uses of the BRW system:

1. Biopsy of brain lesions.

2. Drainage of cysts and abscesses.

3. Brachytherapy - This is an up and coming pro-
cedure soon to be done at our hospital. It is the
implantation of radioactive seeds into the centre of
a tumor.

4. Functional neurosurgery - creation of lesions in
the basal ganglia decreasing tremors, as in Park-
inson's disease. This procedure is not done at St.
Boniface General Hospital at this time.

Stereotactic procedure or a craniotomy?

Some of the factors used by the surgeon to deter-
mine whether the patient requires a stereotactic
procedure or a craniotomy are:

1. Lesion is deep-seated.
2. Lesion located on patient's dominant hemisphere.

Figure 5. Phantom simulator

Figure 6. Programmable computer

3. Lesion is in a critical area where the patient
would have a major deficit if the lesion was excised.
4. Patient could be a medical risk: other medical
problems, and not capable of tolerating a crani-
otomy or a general anaesthetic.

How the surgery is performed

Three approaches:
A. Twist drill
B. Burr hole
C. Craniotomy (rare)

All of our cases to date have been done through a
twist drill. This enables us to use very minimal
instrumentation.

Local anaesthesia

The nice thing with this procedure is that it can
be done under a local anaesthetic. The advantages
are many:

A. The surgeon has the patient's cooperation
throughout the procedure. This is extremely impor-
tant as the patient is required to remain still
throughout the procedure.

B. The surgeon is able to communicate with the
patient at all times. When the lesion is located on
the patient's dominant hemisphere, the surgeon is
able to get the patient to move an arm or leg,
squeeze someone's hand, or to answer questions
while the biopsy is being performed. This task
would be impossible under a general anaesthetic.

C. Recovery time is short - 99% of patients go
home the next day. Biopsy results take about a

week and usually there is no need for the patient to
remain in the hospital.

D. Fewer side effects from a local anaesthetic vs. a
general anaesthetic.

Pre-op Visit

The pre-op visit is an important aspect of the
surgery. Since the patient will be awake for the
surgery it is beneficial to go over the procedure with
the patient with the assistance of pictures.

Points covered on visit:

1. Approximate time that the surgeon will be

putting the headring on in the moring

2. NPO after midnight

3. Full head shave in evening

4, Visit by anaesthetist

5. Establishment of an intravenous for fluids, IV

medications (ie. Decadron), and for injection of con-

trast during the CT scan

6. Explanation of how the headring is put on by

surgeon. Emphasis is on local infiltration and its dis-

comfort; the tightening of the headring; instrum-

entation is hand held, no power equipment used

7. Visit to CT unit

8. Procedure on arrival to O.R

9. Prepping of head with warm antiseptic solution

10. Draping of patient's body with sterile sheets

11. Duration of stay in P.A. - or return to ward
The patient is given an opportunity to verbalize

any fears he/she may have and ask any questions.

This visit can take anywhere from 1/2 - 3/4 hours.

Application of headring

Early in the momning the perioperative nurse
arrives so the chart can be reviewed for completeness
prior to surgery. The working area is prepared,
usually the overhead table. The patient is asked to
empty his/her bladder prior to start of the procedure.
The patient sits on the edge of the bed and pillows
are placed behind for support. The headring is prepar-
ed for the surgeon's arrival using sterile technique.

The surgeon arrives and prepares the headring. The
head is prepped with an antiseptic solution. The
headring is balanced on the patient's head with
assistance of the velcro strap. Once in correct place,
carbon posts will be adjusted with screwdriver so
they are flush with the scalp. The local anaesthetic
is infiltrated into the four areas where the plastic
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to the OR. With the software in the
scanning computer the X & Y coor-
dinates of each of the artifacts are ob-
tained. This is done by the radiologist,
by placing the cursor on each of the
artifacts including the target. Each co-
ordinate is transcribed by the surgeon
onto a special sheet provided by the
manufacturer. This is taken by the sur-
geon to the O.R. A print of each scan
is also taken and brought over to the
O.R. for after-verification, if needed.

Preparation of patient for O.R.

While the coordinates are being
obtained the patient is brought over to

the O.R. theatre. The patient is settled
on the table, BP cuff and monitor leads
are placed on, pillow positioned under

Figure 7. The localizing ring is locked on to the headring

pins will be inserted. The pins will be screwed
through the post openings with the fingers. At
times the two front pins cause pain, even with the
local. This is because of the muscle that has to be
penetrated. The pins are tightened with the special
screwdriver. This will cause pressure and discomfort
to the patient, but will only last a very short time.
The headring will be tested for security and the vel-
cro strap removed. If the patient continues to have
any discomfort, additional local anaesthetic will be
infiltrated at that particular pin site. The headring is
comfortable once on. Sometimes a little comfort
and reassurance is needed once the headring is in
place. Pre-op medication is given as ordered.

CT unit

The patient is assisted onto the stretcher and taken
to the CT unit by the surgeon. The surgeon takes
the localizing ring with him/her to be locked on the
headring once in the CT unit. (Figure 7 above)
Patient is positioned on the table by the nurses in
CT room. Surgeon injects the contrast media via
the intravenous. Scanning takes approximately 15
minutes - 20 minutes if any retakes are needed. The
scanning intersects the nine rods on the localizing
ring. The nine artifacts are required to determine the
exact position of the target relative to the headring.
Once scanning is complete, patient is taken directly

the knees, safety strap placed on above
knees, and arms secured. Surgeon will position the
headring to the table with the last component of
BRW system, the Mayfield adaptor. (Figure 8)

The headring is secured and the head is prepared
according to surgeon's preference with a warm anti-
septic solution. Patient's body is draped with sterile
draping. Great care is taken to maintain a sterile
field. The headring, which was placed on under
sterile conditions, is no longer sterile.

