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President’s Message

We are what we repeatedly do.
Excellence, then, is not an act, but a habit.
Aristotle

As the Canadian Patient Safety Institute (CPSI)
representative for ORNAC, one of the 77 voting
member organizations of CPSI, I have had the
privilege of attending the Halifax series — the
Canadian Healthcare Safety Symposiums -
beginning with the first invitational board
meeting in 2005 and including the recent
October 2009 series in Montreal. T am
reminded, with the presentations at each
symposium, of  the significance  of
communication, collaboration, trust, and
respect. All are important components that are
necessary for a surgical team to function as a
cohesive unit.

Health care organizations, both large and small,
can be described as complex adaptive systems
where the high levels of uncertainty experienced
in daily work, by health care professionals,
impact the quality and safety of care that
patients receive. Wrong-site surgery still occurs,
despite the fact that it has been the focus of a
great deal of international attention. High
profile adverse events receive widespread
publicity and result in extensive efforts to
prevent their reoccurrence. Less dramatic errors
are, however, more common — patients develop
wound infections when antibiotics are not
administered or thrombo-embolic
complications occur when prophylaxis is
omitted. We need to learn the lessons from all
adverse events, and embrace techniques and
technologies developed in other industries, in
order to minimize the impact of human error.

The airline industry is an example of a
profession with a well developed safety culture
— and this culture puts emphasis on the
importance of safety checklists. The World
Health Organization’s (WHO) Safe Surgery
Saves Lives initiative, including the use of a
Surgical Safety Checklist, began in September
2006 and, to date, has seen more than 300
national and international medical
organizations and societies working together to
reduce avoidable deaths and complications in
surgical care. The Canadian Patient Safety

Institute (CPSI) has
recently sponsored
the work necessary to
adapt the Checklist,
along with other tools
and resources from
the initiative, for the
Canadian context. ORNAC is one of several
key stakeholders working to take this initiative
forward and welcomes the opportunity to
advocate a culture of safety that includes the
entire surgical team. For more details on this
most important initiative, please refer to the
briefing paper from CPSI: “Safe Surgery Saves

Lives” at www.patientsafetyinstitute.ca.

On www.ORNAC.ca you will find an appeal
from Dr. Atul Gawande to the nursing
community on behalf of the WHO Safe Surgery
Saves Lives campaign. The appeal invites
ORNAC members to advocate for safety in
surgery and to join thousands of perioperative
nurses world-wide by introducing a checklist in
to your hospital. 1 encourage, and even
challenge, you to introduce and implement a
Surgical Safety Checklist for every patient with
every surgical procedure. I believe that a
surgical safety checklist has the potential to be
the  greatest catalyst for  enhanced
communication and collaboration between
perioperative nurses and our physician
colleagues — a key factor in the foundation of
successful teams and the essence of a safety
culture.

Best wishes for a healthy and safe holiday
season,

Bonnie W. McLeod, RN, BScN, MN, CPN(C),
is Clinical Nurse Educator - Perioperative,
Fraser Health Authority, Ridge Meadows

Hospital site, the ORNAC representative on
the Canadian Patient Safety Institute, and the
past Chair of the ORNAC Standards committee.
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Mot de la president

Nous sommes ce que nous faisons de maniére

répétée.
L'excellence n’est donc pas une action mais une
habitude. — Aristote

A titre de représentant de I'Institut canadien pour la
sécurité des patients (ICSP) pour I’AIISOC, I'un des 77
organismes membres votants de P'ICSP, jai eu le
privilege d’assister aux Symposiums d’Halifax sur la
sécurité des soins de santé au Canada, en commengant
par la premiére réunion du conseil par invitation en
2005 jusqu’au récent colloque en octobre 2009, a
Montréal. Chaque symposium me rappelle
I'importance de la communication, de la collaboration,
de la confiance et du respect; ces composantes
importantes sont nécessaires pour qu’une équipe
chirurgicale fonctionne comme une unité cohésive.

Les organisations de soins de santé, grandes et petites,
peuvent se décrire comme des systémes adaptatifs
complexes dans lesquels le haut niveau d’incertitude
ressentie par les professionnels de la santé dans leur
travail quotidien, influence la qualité et la sécurité des
soins recus par les patients. Des chirurgies a des
membres erronés se produisent encore méme si elles
ont été le sujet de beaucoup d’attention a
Iinternational. Des événements néfastes trés publics
ont recu beaucoup de publicité et ont occasionné des
efforts exhaustifs pour éviter qu’ils ne se répétent. Des
erreurs moins dramatiques sont cependant plus
communes : des patients qui souffrent de blessures
infectées lorsque des antibiotiques ne sont pas
administrés ou des complications thromboemboliques
qui se déclarent lorsque des mesures préventives sont
omises. Nous devons apprendre de ces incidents et
accepter des techniques et technologies développées
dans d’autres industries afin de minimiser 'impact de
P’erreur humaine dans notre travail.

Dindustrie aérienne est un exemple d’un domaine
ayant une culture de sécurité bien développée; cette
culture met ’emphase sur I"importance des listes de
controle de sécurité. Linitiative « Les chirurgies
sécuritaires sauvent des vies » de I’Organisation
mondiale de la Santé (OMS), incluant Iutilisation
d’une liste de contréle de sécurité chirurgicale, a été
lancée en septembre 2006 et, jusqu’a maintenant, a
incité plus de 300 organisations et sociétés
médicales nationales et internationales a travailler
de concert pour réduire les déces et les
complications évitables lors des soins chirurgicaux.
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L'Institut canadien
pour la sécurité des
patients  (ICSP) a
récemment
commandité le travail
nécessaire pour adapter
la liste de controle de
Iinitiative (en plus d’autres outils et ressources)
pour le Canada. DAIISOC est I'une de plusieurs
intervenants importants travaillant a pousser cette
initiative de Pavant et elle apprécie Poccasion
de promouvoir une culture de sécurité qui
inclut toute P’équipe chirurgicale. Pour en savoir
plus sur cette initiative trés importante, veuillez
consulter le point de presse de I'ICSP sur « Les
chirurgies sécuritaires sauvent des vies » en ligne au
www.patientsafetyinstitute.ca (en anglais).

Sur le site de I’AIISOC, www.ORNAC.ca (en
anglais), vous trouverez I’appel du Dr Atul
Gawande aux infirmiers et infirmiéres au nom de la
campagne « Les chirurgies sécuritaires sauvent des
vies » de [‘OMS. TLappel invite les membres de
PATISOC a militer pour des chirurgies sécuritaires et
a se joindre a des milliers d’infirmiers et infirmiéres
péri-opératoires dans le monde entier en présentant
une liste de controle de sécurité dans leurs hopitaux.
Je vous encourage, méme je vous défie de présenter
et d’implanter une liste de controle de sécurité
chirurgicale pour chaque patient et chaque
chirurgie. Je crois qu’une liste de controle de
sécurité a le potentiel d’étre le plus important
catalyseur pour une meilleure communication et une
meilleure collaboration entre les infirmiers et
infirmiéres péri-opératoires et nos collegues
chirurgiens — des facteurs essentiels dans la
formation de bonnes équipes et le point de départ
d’une culture de sécurité.

Meilleurs veeux pour une période des Fétes saine et
sécuritaire,

’ﬁmw Z/ %/ v

Bonnie W. McLeod, infirmiere autorisée,
BScN, MN, CPN(C), est infirmiere clinicienne
enseignante (périopératoire) a la Fraser Health

Authority, Ridge Meadows Hospital,
représentante de ’AIISOC aupres de I'Institut
canadien pour la sécurité des patients et ancienne
présidente du comité des normes de P’AIISOC.
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In the September 2009 CORNJ (Vol 27, #3, p24) Code Blue article it
stated, regarding the treatment of asylole, that “transcutaneous or
transvenous pacing may be considered if drug therapy is not effective.”

