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Today, modern medicine is experiencing an inordinately
high incidence of bacterial resistance to certian antibiotics.
Even the United Nations has expressed concern. Why and
how some of this bacterial resistance has come about is the
subject matter of two brief articles on resilient bacteria.

By Editorial Staff

Occupational Risks in the Operating Room

In this submission, risk factors associated with the
operating room nursing profession are examined. Current
concepts relating to these risks are discussed, and a review
of who is most at risk is provided.

By Mary-Lou Hopkins, B.Sc.N.

Why Patients Seldom Sue Nurses

There has been a lot of discussion about malpractice suits in
the health care field. The sentiment is, that if doctors are
getting sued as often as they say they are, can nurses, with
their expanding role in the health care field, be far behind in

the litigation limelight.
By L.E. & F.A. Rozovsky

The Eyes Have it

The patient arrives in the O.R. nervous, frightened and
intimidated by the strange equipment, noises and people
dressed in halloween-type garb. All the patient sees are
eyes, the only area open to inspection. Are you doing the
patient a disservice by what you convey with the eyes?

By Wendy Ann Morgan, B.Sc.N.
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Infection Control

Resilient bacteria making
our antibiotics ineffective

By Editorial Staff

Even after a successful operation, the risk of
postsurgical complications is still very real,
particularly those complications that are caused by
infection.

Post-surgical infections can run the spectrum
from mild to life threatening. They can be
localized, as in the case of wound infections, or
wide-spread, as in peritonitis (infection of the
lining of the abdomen), or septicemia (an infection
of the blood). They may even progress to cause
gangrene and necrosis (tissue death).

An important factor in limiting morbidity and
mortality due to infection is prevention. Good
sterilization and slavish adherence to aseptic
technique, as every O.R. nurse knows, are the
foundation of infection prevention. Other factors,
such as the screening of the patient for a mild
infection in an unrelated area can make a significant
difference in avoiding a full-blown infection after
surgery is performed.

Despite the best efforts of everyone on the
surgical team, infections remain a frequent reality;
and although all post-surgical infections are of
concern, some of the most troubling are those
caused by antibiotic-resistant bacteria.

Today, modern medicine is experiencing a high
incidence of bacterial resistance to certain
antibiotics. Though the phenomena of resistant
bacteria is not a new one, its manifestation today is
causing much concern for the entire world medical
community.

Special symposium

The alarming ability of bacteria to develop rapid
resistance against most of the newer antibiotics was
discussed at a special symposium held in Toronto
late last year.
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The symposium, held during the Annual meeting
of the Royal College of Physicians and Surgeons,
featured Dr. Robert Moellering, professor of
Medicine at Harvard University. His address focused
on the number of bacteria that are now resistant to
a growing number of anti-microbial agents.
Bacterial resistance to anti-microbial agents is not a
new phenomena. It was initially observed fol-
lowing the discovery of antibiotics in the 30s.

Resistance pools

However, of real concern are "resistance pools"”
where bacterial resistance (invulnerability) to anti-
microbials has been documented not only against
the drug being used to treat the infection,
but against other antibiotics as well. Bacterial
resistance pools would be found in those areas or
situations where potential infections are or could be
endemic: burn units, during certain surgical
procedures, intensive care units and patients with
chronic illnesses.

Widening circle

Not surprisingly, drug resistant organisms can
make it extremely difficult to rid patients of their
infections. This may necessitate the use of more
potent combinations of anti-microbial agents. In
turn, this increases the potential for more bacterial
resistance against a widening circle of antibiotics.

In focusing closer on the phenomena of treatment-
resistant bacteria, Dr. Moellering specifically
addressed the issue of plasmid-mediated resistance
against antibiotics.

Plasmids are extrachromosomal pieces of DNA,
or particles in a cell that have a genetic function,
but are not found in the nucleus. Dr. Moellering
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Infection Control

provided a detailed look at how these plasmids play
a role in anti-microbial resistance. It has been
known for some time that bacterial resistance
against a number of antibiotics can be spread from
one organism to another by direct cell-to-cell
contact. The agents responsible are plasmids.

These plasmids, in many cases, contain not only

genes for resistance to anti-microbial agents, but
also genes capable of coding for the information
necessary to initiate and cause transfer of the
plasmids by conjugation, that is, allowing nuclear
material in the two cells to interchange.

R-factors

Plasmids containing both the genes, one for
resistance to the anti-microbial agent and one for
coding information to initiate a transfer of nuclear
material, are known as R-factors. They have been
shown to be responsible for much (but not all) of
the anti-microbial resistance found in clinical
isolates of bacteria throughout the world.

Recent studies show a striking homology (similar

in structure and origin but not in function) between
the genetic elements of plasmids mediating
resistance to anti-microbial agents found in
numerous parts of the world and studies in
"antibiotic virgin" populations where plasmids
were present in nature prior to clinical use of anti-
microbial agents.

Selective advantage

Where anti-microbial agents are heavily utilized
in these antibiotic virgin populations, there is a
major selective advantage to the plasmids, as they
are capable of mediating or accomplishing the
necessary resistance. These plasmids contain the
necessary genes to induce and perpetuate a good
proportion of the antibiotic resistance observed in
disease-causing bacteria today. (See below on
"United Nations intervention.")

However, not all resistance to anti-microbial
agents is plasmid-mediated. Antibiotic resistance has
also been mediated by man's flagrant abuse of our
antibiotic resources. (See "MRSA" page 10) !.-

Alarmed by the relentless growth of bacterial
resistance to antibiotics worldwide, two influencial
agencies of the United Nations are preparing global
guidelines imposing restrictions on the use of
antibiotics and other therapy drugs.

Beyond control

The proposals, to be published shortly by the
World Health Organization (WHO) based in
Geneva, Switzerland and the Food and Agriculture
Organization (FAO) based out of Rome, will
probably be supported by Canada.

A recent authoritative discussion paper issued by
the WHO argues that, as a result of over-
medication, bacterial resistance to antibiotics
worldwide is spreading beyond control.

The problem is particularly acute in the de-
veloping countries where most of the older and
cheaper antibiotics available are rapidly losing
their effectiveness against certain bacteria.

Growth of drug resistant bacteria worldwide
prompts strong United Nations intervention

The UN is concerned with overmedication by
doctors as well as veterinarians. A high percentage
of the animals that are bred for human
consumption are exposed to a variety of drugs,
including antibiotics, tranquillizers and growth
stimulants. This latter concern is the reason for the
Rome-based FAO involvement.

The WHO discussion paper on worldwide
bacteriological resistance to antibiotics urges
governments to implement methods to avert a
global emergency by banning the agricultural use
of many potent drugs.

Flagrant overmedication

The discussion paper also cites cases of flagrant
overmedication by doctors and argues that, unless
urgent steps are taken to reverse the trend, "...one
of the best weapons humanity has devised for the
protection and restoration of health could be placed
in jeopardy."

Canadian Operating Room Nursing Journal



Antibiotic era threatened

MRSA outbreak blamed on
flagrant overmedications

There are numerous reasons why slavish ad-
herence to infection control procedures should be an
avid and on-going concern to all operating room
nursing personnel. An especially important reason,
among others, is the the alarming ability of certain
bacteria to develop resistances to antibiotics.

The recent outbreak of MRSA (methicillin-
resistant Staphylococcus aureus) in England this
past Summer could be considered a classic example
of what some are calling the "creations of
diagnostically destitute doctors”. Already, the
MRSA strain has killed hundreds of hospital
patients in England and Australia, where it first
appeared in the early 70s.

Widespread strain

The first outbreak in the UK occured in 1981,
and in a two-month period starting in April of last
year, it was reported that in London alone 30 died
from the MRSA infection. The strain has also been
reported in Europe, the United States, and, according
to the Laboratory Centre for Disease Control in
Ottawa, there have been a few reported isolates in
Canada as well.