The arc system and entry point

The surgeon now determines the entry point. As
mentioned earlier, the surgeon will use the sterile arc
system and use the surface of the patient's scalp.
The arc is part of the scrub nurse's set-up. It has

Figure 8. Mayfield adaptor
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Figure 9.
The arc system in place on the headring

Figure 10.
Simulation of surgery

four moveable angles (delta, beta, gamma, alpha).
The arc is locked onto the headring. The arc is
rotated to the area chosen on the scalp by the
surgeon. This area is marked with a sterile marking
pen. (Figure 9 above)

All four moveable parts on the arc are tightened.
The arc is transferred to the phantom base and secur-
ed. Local anaesthesia will be infiltrated at this time.

The pointer is lined up with the sterile pointer on
the phantom base. Scales on the phantom are read
giving the entry point coordinates. These coord-
inates arc transcribed onto the special paper with
coordinates from the CAT scan.

Data and the computer

With this information we are now ready to feed
our data into the computer. All the X and Y co-
ordinates from the CT scan are placed in by the
surgeon. Coordinates are checked for any errors,
and errors that have been corrected, if any. The
computer is then run. '

These co-ordinates give the target values to be set
on the phantom base. The entry point coordinates
are entered, checked, and computer run. After a few
seconds the computer prints out the other
information needed to do the surgery. This printout,
will become part of the patient's chart. We are now

ready to simulate the surgery.

With the arc system locked onto the phantom base
the target values from the printout will be set on the
base, the four angle coordinates set on the arc, and
the depth measured on the cannula. Cannula will be
introduced. It will touch the top of the target within
1 mm. If cannula is off a distance greater than 1-2
mm then an error has been made. (Figure 10) The
sequences just described are our surgeon's way of
doing his surgery. There are other ways that the
same can be accomplished.

The surgery

After successful simulation, we are now ready to
do the biopsy or aspiration on the patient. The arc is
returned to the headring and locked into place. A
small incision is made, drill is introduced and small
entry is made into the cranium. (Figure 11)

The surgery is performed, specimens sent, area
sutured closed and headring is removed. A small
dressing is applied to area. The patient is taken to
either P.A. or sent back to the ward, the final
decision made by the anaesthetist and surgeon.

Postoperative care plan

Postoperatively the patient should be closely
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monitored for signs of increasing intracranial
pressure which could be due to intracerebral bleeding
or edema. Neurological and vital signs should be
checked every ten minutes in the post anaesthesia
care unit and then every fifteen minutes once the
patient returns to the ward. If the neurological signs
are stable after an hour, then the patient can be
monitored every hour for four hours and progress to
every four hours. The dressing should be observed
for drainage. In order to promote venous drainage
from the head and prevent intracranial pressure from
rising, the head of the bed should be elevated 30°.
The patient may experience mild incisional pain and
can be medicated with analgesics.

There is also the potential for meningitis and the
patient should be observed for signs of this such as
nuchal rigidity, fever and chills, irritability and
increased sensitivity to light. Patients can be up and
about the same day and are usually discharged the
following day.

Experience at St. Boniface General Hospital
Winnipeg, Manitoba, June, '86 - February', '87
13 cases performed

12 cases were tumor biopsies.

1 case was aspiration of an abscess.

Summary of Cases

VMDA o, e sens it D b erensuednarsasiaiis (23%)
ASIOCYIDIIALS ovvvviizris T vbucanmasasestsssass (53%)
{1 [0 VT o T e ) N7 (08%)
(Tumor was firm or difficult to obtain tissue from)
Metastatic. ...l Tkt I (87%)
Abscessadasadan it ] S (08%)

Follow up cases

» Six patients resumed regular activities of life.

 Three patients independent but with a major or
minor disability.

 One patient deteriorated, due to tumor progression.

» Three patients died as a result of original tumor:
two patients lymphoma and one patient astro-

cytoma Grade IV,

Disadvantages of stereotactic surgery

In spite of the advantages, stercotactic surgery does
carry with it some disadvantages. Some of these can
be overcome with practice and education:

1. Heavy components

The phantom base is especially heavy requiring a
portable trolley. Great care is needed in caring for
this equipment and ensuring that nothing is dropped.

el

«a A -

2. ETO sterilization required
Because of the sterilization

B measures required, only one case can
l‘r be done in a day.
3. Potential contamination

There is always the potential for
contamination: transferring the ster-
ile arc system from the headring to
the phantom with the headring and
phantom not being sterile, there is
that chance. Great care is required
by the surgeon and scrub nurse to
maintain a sterile field. Meticulous
technique is necessary from all staff,

4. Emergency intubation
Emergency intubation would be

difficult due to the placement of the

headring in front of the oral airway.

5. Long, fine instrumentation

After simulation, the system is ready for
the surgery. Illustration above shows the drill to be
used to make the entry into the cranium.

Figure 11.

Because most tumors are deep-
seated, the need for long, fine
instruments are necessary. Care and
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handling is extremely important. Teaching is neces-
sary for the staff working with and caring for this
equipment to keep it in good working order.

6. Transcription of coordinates

Last but not least is the accurate transcription of
coordinates into the computer. All of us are human
and mistakes can happen. That is why numbers are
double checked. Small errors in transcription could
lead to serious errors in the localization of the target
point. As I said, education is the key, and some of
these drawbacks can be avoided. (D)

Conclusion

This type of surgery opens new horizons in brain
surgery for the neurosurgeon. With this modem
technology, neurosurgeons are able to make a
diagnosis for deep-seated, obscure lesions, and refine
their treatment plan for their patients. Being a
relatively new technique, it will contribute to new
research studies at St. Boniface General Hospital.

Bibliography
1) Goodman J., "State-of-the-Art Stereotactic
Surgery,”  Contemporary Neurosurgery, Vol. 6.,

No. 19., 1984,

2) Heilbrun, Peter, M.D.; Roberts, Theodore S.,
M.D.; Apuzzo, Michael, L. J., M.D.; Wells, Trenth
Jr, MD.; and Sasshin, James K., M.D,
"Preliminary experience with Brown, Robert, Wells
(BRW), computerized tomography stereotactic
guidance system.” Neurosurgery, Volume 59, 1983.

3) Sawaya Raymond, M.D., "The Brown Robert
Wells Stereotactic System in Management of
Intracranial Lesions," Contemporary Neurosurgery,
Volume 8§, No. 12, 1986.