The 2005 ACLS guidelines state “Transcutaneous pacing is not
recommended - several randomized controlled trials failed to show
benefit from attempted transcutaneous pacing (TCP) for asystole. At
this time the use of pacing for patients with asystolic cardiac arrest is

not recommended.”
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POSITIONNEMENT
SECURITAIRE POUR LES
PATIENTS EN
NEUROCHIRURGIE

Auteures :

Danielle St-Arnaud, infirmiére autorisée,
baccalauréat en sciences infirmiéres, CPN(C),
est infirmicre-formatrice en perfectionnement
professionnelle de salle d’opération a I’Institut
et Hopital neurologiques de Montréal a
Montréal (Québec). La publication de cet article
par Mme St-Arnaud ne crée aucun lien
personnel ou professionnel pouvant étre percu
comme conflit d’intérét.

Marie-Josée Paquin, infirmiére autorisée,
baccalauréat en sciences infirmieres, est
infirmiere de chevet a IInstitut et Hopital
neurologiques de Montréal a Montréal
(Québec). La publication de cet article par Mme
Paquin ne crée aucun lien personnel ou
professionnel pouvant étre percu comme conflit
d’intérét.

RESUME :

Le positionnement d’un patient lors d’une
intervention chirurgicale joue un role important
dans les soins périopératoires, role méritant
d’étre souligné. La combinaison des facteurs du
temps, pression mécanique et immobilité
augmente le risque de Iésions des tissus.

Dobjectif des activités de positionnement
périopératoire est d’équilibrer les besoins
d’acces chirurgical et la prévention de toute
blessure liée au positionnement, tout en
maintenant ’alignement normal du corps, c’est-
a-dire sans flexion, extension ou rotation
excessives.

Suivant les  principes  généraux  de
positionnement, certaines préoccupations quant
au raisonnement chirurgical sont présentées
pour chacune des positions neurologiques les
plus courantes (sur le dos, genoux a la poitrine,
sur le ventre, latéral, banc, assis, par exemple).

Premiére publication dans le journal de
PAORN, juin 2008, volume 87, no 6 © AORN,
Inc, 2008. Réimprimé avec la permission de
I’AORN.

Les normes de ’ATISOC relatives a cet article se
trouvent dans les Normes de pratique
recommandées, lignes directrices et énoncés de
position pour la pratique en soins infirmiers
périopératoires (8¢ édition) de I’ Association des
infirmiéres et infirmiers de salle d’opération du
Canada (AIISOC) (2007), module 3, pages 19 a
22, norme 6.

SAFE POSITIONING FOR
NEUROSURGICAL PATIENTS

Authors:

Danielle St-Arnaud, RN, BSc, CPN(C), is a
Nursing Professional Development Educator
for the Operating Room at Montreal
Newurological Hospital, Montreal, Quebec,
Canada. Ms. St-Arnaud has no declared
affiliation that could be perceived as a
potential conflict of interest in publishing
this article.

Marie-Josée Paquin, RN, BScN, is a Staff Nurse
in the Operating Room at Montreal
Neurological Hospital, Montreal, Quebec,
Canada. Ms. Paquin has no declared affiliation
that could be perceived as a potential conflict of
interest in publishing this article.

ABSTRACT:

Positioning the patient for surgery is an
important part of perioperative nursing care
that should not be underemphasized. The
combined factors of time, mechanical pressure,
and immobility increase the risk of tissue
damage.

The objectives of perioperative positioning
activities are to balance optimal surgical
exposure with the prevention of any injury
related to position and to maintain normal body
alignment without excess flexion, extension, or
rotation.
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NEUROPOSITIONING (cont.)

After providing general principles of positioning,
specific considerations with surgical rationale
are presented for each of the commonly used
neurosurgical positions (eg. supine, knee-chest,
prone, lateral, park-bench, sitting).

Positioning the patient for surgery is an
important part of perioperative nursing care.
Although it can become routine, its importance
should not be underemphasized because the
combined factors of time, mechanical pressure,
and immobility increase the patient’s risk of
tissue damage.1 The neurosurgical
perioperative team faces additional challenges
related to positioning because of the potential
for complications during prolonged and
complex neurosurgical procedures.

Perioperative  neurosurgical nurses are
responsible for the safety of their patients, and
safe positioning ranks high on their list of
priorities. Like all perioperative nurses, the
neurosurgical nurses at Montreal Neurological
Hospital, Montréal, Quebec, Canada, have
applied principles of anatomy and physiology
to positioning surgical patients. In many
circumstances, the OR team must use creativity
to protect their patient from mechanical injury
and maintain cardiovascular, pulmonary, and
other physiological functions.

Technological advances in specialty positioning
devices also have contributed to improved
patient outcomes.l>2 This article discusses
general principles of positioning as well as the
most  frequently used positions for
neurosurgery—supine, knee-chest, prone,
lateral, park-bench, and sitting.

GENERAL PRINCIPLES OF POSITIONING

Safely positioning the patient must be a team
effort; each member of the surgical team
plays a significant role and shares the
responsibility  for  establishing  and
maintaining the correct patient position.
Each member of the team brings his or her
knowledge of anatomy and physiology as
well as experience in wusing various
positioning aids and accessories to the safe
positioning of patients.

8 CORN]J

The primary objective of these activities is to
balance optimal surgical exposure with the
prevention of any injury related to positioning.
At Montreal Neurological Hospital, the
perioperative team involved with positioning
consists of the circulating nurse, neurosurgeon,
anesthesia care provider, and patient attendant.
Throughout the intraoperative period, it is the
circulating nurse’s responsibility to preserve the
patient’s dignity, safety, and physical well-being.
One of the circulating nurse’s most important
responsibilities is performing the preoperative
assessment of each patient in regard to
positioning risk factors and documenting any
preexisting conditions.

POSITIONING ACTIVITIES. The circulating
nurse is responsible for coordinating positioning
activities and is an active participant in safely
positioning the patient. Furthermore, the
circulating nurse ensures that a sufficient
number of personnel are available to position
the patient safely and effectively. The
neurosurgeon determines optimal exposure of
the surgical site, the anesthesia care provider
ensures physiological stability, and the patient
attendant prepares and installs positioning
devices and equipment.

After  the  neurosurgeon  determines
appropriate exposure of the surgical site but
before the patient is transferred to the OR
bed, the circulating nurse ensures that all
positioning devices and equipment are readily
available, in proper working order, and clean.
Positioning devices should be able to perform
the following functions effectively:
¢ absorb compressive forces,
e prevent uneven and potentially excessive
pressure distribution,
e prevent excessive stretching or
compression, and
¢ allow chest expansion for proper
ventilation and gas exchanges.

Normal body alignment must be maintained
without excess flexion, extension, or rotation.
For example, extreme rotation of the head can
cause pressure on the carotid sinus and induce
hypotension and arrhythmias or restrict venous
outflow leading to congestion.3 The nurse and

Volume 27 o Issue 4 © December 2009

NEUROPOSITIONING (cont.)

anesthesia care provider work cooperatively to
ensure that direct pressure on the patient’s eyes is
avoided to minimize the risk of central retinal
artery occlusion and other ocular damage (eg,
corneal abrasion). If possible, the patient is
positioned so that his or her head is level with or
higher than the heart and is maintained in a
neutral forward position without significant neck
flexion, extension, lateral flexion, or rotation.*

The anesthesia care provider requires access to
IV lines and monitoring devices throughout the
procedure to monitor and control the patient’s
physiological functions. The anesthesia care
provider ensures that there is adequate room for
chest and abdominal expansion to protect the
patient’s respiratory functions. The circulating
nurse applies thromboembolic disease (TED)
stocking or intermittent pneumatic sequential
compression devices (SCDs) to reduce blood
pooling in the legs; the nurse also applies SCDs
if the patient is undergoing a surgical procedure
with general anesthesia that will last longer than
30 minutes.®

MAINTAINING NORMOTHERMIA.
Maintaining normothermia in relation to
positioning is important.® The fall in core
temperature that occurs after induction of
anesthesia leads to a peripheral vasoconstriction,
which can result in peripheral hypo-perfusion
and cell hypoxia.6 The tissue damaging effects of
pressure are more likely to occur after a decrease
in oxygen delivery.6 The circulating nurse
ensures that normothermia is maintained by

* minimizing exposure of the patient’s skin,

® using a temperature-regulating blanket or

forced-air warming device, and

e controlling the OR ambient temperature.*”
These actions also increase patient comfort at
the time of induction.