MRSA bacteria are a mutation of harmless
bacteria that occur naturally on the skin and in the
nasal mucosa. Because of careless and indiscriminate
use of broad spectrum antibiotics, MRSA has
become invulnerable to most antibiotics. Broad
spectrum antibiotics are  anti-microbial agents
effective against a wide variety of micro-organisms;
some penicillins, for example, are broad spectrum.
The exceptions where MRSA is vulnerable to anti-
microbial agents are the more rare antibiotic
preparations, and vancomycin, which is often
indicated when penicillins and cephalosporins are
ineffective.

Minor infections dangerous

Dr. Richard Smith, one of the Editors of the
British Medical Journal (the source for the contents
of this article, October, 1986) pointed out that,
should MRSA become resistant to vancomycin,
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which is a highly toxic anti-microbial drug, "...the
practice of medicine could be put back to the days
when even minor infections could kill."

Dr. Ken Harvey, director of microbiology at the
Royal Melbourne Hospital in Australia, where the
outbreak was first reported in the early 70s, told
reporters that a MRSA outbreak claimed the lives
of hundreds of elderly hospital patients in Eastern
Australia.

Diagnostically destitute

Calling broad spectrum antibiotics "the refuge of
the diagnostically destitute,” Dr. Harvey said "we
may look back at the antibiotic era as just a passing
phase in the history of medicine, an era in which a
great natural resource was squandered and where the
bugs proved smarter than the scientist." %

The ORNAC recommended standards
available in slide presentation format

Both English and French versions of the ORNAC
Recommended Standards for Operating Room
Nursing Practice are available in print form and slide
presentation. Originally shown during the last
National Conference in Montreal, this slide
presentation is available for rental. The cost is
$30.00 plus postage.

If your group is planning on ordering the tape,
please allow sufficient time for processing and
delivery. The slide-tape presentation is available
from the chairman of the of the "Technical O.R.
Standards Committee", Gloria Stephens, 2864 West
3rd Ave., Vancouver, B.C. V6K 1M7.

Many hospitals have purchased these Standards for
use in their Quality Assurance Programs.

Those interested in obtaining a copy of the
Recommended Standards ($12.00) can do so by
contacting either Ann Robinson, for the French
language version, or Valerie Shirreff, for the
English. Readers will find the addresses to write to
under the ORNAC Executive Listings on page 28.
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Occupational risks in the O.R.

Current concepts and a review of whose at risk

By Mary-Lou Hopkins, R.N., B.Sc.N.

There are a number of risk factors operating room
nurses and related O.R. personnel should be con-
stantly aware of. In the following submission, risk fac-
tors associated with the operating room nursing pro-
fession will be divided into the following categories
for discussion:

— physical

— toxins

— radiation

— infectious agents
— burnout

A description of the most important disease process
from the standpoint of productive years of life lost as
well as pathophysiology will be discussed. Also, a nur-
sing diagnosis will be established for the workers at
risk with respect to the selected disease process.

Physical

Backpain is the leading cause of lost work time for
nurses, with unaided patient lifting thought to be the
primary cause. (Stellman, 1982). Gibeau (cited in Holt,
1983) reports that more than 90% of the compensa-
tion cases for lost time in the Province of Alberta are
associated with sprains and strains due to back
problems.

There are several mechanical devices available for
operating room staff to use when assisting with pa-
tient transfer. However, too often, O.R. staff are in a
rush and neglect to use them.

One device, called the roller, fits under the patient’s
trunk. Even when this device is used, considerable
physical effort is required to position the patient pro-
perly on the roller. If the patient is obese, the strain
is compounded.

Surgery calling for the patient to be in a ‘prone posi-
tion’ often entails the use of much physical strength.
More often than not, this task falls on the nurse. Even
though protocol states that attendants are supposed
to do most of the patient transferring, they are fre-
quently absent when needed.

Snook (cited in Levy & Wegman, 1983) stated that
some data indicates much low back pain among
nurses. Other data indicates little difference between
nurses and more sedentary workers in overall
prevalence. He does mention that the onset of low
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back pain in nurses comes at an early age and is
precipitated by factors at work. One of the
precipitating factors is the posture that must be sus-
tained for long periods of time. Many surgical cases
that the scrub nurse, for instance, is involved with can
be of long duration. It is not uncommon for an opera-
tion to last four or five hours. During that period, the
nurse maintains one position with little or no
movement.

Magora (cited in Holt, 1983) reports data indicating
that static work posture is associated with increased
absenteeism due to low back pain. Brequist-Ullman
(cited in Holt, 1983) report that standing on the job
longer than four hours is related to the increased in-
cidence of low back pain. Snook, again, mentions that
the rate of recurrence for non-specific back pain is
extremely high — estimates range as high as 90%.
Itis also estimated that there is only a 50% possibili-
ty of returning to productive employment for a worker
who has been off for longer than six months; if off work
over one year, only a 25% possibility; and if over two
years, the probability of returning to work is zero.

Toxins

There have been vast amounts of research perform-
ed on the exposure of operating room personnel to
anaesthetic gases. The O.R. nurse can be exposed
to high concentrations of gases during the induction
phase of anaesthesia. During cases where the patient
is not intubated and anaesthesia is maintained by a
mask, high concentrations of gases are to be found
in the environment. It is also not uncommon for gases
to be inadvertently left on for short periods at the com-
pletion of cases. These released gases are not always
withdrawn by the scavenging system.

Brunt and Hricko (1983) report an increased risk
of miscarriage and birth defects in offspring from
operating room personnel exposed to anaesthetic

About the author

Mary-lou Hopkins, R.N., B.Sc.N., received her R.N. from the
University of Alberta Hospitals, School of Nursing and her
post-basic B.Sc.N. from the University of Alberta. Ms.
Hopkins has worked in the operating room for six years, two
years as a charge nurse. Presently, she is an instructor,
University of Alberta Hospitals, School of Nursing.

February, 1987

TECHLENV

1-68 HYDRAULIC
STRETCHER

L] Safety enhanced braking
system — easier to reach, engage

and release.

L] Improved self-storing crank
mechanism - with firm winding

* Registered Trademark

;’/

The stretcher designed with your nursing staff in mind.

action to facilitate smooth position
adjustment.

[] Precision U-type caster -
provides greater maneuverability
with minimal effort.

All Canadian company

NEDICAL SYSTEMS INC.
6890 Pacific Circle, Mississauga, Ontario L5T IN8 Telephone: (416) 673-5000




gases. Corbett (cited in Levy & Wegman) found an
inordinate increase in the incidence of reticuloen-
dothelial and lymphoid malignancies with exposure
to gases. Corbett also reported that there is an in-
creased incidence of spontaneous miscarriage among
operating room nurses.

Biddle (1984) reported an increased incidence of
cervical cancer, abortions, and liver disease with ex-
posure to anaesthetic gases. To alleviate these prob-
blems most operating room theatres have some type
of scavenger system to keep the toxic concentrations
to an acceptable level. Further research will need to
be done to ascertain if the scavenger systems are
effective.

Toxins which the operating room nurse is exposed
to are the disinfectants used for terminal cleaning of
instruments and equipment. An example of this is the
hypochlorite in high concentration used in the theatre
following a hepatitis-B surgical case. This solution,
used to prevent cross contamination, requires that
gloves and protective goggles be worn by all person-
nel coming in contact with the solution. It can hap-
pen that O.R. personnel become careless and allow
the solution to have contact with the skin or splash
it into the eyes.

Brunt and Hricko further state that dermatitis is very
common among women workers including hospital
workers because of contact with disinfectant solutions
such as hypochlorite. Gluturaldehyde solutions used
to soak instruments also emit toxic fumes.

Radiation

The operating room nurse working in the O.R. en-
vironment is exposed to radiation in several ways. In
certain procedures, flat plate X-rays are taken dur-
ing the operation. In this case, all personnel in the
theatre are protected by a portable shield. There are
certain procedures in which a lead apron must be
worn by the operating room personnel in the theatre.
A radiation technique called fluoroscopy is a situa-
tion where lead aprons must be worn.