4) Care Plan - Pat Gregory, R.N. - Nurse Educator,
Neuroscience, St. Boniface General Hospital,
Winnipeg, Manitoba.

Acknowledgement:

Special thanks to Dr. Michael West, Neurosurgeon,
St. Boniface General Hospital, for all his assistance.

Calendar of
Events...

March 6 - 11, 1988, Dallas, Texas: 35th Annual
AORN Congress. (Contact Association of Operating
Room Nurses, 10170 East Mississippi Ave., Denver,
Colorado 80231 U.S.A)

March 30, 1988, Hamilton, Ontario: Day in
Orthopaedics, Hamilton Convention Centre.
(Contact Programme in Continuing Medical Educa-
tion, McMaster University, Rm. IM6, H.S.C., 1200
Main Street West, Hamilton, Ontario L8N 3Z5 (416)
5299140 Ext. 2219).

April 3, 1988, Hamilton, Ontario: Surgery in the
Elderly, Hamilton Convention Centre. (Contact
Programme in  Continuing Medical  Education,
McMaster University, Rm. IM6, H.S.C., 1200 Main
Street West, Hamilton, Ontaric L8N 3Z5 (416) 529-
9140 Ext. 2219).

April 16, 1988, Toronto, Ontario: "Trauma Seminar
for Operating Room Nurses," Toronto Convention
Centre. (Sponsored buy the Operating Room Nurses
Association of Greater Toronto. Details and
registration: Elizabeth Jones (616) 733-3054).

May 30 - June 3, 1988, Vancouver, B.C.: National
Conference, Operating Room Nurses Association of
Canada (ORNAC); B.C. Convention Centre and Pan

- Pacific Hotel. (Contact, for delegates, Mary Raikes-

Tindle, 5199 Turquoise Drive., Richmond, B.C. V7C
476. Conference Exhibitors, for details and regis-
tration, Jean Kemr, 1105 - 2050 Nelson St, Van-
couver, B.C. V6G IN6).

October 21-21, 1988, Hamilton Area: 4th Annual
Regional Conference, Operating Room Nurses
Association of Hamilton and District, Prudhommes
Inn, Vineland Station & Queen Elizabeth Way.
(Contact Gale Mitchell, Chairman, Program Com-
mittee, O.R.N.A.H. & D. (416) 648-8076).

Future National Conferences
O.R. Nurses Association of Canada

1988-Vancouver, B.C., May 30-June 3
1990-Toronto, Ontario, April
1991-Banff, Alberta, May
1993-Province of Quebec
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Executive Nominations
ORNAC 1988

Nominations have been received by the Nomin-
ating Committee of the Operating Room Nurses
Association of Canada (ORNAC) for election to four
ORNAC executive positions:

President Elect
Vice-president
Secretary
Treasurer

It should be noted that the incumbent president
elect (Joan Donald, NB), assumes the position of

president. Thus, there is no nominee and no direct

election of the ORNAC president. Also, the
incumbent president (Ann Robinson), assumes the
position of past president.

Election of the four ORNAC executive members
will be held on Sunday, May 29, 1988 during the
ORNAC Board Meeting to be held at the Pan Pacific
Hotel in Vancouver. This date coincides with the
opening of the National ORNAC Conference slated
to begin the following day, Monday, May 30th.
Individuals nominated for the positions are:

(1) Sylvia Humphries (NFLD.)
President Elect (1) -
(2) Gloria Stevens (B.C.)

Vice President (1) - Carol Lenox (Ont.)

Secretary (1) - Muriel Shewchuk (AB)

Treasurer (1) - Carole Starr (Ont)

To be eligible for nomination and election to the
ORNAC executive, the candidate, according to the
Operating Room Nurses Association of Canada by-
laws, must be...

* A perioperative nurse whose primary profes-
sional focus is...

1. Direct patient care during the intra-operative
phase of surgical intervention until admission to
PAR/P.ACU.

or

2. Administration of the surgical suite
or
3. Involved in research pertaining to the intra-
operative care of the surgical patient
or
4. A teacher of skills to student nurses and/or staff
in the intraoperative setting.
A CNA member (mandatory)
® An ORNAC board member or committee mem-
ber for a minimum of two years.

® An active member of a provincial operating
TOOMm Nurses organization,

Nominee Profiles
President Elect

(1) Sylvia Humphries

[

Nursing Unit Administrator, Operating Room,
Western Memorial Hospital, Comner Brook, New-
foundland, Ms. Humphries has been in nursing
continuously since graduating from the above hos-
pital's School of Nursing. She is presently in her
3rd year of part-time studies for her Baccalaureate in
Nursing. A founding president of the Newfoundland
and Labrador Operating Room Nurses Association
(N&LORNA), she has been a member of ORNAC's
Board of Directors since the inception of the national
organization in 1983. Between 1986 and 1988, she
served on the ORNAC executive as vice-president.

Among her stated objectives for the Operating
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Room Nurses Association of Canada is to assist the
national association in meeting its present goals and
to enhance the role and image of the operating room
nurse in Canada. She wishes to see the continuation
of ORNAC as a cohesive national body, with the
capacity to provide a more sophisticated and
supportive role for all operating room nurses and
related personnel across Canada.

(2) Gloria Stevens

Operating Room Instructor and Inservice Coord-
inator at St. Paul's Hospital in Vancouver, Gloria
Stevens is chairman of the ORNAC National Stan-
dards and Education Committee as well as National
Co-ordinator for the 1988 National O.R. Conference
scheduled for Vancouver May 30 to June 3.

An R.N. graduate of the Victoria General Hospital
in Halifax, Nova Scotia, Ms. Stevens' post basic
education includes: a Diploma in Health Care
Management; Personnel Management; the CHA's
Nursing Unit Administration Course; Certification
in Program Design and Implementation; and a
Diploma in Adult Education.

Ms. Stevens was a member of the original group
that organized the B.C. Operating Room Nurses
Group (BCORNG) in 1964 and has served on a
number of committees and in different capacities
with this group including president from 1972 to
1974. Her involvement and experience with this
group in the development of standards for patient
care in the O.R. in the early 70s was instrumental in
her becoming a member of the ORNAC Standards
Committee in 1984. Presently, she is the chairman
of the ORNAC National Standards and Education
Committee.