PREVENTING PRESSURE ULCERS. The
intraoperative incidence of pressure ulcers is
directly related to the length of surgery.*:” Most
patients can tolerate pressure for brief periods.
Tissue hypoperfusion, ischemia, and necrosis
can occur, however, if the pressure continues for
prolonged periods of time. Certain conditions
make patients more vulnerable to injury, such as
® age (ie, neonates, adults older than 70);

e cardiac disorders;

e cancer;

e diabetes;

® poor preoperative nutritional status;

e preoperative physical or immobility
limitations (eg, decreased range of motion);

e preexisting pressure ulcers;

® size (eg, small in stature, thin, morbidly
obese);

¢ smoking; and

e vascular disease.l»*

Approximately 80% of all pressure ulcers occur
in one of four anatomical locations: sacrum,
ischium, trochanter, and heel.2 When
subcutaneous blood flow is compromised, tissue
anoxia can occur, which contributes to the
development of pressure ulcers.” Muscle and
tissue damage can occur when the skin and
subcutaneous layers are torn. Lifting and
moving the patient, instead of simply pulling,
prevents shearing injuries.

An effective tool that circulating nurses can use
to prevent pressure ulcers is a viscoelastic (ie,
gel) pad placed between the patient and any
hard support surface.4 This redistributes
mechanical pressure, such as that experienced
by a bony prominence. The circulating nurse
ensures that all body pressure points are padded
to protect the patient from pressure ulcers and
injuries to nerves and muscles.

PREVENTING BURNS. The surgical team must
prevent unintentional burns related to
electrosurgical use. The circulating nurse ensures
that the patient’s skin does not contact any metal
surfaces that can act as electrical ground.

PREVENTING HYPOTENSION. The surgical
team must perform any significant positional
changes slowly to allow for hemodynamic
compensation and to prevent hypotension. After
any movement of the patient, repositioning, or
change of positional devices, the nurse should
reassess the patient’s overall position for proper
body alignment and recheck all potential
pressure points.

PLAN OF CARE. Using information he or she
obtained during the preoperative assessment
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NEUROPOSITIONING (cont.)

regarding the patient’s physical limitations;
range of motion; skin condition; and areas most
prone to injury, like bony prominences, the
circulating develops an individualized patient
plan of care to prevent nerve injury or pressure
necrosis.®” This plan highlights the nursing
actions that must be implemented to prevent
injury while maintaining optimal surgical
access, patient comfort, and physiologic
support.” Perioperative team members should
continuously monitor the patient’s position
during the procedure to proactively identify
positioning problems that may arise.

POSTOPERATIVE ASSESSMENT. Before
transferring the patient to the postanesthesia care
unit (PACU), the circulating nurse assesses the
condition of the patient’s skin and tissue integrity,
especially areas subjected to constant pressure
because of patient positioning.” It is essential that
the circulating nurse evaluates and documents the
patient’s skin for signs of breakdown, including
color change, swelling, and redness in
comparison to the nurse’s preoperative
assessment of the patient.* The nurse also should
evaluate limb function to rule out nerve damage.
The circulating nurse then must clearly document
all observations.8 The circulating nurse
documents any changes in the patient’s skin
integrity on the OR record and reports it to
PACU nurse during the hand-off report. If an
incident is noted, the circulating nurse initiates an
incident report and ensures that the appropriate
clinician performs a follow-up with the patient.
The recovering nurse receiving the patient
completes the postoperative neurological
assessment in the PACU or intensive care unit,
comparing it with the preoperative assessment.

SUPINE POSITION
The supine position is used often in
neurosurgery because it offers good exposure to
the:
e anterior and middle fossae of the cranium,
e anterior aspect of the neck,
e face, and
e anterior medial and lateral aspects of the
upper and lower extremities.’

The supine position allows the patient to move
onto the OR bed under his or her own power if

10 CORN]J

capable of doing so, which allows most of the
positioning to be accomplished before induction
of anesthesia. The patient is able to verbalize his
or her comfort level and adjustments can be
made as necessary.

Before bringing the patient into the OR, the
patient attendant places a gel overlay on the OR
bed. The patient moves, or is moved, to the OR
bed and lies on his or her back with the arms
either resting on an arm board or maintained at
the side supported by an arm protector. The nurse
places a pillow under the back of the patient’s
knees to relieve pressure on the lower back.%6
Flexing the hips and knees by placing a standard-
size pillow behind the knees helps keep the patient
in an anatomically correct position while
protecting the common peroneal and tibial nerves.
The common peroneal and tibial nerves behind
the knee may be injured if the knee support is
placed directly in the popliteal space.”-?

The nurse ensures that the patient’s heels are
elevated off the underlying surface; if this is not
possible (eg, because of the patient’s size), the
nurse places a gel or foam pad under the patient’s
heels. The nurse places the safety belt two inches
above the knees.” A belt positioned directly over
the knees can compress the common peroneal
nerve against the head of the fibula.” The belt
must be properly fitted on the patient’s thighs to
make sure the vessels in the lower extremities are
not occluded. The nurse checks the patient’s feet
(eg, color, capillary refill time, pulses compared to

Figure 1

By: Benoit Ulrich

Neurosurgical three-point headrest stabilizing device.
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NEUROPOSITIONING (cont.)

Figure 2

By: Benoit Ulrich

Neurosurgical horseshoe headrest stabilizing device.

baseline values) after securing the safety belt to
ensure adequate perfusion.”

After induction of anesthesia, a neurosurgical
stabilizing device is used to provide fixation of
the skull, taking great care to ensure proper
alignment of the head and neck. Depending on
the procedure, the surgeon may choose to use a
neurosurgical three-point headrest (Figure 1)
which provides rigid fixation, or the
neurosurgical horseshoe headrest (Figure 2),
which prevents pressure on the occiput. Pressure
alopecia has been reported from pressure on the
occiput, especially in the presence of
hypothermia during prolonged procedures.®

The patient attendant holds the patient’s head
and the anesthesia care provider ensures that the
endotracheal tube is secure from the time the
OR bed headrest is removed until the
neurosurgeon secures the skull clamps or places
the patient’s head on the horseshoe device. The
anesthesia care provider lubricates the patient’s
eyes and tapes them closed to prevent
conjunctival drying, corneal abrasion, or
conjunctivitis from antiseptic solutions. The
anesthesia care provider ensures that direct
pressure on or contact with the globe of the eye
is avoided by using an attachment placed over
the patient’s face to keep the drapes off the eyes.

The circulating nurse extends the patient’s arm
with the TV line at less than 90 degrees from the
long axis of the procedure bed to prevent a

stretching injury of the brachial plexus and a
compression or occlusion injury of the
subclavian and axillary arteries.®” The nurse
places the patient’s other arm alongside the
body with the elbows padded and the palms
facing in toward the patient’s body. He or she
encloses the patient’s hands within a foam
protector. The nurse places the arm against the
body and if necessary uses a draw sheet that
extends above the elbows to tuck between the
patient and OR bed mattress. He or she then
ensures that the patient’s heels are elevated off
the underlying surface; if this is not possible, the
nurse places gel/foam pads under the patient’s
ankles and heels to prevent pressure ulcers.

When positioning has been completed, the
circulating nurse assesses and documents that
the patient’s occiput, scapula, olecranon,
elbows, popliteal space, and heels are free of
pressure and well protected (Figure 3).6,7,7
Perioperative ~ team  members  should
continuously monitor the patient’s position to
proactively identify potential problems. The
nurse assesses the patient’s skin and the tissue
integrity of these pressure points postoperatively
and documents any abnormalities.”-8

KNEE-CHEST POSITION

Neurosurgeons often prefer the knee-chest
position for lumbar and thoracic laminectomies
and discectomies. This position provides good
exposure of the vertebral laminae and foramina

Figure 3

Olecranon Popliteal space
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/

Scapula Sacrum
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© Calcaneus

By: Benoit Ulrich

Patient in the supine position with vulnerable
areas identified and protected.