Brunt and Hricko (1983) report the potential for in-
creased breast, thyroid and other types of cancer in
women exposed during participation in certain
surgical procedures requiring radiation techniques.
The use of thyroid collars in conjunction with the lead
apron is recommended for scrub nurses during
fluoroscopy procedures. Kahn and Ryan (cited in Levy
& Wegman) state that irradiation of the human em-
bryo early in its development can result in spon-
taneous abortion or severe fetal abnormality.

Infectious agents

According to Stellman (1982), needle-sticks are
believed to be the prime mode of transmission for
hepatitis-B. Gantz (Levy & Wegman, 1983) state that
splatters on mucuous membranes or breaks in the
skin are potential portals of entry. Robbins (1985)
reports that indirect transfer of hepatitis-B virus oc-
curs by infective material by way of fomites — any
substance that adheres to and transmits infectious
material.

In the O.R. environment, needle-stick injuries are
commonplace. It can happen that an operating room
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nurse may not be aware of such an injury, as some
of the needles are extremely small and their pricks
may be imperceptible.

When a “known’’ hepatitis-B carrier is having
surgery, special precautions are taken by operating
room personnel. Staff members are instructed to
report to health services for examination and treat-
ment if they think there is a possibility they have been
infected. This is fine where it is *‘a given” that the pa-
tient is a carrier; but, are nurses as likely to report
a needle-stick injury if the patient is not expected to
be a carrier?

Some nurses are extremely diligent when reporting
injuries. This writer, as well as many of the readers,
can attest to the fact that not all injuries are reported.

Many hospital workers, especially those in high-
infection risk areas such as the operating room, can
receive a vaccine for immunity against hepatitis-B. Ad-
mittedly, regardless of the fact | only work part-time
in the O.R., | have neglected to enquire about the vac-
cine. How many other operating room nurses have
done the same, thereby jeopardizing not only their
own health, but the health of patients and fellow
workers?

Gantz also states that five to ten percent of
hepatitis-B patients will become chronic carriers, re-
maining surface-antigen positive and serving as a
potential source of infection for hospital staff and other
patients. Gantz also mentions that chronic active
hepatitis will occur in 30% of chronic carriers and may
result in cirrhosis.

There are other infectious agents that operating
room nursing personnel must be equally cautious of:
Pseudomonas aeruginosa, Escherichia coli, Candida
albicans, staphylococci; and of more recent onset is
“‘the disease of the eighties,”’ acquired immune defi-
ciency syndrome (A.l.D.S.).

Burnout

Burnout is pervasive among nurses and is probably
the most important entity from the standpoint of pro-
ductive years of life lost.”” “‘Productive years of life
lost”’ is understood here as the entity that contributes
most to the reasons for withdrawal from the nursing
profession.

Armstrong (cited in Alexander, 1980) defines bur-
nout as the extent to which workers have become
separated or withdrawn from the original meaning and
purpose of their work. Also included in the definition
is the workers' express estrangement from patients,
co-workers, the job itself and the institution that
employs them.

Edelwich and Brodsky (cited in Gervaiz and
Howard, 1984) refer to burnout as the apathy, discon-
tent, lack of satisfaction, and the pervasive sense of
““this isn’t what | thought it would be’’ that so many
nurses report. Veninga (cited in Vachon, 1983) calls
it a ‘‘debilitating psychological condition brought
about by work-related frustrations that result in
lowered productivity and morale.”

The conditions that lead to burnout in the operating
room include: insufficient training, client overload, little
pay, long hours, inadequate funding and political con-
straints (Vachon, 1983). Gervaiz and Howard report
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that disillusionment and frustration can come from try-
ing to juggle problems related to equipment, schedul-
ing, supply and the inevitable paperwork.

The operating room is an area that requires a skill-
ed professional who is constantly being re-educated
as state-of-the-art technical advances are pursued.
An example of this is microsurgery and the initiation
of transplants.

Selye (cited in Fraser, 1983) states that there are
three definable stages to the human stress response,
namely the stage of alarm, the stage of resistance,
and the stage of exhaustion.

Alarm stage

The stage of alarm occurs as a result of a perceiv-
ed threat and is characterised by pallor, sweating, and
increased heart rate. It is normally short in duration
and if the stress persists, it is replaced by the stage
of resistance. This resistance is a resistance to those
factors which constitute the stress. During the stage
of resistance most of the symtoms associated with the
alarm stage disappear as the body develops an adap-
tation to the stressful condition. The capacity to resist
is limited, and should the stress be severe or prolong-
ed this stage will be replaced by the stage of exhaus-
tion. It is argued that this stage may be associated
with the development of psychosomatic diseases. For
example, various emotional disturbances, headaches,
insomnia, and abdominal disorders are alleged to be
initiated not directly by some external agency but as
a result of faulty adaptive reactions.

Human stress exists when an event or state occurs
which disturbs homeostasis. The extent of the
resulting response is determined by the severity of

the stress. The response is non-specific and it is
mediated by way of the neuro-endocrine systems.
Faulty adaptation to the stress or failure is alleged to
lead to disease. Thus, burnout may be seen as a pro-
blem with adaptation to a very stressful environment.

Nursing diagnosis

All operating room nurses are at risk for develop-
ing burnout due to the above factors. The knowledge
and skill levels of the operating room nurse should
be conducive to educational teaching regarding the
risk factors of burnout as nurses are professionals.
Motivational factors may be a problem as many
nurses prefer to leave the work setting immediately
after their shift. Structural factors may also be a ma-
jor problem depending on the support from the
managerial hierarchy.

This author’s nursing diagnosis would involve giv-
ing anticipatory guidance to the operating room staff
regarding the etiology of burnout, the signs and symp-
toms of burnout, and ways to counter burnout.

Conclusion

This submission has dealt with the occupational risk
factors that the operating room nurse is exposed:
physical, toxic and infectious agents, radiation and
burnout. The issue of burnout was given more em-
phasis because it is felt that it is a pervasive entity
which must be addressed more thoroughly in the nur-

sing profession. i
-
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Calendar of Events

April 5-10, Atlanta, Georgia: Association of
Operating Room Nurses (AORN), 34th AORN
Congress, Atlanta, Georgia. (For a registration
brochure, contact: AORN Meeting Services, 10170
East Mississippi Ave., Denver, Colorado 80231)

April 27-29, Toronto, Ontario: Annual Con-
ference, Operating Room Nurses Association of
Greater Toronto, Constellation Hotel. (Contact Audry
Macdonald, Publicity, 2301 Mountaingrove Ave.,
Burlington, Ontario L7P 2H8).

May 8-9, Edmonston, New Brunswick: An-
nual Conference, Operating Room Nurses Association
of New Brunswick, Howard Johnson Hotel. (Contact
Noelline LeBel, Edmonston Regional Hospital, 54 -
21st Ave., Edmonston, N.B. E3V 2C1).

May 25-29, Regina, Sask.: Infection Control
Course sponsored by Bureau of Communicable
Disease Epidemiology, Continuing Nursing Education
Department, University of Saskatchewan, Plains
Health Centre, Regina. For registration information
call (306) 584-1987).

May 27-29, Calgary, Alberta: International
Nursing  Conference, "Clinical Judgement and
Decision Making: The Future of Nursing Diagnosis,"
sponsored by Faculty of Nursing, Continuing
Education, University of Calgary; the North American
Nursing  Diagnosis  Association; and  Boyle,
Letourneau and Associates. (Contact Gerri Behm,
Conference office, 2500 University Dr. NW,
Calgary, AB T2N 1N4. (403) 220-5051).

June  14-16, Winnipeg,  Manitoba: Second
Biennial = Conference of the Manitoba Operating
Room Nurses Association, Delta Inn. (Delegates
contact Eva Marie Lessing, 50 Cathedral Ave.,
Winnipeg, MB, R2W O0WS5. Exhibitors  contact
Audrey McFaden, 38 Mansfield Cres., Winnipeg, MB
R2N IR6).