Ms. Stevens received the "Innovative Nurses
Award" from the RNABC in 1974 as well as the
"Award of Excellence in Nursing Practice" last year.

Her goals and objectives as a nominee for pres-
ident elect include the implementation of formal
research in order to enhance the validity of operating
room nursing practice, and possibly change and

expand the role of the operating room nurse; assist
in the furthering of operating room nursing edu-
cation; and promotion of the image of operating
room nursing through the various means available.

Vice President

Nurse Clinician, O.R., P.AR., Day Surgery and
Endoscopy at the Mississauga Hospital, Ms. Lenox
is president elect of the Operating Room Nurses
Association of Ontario and Past President of the
Operating Room Nurses Association of Hamilton
and District. She has been serving on the ORNAC

Board of Directors for the past two years and has
also been involved with the operating Room Nurses

Association of Greater Toronto.

Ms. Lenox received her R.N. from the Miami
Valley Hospital School of Nursing in Dayton, Ohio
and attended Wright State University there as well as
McMaster University in Hamilton where she
received her Bachelor of Science in Nursing.

She is a member of the Editorial Advisory
Committee for the Canadian Operating Room
Nursing Journal and a consultant for Cyanamid
Canada. She has been a guest speaker on a number
of occasions at O.R. gatherings throughout Ontario.

Ms. Lenox wants to see ORNAC develop a long
term strategy plan with both short and long term
objectives. She wants ORNAC to become actively
involved in continuing education programs for
operating room nurses in Canada. She envisions the
exploring of various mechanisms for financial
assistance to operating room nurses wishing to
expand their educational horizons. As well, she
advocates lobbying the appropriate government and
health care agencies in order to allow ORNAC the
opportuniy to provide input into educational
programs for operating room nurses.

Ms. Lenox wishes to see ORNAC continue its
involvement with the Canadian Nurses Association
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on 'certification’, the rationale being that the spec-
ialty knowledge required for operating room nursing
practice demands high standards of practice and the
promotion of a professional image. Certification,
she feels, will do much to promote higher standards
as well as enhance the professional image necessary.

Secretary

(I) Muriel Shewchuk

£

Director of Nursing, O.R. & P.A.R.R., Foothills
Hospital, Calgary, Alberta, Muriel Shewchuk
received her R.N. from the University of Alberta
Hospital School of Nursing in Edmonton and her
B.Sc.N. from the University of Alberta. Besides
having taken a post-graduate course in O.R.
Technique and Management, Ms. Shewchuk studied
and received her Diploma in Teaching and
Supervision from the University of Alberta.

Prior to her current position, she had been an
instructor in Operating Room Post-graduate Course
Technique and Management, Orthopaedic and
Rehabilitative Medicine.

She has held a number of executive positions with
the O.R. Nurses Association of Alberta, and has
served as a board member of ORNAC where she has
chaired a number of committees: Editorial Awards
Committee (now ORNAC Awards Committee),
Nursing Practice Standards Committee (original
member), Technical Standards Committee (current).

Ms. Shewchuk has been a frequent lecturer and
speaker at international, national and local
conferences and seminars. She has also published a
number of papers, including submissions published
in the Canadian Operating Room Nursing Journal,
The Canadian Nurses Association Journal and the
Alberta OR. Nurses Association ‘Newsletter.

Among her stated goals for ORNAC is the
maintenance of a high profile of education and
communication among operating room nurses across
the country. This same high profile she wishes to

see established to a degree on an international scale.

She also wishes to see ORNAC continue to
support and promote the implementation of O.R.
Standards across Canada, as well as support and
promote the proposed "specialization and certific-
ation" process for operating room nurses.

Treasurer

(1) Carole Starr
= B

£ ¢

Unit Supervisor, Operating Room, Civic
Hospital, Peterborough, Ontario, Ms. Starr has
close to 20 years operating room nursing experience.
Currently, she is president of the Operating Room
Nurses Association of Ontario and a board member
of ORNAC. She has a certificate in Nursing Unit
Administration, Departmental Management Certific-

ation, as well as an Operating Room Post-graduate -

Certificate. Ms. Starr attends the University of
Ottawa part time where she is studying for her
Bachelor of Science in Nursing. :

Her goals and objectives for ORNAC include:
e Promoting and publicizing the work and objectives
of ORNAC so that all nursing organizations across
Canada will have a greater awareness of ORNAC as
a national entity;
 Enhancing the professional image of ORNAC so
that all O.R. nurses in Canada are aware of the
benefits of membership;
» Greater emphasis on education by the national

—_

10th National Operating Room
Nurses Conference
Pan Pacific Hotel
Vancouver, British Columbia
May 30 - June 3, 1988

By L. E. & F. A. Rozovsky

Legal problems can and should be avoided. This
is especially true in hospitals and particularly true in
the operating room. As the chief administrative of-
ficer of the surgical plant, the responsibility for
preventive law rests primarily on the shoulders of
the operating room supervisor.

To carry out this role, the O.R. supervisor has an
essential task. It is to become aware of the legal pro-
blems that exist or could exist in the operating
room. Many of these problems continue to arise re-
gardless of what the O.R. supervisor does. How-
ever, by becoming aware of the problems some of
them can be avoided and the risk of others reduced.
Often legal problems arise simply because those af-
fected were not aware of their existence.

Why the O.R. supervisor

The O.R. supervisor takes on the preventive law
role in a number of capacities. The first is as agent
and representative of the hospital which could be
held legally responsible for the negligence of its
employees. The trend seems to be that the hospital
could also be held responsible for the negligence of
physicians. Such a responsibility is based on the
legal idea that the hospital knows or ought to know
that a particular surgeon or an anaesthetist is likely
to act in a negligent fashion. There is no one in the
O.R. other than the supervisor who can fully carry
out the responsibility of the hospital board of trus-
tees in this regard.

The O.R. supervisor should also practise pre-
ventive law for self-protection. Even though the
hospital as an employer is responsible for the neg-
ligence of the employeces, this responsibility is
shared with the employees in their personal capacity.
An O.R. supervisor might be held liable for negli-

A legal checklist for
O.R. supervisors

gently supervising or failing to take appropriate
action which caused reasonably foreseeable injury.