Continued on Page 16
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AWARD RECIPIENTS

RMAC Patient Safety Award
L to R: Lori Fredericks, ON; Ron MacLeod,
President RMAC Surgical Inc.; Cathy Isman, ON;
Missing: Dennise Forde, ON; Julie Copp, ON.

3M-Solumed Award for Best Scientific Presentation
L to R: Marlene Weeks, ORNAC Awards Chair;
Karen Frenette, NB, ORNAC President-Elect;
Sylvain Chartier, 3M-Solumed.

L to R: Candis Bilyk, AB, receiving the J&] Drake
Thompson Writing Award from Courtney
McKenna, |&] Medical.
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By/par Dan Maber By/par Dan Maber

By/par P. Rooney

Feature articles appearing in this publication
have undergone a peer review process.
The views or opinions expressed in the

editorial or articles are those of the
authors and do not necessarily represent
the policies of ORNAC. Although
reasonable efforts are made to ensure
accuracy, ORNAC and its agents take
no responsibility whatsoever for errors,
omissions or any consequences of
reliance on material or the accuracy of
information.

Publication does not constitute ORNAC
endorsement of, or assumption of liability
for, any claims made in advertisements.

This publication is copyright in its entirety.
Material may not be printed without the
written permission of ORNAC.

Contact through www.ornac.ca

Les articles apparaissant dans cette
publication ont été soumis a un processus
d’examen par des pairs. Les points de vue
ou les avis exprimés dans I’éditorial et les
articles n’engagent que les auteurs et ne
représentent pas nécessairement les
politiques de PAIISOC. Bien que des
efforts raisonnables soient fait pour en
assurer I’exactitude, "AIISOC et ses
collaborateurs ne sont aucunement
responsables des erreurs, omissions,
conséquences concernant la fiabilité du
matériel et de Pexactitude des informations
données.

L'acceptation et la publication d’annonces
publicitaires ne signifient pas Iapprobation
ou lentérinement par PAIISOC des
produits ou services annoncés.

Cette publication est protégée par des
droits d’auteur. Toute reproduction
compléte ou partielle est interdite sans la
permission écrite de ’AIISOC. Pour
autorisation contactez-nous par
Pintermédiaire de notre site web
WWW.ornac.ca
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NEUROPOSITIONING (cont.)

Figure 4

By: Benoit Ulrich

Flat bottom gel bolsters.

in the posterior aspect of the spine and allows
the patient’s abdomen to remain free of
mechanical pressure, easing ventilation with
minimal cardiovascular compromise.6 Other
advantages of this position include reduced
pressure on the abdominal viscera and vena
cava and decreased bleeding because of the
collapse of epidural veins.10

Before induction of anesthesia, the circulating
nurse checks all equipment and positioning
devices (eg, head positioning device, a flat-
bottom gel bolster) to ensure that all are
immediately available and are appropriate for
the patient’s size (Figures 4 and 5). Induction of
anesthesia is performed while the patient is in
the supine position on the OR stretcher. The

Figure 5

By: Benoit Ulrich

OR bed and positioning aids prepared for a
knee-chest position.
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anesthesia care provider lubricates the patient’s
eyes and tapes them closed. The anesthesia care
provider will assess the patient’s eyes regularly
while the patient is in the knee-chest position.

At least four people are required to safely turn and
position the patient.* To prevent injury to the
patient and personnel, all team members should
know the correct sequence to follow.6 The
anesthesia care provider positions the patient’s head,
ensuring that the neck and spine remain in
alignment and the patient’s spine is stable. Although
ocular injury has been reported with and without
the use of a neurosurgical three-point headrest, use
of the neurosurgical horseshoe headrest may
increase the risk of ocular compression and
perioperative central retinal artery occlusion. The
circulating nurse helps the anesthesia care provider
ensure that the patient’s eyes and dependent ear, if
the head is turned, are free from pressure.

One team member places a flat-bottom gel
bolster horizontally above or below the chest to
leave the abdomen free from compression
(Figure 6). The circulating nurse checks the
breasts of female patients to avoid excessive
pressure. If the patient’s breasts are large, the
nurse places the flat-bottom gel bolster above
the breasts to support the chest and prevent
neck compression by breast tissue; the bolster is
placed below the breasts if the breasts are small.

A team member places the patient’s arms on the
arm boards, ensuring that no muscles are under
tension and the forearm, wrist, and hand are
aligned in a neutral position and then places
pads under the patient’s arms to protect the
ulnar and radial nerves from excessive pressure.
The patient’s arms must not be brought over his
or her head because this would create pressure
on the axillary neurovascular complex by the
humeral head.6 To further avoid compression or
stretching of the brachial plexus, the nurse
places padding under the patient’s axillae. After
the arms are positioned, the anesthesia care
provider checks the pulses at both wrists.6>”

A sitting bracket with lateral supports provides
support for the lower body and stabilizes the

Continued on Page 18
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NEUROPOSITIONING (cont.)

Figure 6

By: Benoit Ulrich

Patient in the knee-chest position.

hips and buttocks. A significant danger of the
knee-chest position is impaired perfusion distal
to the knees as a result of vascular kinking in the
popliteal space.8 The nurse ensures that
excessive hip or knee flexion is avoided and
checks the pedal pulse of both feet to assess for
adequate perfusion. A team member places a gel
pad under the knees and foam pads under the
feet, ensuring that the feet flex pointing
downward. For male patients, a team member
verifies that the patient’s genitalia are free from
torsion and are not compressed between the
pelvis and the OR bed.%” The circulating nurse
places a safety belt behind the knees, above the
popliteal space, making sure that the belt does
not cause compression on the posterior thighs.

When positioning has been accomplished, the
nurse makes sure that the following pressures
points are well protected: eyes, ears, anterior
rib cage, women’s breasts, elbows, men’s
genitalia, posterior thighs, knees, ankle, and
toes.6:7-11 Postoperatively, after the patient is
transferred to a stretcher, the nurse assesses and
documents the patient’s skin and tissue for
integrity with special attention to the knees and
ankles because of the extreme pressure created
by this position.”-8

Steps for Placing a Patient in the Knee-Chest
Position

When the patient is ready to be transferred, the
circulating nurse ensures that the OR stretcher
is locked against the locked OR bed. Four
people are needed for a safe transfer. Person A,

18 CORN]J

usually the anesthesia care provider, is
responsible for the patient’s head. Person B,
usually the nurse, is at the feet. Persons C and D,
usually the neurosurgeon and patient attendant,
are positioned one on each free side of the OR
bed and OR stretcher and are responsible for
supporting the patient’s body.

¢ Person A, at the head, is in charge of the
count. At the count of “3”, persons C and
D lift and move the patient to the edge of
the stretcher without dragging the patient
to prevent shearing forces while
simultaneously, person A supports the
patient’s head and person B supports the
patient’s legs.

¢ Before turning the patient, persons C and
D ensure that the patient’s arms are at his
or her sides.

¢ Person A again counts to “3” and all four
team members roll the patient onto his or
her side using the draw sheet and slowly
bring the patient face down on the OR bed.

¢ Simultaneously, person B allows the
patient’s legs to flex at the knees and come
to rest on the base segment of the OR bed,
below the level of the chest.

e Person A positions the patient’s face on a
padded headrest.

e Person C moves the OR stretcher out of
the way and puts the buttock support in
place.

¢ Persons B and D bring the patient’s arms
forward and hold the patient’s arms in
place while person C puts the arms
supports in place.

e While persons A, B, and D bring the
patient’s torso, person C places a flat-
bottom gel bolster horizontally above or
below the chest to leave the abdomen free
from compression.

e Persons C and D verify that the knees are
on a gel pad and place padding under the
patient’s feet, ensuring that the feet flex
pointing downward and the toes do not
rest against anything.

¢ Person D places the safety belt behind the
patient’s knees, above the popliteal space,
making sure that the belt does not cause
compression on the posterior thighs.

o After positioning is complete, persons A, B
and D assess the vulnerable pressure
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NEUROPOSITIONING (cont.)

points: eyes, ears, anterior rib cage
women’s breasts, elbows, men’s genitalia,
posterior thighs, knees, ankles, and toes.