May 15, Winnipeg, Manitoba: First Bienneial
Post Anaesthesia Nurses Conference of the Manitoba
Association of Post Anaesthesia Nurses, Delta Inn.
This one-day conference will be held in conjunction
with the MORNA Conference. (Contact Sheila
McDonald, 874 Kilkenny, Winnipeg, MB R3T 5A5
(204) 269-3211).

June 19-20, Saskatoon, Saskatchewan:
Operating Room Nurses Group Annual Conference.
(Contact Darlene Stuttard, Saskatoon City Hospital,
7th Ave. & Queen St, Saskatoon, Sask. S7TK OM7).

July 28-August 1, Quebec City, P.Q.: Col-
poscopy, Gynecological and Cutaneous Laser Surgery
Programs, Chateau Frontenac. (Contact Maryanne
Riopelle, P.O. Box 224, Komoka, Ont. NOL 1RO
(519) 471-0300).

September 9-11, Quebec City, P.Q.: Quebec
Operating Room Nurses Association Provincial
Conference, Hilton Hotel. (Contact Mariette Forgues
Guay, Hotel Dieu de Levis, 143 rue Wolf, Levis,
P.Q., G6V 3Z1).

September 14-18, Singapore: 5th World
Conference of Operating Room Nurses, Westin
Stamford and Westin Plaza Hotels. (Contact
A.O.R.N,, 10170 East Mississippi Ave., Denver, CO)

September  17-19, Thunder Bay, Ontario:
7th Biennial Conference, Lakehead Operating Room
Nurses Association, Red Oak Inn. (Delegates contact
Connie Riley, c/o McKeller General Hospital, 325
South Archibald St., Thunder Bay, Ont. P7E 1G6.)

September 26, Toronto, Ontario: Ontario
Post Anaesthetic Nurses Association (OPANA) Second
Annual OPANA Conference, Toronto Convention
Centre. (Contact Pat Sbrocchi, PAR, St. Joseph's
Hospital, 30 The Queensway, Toronto, Ontario M6R
1B5 (416) 530-6286).

October 15-17, St. John's, Newfoundland:
17th Atlantic Operating Room Nurses Conference,
Hotel Newfoundland. (Contact Ann Hughes, Health
Science Centre, St. John's, Nfld A1B 3V6).

October 18-21, Red Deer, Alberta: Operating
Room Nurses Association of Alberta Annual
Conference, Capri Centre. (Contact Jackie Waisman,
116 Barrett Dr., Red Deer, AB T4R 1]3).

November 13-14, Hamilton ¢ and District:
3rd Regional Conference, Operating Room Nurses
Association of Hamilton and District, Prudhommes
Inn, Vineland Station & Queen Elizabeth Way.
(Contact Chris Belgrave, Hamilton General Hospital,
237 Barton St. E., L8L 2X2 (416) 527-0271).

May 30-June 3, 1988, Vancouver, B.C.:
National Conference, Operating Room  Nurses
Association of Canada, Canada Place Convention
Centre and Pan Pacific Hotel. (Contact Mary Raikes-
Tindle, Publicity Chairman, 5199 Turquoise Dr.,
Richmond, B.C. V7C 4Z6; Exhibitors contact Jean
Kerr, Exhibitors Committee, 1105 - 2050 Nelson St.,
Vancouver, B.C. V6G IN6).
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Why patients seldom

Sué nurses

By L.E. &F.A. Rozovsky

The current talk throughout the health field is that
of malpractice. The feeling seems to be that if doc-
tors are getting sued as often as they say they are,
can nurses be far behind?

There is no doubt about it, as nurses expand their
role, they automatically take on increased respon-
sibilities. With increased responsibilities and greater
potential for harming patients, there will naturally be
a greater risk of being sued..

Considering the amount of malpractice that could
take place, and may actually take place, it may seem
amazing that more suits are not brought against doc-
tors, hospitals, nursing homes — and nurses.
However, on further analysis, it becomes apparent
that the law is actually very weak in helping
dissatisfied patients, even when those patients have
cause for complaint. The following factors discourage
malpractice suits.

Reasons not to sue

1. The difficulty of bringing a law suit is enormous.
If a patient alleges that a nurse has been negligent,
the onus is on the patient to prove to the court on the
balance of probabilities that the nurse has failed to
live up to the average, reasonable and prudent nurs-
ing standards in the circumstances. To do this, the
patient’s lawyer must obtain the services of an expert
witness who is prepared to testify in open court that
the defendant nurse failed to meet these standards.
Few are prepared to do this. Many experts may say,
“| would not have done that,”” but such a statement
is not sufficient.

2. The second difficulty is that the patient must also
bring in an expert witness to show that injury has been
suffered as a reasonably foreseeable result of the
failure of the nurse to abide by those standards.
Because this is often purely a matter of opinion and

. even speculation, it is not enough to convince a court.

3. The third practical problem is the cost. Many law
firms want at least their potential costs in advance
before they go out hiring expert nurse and medical
witnesses. Even in those provinces which allow con-
tingent legal fees by which the client pays the lawyer
a percentage of the amount collected and only if the
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case is won, the out-of-pocket expenses must usually
be borne by the client.

4. The fourth problem is inherent in the negligence
rule itself. The nurse is not responsible for her actions
unless she has failed to live up to average, reasonable
and prudent nursing standards in the circumstances.
The nursing care may therefore, be extremely poor
but not negligent. The patient has no right to be com-
pensated for poor nursing care, only care that has
fallen below these legal standards.

Negligence exists only if the patient has been in-
jured. Therefore, there is no right.to compensation
for even terrible nursing care, as long as there is no
injury.

Similarly even when there has been injury or death,
there is no right to compensation if the standards have
been met.

Considering these factors, it becomes obvious that
many patient complaints do not fall within the legal
definition of negligence and no successful legal ac-
tion can be taken.

5. Even when there has clearly been negligence,
lawyers regularly talk their clients out of taking legal
action. This advice is based on the fact that the com-
pensation which a court would award is not sufficiently

Fay A. Rozovsky is a member of
the Massachusetts and Florida
Bars and an associate professor of
gerontology at Mount St. Vincent
University in Halifax and a visiting
lecturer in health law at the Har-
vard School of Public Health.)

Mr. Lorne E. Rozovsky, Q.C. is a
Halifax lawyer with the firm of Pat-
terson Kitz and an adjunct
associate professor of law and
medicine and lecturer in dentistry
at Dalhousie University. He is also
an honorary fellow of the American
College of Legal Medicine.

23




Southern Maine Medical Genter Gentral Services
Eiminates Wet Packs and Reduces Sterilizer
Maintenance Gosts hy 32%

Ray Averill, 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
25%, 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 wetloads a day, black particulate matter
was being blown intothe sterilizers, the ster-
llizer 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 doesn't
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. Averil'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 gunk in 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. It was like night and day.”

Mr. Averill calculates “the two filters paid for themselves in the first
two months they were inuse.” Prior to the Balston steam filter instal-
lation, preventative maintenance costs were averaging $5400 for
contract maintenance per year plus an additional $5000 in 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.

“Qur 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

ﬁ  BALSTON'

FILTER PRODUCTS

2495 Haines Road. Mississauga
Ontario LAY Y7 » Tel. 416-272-1516

high to make the effort worthwhile. While it is possi-

ble for a winning party to be awarded “costs’ from'

the losing party, these seldom cover the actual costs.

The trauma of a law suit over a period of several
years is emotionally draining in which the suit
becomes a focal point of the client’s life. Most peo-
ple do not wish to have their lives revolve around a
lawyer’s office.

6. In many injury cases, there have been no perma-
nent injury and no expenses since most of these costs
have been paid for by Canada’s health insurance pro-
grams. As a result, the patient is left to sue for pain
and suffering. Because these amounts are generally
not very high, the patient simply wants his bills paid
and that has been done.