The third reason for the O.R. supervisor's role in
preventive law is to protect others in the surgical
team. This would include the nurses and technicians
who are hospital employees and physicians and sur-
geons who are self-employed.

Who's protecting whom?

One may question the desirability of protecting
physicians and surgeons who are not ordinarily the
responsibility of the hospital. The first reason is
that the hospital might, in certain circumstances, be
held responsible if it knew or ought to have known
of a doctor's negligence and did nothing. The second
is that when a physician/surgeon is sued, the hosp-
ital and its staff are invariably included as defendants.
Thus, protecting a doctor protects the institution,

A legal checklist

To translate the O.R. supervisor's awareness of
the legal problems into practical action, it may be of

About the authors

Fay A. Rozovsky is a member of the Massachusetts
and Florida Bars and Associate Professor of Geront-
ology at Mount St. Vincent University in Halifax.
She is also a consultant in health administration, risk
managment and quality assurance, and visiting lec-
turer at Harvard, School of Public Health.

Lorne E. Rozovsky is a Halifax lawyer with the firm
of Patterson Kitz, and Adjunct Associate Professor of
Medicine and law and Lecturer in Dentistry at Dal-
housie University. He is also an Honorary Fellow of
the American College of Legal Medicine.
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assistance to create a checklist. This checklist
would include a number of questions which should
be considered by the O.R. supervisor. Actions taken
in response to these questions would help to reduce
many of the legal risks.

1. Does the surgeon have the privileges to per-
form the surgery which has been booked? It may be
negligence for a hospital to allow a surgeon to per-
form surgery for which he does not hold privileges
and may not be competent to perform.

Does the surgeon have privileges for the surgery
that is actually being performed? The surgery being
performed may not have been what has been booked.
This creates the problem of having to interrupt the
operation which could cause greater harm to the
patient than allowing it to proceed.

To avoid this problem there should be an est-
ablished procedure whereby the O.R. supervisor is
notified, so that someone within medical admin-
istration can take whatever action is appropriate.

2. Is the documentation of consent to treatment
complete? Is there a record signed by the surgeon
that the operation has been explained to the patient
in accordance with established hospital policy? The
fact that the patient acknowledges that it has been ex-
plained is not evidence that this in fact has been
done. The explanation must include information on
the risks and alternatives. The patient is in no posi-
tion to know whether a full and properly presented
explanation has been given.

Is the surgery being performed the procedure to
which the patient has in fact consented? If the
situation is a medico-legal emergency for which con-
sent is nQt required, is there a record that the sit-
vation was an emergency and that the patient was
not able to consent?

3. Following surgery, are the records of the op-
eration accurate? Failure to have accurate records
could jeopardize the defence of any lawsuit brought
against the hospital, its employees, the surgeon or
the anaesthetist. Failure to complete records immed-
iately after the operation is over could also jeopar-
dize, not only the acceptability of the records as evid-
ence, but the credibility of other records as well.

4, Is there a procedure with respect to spectators
who are not directly involved in the operation? Has
it been followed? Is the patient aware that there
were students or other observers who were not in-
volved in the care or performance of the surgery?

5. If observers have been attending, there should
be a record as to who they were, why they were

present and who authorized their attendance.

6. If foreign objects are found on the patient, such
as dentures, rings, jewelry, or are removed from the
patient such as bullets, is there a procedure for re-
taining these objects? Has this procedure been fol-
lowed and documented? The loss of these objects
may result in a claim against the hospital by the
patient. It may also be required as evidence in a civ-
il or criminal action.

7. If an incident occurs in the operating room,
either before, during or after the surgery has been
started, has the procedure for completing the incident
report been followed? Is the report accurate? Does
everyone in the O.R. know what constitutes an in-
cident and under what circumstances an incident
report is to be completed?

8. Is there an established procedure to be followed
if an equipment failure takes place? Has that pro-
cedure been followed after such a failure? Has it
been properly recorded? Has there been a follow-up
to ensure that the equipment has been checked and in
working order, or that it has been replaced?

9. Is there an established protocol when there is a
dispute in the operating room? If a dispute occurs
between a surgeon and an anaesthetist, or between a
surgeon and a nurse, is there some method of set-
tling such a matter? Can a nurse call for assistance?
Are records made of such an incident and is there a
method to investigate it so that further incidents will
hopefully not occur again?

10. If for some reason a member of the O.R. team
must be replaced, or that further assistance is
required, is there an established method for doing
this? Is there assurance that the replacement or ad-
ditional staff is competent? Does the nursing office
send a nurse who is not trained in O.R. procedures?
Was the response appropriate to having such a per-
son on the team? Would it have been better to can-
cel the surgery or to do without such assistance?
Did the operation proceed without sufficient num-
bers of qualified staff in the first place?

Costly consequences

By establishing a checklist which will raise these
questions and other similar issues, immediate action
can be taken to reduce the risk of legal problems.
Otherwise, the supervisor, the administration and the
hospital may never know that some of these
problems exist. For that lack of awareness, the legal
price may be costly. (=

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 Cumulative
Index to Nursing & Allied Health Literature, and
The International Nursing Index, U.S. National
Library of Medicine, Bethseda, Maryland.

The 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 this Jounal requires written
consent from the publisher.

The Canadian Operating Room Nursing Journal
is published by Health Media Incorporated, 214
Merton Street, Suite 202, Toronto, Ontario,
Canada M4S 1A6 (416) 481-2244.

Also published by Health Media Inc.:

- Canadian Critical Care Nursing Journal

- Infection Control Canada

- Canadian Journal of Nursing Administration

- Ontario Nursing Home Journal

Registered Operating Staff Nurses

Dawson Creek and District Hospital requires
Registered Operating Staff Nurses. This 77-bed
acute care hospital located in the heart of the beauti-
ful Peace River country requires the profes-
sional skills and abilities of experienced
OPERATING ROOM NURSES.

We offer:

- Excellent opportunities to expand your skills.
- Salaries $28,368 to $32,796 plus isolation
pay of $660 per year.

