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Working together to |

_ ensure quality patient care

or many patients, few aspects of

surgery are more frightening

than the OR itself. Negative

experiences in the OR may set

into motion a lifetime of fear
and neuroses about bodily damage,
mutilation, and loss of control. As an
anesthesiologist and an occasional sur-
gical patient myself, both in childhood
and as an adult, [ have a special interest
in the emotional environment patients
encounter in the OR.

Although patients of all ages may
develop a host of emotional tools to
prepare for and deal with the trauma of
surgery, children may be particularly
vulnerable to fear. Many psychology
theorists believe that the period
between ages four and six and the peri-
od just before and during the onset of
puberty (ie, ages 10 to 13) can pose
marked psychological hazards for sur-
gical patients.' Children try to frame the
world in a way that makes sense and,
even more importantly, secures a sense
of bodily safety and comfort. The surgi-
cal experience can shatter this secure
framework before a #10 blade is even
placed on the Mayo stand.

Even as we move into adulthood,
surgery can create conflicting feelings.
Qur mature, adult minds remind us
that surgery is necessary and benefi-
cial, but our unconscious minds rumi-
nate on many troubling issues, includ-
ing anesthesia, loss of control, expo-
sure, evaluation and possible criticism
of our bodies while we are asleep and
naked, sharp objects cutting the body,
and scarring.

During the years, | have noticed a
few things that happen in the OR every
day. Some of them are helpful and
some are harmful in their effects on a
patient’s emotional well-being. These
behaviors can be demonstrated with
two different fictional scenarios, each of
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which has individual components we

all have seen at various times through-

out each day of our working lives.

|
|
\
THe Necarve OR \
Rock-and-roll music is blaring as the i
79-year-old patient is wheeled into the |
OR for her hip fracture repair. The |
scrub person is audibly swearing |
because he cannot find a #48 screw to |
fit the plating system. He yells out to |
the circulating nurse to get the plating |
system’s manufacturer’s |
representative on the tele-
phone. Meanwhile, the
circulating nurse, who is
having an affair with the
surgeon, is busy flirting
in the central core and
comes running in when
she sees the charge nurse
begin to position the
patient for transfer to the
OR bed. The anesthesia
care provider is reading
the Wall Street Journal and
is distracted as he mum-
bles stock quotes to him-
self. The patient, now
thrown into a rapid
supraventricular tachy-
cardia, is well on her way
to an intraoperative ‘
myocardial infarction. ‘
|
|

Our matére, adult
minds remind us
that surgery is
necessary, but
our unconscious
minds ruminate
on the many
troubling issues
that can arise.

It is a bit amusing to read this sce-
nario, but only because we all have
seen parts of it in our workplace. I bet
that all of you had a little smirk on your
face when reading the last paragraph.

|
THe Posmmve OR

As the four—year—o]d patient, who is
having tympanostomy tubes placed, is
carried into the surgical suite by his 1
mother, the anesthesia care provider |
notices that the suction is not yet |
hooked up. He forgot to check it earlier, |
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but now quietly motions to
the circulating nurse as they
both greet the patient with
smiles. As the anesthesia care
provider helps the patient get
comfortable on the OR bed,
the scrub person and the sur-
geon present a glove balloon
with a smiley face to the dis-
tracted, but still nervous,
child. The mother is comfort-
ed by the warm, quiet room,
and the anesthesia care
provider, now reassured with
functioning suction tubing
and a Yankauer suction tip, is
ready to go.

In this second, positive sce-
nario, there still are some
problems and distractions
with which to contend. The
environment in this OR, how-
ever, is much more patient
friendly with only a modicum
of additional effort.

PATIENTS AND SEDATION

The most important time
to consider a patient’s emo-
tional well-being is at the
beginning of the procedure,
when the patient has been
given little or no amnesic
anesthetics. When a patient
has been given a good main-
tenance general anesthetic,
there usually is plenty of
time for staff members to
socialize and speak at will
during a procedure.
Regional anesthetics and
local sedation procedures,
however, require that staff
members exercise additional
restraint because many
patients will remember con-
versations and events that
took place, even if midazo-
lam has been administered.
Likewise, the emergence
phases of general anesthetics
classically are times when
patients remember com-
ments and distractions as if
they occurred during the
procedure itself. A surgeon’s
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comment about a nurse may
be interpreted personally by
a patient and could create
disturbing memories.

PATIENT-CENTERED CARE
Operating rooms are very
intense and stressful places to
be, even for those of us
trained to be there day in and
day out. A good set of
reminders regarding behav-
ior for surgical team mem-
bers in the OR should
include the following items.
e Limit nonprofessional,
case-related conversation
when greeting patients and
during induction and
emergence‘

The most
important time
to consider a
patient’s emotional
well-being is at
the beginning of
the procedure,

Limit all nonprofessional,
procedure-related conver-
sation during regional or
1V sedation anesthesia.
Keep personal problems
and relationships out of
the OR.

Keep the radio or com-
pact disk player at a low
volume.

Try to avoid placing blame
for mishaps and problems
that are part of working in
the OR (ie, work together
quietly and effectively to
solve problems).

Watch for classic and
potentially deadly prob-
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lems that also can become
psychological stressors for
patients.

Make sure the OR bed is
locked before placing the
patient on it or before
surgery.

Make sure the intravenous
line is flowing,.

Make sure monitoring
equipment and positioning
devices are not creating
serious pressure points.
Try to avoid making nega-
tive, critical, or sexual-
related comments at any
time.

Remember that some
patients will recall

events that occurred when
they were under general
anesthesia.

Anesthesia care providers
should make sure the anes-
thesia suction always is
hooked up and ready to go
and that the anesthesia
oxygen supply tubing has
not been compromised.
The best OR nurses and
anesthesia care providers
work together to provide
attention to detail and a pro-
fessional demeanor for the
benefit of surgical patients.
‘We need to remind ourselves
constantly that there is more
at stake for perioperative
patients than their somatic
injury or illness. The body
heals in about six weeks, but
the psychological trauma of
surgery can last a lifetime. <
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