PRONE POSITION

The prone position provides good exposure of
the dorsal surface of the body. It allows access to
the posterior head, neck, and spinal column.6
The prone position is used for spinal
procedures, including cervical, thoracic and
lumbar laminectomies and fusion, as well as
parietal, occipital, and suboccipital
craniotomies.

Before induction of anesthesia, the circulating
nurse checks all equipment and positioning
devices (eg, head positioning device, a flat-
bottom gel bolster, extra gel and foam pads) to
ensure that all are immediately available on a
separate cart and are appropriate for the
patient’s size. As with the knee-chest position,
the patient is anesthetized on the stretcher in

the supine position. The circulating nurse
ensures that the OR bed is ready with a gel pad
overlaying two parallel chest supports, a square
gel pad in place to support the knees, and two
pillows to support the lower legs (Figure 7).

After induction of anesthesia, the anesthesia
care provider lubricates the patient’s eyes and
tapes them closed. The anesthesia care provider
assesses the patient’s eyes regularly while the
patient remains in the prone position.
Depending on the anticipated length of surgery,
the circulating nurse places SCDs on the
patient’s legs. The same steps as described for
the knee-chest position are followed, with only
minor modifications to keep the legs extended.

Taking into account the length and the type of
surgery as well as the patient’s facial anatomy,
the surgeon may choose to position the patient’s
head on a neurosurgical three-point or horse-

Continued on Page 26
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ORNAC Standards 9th edition available in new format in June 2009.

Translation Sponsored by m
Standards available from CSA at www.CSA.ca.

ASK A QUESTION — ORNAC STANDARDS:

QUESTION:
I have a question about the 2009 Standards in the Minimally Invasive section (Sec 3, page 185 #2.6.58). It

differs from the last edition and now states “Sponges, needles, suture reels, blades, designated miscellaneous
items/instruments shall be counted initially (including endoscopic/non-endoscopic instruments). Hospital policy
should direct the counting of individual instrument pieces or counting assembled instruments”.

What does the last sentence mean? Surely a foot long grasper can’t be lost in the abdomen?

ANSWER:

Thank you for your question. There is a lot of literature regarding retained surgical instruments that supports
the practice of counting endoscopic instruments. Studies have shown that one-third of retained foreign bodies
are surgical instruments (Surgery/Anesthesia, Sept 2003). In 2002, a Canadian woman set off an airport metal
detector and wand, which consistently sounded when placed near her abdomen. She had experienced
abdominal pain since surgery 4 months earlier. Several days later, a plain x-ray of the abdomen revealed a 12-
inch long, 2 inch wide surgical retractor (Surgery/Anesthesia, Sept 20003). Patients who are obese, have
emergency surgery, or have unplanned changes of the originally planned procedure (ie. Conversion from a
laparoscopic approach to an open procedure) are at increased risk of retaining an item (AORN Journal, Feb
2008, Vol 87, No 2).

Although the likelihood of retaining laparoscopic instruments is very rare, ORNAC supports the practice to
facilitate correct counts and patient safety, and should be used to support your own hospital
policies/procedures.

POSEZ UNE QUESTION — LES NORMES DE L’AIISOC :

QUESTION :

J’ai une question sur les normes 2009 dans la section des soins mini-invasifs (Sec. 3, p. 185 no 2.6.58). Les
normes different de la derniére édition et déclarent maintenant que « Les éponges, les seringues, les bobines de
fil de suture, les lames, les articles et instruments variés seront comptés au départ (y compris les instruments
endoscopiques et non endoscopiques). La politique de ’hopital devrait établir la procédure de décompte soit des
piéces d’instruments individuelles ou des instruments assemblés. » Que veut dire la derniére phrase? Des pinces
d’un pied de long (30,48 cm) ne peuvent certainement pas étre perdues dans ’'abdomen?

REPONSE :

Merci de votre question. Il existe plusieurs écrits concernant les instruments chirurgicaux qui préconisent la
pratique de compter les instruments endoscopiques. Des études ont démontré qu’un tiers des corps étrangers
retenus sont des instruments chirurgicaux (Chirurgie/Anesthésie, septembre 2003). En 2002, une Canadienne a
déclanché ’alarme d’un détecteur de métal a ’aéroport ainsi que le détecteur manuel, qui sonnait lorsqu’il était
placé pres de son abdomen. Elle avait éprouvé des douleurs abdominales depuis une intervention chirurgicale 4
mois auparavant. Plusieurs jours aprés I'incident a ’aéroport, une simple radiographie de ’abdomen a révélé un
écarteur de 12 po (31 cm) de longueur et 2 po (5 cm) de largeur (Chirurgie/Anesthésie, septembre 203). Les
patients qui sont obeéses, qui subissent des chirurgies d’urgence ou des changements innatendus a la procédure
planifiée (p. ex. Conversion d’une approche laparoscopique a une chirurgie ouverte) sont a plus grand risque de

retenir un corps étranger (Journal de PAORN, février 2008, vol. 87, n© 2).
Bien que le risque de retenir des instruments laparoscopiques est peu élevé, L AIISOC appuie la pratique

susmentionnée afin de faciliter le décompte exact des instruments et d’assurer la sécurité du patient; cette
pratique devrait étre utilisée pour appuyer les politiques et procédures de votre hopital.
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ORNAC IN A NUTSHFELL — FALL MEETING 2009

Submitted by: Sue Styles, ORNAC Secretary % The many and varied contributions, related
to the execution of ORNAC national
conferences was outlined as significant and

essential to ORNAC operations. Supported

The ORNAC Executive & Board met for its
biannual meeting in Toronto November 7th and

.. and so Much more
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8th, 2009.

o,
o

ORNAC President Bonnie MacLeod
presided the meeting, introducing a new
meeting format required by the rules of
incorporation. ORNAC became officially
incorporated effective July 1, 2009. Bonnie
welcomed numerous new board members to
the table including Ron Ginther (SK),
Mireille Bélanger (QC), Charlotte Roach
(NB), Cathy Ferguson (NS), Katherine
Wood (PE), Loraine Best (proxy BC),
Patricia Pocock (CORL) and Chris Downey
(RNFAC). Also warmly welcomed were
observers from the provinces of Alberta,
New Brunswick and Quebec and PNEC
representatives.

ORNAC heralds and welcomes the
Perioperative Nurse Educators of Canada
(PNEC) as an official affiliate group of
ORNAC. ORNAC thanks PNEC core
group members, Merritt Burstein, Tracie
Scott and Bernadette Chiu for their
presentation to the executive and board
members which provided an overview of
PNEC vision, mission and values statement,
tentative logo, and bylaws. ORNAC
appreciates the arduous journey and effort
of PNEC towards affiliation and looks
forward to ongoing reciprocal contribution
in efforts to continue advancements in
perioperative nursing practice. Welcome
PNEC! Visit www.ornac.ca and join PNEC
forum. PNEC joins the Canadian
Operating Room Leaders (CORL) and the
Registered Nurse First Assistant Network
of Canada (RNFANC) as affiliate groups
of ORNAC.

ORNAC thanked the 2009 National

Conference planning committee for hosting

a very successful conference in St. John’s, NL.

Exciting plans are well underway for the
2011 ORNAC national conference in
Regina SK. The 2013 ORNAC National
Conference will be held in Edmonton AB.

by executive and board members, ORNAC
continues to develop conference guidelines
to ensure manageability and security of
conference execution.

The 2009 ORNAC Standards edition is
available. The French 2009 ORNAC
Standards edition is expected to be available
in early 2010. See www.ornac.ca

Perioperative nurses are encouraged to share
their perioperative nursing knowledge by
writing articles for publication in the Canadian
Operating Room Nursing Journal and thus
reaching a wide audience. The process of
writing for publication is easily navigated
with guidance/assistance from ORNAC
editorial advisor. Visit www.ornac.ca—journal.

Implementation of the Surgical Safety
Checklist remains high priority across
Canada. For historical and developing news
about the World Health Organization’s
(WHO) Safe Surgery Saves Lives campaign
(Surgical Safety Checklist) and Canadian
implementation and developments visit
www.ornac.ca for links and information.