- Four weeks paid vacation.

- Employers paid medical and dental benefits.
- Accidental death and death plus long term
disability coverage.

- Other contract benefits.

- A friendly atmosphere.

"WE WANT TO HEAR FROM YOU."
Reply to:
Mrs. A. Henriksen, R.N.Director of Nursing
Dawson Creek and District Hospital
11100 13th St.
Dawson Creek, B.C. V1G 3W8 (604) 782-8501
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SURGICAL SPECIALTIES

In an ongoing effort to respond
to the specific needs of hospitals,
ICN Surgical Division offers a broad
range of Operating Room Special-
ties as well as custom-made prod-
ucts designed and manufactured in
accordance with the highest stan-
dards: yours.

NEW - G-T Bags

NEW - Needle Counters — Neuro Sponges —
Tonsil Sponges — Nasal Sponges —

Gauze Sponges — Cylindrical Sponges —
‘K’ Dissectors — Vaginal Tampons —

Gauze Packing — Retractor Mittens

INNOVATORS
COMMITTED TO YOUR NEEDS




UNIT MANAGER

SURGICAL SUITES

Required immediately to assume responsibility
for our eight Surgical Suites and our Recovery
Room. Designated as the Trauma Centre for
Northeastern Ontario, the Sudbury General Hosp-
ital's surgical suites accommodate approximately
7,600 interventions per year, primarily in neuro-
logical, ophthalmic, E.E.N.T, gynecological,
and general surgery. The surgical suites operate
regularly 16 hours per day, five days per week,
and are staffed with 33 full-time employees.

This challenging position requires a minimum
of 3-5 years' related clinical experience, demon-
strated leadership management skills, and ability
to plan for future needs. Applicants with Nursing
Administration preparation preferred. A B.Sc.N.
with current Certificate of Competence in the Pro-
vince of Ontario is essential.

We are an accredited 310-bed acute care facility
serving Northeastern Ontario. We offer an excell-
ent employee benefits package and competitive
salary commensurate with experience. Should
you possess the appropriate qualifications and ex-
perience for this nursing management position,
we invite you to submit your resume to:

Director of Human Resources
SUDBURY GENERAL HOSPITAL
700 Paris Street, Sudbury, Ontario P3E 3BS

General Hospital of Port Arthur

requires a

NURSE MANAGER
OPERATING ROOM

Our Hospital, a 209-bed acute care facility is
secking a Nurse Manager for our 5 theatre
operating department.

The successful candidate will possess a B.Sc.N.,
have a minimum of 3 to 5 years experience,
proven leadership ability and excellent
interpersonal skills.

Individuals with current B.C.L.S., post graduate
courses in O.R. management and techniques and
Jor extended O.R. experience, preferred.
Excellent salary and benefit package.
Apply with full cirriculum vitae to:

Human Resources Department
General Hospital of Port Arthur
460 N. Court Street

Thunder Bay, Ontario P7A 4X6

(807) 343-6724

NURSING

COORDINATOR
OPERATING ROOM

St. Michael's Hospital, a 701-bed teaching
hospital affiliated with University of Toronto,
offers this high profile and key opportunity.

Reporting to the Nursing Director, Critical
Care Services, you will be responsible for the
overall planning, organizing and directing of
several nursing units - the Operating Room,
Recovery Room, Cysto and Surgical Day Care.

A Registered Nurse preferably with a Masters
Degree in Nursing or in an Administrative field,
you must have excellent communication and in-
terpersonal skills. Several years related nursing
experience essential.

To explore this career opportunity, send resume
in confidence to: Nursing Personnel Manager at:

ST. MICHAEL'S HOSPITAL
30 Bond Street
Toronto, Ontario M5B 1W8

SHIRUGHNE
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Nursing

Unit Manager

Operating Room

Shaughnessy Hospital is a 975 bed tertiary
care facility centrally located in the City of
Vancouver. Its close affiliation with the
University of British Columbia has assis-
ted Shaughnessy in its development as a
major teaching and research hospital.

Reporting to the Director of Nursing, the
newly created position of Nursing Unit
Manager is responsible for the direction
and operation of our 10 theatre surgical
suite. Duties include the development and
evaluation of nursing practises, policies
and procedures, the preparation and
control of the department’s annual opera-
ting and capital budgets, the selection and
evaluation of staff, assignment of work
and identification of staff educational
needs.

Applicants must possess a Baccalaureate
Degree or significant managerial exper-
ience. Recent experience in the operating
room and eligibility for registration with
R.N.A.B.C. is required.

Please submit your resume, stating salary
expectation to:

Katherine E. Weir

Human Resources

Shaughnessy Hospital

4500 Oak Street
LVancouver, B.C. V6H 3N1 )
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Until now,
no other
conforming bandage
could mould this well
to awkward areas,
provide unique
two-way controlled
stretch without constriction,
be as fast and easy
to apply without
tucking or twisting,
stay in place
so well without slipping
or loosening
even when wet,
not fray,
be virtually lint-free,
look this good
...and feel so soft.

Only
JOHNSON & JOHNSON
could come up
with a better KLING*,
made right here
in Canada.

KLING® PLUS

conform
bandages




ST. PAUL'S HOSPITAL
OPERATING ROOM NURSING
PROGRAM

The program consists of 460 hours of formal lectures, tours and 495
hours of clinical experience. The clinical experience includes the
scrub and circulating roles in all services, including Open Heart

lectures and observation.
This program will prepare you to function in any sized operating
room.
For further information contact:

PERSONNEL DEPARTMENT

k St. Paul's Hospital " | o ¢ 4
1081 Burrard Street . i COMPLETE
q r Vancouver, B.C. o ' :

St

e HOSpit al V6Z 1Y6  (604) 682-5007 _ ' ._ : /e PROTECTION

1081 Burrard Street, Vancouver, British Columbia V6Z 1Y6 (604) 682-2344

OPERATING ROOM

HEAD NURSE
OPERATING ROOM NURSES

/ ; T Toronto General Hospital is seeking qualified

We are seeking a dynamic progressive Clinical nurses for our 24-hour, 7 day per week, 26

