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Editor’s Note: During a previous AST national conference in 

New Orleans, Betty Schultz, rn, who was then president of 

AORN, discussed patient safety and how collaboration be-

tween professionals in the circulating and scrub roles have the 

potential to enhance the goal of quality patient care. 

This led to the idea of an article co-authored by a CNOR 

and a CST that would demonstrate how the two surgical team 

members perform independently, but interact mutually to 

ensure a safe patient outcome.

The resulting article focuses on collaboration. Much of the 

introductory information may appear as a review for many 

practitioners, but it is included to address the distinct perspec-

tives of the two professions. 

Both authors believed that the case-study format would most 

effectively illustrate the roles of the CNOR and CST within the 

context of patient safety. The reference material was selected 

from multiple sites that are relevant to both professions.

This article also serves to introduce a new patient care 

model called CARE, which melds the A-PIE model familiar 

to nurses and the A POSitive Care approach familiar to 

surgical technologists and published in the AST-written text-

book, 

Introduction

LEARNING OBJECTIVES:

of Practice

surgical patient care

A Teamwork Approach to Quality 
Patient Care in the Operating Room
A NN M ARIE  MCGUINESS ,  CST,  CNOR,  MEd,  TERI  JUNGE,  CST,  CFA ,  FAST

Roles of the surgical team members



Association of Surgical Technologists Phone : 800-637-7433 Fax : 303-694-9169 Email :  memserv@ast.org 5

A Teamwork Approach to Quality Patient Care in the Operating Room

Critical thinking models in the operative setting

d

The CARE model of collaborative surgical patient care

Communication

Assessment
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Procedure-specific information

Patient-specific information

Recommended standards and guidelines 
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A Teamwork Approach to Quality Patient Care in the Operating Room

Execution of policies and procedures

Delivering quality patient care

Case study

Admission vital signs

Anatomy, physiology, and pathophysiology of the female 
reproductive system

TABLE 1A OVERVIEW OF AORN RECOMMENDED 
PRACTICES FOR POSITIONING THE PATIENT IN THE 
PERIOPERATIVE PRACTICE SETTING

before transferring the patient to the procedure bed.

proper working order before placing the patient on the procedure 
bed.

extremities and joints decreases the potential for injury during 
transfer and positioning.

devices that attach to the procedure bed, the patient should be 
reassessed for body alignment.

TABLE 1B INJURY RISKS AND SAFETY 
CONSIDERATIONS WHEN POSITIONING PATIENTS—
LITHOTOMY

nerves, common peroneal nerves and ulnar nerves

contact with metal surface
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TABLE 2 THE JOINT COMMISSION 2005 
CRITICAL ACCESS HOSPITAL STANDARDS—
MEDICATION MANAGEMENT 
COP Standard MM.-4.30 (TX3.2)

to critical access hospital policy, applicable law and 
regulation, and standards of practice.

container)

24 hours

solutions, the date prepared and the diluent

Procedural overview

Positioning

Lithotomy position
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A Teamwork Approach to Quality Patient Care in the Operating Room

TABLE 3 OVERVIEW OF OR SAFETY PRECAUTIONS 
RELATED TO ELECTROSURGERY–VALLEY LAB, INC

Angeles Fire Marshall, AORN

active electrodes.

leakage does occur. It is recommended that cords not be wrapped 
around metal instruments or bundled together.

TABLE 4 OVERVIEW OF AORN RECOMMENDED 
PRACTICES FOR SPONGE, SHARP, AND 
INSTRUMENT COUNTS

possibility exists that a sponge could be retained.

procedures.

likelihood exists that an instrument could be retained.

Trendelenburg’s position

Medications
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TABLE 5 THE JOINT COMMISSION UNIVERSAL 
PROTOCOL FOR PREVENTING WRONG SITE, WRONG 
PROCEDURE, WRONG PERSON SURGERY
Preoperative Verification Process
Purpose: To ensure that all of the relevant documents and studies are 
available prior to the start of the procedure and that they have been 

patient, procedure, site and, as applicable, any implants. Missing 
information or discrepancies must be addressed before starting the 
procedure.

Process: An ongoing process of information gathering and 

continuing through all settings and interventions involved in the 
preoperative preparation of the patient, up to and including the “time-
out” just before the start of the procedure.

Marking the Operative Site
Purpose: To identify unambiguously the intended site of incision and 
insertion

procedures), the intended site must be marked such that the mark will 
be visible after the patient has been prepped and draped.

“Time Out” Immediately Before Starting the Procedure

procedure, site, and as applicable, implants.

procedure team consistently initiated by a designated member of the 
team, conducted in a “fail-safe” mode, ie, the procedure is not started 
until any questions or concerns are resolved.

Hazardous equipment

ESU

Methane gas 
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A Teamwork Approach to Quality Patient Care in the Operating Room

Patient-return electrode

Safety holster

Retained foreign items

Wrong site surgery

Conclusion

About the authors

The Surgical Technologist.
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References

Note: The AST Standards of Practice are 
accessible online at www.ast.org.

We anticipate adding more of the 
Board-approved standards this summer.