7. In small towns, the social pressure against suing
a local hospital or nursing home and a local nurse may
be sufficient to dissuade even the most disgruntled
patient.

Cause for joy

This may send the most defence minded nurses,
their insurers and their solicitors into smiles of
satisfaction. It certainly does keep lawsuits to a
minimum.

However, it does result in an increasingly large
number of unhappy patients who have received what
at least they think is poor nursing care. They have
been discouraged from taking legal action, and must
therefore turn to other avenues of complaint.

The first shock they get is that in following other
methods they will not be compensated for their alleg-
ed injuries. They can complain therefore, solely to get
it off their chest. The question is: how can they do
this?

The obvious place to go is the licensing or registra-
tion authority for nurses in the province. Until very
recently, their bodies have not been particularly ac-
tive in discipline matters though this appears to be
changing. The second problem is that discipline
bodies for all professions seem to be losing their
prestige. There seems to be a growing public suspi-
cion of professions that are “‘self-governing’ in the
interests of the public.

Patients can also complain to employers though
with the advent of unions, many employers are timid
about disciplining nurses even though collective
bargaining agreements allow for such action to take
place.

Limited access

Complaints to government are invariably passed
along to the “self-governing’’ authorities and com-
plaints to provincial ombudsmen are frequently brush-
ed aside since that official usually has no jurisdiction
in the matter.

The result is a growing number of patients who have
limited access to any complaint mechanism. They do
nothing, but are certain to tell their friends and families
of the injury which they have suffered at the hands
of what they consider to be over paid, under-trained,
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under-worked, incompetent nurses. In many of these
cases, there may have been a small kernel of truth,
though as time goes by the incident may become in
the minds of those who hear about it, an event akin
to a major catastrophy — it happened and there is
nothing that can be done about it.

Such a development has already begun to hurt the
medical profession and is beginning to show its face
among other disciplines. Public support of the pro-
fessions decreases regardless of any justification.

The answer is to prevent complaints from getting
out of hand. Patients must be given a mechanism
which is simple and honest in dealing with their
dissatisfaction, regardless of whether their feelings
are legally based or not.

Conclusion

Within health institutions, a patient representative
is one way of overcoming this problem. In the health
field as a whole, a health ombudsman, such as
exists in Great Britain, may be the answer.

In any case, the nursing profession must examine
this problem and come to terms with it. Law suits are
not the answer — neither for nurses nor for patients.

Study suggests that proper handwashing
still neglected by medical care givers

The first medical practitioner of record to advocate
that hands be washed in order to interrupt the
transmission of hospital infections was a Hungarian
physician, Dr. Ignaz Semmelweis. When he introduc-
ed his theory in the middle of the last century, he was
ridiculed in such a manner that he became psychotic.
Shortly after, he committed suicide.

Procedures still neglected

A recent study on handwashing introduced in the
United States suggests that Dr. Semmelweis’ theory
may not have been received any more favourably
today, judging from the percentage of times that
hands are washed by hospital care givers between
patient contacts.

Dr. Semmelweis’ theory has been accepted for
some time now, but is largely ignored, according to
a study at the University of Virginia Medical Centre
in Charlottesville, Virginia.

Dr. Leigh Donowitz, a professor of pediatrics, found
that overall, doctors, nurses, occupational/physical
therapists, respiratory therapists and radiology techni-
cians wash their hands only 30 percent of the time
between patient contacts.

These findings were presented at the American
Society for Microbiology Interscience Conference on
Antimicrobial Agents and Chemotherapy held in New
Orleans recently.

Although the study mentioned that nurses washed
their hands significantly more than physicians (37%
of the time vs. 21%), this rate still leaves much to be
desired. The next step Dr. Donowitz said was to find
ways to change behavior.
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The eyes have it ...

By Wendy Ann Morgan, R.N., B.Sc.N.

Have you ever stared at someone, without saying
a word or making any gestures, until you finally got
their attention? This illustrates the power and in-
fluence that eye contact can exert!

The nonverbal is the oldest form of communication;
it is the feeling level of communication. What is said
with the eyes is a unique expression of a nonverbal
phenomena. (Harper, Weins & Matarazzo, 1978). By
looking at someone’s eyes, often their thoughts are
shown to you but at the same time, you are telling
them something of yourself. It is difficult to camouflage
the thoughts that are expressed by the eyes — your
lips may be smiling, but your eyes may be giving a
completely opposite message. By meeting someone’s
gaze, you can signal a desire for communication to
take place or you can let someone know that you are
listening to them; by avoiding a gaze, communication
is usually terminated.

The patients often come to the operating room ner-
vous and very frightened. What do they see? Equip-
ment — strange; noises — unfamiliar; people —
dressed in Hallowe’en type garb; and eyes — mostly
what they see are eyes.

Eyes communicate

What do your eyes convey to the patient? Caring
— you know they are all individuals with different
needs and you want to protect their right to that in-
dividuality; boredom — ho hum, not another gall blad-
der, this is the fourth one today; anger — this doctor
is the physical pits, he was so nasty to me last month
but I'll get him today.

The operating room is a unique area in the hospital
as far as nursing is concerned. Many people, in-
cluding some operating room nurses, consider
operating room nursing to be a purely technical job
and not really nursing at all. True, operating room nur-
sing has many technical aspects, but the human ele-
ment remains and cannot be removed. Every patient

is different and responds to approaching surgery in
a different way; they have special needs that must
be met so that they can consider their surgical ex-
perience in a positive rather than a negative way.

Sensitivity

Communication in the operating room takes place on
a different level — much of it is nonverbal and as the
saying goes, ‘‘actions speak louder than words."”
Patients in the operating room often have an in-
creased sensitivity to their surroundings due to their
usually high anxiety level. When all that is revealed
to them is a pair of eyes — or ten — a very real bar-
rier to communication may be presented. The
operating room nurse must be very sensitive to the
needs of the patient; the nurse must look for nonver-
bal cues, often revealed in the patient’s eyes, (Davis,
1978) and present herself as a caring person in-
terested in that patient as an individual, not just an
operation or a disease entity. The patient is totally
dependent on the nurses in the operating room,
whether having a general, local or block anaesthesia.

The art of listening

Your eyes tell a story; they tell the patient that you
are listening and that what they have to say is impor-
tant. According to Munn (1977), listening “makes peo-
ple feel special, and it's the special OR nurse who
can listen.” It is important to let your patients know
that you are listening to them, just as it is important
for your co-workers to know that you are also listen-
ing to them. Often combined with a touch, your eyes
tell the patients that you care and you will give them
the best care possible while they are with you. It is
important to be responsive to your patient’s needs.
Usually you have such short contact with your patient

1

Most psychologists identify six principal expressions of emo-
tion: disgust, anger, fear, sadness,.happiness and surprise.
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Although not considered here, other psychologists include
shame and fear. What is shown on the two pages are the

February, 1987

‘““Your eyes are the most revealing part of your person, because often in
the operating room, it is the only part ... revealed for inspection.”

that you must pick up immediately on any cues that
they give you.

If you are angry with a co-worker, be it a nurse, doc-
tor, aide or orderly, a patient may sense that anger
displayed in your eyes and your manner and perceive
that you are angry with him for some reason and he
may go to sleep wondering how well you will be tak-
ing care of him. This could conceivably affect his post-
operative recovery period.

Humour in its place

Humour also has an important part in our lives, but
there is a time and a place for it. If the patient reads
in your eyes that life is a big joke to you, he may drift
off to sleep wondering if he really is important to you
or is he just another joke.