Head Nurse to provide strong leadership to staff 1pom Otpgratmg oo ;mteét‘/]\'e I:E::e};eg;lg;
. . : 3 motivated nurses who have at leas

ina theatr? Operaung Suite. Reporyng to the experience and who want the challgnge of

O.R. Supervisor, you will be responsible for the working in a dynamic and stimulating en-

supervision of clinical nursing practice, vironment. Eleven services, including open

professional development, standards, audits, and heart, neurosurgery, microvascular surgery
i g ! and organ transplantation, provide O.R.

policies a'?d proc:f':dures. nurses with an opportunity for team collabora-
The successful candidate will have a Baccalau tion and area specialization. On-site clinical

reate Degree and 5 years' recent O.R. experience. teachers and active regular inservicef?nd staff

. development programs ensure staff educa- _ e

You must be a proven g,ader 1\;”“1 some Horiloproriniie e z :

management experience and exce -ent Comuuy- Successful candidates must have: ¥ : RSN ( :" m . long_hfe
ication skills. Eligibility for Ontario registration o Minimum one year O.R. experience; : (atiaren daienyde Soltian)

is required. Please submit resume to: ® O.R. course or the equivalent; _
o Current registration or be eligible 28-day use-life

for registration in Ontario. : “Father and Child" the leading disinfectant/
If interested, please send your résumé, in 1 Eskimo carving by Oviloo Toono, sterilant for medical and

Personnel Department e I !
Toronto East General and Bétva i iIca el Cape Dorset surgical equipment

Orthopaedic Hospital Inc. - Toronto General Hospital, | i i : :
825 Coxwe]] Avenin 657 University Avenue, Used by permission of West Baffin Eskimo Cooperative S U R G I I@ S

Toronto, Ontario M4C 3E7 Toronto, Ontario M5G 1L7

(416) 469-6300
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Saskatchewan O.R. nurses working for
a viable and productive association

The Saskatchewan Operating Room Nurses
Group (S.OR.N.G.) is interested in contacting as
many operating room nurses in the province as
possible. The existing group is working toward the
expansion of its membership.

Annual membership dues are $20.00 for R.N.'s
with an associate membership of $5 for O.R.T.'s.
This entitles members to discounts on future
conferences/seminars/workshops, the group's news-
letter and the S.O.R.N.G. logo pin.

If you are an operating room nurse or O.R.T. in
Saskatchewan and interested in the association, you
are asked to contact one of the provincial executive
members listed below

The present executive is interested in building a
strong base for a provincial association represent-
ing all operating room nurses in the province. At
present, there are over 50 members. Currently,

Recommended standards for OR nursing
practice and QA audit still available

The Operating Room Nurses Association of
Canada’s Recommended Standards of Operating
Room Nursing Practice and Quality Assurance Audit
are still available.

This document represents the profession's respon-
sibility to promote excellence in operating room
nursing practice. It consists of 42 pages of opera-
tional definitions, models, audit forms, work sheets,
score sheets and tabulation results.

The cost is $12.00, which includes postage and
handling and delivery.

For the English or French version, orders (number
required) along with payment should be directed to:

O.R. Nursing Standards

c/o Valerie Shirreff, Unit Administrator

The Mississauga Hospital, 100 Queensway W.
Mississauga, Ontario L5B 1B8 [ £

a

o~

Saskatchewan OR nurses
are represented nationally

on the ORNAC board by —_
Darlene Stuttard, Saska-
toon City Hospital and ¢
Margaret Hayes, Regina
General Hospital.

The S.O.RN.G. is
divided into two chapters,
North and South. South

ST. JOSEPH’S
HEAL TH CENTRE of London

chapter president is Marg
Farley, Plains Health Cen-
tre, Regina; secretary,
Marg Hayes, Regina Gen-
eral Hospital.

North chapter president
is Marilyn Argue, Saska-
toon City Hospital; secre-
tary, Velma Rosenburger,
Victoria Union Hospital,
Prince Albert.

Provincial co-ordinator
is Darlene Stuttard, Sask-
atoon City Hospital; and
membership rep is Loretta
Thomas-Aasen, Weyburn
Union Hospital.

Saskatchewan R.N.s
working in the OR,,
O.R.T's and anyone inter-
ested in the provincial OR
group are asked to contact
any of the above indiv-
iduals for information.

St. Joseph’s Health Centre, a teaching hospital renowned for the quality care
provided by its skilled staff, has a career challenge available for an experienced
and highly-qualified

Nurse Educator

® Operating Room ® Recovery Room
® Surgical Day Care

At 5t. Joseph’s, we firmly believe that knowledgeable and skilled nurses are vital
to accomplishing our health care objectives. By applying demonstrated
teaching abilities and health care expertise, you will work with the nursing staff
to ensure that exceptional patient care is maintained. Areas of responsibility
include orientation, continuing education, certification and CPR training.
Energetic and self-directed, you have current Ontario registration, a Baccal-
aureate degree in nursing and at least 3 years' clinical experience in the
operating room. Excellent communication, interpersonal and organizational
skills are essential.

We offer an excellent salary and comprehensive benefits, along with good
opportunities for career and personal growth.

Please send your resume to:

Nursing Personnel Recruiter

St. Joseph’s Health Centre

268 Grosvenor Street

London, Ontario

L sen15
N6A 4V2 j;‘:ft/) Centre

alaxdn ™M
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Southern Maine Medical Center Gentral Services
Eiminates Wet Packs and Reduces Sterilizer
Maintenance Gosts hy 32%

Ray Awverill, Central Services Supervisor
for Southern Maine Medical Center
(S.M.M.C)), Biddeford, Maine, reports that
he has eliminated a serious and costly wet
pack problem, increased productivity by
250, eliminated staining of sterilized instru-
ments, and reduced maintenance costs by
32% with the installation of steam filters on
his two sterilizers.

Central Services provides all instrumen-
tation for the four operating rooms at
S.M.M.C., a 150-bed, 7-year-old institution.
This heavy demand requires both sterilizers
to be in use 24 hours a day, seven days
aweek,

“After about three and a half years of
operation, we started averaging as many as
six wet loads a day, black particulate matter
was being blown into the sterilizers, the ster-
ilizer check valves were gumming up to a
point we couldn't get through a two-month
PMA (Preventative Maintenance Agree-
ment). We were scrubbing the sterilizers
every week trying to keep the junk out of
them. It was a nightmare, a real nightmare.