ORNAC Executive and Board members
continue collaboration with many
professional groups on a variety of
initiatives relevant to safe perioperative
patient care — Canadian Patient Safety
Institute (CPSI), Accreditation Canada,
Institute for Safe Medication Practices (ISMP),
Canadian Standards Association (CSA), and
Canadian Nurses Association (CNA).

ORNAC continues its involvement as a
member of International Federation of
Perioperative Nurses (IFPN). Jane Reid of
UK was elected as IFPN president in
October 2009.

ORNAC board members approved
acceptance of the auditor’s report for the
2008-2009 fiscal year.
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NUTSEHLL (cont.)

< With ORNAC incorporation complete,
attention turns to updating ORNAC Policy
and Procedures to reflect incorporation and
currency. Policies and procedures were
allocated to committees and board members
for review in preparation for approval of
same during the Spring 2010 ORNAC
board meeting.

% ORNAC board members approved a motion
for the executive to initiate the process to
secure an executive director for the Operating
Room Nurses Association of Canada.

% ORNAC is developing infrastructure to link
education materials, produced by industry,
to the ORNAC Website for access by
perioperative nurses.

ORNAC welcomes your comments, feedback and
questions on matters relating to perioperative
nursing practice. To contact us and/or for timely
news/announcements about ORNAC activities
visit www.ornac.ca. ¥

L’AIISOC EN BREF —
REUNION D’AUTOMNE 2009

Envoyé par : Sue Styles, secrétaire de P’AIISOC

Le conseil d’administration et la direction de
PAIISOC se sont réunis pour la réunion
semestrielle a Toronto, les 7 et 8§ novembre 2009.

% La présidente de ’AIISOC, Bonnie MacLeod,
a présidé la rencontre, présentant le nouveau
déroulement de la réunion tel qu’exigé par
les régles d’incorporation. UAIISOC est
devenue officiellement incorporée le ler
juillet 2009. Bonnie a souhaité la bienvenue
a plusieurs nouveaux membres du conseil, y
compris Ron Ginther (Sask.), Mireille
Bélanger (Qc), Charlotte Roach (N.-B.),
Cathy Ferguson (N.-E.), Katherine Wood (I.-
P-E), Loraine Best (mandataire, C.-B.),
Patricia Pocock (CORL) et Chris Downey
(RNFANC). Elle a aussi chaleureusement
accueilli des observateurs des provinces de
I’Alberta, du Nouveau-Brunswick et des
représentants du PNEC.

% DATISOC présente et accueille le groupe de
personnel infirmier-enseignant péri-
opératoire, le Perioperative Nurse Educators
of Canada (PNEC), en tant que groupe
affilié officiel de ’ATISOC. D AIISOC
remercie les membres du groupe central du
PNEC, Merritt Burstein, Tracie Scott et
Bernadette Chiu pour leur présentation aux
membres du conseil d’administration et de
la direction, offrant un apercu de la vision,
de I’énoncé de la mission et des valeurs, du
logo provisoire et des réglements du PNEC.
L’ATISOC apprécie le travail et les efforts
ardus déployés par le PNEC pour obtenir
Paffiliation et anticipe une contribution
réciproque continue afin de progressivement
améliorer les pratiques infirmiéres péri-
opératoires. Bienvenue PNEC! Visitez
www.ornac.ca (en anglais) et participez au
forum PNEC. PNEC se joint aux réseaux
Canadian Operating Room Leaders (CORL)
et Registered Nurse First Assistant Network
of Canada (RNFANC) a titre de groupes
affiliés de PATISOC.

% DATISOC remercie le comité de planification
de la conférence nationale pour I’exécution
trés réussi a St-Jean, Terre Neuve. Des plans
stimulants sont déja en branle pour la
conférence de ’AIISOC 2011 a Régina, en
Saskatchewan. La conférence nationale de
I’ATISOC 2013 se tiendra a Edmonton en
Alberta.

¢ Les contributions, nombreuses et variées,
relatives a ’exécution des conférences
nationales de PATISOC ont été soulignées
comme étant importantes et essentielles aux
opérations de PAIISOC. Soutenue par les
membres du conseil et de la direction,
’ATISOC continue de développer des lignes
directrices pour les conférences afin
d’assurer leur facilité de gestion et la sécurité
de leur exécution.

% Les normes de ’ATISOC 2009 sont disponibles
en anglais. La version frangaise est prévue
pour le début 2010. Consultez le www.ornac.ca.

% Les infirmiers et infirmiéres péri-opératoires
sont encouragés a partager leurs
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connaissances dans le Canadian Operating
Room Nursing Journal afin d’atteindre un
plus grand public. Le processus de rédaction
pour une publication est facile a suivre grace
a I’aide et a I'encadrement d’un conseiller
éditorial de PAIISOC. Visitez le
www.ornac.ca — journal.

7

% Lintégration de la liste de contréle de la
sécurité chirurgicale demeure une priorité
majeure au Canada. Pour des archives et des
nouvelles actuelles sur la campagne « Les
chirurgies sécuritaires sauvent des vies »
(liste de contréle de sécurité chirurgicale) de
I’Organisation mondiale de la Santé (OMS)
et sur ’intégration et les développements au
Canada, visitez www.ornac.ca pour des liens
et renseignements.

7

% Les membres du conseil et de la direction de
PAIISOC continuent de collaborer avec
plusieurs groupes professionnels sur de
nombreuse initiatives relatives aux soins
péri-opéatoires sécuritaires aupres des
patients — U’Institut canadien pour la
sécurité des patients (ICSP), Agrément
Canada, I’Institut pour I'utilisation
sécuritaire des médicaments du Canada
(ISMP), I’Association Canadienne de
normalisation (CSA), I’Association des
infirmieres et infirmiers du Canada (AIIC).

7

% DAIISOC continue son implication a titre de
membre de I’International Federation of
Perioperative Nurses (IFPN). Jane Reid du
Royaume-Uni a été élue présidente de
I’ITFPN en octobre 2009.

7

% Les membres du conseil de PAIISOC ont
approuvé P’acceptation du rapport du
vérificateur pour I’exercice financier de
2008-2009.

7

% Suite a 'incorporation compleéte de
PAIISOC, l’association tourne son attention
sur I’actualisation de ses politiques et
procédures pour refléter I'incorporation et
Paccréditation. Les politiques et procédures
ont été attribués a des comités et des
membres du conseil pour étre revues en
préparation a leur approbation durant la

réunion du conseil de PAIISOC au
printemps 2010.

% Les membres du conseil d’administration de
’ATISOC approuvent une motion pour que
la direction initie le processus de nomination
d’un directeur exécutif pour I’Association
des infirmiéres et infirmiers de salles
d'opération du Canada.

% DAIISOC est en train de développer une
infrastructure pour lier le matériel éducatif
produit par I'industrie au site Web de
PATISOC afin qu’il puisse étre disponibles
aux infirmiéres et infirmiers périopératoires.

L’AIISOC encourage vos commentaires, vOS
réactions et vos questions sur les sujets relatifs
a la pratique des soins infirmiers péri-
opératoires. Pour nous joindre ou pour
obtenir des nouvelles ou des avis opportuns
sur les activités D AIISOC, visitez le
www.ornac.ca. %

-The Canadian Nurses
Protective Society
is here for you!*

.

1 800 267-3390 www.chps.ca

N
*Available to eligible RNs only.
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NEUROPOSITIONING (cont.)

shoe headrest, foam square, or donut-shaped gel
support, ensuring protection of the patient’s
forehead, eyes, and chin. Use of the
neurosurgical headrest provides a clear path for
the endotracheal tube and allows a full view of
the patient’s face. It also keeps the ears free from
excessive pressure® but may increase the risk of
ocular compression and perioperative central
retinal artery occlusion.* Excessive pressure on
the eyes could lead to postoperative blindness,
so the anesthesia care provider positions the
dependent eye and ear, if the head is turned, to
ensure that they are free from pressure.12,13,14

The two longitudinal chest supports extend from
the clavicle to the iliac crest, leaving the abdomen
relatively free, reducing abdominal compression,
minimizing vascular congestion, and allowing
maximum expansion of the diaphragm and lungs
during ventilation.%7:11 The circulating nurse
places his or her hand between the chest supports
and the OR bed to ensure that the abdomen is not
being compressed. The gel overlay on top of the

Figure 7

By: Benoit Ulrich

Overhead view of the OR bed set-up for prone
position.
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Figure 8

By: Benoit Ulrich

Patient in the prone position.

bolsters protects the lateral femoral cutaneous
nerve that is vulnerable to injury by compression
on the thigh distal to the inguinal ligament.6 The
overlay also reduces the incidence of pressure
ulcers on the chest and iliac crests, but it must not
be allowed to reduce the area for the abdomen
between the bolsters. The circulating nurse ensures
that the breasts of female patients are allowed to
rest between the bolsters to avoid significant
compression of the breasts. The nurse also checks
male patients’genitalia to prevent compression.