It is also important to attend to what you say with
your eyes to your fellow workers. It can make either
a very comfortable work situation or an uncomfortable
one depending on what you are communicating to
each other with your eyes. Caring — that you make
a difference to how well the day goes; boredom —
don’t bother me with any of your problems, | have
enough of my own; disbelief — | can’t believe you ac-
tually did such a dumb thing; anger — | don't like
working with you and | know we are going to have
a rotten day; humour — even in the face of all adver-
sity; listening — what you have to say matters to me
and is important.

Clarify the message

The people that you work with are also under a lot
of pressure. It is very important to remember this as
you work closely together in a series of high stress
situations throughout the day. Clarify the messages
that are being received. If the eyes are telling you one
thing but verbally a different message is coming
through, get it out in the open and see which message
is the real one. It is probably the nonverbal one that
is the true one. Unless the air is cleared, the patient
is the one who loses out by lack of caring personnel
too caught up in their own missed messages to res-
pond to the patient’s messages.

In the helping professions, communication is very

important. It can make the difference between a pa-
tient knowing that you are really interested in his per-
sonal welfare or wondering if he is a minor irritation
in your otherwise perfect day. In the operating room,
because much of the communication is nonverbal, via
the eyes, it is important to be aware of the messages
that you are sending. As the nurse and head of the
operating room team, it is up to you to set the exam-
ple for the other members of the group. Even in every-
day life, you should be aware of the messages that
are being communicated with your eyes. Even a rais-
ed eyebrow at the wrong moment may cause no end
of grief. If you happen to be at an auction, you may
go home with the white elephant.

As mentioned before, it is important to be aware
of what you are communicating nonverbally to others.
This point cannot be stressed enough. People may
easily misinterpret what you are telling them: the pa-
tient because he is nervous and upset, your co-
workers because they are working under stress and
may have too high an anxiety level to accurately
perceive the true message. Your eyes are the most
revealing part of your person, because often in the
operating room, it is the only part of your person that

is revealed for public inspection. _5
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six principal expressions of emotion as evinced by the eyes
alone. Each is numbered to enable you to identify which
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emotion is being expressed. See page 30where the numbers
are matched to the emotion expressed.
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National and Provincial associations of
Canadian operating room nurses

Operating Room Nurses Association
of Canada
O.R.N.A.C.

National Executive — 1986-1988

President

Ann Robinson

O.R. Co-ordinator

Montreal Children’s Hospital
2300 Tupper

Montreal, Quebec H3H 1P3

Past President

Val Shirreff

Unit Administrator
Mississauga Hospital

100 Queensway West
Mississauga, Ontario L5B 1B8

ORNAC President Elect
Joan Donald

Assistant D.O.N., O.R., R.R.
and Day Surgery

The Moncton Hospital

135 MacBeath Ave.
Moncton, N.B. E1C 6Z8

ORNAC Vice-president

Sylvia Humphries

O.R. Supervisor

Western Memorial Regional Hospital
West Valley Road

Corner Brook, NFL A2H 6J7

ORNAC Treasurer
Shirley Hemerling

Staff Nurse

Kelowna General Hospital
2263 Pandosy St.
Kelowna, B.C. V2Y 1T2

ORNAC Secretary

Dorothy Orr

Head Nurse - O.R., R.R., C.S.R.
Brooks Health Centre

Bag 300

Brooks, AB TOJ 0JO

Provincial Representation/ORNAC
Note: Each province is allowed two ‘Provincial Repre-
sentatives’ to sit on the ORNAC Board. Usually, these
individuals are either a provincial O.R. association
President, President Elect, or someone appointed by
a provincial association executive.

Newfoundland/Labrador Operatina Room
Nurses Association (N&LORNA) (88)

President/Board Member - ORNAC
Ann Hughes

Head Nurse - OR

Health Science Centre

Prince Philip Dr.

St. John's, NF A1B 3V6

Past-president/Board member - ORNAC
Sylvia Humphries

O.R. Supervisor

Western Memorial Hospital

West Valley Road

Corner Brook, NF A2H 6J7

P.E.l. Operating Room Nurses Group
(PEIORNG) (87)

President/Board Member - ORNAC

Margaret Doyle

Head Nurse - OR

Queen Elizabeth Hospital, Box 6600
Charlottetown, PEI C1A 8T5
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Vice-president/Board Member - ORNAC
Deborah Roberts

Staff Nurse

Queen Elizabeth Hospital

Box 6600

Charlottetown, PEI C1A 8T5

Nova Scotia Operating Room Nurses

Group (NSORNG) (87)

Past Chairperson/Board Member - ORNAC
Mary Sterling

Team Leader

Victoria General Hospital

Tower Road

Halifax, N.S. B3Y 2Y9

Board Member - ORNAC
Mary MacAdam

O.R. Staff Nurse

Victoria General Hospital
Tower Road

Halifax, N.S. B3Y 2Y9
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New Brunswick Operating Room Nurses
Group (NBORNG) (87)

Past President/Board Member - ORNAC

Lynne McLaughlin

Staff Nurse

St. John Regional Hospital

Box 2100

Saint John, N.B. E2L 4L2

President/Board Member - ORNAC
Judy Wheeler

O.R. Supervisor

Hotel Dieu Hospital

Box 187

Perth, N.B. EOJ 1VO

Quebec Operating Room Nurses
Association/Infirmiére et infirmiers de
Salle d’opération du Québec (88)

Co-président/Board Member - ORNAC
Mariette Forgues Guay

Hotel-Dieu de Leévis

143, rue Wolf

Lévis, Québec

GeéV 3Z1

Co-président/Board Member - ORNAC
Louise Christen

Centre Hépital Jeffery Hale

1250 Chemin Ste. Foy

Quebec City, Quebec G1S 2M6

Operating Room Nurses Association of
Ontario (ORNAO) (87)

President/Board member - ORNAC

Carole Starr

Unit Supervisor

Peterborough Civic Hospital

Weller St.

Peterborough, Ont. K9J 606

President Elect/Board member - ORNAC
Carol Lenox

Nurse Clinician - OR/RR/Day Surgery
Mississauga Hospital

100 Queensway West

Mississauga, Ont. L5B 1B8

Manitoba Operating Room Nurses
Association (MORNA) (87)
President/Board Member - ORNAC
Sharon Hodge

Head Nurse - Angiography

Health Science Centre

800 Sherbrooke St.

Winnipeg, Man. R3A 1M4

President Elect/Board member - ORNAC
Bev Popowich

Clinical Instructor - OR/PARR

Misericordia General Hospital

99 Cornish Ave.

Winnipeg, MAN. R3M 1E2
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Saskatchewan Operating Room Nurses
Group (SORNA) (87)

Co-ordinator/Board Member - ORNAC
Darlene Stuttard

Manager O.R. Nursing

Saskatoon City Hospital

7th Ave. & Queen St.

Saskatoon, Sask. S7K OM7

Board Member - ORNAC
Margaret Hayes

0O.R. Nursing Co-ordinator
Regina General Hospital
1440 - 14th Ave.

Regina, Sask. S4P OW5

Operating Room Nurses of Alberta
(ORNA) (87)

President/Board Member - ORNAC
Marge Ensminger

Medicine Hat District Hospital

666 5th St. S.W.

Medicine Hat, AB

T1A 4H6

President Elect/Board Member - ORNAC
Jackie Waisman

Red Deer Regional Hospital

3942 50 A Ave.

Red Deer, AB

T4N 4E7

British Columbia Operating Room Nurses
Group (BCORNG) (87)

President/Board Member - ORNAC
Susan Knoll

GDN/Consultant

St. Vincent’s Hospital

749 West 33rd St.

Vancouver, B.C. V5Z 2K4

President Elect/Board Member - ORNAC
Lorna Murphy

General Duty Nurse

B.C. Children’s Hospital

4480 Qak St.

Vancouver, B.C. V6H 3V4

PRIORITIES—check off

0 Renew subscription to O.R.
Journal

O Finish final draft of article to
Journal
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Vancouver's new Convention Centre will
be site of the 1988 National Conference

The 10th national operating
room nurses conference will take
place in Vancouver at the Canada
Place Convention Centre. Hosting
the conference, scheduled May 30
to June 3, 1983, will be the
British Columbia Operating Room
Nurses Group.