“We're one of those hospitals that doesnit
have the ideal steam generator. We have
hard water, and they treat the water for
hardness as well as adding amines to keep
the pipe scale down. Things were gum-

ming up to the point where | couldn't keep a (steam) trap element
two months. They would gum, stick open, causing steam to pour
out of the chamber even with the doors open. It was unbelievable!”

Mr. Averill's maintenance logs showed that every part of both
sterilizers was being affected. Some of the problems listed were:
sterilizer chamber not vacuuming; blowing off jacket pressure;
jacket pressure assembly required repair; intermittent sticking in
pre-vacuum; and sticking in cycle, all problems being attributed to
the gunkin the lines.

"When you're averaging 24 loads a day and six of them are
being rejected because of moisture problems you're losing 25% of
your productivity. That's a lot of wasted dollars.”

In addition to his moisture problem, Mr. Averill was also experi-
encing staining of instruments. “We were using muslin at the time.
The muslin would come out of the sterilizer brown and stained. If
you opened an instrument tray in the O.R. you could see where
the stains had splattered onto the instruments. Because we do all
the instruments for the operating rooms for the entire facility, our
equipment is right there under the spotlight all the time. We were
getting complaints about the appearance of our product.”

To alleviate the problem, steam filters were recommended and
installed on both sterilizers by Balston, Inc., Lexington, MA.

“When we put the Balston filters in, itimmediately took care of the
moisture and gum. |t was like night and day.”

Mr. Averill calculates "the two filters paid for themselves in the first
two months they were in use.” Prior to the Balston steam filter instal-
lation, preventative maintenance costs were averaging $5400 for
contract maintenance per year plus an additional $5000in replace-
ment parts and emergency service calls, After the Balston steam
filter installation, replacement parts were reduced to a nominal
cost of $2500 and engineering service calls were eliminated
altogether—an identifiable annual savings of $2500.

This savings does not reflect in-house labor costs for redoing
rejected sterilizer loads, an average of six per day, at a cost ranging
between $150 to $400 per load depending upon what the load
consisted of.

“Our main concern is the quality of product we deliver to the
patient. We pride ourselves on producing a quality product
because we do a lot more to our instrumentation than most places
do. For instance, we hand wash everything before we machine
wash, which makes a big difference in their appearance. Now that
we've installed the Balston steam filters, we're not getting the spot-
ting, rusting, staining like we did before. Our dirty instrument ratio
now is like 1%. You might find one out of 114 instruments that's
dirty, but that's because of human error, not because of something
the sterilizer did to them.”

Comments Mr. Averill, “As far as I'm concerned, Balston steam
filters are the solution to my problem. We did have a serious mois-
ture problem, we don't any more.”

For complete information and prices on Balston steam filters call

416-272-1516.
BALSTON

Ll FILTER PRODUCTS

® 2495 Haines Road, Mississauga
Ontario LAY Y7 = Tel. 416-272-1516
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O.R. nurses of Alberta Provincial Executive

The 1987-88 provincial executive of the Operating Room Nurses
Association of Alberta (ORNA): Front row, left to right: Carol Rolfe,
Red Deer (past-president); Pat Petersen, Lethbridge; Margery
Ensminger, Medicine Hat (president); Sharon Balkan, Edmonton
(secretary); Jackic Waisman, Red Deer (president elect). Back row, left
to right: Pat LaPlante, Edmonton (treasurer); Gwen Uren, Lethbridge;
Ethel Berestove; Gail Wagner, Calgary; Pat De Carlo, Calgary; Regina
Leonard, Red Deer.

Opening of the Quebec OR product exposition

The ribbon-cutting ceremony officially opening the OR/surgical
products exposition during the 22nd Annual Quebec Provincial
Operating Room Nurses Conference held in Quebec City last
September. Centre, left to right holding and cutting the ribbon:
Danielle Leger, president of the exhibitors' committee (C.H.
Universitaire Laval); Mario Marcil and Jean-Luc Belanger, representing
the exhibitors; and Mariette Forgues Guay, president of the conference
organizing committee (Hotel Dieu de Levis).

Alberta nurses celebrate
10th Anniversary

The Operating Room Nurses of
Alberta (ORNA) celebrated their
10th Anniversary last year, and
the occasion of the Annual Pro-
vincial Conference in-Red Deer

this past Fall was the site for the
festivities. Photograph has Sarah
Doughty, a past president of
ORNA, Dorothy Orr (centre), the
founding president and Marge
Ensminger (right), current pres-
ident, with the Anniversary cake.

Quebec OR nurses
stage successful
provincial conference

Close to 700 nurse delegates

and OR/surgical product suppliers
attended the 22nd annual Quebec
provincial OR conference spon-
sored by the Operating Room
Nurses Association of Quebec.
" Held at the Quebec Municipal
Convention Centre in Quebec
City in early September, the gala
three-day gathering welcomed
delegates from across Quebec and
neighbouring provinces.

The next Quebec provincial
O.R. nurses conference will be
held in Montreal in 1989. Dates
and location have not yet been
confirmed.
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The task of

pulling,

preparing,

setting-up,

dispensing,

counting,

recording charges for,
taking inventory of,
reordering and receiving
the thousands of sutures
and ligating clips you
handle every year...

has finally met its match

Specifically prepared for any procedure, with
up fo 70 suture packets and clip cartridges,
and labeled with the procedure and/or sur-
geon’s name, to make life easier in so
many ways.

E-PACK* Procedure Kit
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/+ Soft, supple, flexible
- Resists kinki
- Yields secure knots
- Strong
the manageable monofilament.

Ultra Light Compact
disposable skin stapler
« Automatically released staples
= Improved staple visibility
s Proven reliability
» Allows for excellent accuracy
= Quality stapler supplied inexpensively

DEXON* PLUS
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and smoother tissue passage. non-irritating/and has a

pleasant emollient...for a
difference you can feel
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