Team members slightly flex the patient’s knees to
prevent knee pain and protect them with pads
(Figure 8). The nurse supports the patient’s lower
legs with pillows and the anesthesia care provider
flexes the OR bed at the foot to prevent inguinal
nerve injury from excessive hip flexion.6>”7 A team
member pads the patient’s feet with gel or foam
protectors and keeps the feet in a flexed position
with the toes pointing downward, allowing them
to hang over the end of the bed or to be elevated
off the bed by placing padding under the patient’s
shins so the shins are high enough to avoid
pressure on the tips of the toes. This reduces the
incidence of pressure ulcers and foot drop. The
circulating nurse places the safety belt over the
dorsal aspect of the patient’s thighs just below the
buttocks so the patient is secured but not so
tightly that superficial venous return is impaired.”

The surgeon specifies the desired position for the
patient’s arms. The circulating nurse ensures that
the patient’s arms, elbows, and hands are well
padded to protect against pressure ulcers and
radial nerve injury and keeps the hands and wrists
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in anatomical alignment in a neutral position.*”
Typically, the patient’s arms are placedat his or her
sides. After enclosing the patient’s hands within
foam protectors, team members place a pad
around the elbow and place the arms against the
body; if necessary, a draw sheet that extends
above the elbows is tucked between the patient
and OR bed mattress. In this position, the
patient’s palms are facing in towards the thighs.

Although the preferred arm position is at the
patient’s sides, the patient’s arms can be placed on
arm boards.* If it is necessary to place the arms on
the arm boards, the nurse ensures that the
patient’s arms are abducted to less than 90 degrees
to avoid stretching the brachial plexus, elbows are
flexed, and palms are facing downward.*6 The
nurse also ensures that the arms rest a little lower
than the level of the chest and then places pads
under the hands and elbows.?15

When positioning has been accomplished, the
circulating nurse makes sure that the following
pressure points are well protected: forehead, eyes,
nose, ears, chest, women’s breasts, elbows, iliac
crests, men’s genitalia, posterior thighs, knees,
edge of feet, and toes.%6:7-2 After the surgery,
when the patient is placed in a supine position on
a stretcher, the nurse assesses the skin and tissue
integrity and documents any abnormalities.”8

LATERAL POSITION
The lateral position allows the anesthesia care
provider better access to the patient’s airway
than does the prone or knee-chest position. The
lateral position is indicated for
e some surgeries of the lumbar, thoracic, and
cervical spines (eg, anterior thoracic
discectomies and fusions);
e implantation of spinal cord electrodes and
intrathecal pumps for pain management; and
e selected parietal, posterior fossa,
supratentorial, or temporal craniotomies.8

The patient is anesthetized on the stretcher in the
supine position. The circulating nurse ensures
that all needed positioning devices are available,
function correctly, and are the appropriate size
for the patient. The circulating nurse ensures that
the OR bed is ready with two gel pads overlaying
a vacuum-pack positioning device, (ie, bean bag)

to stabilize the patient’s torso.6 The thickness
provided by two layers of gel overlays is more
effective than a single one to prevent pressure
ulcers and provide adequate pressure
redistribution for the hip and lateral thigh.

After induction of anesthesia, the anesthesia
care provider lubricates the patient’s eyes and
tapes them closed. Depending on the anticipated
length of surgery, the circulating nurse places
SCDs on the patient’s legs.

A minimum of four team members move the
patient by lifting to prevent sheering injuries
from the supine position on the stretcher to the
lateral position on the OR bed. During transfer,
team members maintain the patient’s upper arm
alongside the patient’s body.

The neurological three-point headrest may be
used to provide rigid fixation of the head. The
patient’s head also may be positioned on a
pillow, gel donut, or gel horseshoe. Excessive
pressure on the eyes could lead to postoperative
blindness, so the anesthesia care provider
positions the dependent eye and ear to ensure
that they are free from pressure and that the
patient’s ear is not bent.12.13,14 The team
ensures that correct alignment of the cervical
spine and thoracic vertebrae are maintained.

A team member places a gel roll between the bed
and the upper ribs and axilla of the dependent
side of the body (Figure 9).6:7-2 This lifts the
patient’s chest and relieves pressure on the nerves
and vessels of the brachial plexus, allowing for
adequate blood flow in the arm, as well as
facilitating chest expansion.6>7-? The axillary roll
should be placed low enough to avoid direct
compression of the axilla by the roll itself.

A team member moves the dependent shoulder
slightly forward and free from pressure in order
to ensure further protection to the brachial
plexus. A female patient’s breasts should rest
freely and not be compressed by any positioning
aids.* A team member places a gel pad under the
patient’s dependent arm, which is kept in
supination to protect the ulnar nerve.” The
anesthesia care provider frequently checks the
radial pulse of the patient’s dependent arm to
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NEUROPOSITIONING (cont.)

assess for adequacy of circulation. Poor
circulation may be caused by partial compression
of the axillary and brachial arteries from a poorly
placed axillary roll.%7 The upper arm is kept in
the same plane as the upper shoulder, with the
forearm and wrist in a neutral functional position
with the palm down. A team member places a
foam/gel pad under the upper arm.

To maintain body alignment and stabilize the
pelvis, a team member flexes the patient’s
dependent leg at both the hip and knee. A team
member places a small gel cushion under the
patient’s dependent knee and places pillows
between the patient’s legs to help protect the
common peroneal and saphenous nerves from
excessive pressure of the nondependent leg on
the dependent leg.”-? To avoid peroneal nerve
injury, which can occur as a result of
compressing the dependent knee against a hard
surface, the circulating nurse ensures that the
patient’s dependent knee does not lie on top of
the tubing from the intermittent SCDs. A team
member extends or slightly flexes the
nondependent leg to keep it in a neutral position.
A team member places pads under the patient’s
feet to prevent pressure and keep them flexed.

The circulating nurse places the safety belt over
the upper thigh. To add more stability to the
patient’s body, adhesive tape can be applied
across the patient from one side of the bed frame
to the other. Placing pads or sheet between the
skin and the tape protects the patient’s skin.

Figure 9

By: Benoit Ulrich

Patient in the lateral position.
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When positioning has been accomplished, the
circulating nurse checks the areas most
vulnerable to pressure: ear, elbow, ribs, ilium,
trochanter, medial and lateral condyle of the
knee, malleolus, and foot edge.” The anesthesia
care provider assesses the patient’s eyes regularly
while the patient is in the lateral position. At the
end of surgery after the patient is transferred onto
a stretcher, the nurse assesses and documents the
status of the patient’s skin and tissue integrity,
paying special attention to the patient’s upper rib
cage and to the trochanter because of the extreme
pressure on the dependent side.”-8

PARK-BENCH POSITION

The park-bench position is a variation of the
lateral position. In this position, the dependent
shoulder and arm are positioned outside the OR
bed and the arm is supported by a sling.16 The
patient’s head may then be positioned at the
extreme limits of rotation and flexion.l” This
position is advantageous for approaching low-
lying cranial lesions and provides the surgeon
with access to the anterior brainstem and foramen
magnum, 16 as well as the cerebellopontine angle
for resection of acoustic neuromas.!8

The patient is positioned on the bean bag as in
the lateral position. The surgeon places the
patient’s head on the neurosurgical headrest
with the patient’s head slightly flexed. When the
patient is in the lateral position, the team lifts
the patient (ie, to prevent sheering injuries)
enough to place a gel roll between the bed and

the upper ribs and axilla of the dependent side
of the body.6,7>?