Gloria Stephens (St. Paul's Hos-
pital, Vancouver) is the 1988
Conference Committee Coordin-
ator. Publicity chairman is Mary
Raikes-Tindle, and the chairman of
the Exhibitors’ Committee is Jean
Kerr. Their mailing addresses are
listed below.

The Canada Place Convention
Centre in Vancouver is a brand
new complex and will afford more
space than was available for any
previous National OR Conference.
All exhibits will be on the same
level as the convention level.

The Pan Pacific Hotel will be
the main hotel complex for the
Conference. More details on the
Conference, including accommo-
dation, agenda highlights, social
events, etc. will be provided in up-

coming issues. In the meantime,
the hosting committee organizers
ask that exhibitors and delegates
alike provide early indication of
their intent to participate. All
exhibit booth assignments will be
first-come, first-served.

It is expceted that the Van-
couver O.R. Conference of '88 will
be the largest ever, with the com-
mittees  preparing for over 1000
delegates. Below is listed the
contacts for the 10th National
O.R. Nurses Conference.

For delegates:

Mary Raikes-Tindle
Publicity Chairman
5199 Turquoise Dr.
Richmond, B.C.
VIC 476

For exhibitors:

Jean Kerr
Chairman-Exhibits
Committee

1105 - 2050 Nelson St.
Vancouver, B.C.

V6G IN6

Greater Toronto OR Conference will have
delegates "exploring new horizons"

The 15th Regional Conference
for Operating Room Nurses spon-
sored by the Operating Room
Nurses Association of Greater Tor-
onto will be held April 26 to 29
at the Constellation Hotel on
Airport Road in Toronto. Theme
for this year's gathering is "Ex-
ploring New Horizons".

As this is an extremely popular
conference, delegates are asked to
arrange their registration as soon
as possible. The registration pack-
age price is $100, which includes
3 days registration and the Dinner-
Dance ticket (accommodation not
included). On a per diem basis, it
is $25.00 plus $35.00 for the
Dinner-Dance ticket. After April
10, the package price is $110.

Complete details of the entire

conference will be published in

the April issue. Further conference
and registration inquiries may be
directed to:

Miss Audry MacDonald
Publicity Committee

2301 Mountaingrove Ave.
Burlington, Ont. L7P 2H8

Hamilton area O.R. nurses
plan for 3rd Regional meet

The Operating Room Nurses
Association of Hamilton and Dis-
trict will hold its third Regional
Conference at Prudhommes Inn,
Queen Elizabeth Way and Vineland
Station, Ontario. For more details
contact:

Chris Belgrave
Hamilton general Hospital
(416) 527-0271

“ OR news

Manitoba gearing up for
'high tech' OR conference

Manitoba's 2nd Biennial Operat-
ing Room Nurses Conference has
been scheduled for June 14 to 16.
Delegates attending will be pro-
vided with an in-depth up-date on
the ever-changing and dynamic
needs of perioperative nursing.

The theme of the Conference is
"Caring with High Tech." A wide
variety of educational sessions
will be offered in concurrent
sessions in order to address a num-
ber of the issues involved.

Some of the "high tech" con-
cerns to be dealt with include the
applicatiuon of computer technol-
ogy in the operating room;
surgical laser programs and how to
institute a program in your depart-
ment; implementing the peri-
operative nursing care plan requir-
ed during stereotactic surgery; and
perioperative needs and ethical
issues regarding organ transplants.

Rounding out the "high tech”
content of the concurrent educa-
tional sessions, will be an all-day
seminar on "Staying Human in a
High Tech World." This timely
session will be given by Joan
Keyes, assistant  professor  of
psychiatry at the University of
Pittsburgh.

The three-day conference is
sponsored by the  Manitoba
Operating Room Nurses' Associa-
tion. More details obtained from:
Delegates
Eva Marie Lessing
50 Cathedral Ave.

Wpg., Man. R2W 0W5
Exhibitors

Audrey McFaden

38 Mansfield Cres.
Wpg., Man. R2N 1R6

EYES...
1. Anger 4. Happiness
2. Fear 5. Disgust
3. Sadness 6. Surprise

l\v ROYAL INLAND HOSPITAL
’@!J. KAMLOOPS, B.C.
AR  REGISTERED NURSES

Applications are invited for R.N. vacancies
in the O.R. Previous recent O.R. experi-
ence is required and a Post Grad/Basic
Course in O.R. is preferred.

Royal Inland is an expanding 400 bed
acute care regional hospital. There are ac-
tive inservice programs with clinical in-
structors for staff development. Kamloops
is a 3-1/2 hour drive from Vancouver.

Salary and benefits as per the B.C.N.U./
H.L.R.A. Collective Agreement.

Please apply to: Personnel Services
Royal Inland Hospital
311 Columbia Street
KAMLOOPS, B.C.
V2C 2T1

/7

Toronto General Hospital, the premier teaching
hospital in Canada. is currently seeking Operaling
Room Nurses for the following services:

* Cardiovascular

* Thoracic

* Vascular

¢ Orthopaedics
* Gynecology
 Urology

» Plastic Surgery

* Neurosurgery

» General Surgery

» Otorhinolaryngology

¢ Oral Surgery
The successful candidates must have:
* Minimum one year operaling room experience;
¢ Current registration or be eligible for registration

in the Province of Ontario.

If youareinterested in joining our health care team,
please send résumé in confidence to:

OPERATING ROOM B

. _/
Personnel Department,
TORONTO GENERAL
TORONTO HOSPITAL G
GENERAL 657 University Avenue,
LHOSI’[']‘AL Toronto. Ontario M5G 1L7

HEAD NURSE
OPERATING ROOM/RECOVERY ROOM

Kirkland and District Hospital is a 132 bed,
fully accredited, active and chronic care
hospital with 3 Operating Rooms and an
8 bed Recovery Room.

There are approximately 2,000 procedures
performed annually, including general
surgery, orthopedics and endoscopy.
QUALIFICATIONS:
Current Registration with the College
of Nurses of Ontario.
Post-graduate course in O.R. technique
and management.
Minimum of 3 years Operating Room
experience.
BScN or Introduction to Nursing
Management preferred.

Please send resume to:

Director of Personnel,
Kirkland and District Hospital,
145 Government Road East,
Kirkland Lake, Ontario

P2N 1R2.

m NURSING
= MANAGER
OPERATING
Ll J ROOM
Reporting to the Director of Nursing, The
Nursing Manager is responsible for the
clinical, teaching and on-going admin-

istrative O.R. functions within a new 401-
bed regional health centre.

Applicants must have:

» Recent operating room experience

« Demonstrated leadership/manage-
ment ability

» Baccalaureate degree in nursing,
orrelevant degree

= Current Ontario registration or eligibility

Qualified applicants should submit

a resume in confidence to:

Personnel Officer

Grey Bruce Regional Health Centre
P.O. Box 1400

Owen Sound, Ontario N4K 6M9
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Studies show that skin stapler is best at
reducing infection risks in surgical wounds

Wound closure and

infection control ,

By Editorial staff

The skin stapler is a relatively recent innovation
in wound closure systems - at least that's what
many of us have been led to believe. The fact is,
in ancient India, primitive people noted that a

certain species of termite formed its nest by f

squeezing leaves together with their pincer-like
heads and binding the leaves together.

These indians, thousands of years ago, used the
termites to join the wounded skin together by
allowing the termites to bite them where they were
wounded. They would then sever the insects' heads,
leaving "staples" in place along the length of the
wound area. 1

Our ancient forebearers may not have known,
what is common knowledge today, that an open
wound or incision is an invitation to infection; they
did not know, however, that, for whatever reason,
wounds should be closed as soon as possible.