The team then lifts and moves the patient toward
the head of the bed to let the dependent arm and
shoulder rest lower than the body on a support
attached to the head of the bed. A gel pad
extending the length of the arm protects the entire
arm, particularly the ulnar nerve. Correct
placement of the axillary roll helps prevent injury
to the brachial plexus and arteries by alleviating
pressure on the dependent shoulder. The non-
dependent arm is supported with pillows and gel
pads to maintain correct body alignment and
prevent stretching and compression of the
nondependent brachial plexus and ulnar nerve.
The same precautions as in the lateral position are

Volume 27 o Issue 4 © December 2009

NEUROPOSITIONING (cont.)

taken when positioning the lower part of the body.

When positioning has been accomplished, the
circulating nurse checks the areas most
vulnerable to pressure as described previously for
the lateral position.” Because of the high risk of
brachial plexus injury in this position, the
circulating nurse assesses the patient as soon as
the patient wakes from anesthesia and documents
the status of the patient’s skin and tissue integrity
as well as any sensory or motor deficit, which he
or she reports immediately to the surgeon and
anesthesia care provider and to the PACU nurse
during hand-off communication.”>8

SITTING POSITION

Use of the sitting (ie, Fowler’s) position remains
controversial because of the potential for serious
complications.1:20 Usually, this position is used
only for the surgical treatment of spasmodic
torticollis and occasionally for posterior fossa
exploration. This position provides surgical
access to intracranial midline lesions in the
posterior fossa and high cervical spine.”-20 The
sitting position improves cerebral venous
drainage, lowers intracranial pressure, and
promotes gravity drainage of cerebral spinal fluid
and blood away from the surgical field.1%21 This
position also affords better access to the patient’s
airway compared with the prone position.2

Possible complications related to the use of this
position include

e venous air embolism;

* hemodynamic instability;

* pneumocephalus;

e quadriplegia; and

ecompressiveperipheral neuropathy.19,20

Venous air embolism can occur in any position
where there is an open vein and a negative
pressure gradient between the surgical site and
the right atrium.”-19:20 Venous air embolism
during neurosurgery may be more likely but is
not exclusive to the sitting position and has been
reported in the prone and supine positions.20

The circulating nurse verifies the availability and
functionality of all required positioning equipment
and supplies before induction of anesthesia. The
circulating nurse places an antishock suit with

separate inflatable chambers for the legs and the
abdomen on the OR bed over a full-length gel
overlay and a buttock gel pad (Figure 10). The
buttock gel pad prevents excessive pressure on the
sciatic nerve and coccyx. When the patient is
transferred to the OR bed, the circulating nurse
asks the patient to verify that the buttock gel pad
is in the most comfortable position. This step is
vital because if the patient is awake, he or she can
guide the team and ensure that the gel covers the
pressure area created when sitting.

The anesthesia care provider induces general
anesthesia with the patient in the supine
position. There is significant preparation to be
completed by the anesthesia team to
appropriately monitor the physiological changes
associated with the sitting position.

General  anesthesia  exaggerates  normal
physiological changes that occur when the patient
is placed in a sitting position. Venous return
decreases because venous blood pools in the lower
extremities, a situation that is exacerbated by the
vasodilating and myocardial depressant effects of
general anesthetics. This physiologic effect
emphasizes the importance of applying TED
stockings and SCDs. The circulating nurse helps
the anesthesia care provider put the antishock suit
on the patient, although it may not necessarily be
inflated. Ultimately, the anesthesia care provider is
responsible for the use of this device. The
antishock suit may be inflated if a venous air
embolism is detected.

The neurosurgeon places the patient’s head in the
neurosurgical ~ headrest and  assumes
responsibility for holding the patient’s head
while the rest of the team positions the OR bed.
The OR bed is converted from supine to sitting
by elevating the upper half to raise the back and
flexing the lower half to lower the legs. The
entire bed is rotated backward to support the
patient in a semi recumbent chair-like position
(Figure 11). All those steps are accomplished
slowly to prevent hypotension.*7:19:20 When the
desired amount of head flexion is achieved, a
team member secures the neurosurgical headrest
anteriorly to a cross-bar attachment that is
secured to the side rails of the OR bed to allow
rapid lowering of the head in case of emergency.
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A team member places a pillow behind the
patient’s back to support and protect the scapulas
from pressure created by the edge of the OR bed.
The patient’s arms are placed on armrests
attached on sidebars. To protect the ulnar nerves,
a team member slightly flexes the patient’s arms
at the elbows, places pads under the arms, and
ensures that the hands and wrists are aligned in a
neutral position with the palms down.*

In the sitting position, the most frequently damaged
nerve in the lower extremities is the common
peroneal nerve.” Damage to the common peroneal
nerve or compression or stretching of the sciatic
nerve can lead to a foot drop.# Team members
ensure that excessive flexion of the knees is
avoided; hyperflexion of the knees particularly
stretches the peroneal nerve and compresses it
against the head of the fibula.# Team members
place pads under the patient’s heels to help
minimize this pressure. The sciatic nerve is exposed
to increased pressure in this position.” A team
member places a pillow under the patient’s legs and
flexes the patient’s knees to help minimize strain on
the sciatic nerves and lower back.” The circulating

Figure 10

By: Benoit Ulrich

OR bed set-up with the required equipment for
the sitting position.

Figure 11

By: Benoit Ulrich

Patient in the sitting position.

nurse places the safety belt two inches above the
knees as described for the supine position.

When positioning has been accomplished, the
circulating nurse checks the areas most
vulnerable to pressure — the upper and lower
back, elbows, ischial tuberosities, coccyx,
popliteal space, and heels.” After surgery is
complete, the circulating nurse assesses and
documents the status of the patient’s skin and
tissue integrity for redness, blanching, or
bruising.”>8 Upon the patient’s transfer to the
stretcher, the circulating nurse turns the patient
on his or her side in order to do a thorough
evaluation of the vulnerable pressure sites.”>8

SAFELY POSITIONING THE
NEUROSURGICAL PATIENT

Perioperative nurses are the patient’s advocates in all
aspects of care, one of which is patient safety related
to positioning. The circulating nurse represents the
coordinating link between the patient’s needs and
the surgical team’s responsabilities®” and, therefore,
must ensure that all members of the surgical team
perform patient care at the highest level according to
nationally accepted standards, recommended
practices, and guidelines. "8

In the OR, improved padding supplies,
equipment, and accessories have the ability to
reduce, but not eliminate, the effects of excessive
pressure.* Advance planning, meticulous
attention to the details of positioning, and
monitoring by perioperative nurses, however,
can prevent serious complications.
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ORNAC Standards pertaining to this article can be
found in the Operating Room Nurses Association
of Canada (2007) (ORNAC). Recommended
Standards, Guidelines, and Position Statements for
Perioperative Registered Nursing Practice (8t
edition). In Module 3, p. 19-22, Standard 6.
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It could be the difference

between life and death.

Wrong site surgery has recently moved into the
number one position as the most frequently
reported hospital error.’

This is despite a conscientious effort to eliminate
this problem before it occurs. What is needed is
another layer of safety...something that will improve
our chances of correcting the mistake before

it happens.

Enter S.T.O.P. Surgical Drapes* from Medline.
We just made a good idea even better. S.T.O.P.
(Surgical Time Out Procedure) drapes are available in
a variety of configurations, and include a “S.T.O.R.”
strip across the fenestration. As a result, you can’t
forget to take a time out to verify the correct patient,
procedure, side and site. Then all that is left is to hand
the sticker off to the circulating nurse to include in the
medical record, documenting that the verification
process was completed.
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If you would like to receive a free sample
of the S.T.O.P. Drape system to evaluate for
yourself, ask your Medline representative
or call us at 1-800-396-6996.

STOP!!
Perform “TIME OUT”
Verify correct:

Person 0
Procedure O
SieaSide O

Date: Time:
Surgeon's Initials:

S.T.O.P. strip and sticker
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