Reducing causes of infection

Long before asepsis was theorized about,
physicians and surgeons in the Middle Ages, as well
as ancient peoples, recognized the need to close
wounds as quickly as possible.

The religious cleric, Theodoric, was. a physician
to the Vatican in the mid-13th Century. While he
was 600 years before Joseph Lister and 300 years
before Leeuwenhoek, Theodoric counselled the
immediate closure of wounds. Even before the
invention of the microscope, he sensed the existence
of bacteria and was concerned about contamination
from air.2

Prior to the 19th Century, surgery was con-
sidered a brutal undertaking. Even in Lister's time
(1827-1912) surgery was still practiced in a
rudimentary fashion. However, as the ability to
control infection improved, together with improve-
ments in anaesthetics and advances in surgical

32

Ancient indians of the Bharat

Peninsula (India) used the
pincer-like heads of a
certain species of termite to
bind wounds together, one
of the first recorded uses of
"skin stapling.”

technologies, the medical profession became in-
creasingly sophistiacted and complex.

Today, there are organ transplants, limb reattach-
ments and a host of other of operations that were
unheard of 20 years ago. There are also more devices-
catheters, respirators, intravenous connections, etc.-
technologies that merely provide another pathway
for infection.

Making the infection situation even more alarm-
ing is the development of resistant strains of
bacteria caused by the the flagrant overmedication or
overkill use of certain antibiotics3 (see page 6,
"Resilient Bacteria...").

All these changes, discoveries and new modes of
applying surgical technique have led health care
agencies, hospitals, the medical community and the
medical/surgical equipment manufacturing industry
to find better ways to combat infection.

An important step toward reducing infection in
the surgical wound has been the introduction of
alternatives to ligatures - surgical staples and skin
closure tapes. Surgical wounds, according to the
Centres for Disease Control in Atlanta, account for
24 percent of all nosocomial infections. 4

Surgical advancement

In a 1981 study, 96 guinea pigs had wounds
closed using different means: monofilament nylon
sutures, microporous skin closure tapes and surgical
staples. According to the researchers, from the
University of Virginia Medical Centre, "wounds
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Public Service Message
Number One in a Series

Report claims every year up
to 70,000 Canadians acquire \
infections during hospital stay.’

Wound infections are a significant problem in Canadian hospitals.

Over 20,000 of these nosocomial
infections could develop in

surgical wounds.’

Anoperating room nurses’ publica-
tion, in an article, recently stated
that nosocomial infections afflict
3%-7% of patients in Canadian
hospitals.

According to a report on the
subject by the Bureau of Infection
Control “...of all hospital services
ina‘general’ hospital, surgery has
the highest rate of infection.” The
report also stated that: “Not sur-
prisingly, wound infections are the
most common infection in the
surgical service in all hospital
categories where these data were
gathered.” tt

Improved wound care reduces
surgical nosocomial infections

In part, the problem of surgically
related nosocomial infections can
be addressed through improved
wound care.

Sancella, a Canadian manufac-
turer of medical devices, hasintro-

duced a sterile, one-piece island
dressing called Mepore Plus.

Mepore Plus is specifically
designed to help reduce the
likelihood of infections in sur-
gical wounds.

Mepore Plus.® A breakthrough in
post-operative care.

Mepore Plus is a thicker, more
absorbent dressing. It has a non-
adherent wound pad and a gentle
fixation material.

The time to use Mepore Plus is
immediately following surgery. It
is particularly effective in cases
where there is a high risk of infec-
tion or where heavy drainage is
anticipated; it is also highly effec-
tive where the operational site
makes fixation of the dressing
awkward, or where the wound
must not be disturbed.

Orthopedics, neurosurgery,
gastrointestinal surgery and car-

diovascular surgery are specific
areas that can particularly benefit
from the use of Mepore Plus.

Mepore Plus® helps prevent
infection.

By mechanically protecting the
wound and requiring fewer
changes, Mepore Plus creates
the optimum environment for
wound healing.

Because there is usually no
need to change it for 48 hours or
more, Mepore Plus reduces the
opportunity for wound infection.

Aside from the obvious eco-
nomic benefits, fewer changes
also promote healing and patient
comfort.

Designed for easy application,
Mepore Plus is a completely
sterile, one-piece system, opened
only at the time of use.

Forafree sample of Mepore Plus
and pertinent productinformation,
please write to Sancella Inc.

tThe Operating Room Nursing Journal
Vol. 3 #5 Oct./Nov. 1985
t1The Bureau of Infection Control's Interim Report
on Canadian Nosocomial Infection Control
Surveillance Pr;j;rnm
*Figures calculated from Canadian Hospital Directory
Buyers’ Guide and Statistical Compendium, 1985, CHA
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closed by tape exhibited the highest degree of
resistence to infection, followed by stapled wounds
and then wounds approximated by sutures." The
researcher further added that, "wound closure with a
stapler is accomplished with considerably less
damage to the wound defences than is closure with
the least reactive nonabsorbable suture."5

Another related study reported in the July, 1984
issue of Archives of Surgery describes the
experimental use of 180 mice which had
Staphlococcus aureus injected into the areas of skin
incision. The researchers concluded: "Closure with
the skin stapler was more resistant to abcess
formation...Presumably,  percutaneous  sutures
provide a nidus for bacterial growth...This problem
is avoided by the use of skin tapes or staples. For
those who are insecure about the strength of a
closure with skin tapes, the skin stapler should
provide an alternative in potentially contaminated
cases where delayed primary closure is not elected."s

Conclusion

We have seen where the skin stapler had its roots
in antiquity. Primitive man, however, was not
concerned with sources of infection. The modemn
medical community is, and studies sponsored by the
CDC in Atlanta less than two years ago, strengthen
the reasons for greater and more improved infection
control measures.

In one of these studies, "Identifying Patients at
High Risk of Surgical Wound Infection”, the
authors noted: "We recently demonstrated that
establishing an infection surveillance and control
program oriented around reporting surgical wound
infection rates to practicing surgeons led to a
reduction in hospitals' overall surgical wound
infection rates of approximately 35 percent."’

Concluded the authors of the study: "The rationale
for focusing attention on surgical wound infection
rates in clean operations is that surgeons expect
these rates to be very low; finding high rates among
these (supposedly clean) operations will prompt
them to examine their operating techniques (in order
to) identify and change practices that may be
increasing their patients' infection risks." From the
above referenced research studies, it appears that use
of the skin stapler, as an alternative or adjunct to
wound closure systems, provides an excellent
example of better infection control practice.
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Quotes/Misquotes

The following quotes and misquotes which were
gleaned from various sources, could have been

taken from patient records in any health care facility:

 "Patient was shot in head with .32 calibre rifle.
Chief complaint: headache.”

« "This 64-year-old patient complained of abdominal
cramps in one hand and constipation on the other."

« "Patient has been married twice, but denies any
other serious illness."

» "Patient is separated from his wife, and is also
allergic to penicillin."

« "Patient has no children, and doesn't smoke or
drink either."

= Dictated the doctor, "Patient had a pap smear
today." However, when it was transcribed, it read:
"Patient had a Pabst beer today."

And while we're on the subject of misquotations,
how about these from the New England Journal of
Medicine:

- A mince of surgeons

- An affluence of anaesthesiologists
blotch of dermatologists

squall of pediatricians

probe of urologists

strabismus of ophthalmologists
pile of proctologists...and
stand of proctology patients
craze of psychiatrists

pate of head nurses

rinse of scrub nurses

cluster of pathologists

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

E-PACK* Procedure Kit
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IntraOptics. A new company formed by
people who have been in the IOL business
from the start. We know the professional’s
needs and we have seen where improve-
ments can be made. Changes — to bring
about ease of use, better service and lower
prices in high quality IOLs. These are some
of the things you have to look forward to
from IntraOptics, Inc.

For more information on the products and
services of IntraOptics, call or write:
IntraOptics, Inc., P.O. Box 317,

Huntington, WV 25708 (800) 843-1137.
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