AST advances the profession 
and members’ interests 
through legislation
To protect members’right to practice and 
promote the profession, AST members 
enjoy many legislative advocacy advantages, 
especially the online Legislative Action Center 
that provides immediate access to:

Information on AST’s current legislative 
mission, agenda, strategies and goals

Comprehensive information about all the 
profession’s advocacy efforts

Tools to facilitate grassroots efforts by mem-
bers and state assemblies enabling them 
to respond to legislative email alerts and 
contact legislators by phone, fax, or email

Existing surgical-technology related law 
available by individual states

Framework used by AST advocacy staff 
for gathering information, monitoring 
success and driving campaigns

Automatic updates on legislative actions 
on the state and national levels

Action alerts for contacting legislators

Interactive map to identify elected officials

Archive of legislative articles

On behalf of members, AST is seeking through 
legislative and/or regulatory mechanisms, the 
requirement that new surgical technologists 
hired by hospitals be graduates of CAAHEP-
accredited schools and that they hold and 
maintain the Certified Surgical Technologist 
credential administered by the National Board 
of Surgical Technology and Surgical Assisting.

Membership in AST is valuable personally 
and professionally. Renew! Join!
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DNR: 
the Ethics of Resuscitation
REBECCA P IEK NIK ,  CST,  CSA ,  MS,  FAST

LEARNING OBJECTIVES:

resuscitation.
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DNR: the Ethics of Resuscitation

The Patient Self-Determination Act

The Patient Self-Determination Act (PSDA), passed in 1990, requires 
medical care facilities that receive Medicare and Medicaid payments 
to inform patients of their right to choose the type and extent of their 
medical care and to provide patients with information about living 

-
lowing from heath care facilities (including hospitals, nursing homes, 
home health agencies, hospice programs, and HMOs): 

decisions about their treatment through advance directives. A 
representative from the health care facility should also explain 
its own policy regarding advance directives. If a portion of the 

the patient must be advised of which of their directives will not 
be followed.9,16

patients and written policies and procedures should take into 
account the laws and court decisions of the state.9,16

directives. And educate employees and the local communities 
about laws in the state governing advance directives. Effective 
implementation of advance directives will be easier for all parties 
involved if personnel are trained in advance and familiar with 
hospital policies.16

9,16

whether or not the individual has executed an advance directive.9,16

Advance directives

An advance directive is a general term that refers to one of two legal 
documents used to speak for the patient in the event that they cannot 
make decisions for themselves. Those two legal documents are 1) a 
living will or 2) the durable power of attorney. 

A living will must be properly witnessed by a notary, and allows the 
patient to state, in writing, that they do not wish to be kept alive by 

living wills with their doctors and legal counsel to identify and under-

measures—used in their living wills.

Creating durable power of attorney is a legal way to appoint a health 
care proxy who will make medical decisions for the patient in the 
event that he or she cannot do so. This person should be aware of 

religious considerations that the patient wants to have taken into 
account.9,16

Each state has its own laws concerning advance directives, which 
can vary widely. A living will or durable power of attorney signed in 

also available at no charge through the Partnership for Caring, 
-

ments_set.html.

Additional information

pbillofrights.html
provides a wealth of information on setting up and following ad-
vance directives. Visit their web site at www.partnershipforcaring.
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Conclusion

About the author
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TABLE 1 GUIDELINES FOR PERIOPERATIVE DO-NOT-RESUSCITATE (DNR) POLICIES
Reevaluation requirements Patients with DNR orders may be appropriate candidates for anesthesia and surgery, especially 

for procedures intended to facilitate care or relieve pain. The etiologies and outcomes of cardiac 

reevaluation of the DNR is necessary. 

Delineating responsibilities for 
reevaluating the DNR order

the intraoperative and immediate postoperative period.

Provision of options

one of the following options may meet the needs 
of most patients with DNR status who require 
anesthesia and surgery.

surgery and in the PACU, regardless of clinical situation.

if the adverse clinical events are believed to be both temporary and reversible, in the clinical 
judgment of the attending anesthesiologists and surgeons. This option requires the patient 

and goals of treatment.

version. However, certain procedures are essential to providing the anesthetic care (such 

consistent with a request in the progress notes.

documented in the progress notes.

Documentation requirements Documentation must include both an entry in the progress notes as well as an order in the 

following and be written or cosigned by the attending physician:

Time limitations for DNR orders The original DNR order should be reinstituted at the time the patient leaves the care of the 
anesthesia provider (on transfer out of the OR or PACU) unless documented otherwise.

Special considerations
order remain in effect during anesthesia and surgery, physicians and other caregivers have 
the option of declining to participate in the surgery.

interventions.

reevaluated for the perioperative period. Decision making for pediatric patients is a complex 
area that is beyond the scope of this document. Caregivers should seek guidance from more 
knowledgeable clinicians, ethical and legal consultants or other policies.

Resources available for assistance Caregivers may believe that ethical or legal consultation may be necessary or might prove 
helpful, particularly when there is a lack of consensus about whether to resuscitate. The 
following resources are available:

DNR: the Ethics of Resuscitation
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Principles of securing pelvic hemostasis

Puncture to the vena cava

LEARNING OBJECTIVES:

major pelvic bleeding

infections

hypovolemic shock

Gynecologic Surgery: 
Problems and Complications

hD

Laceration to the internal iliac vein

Laceration to the common iliac artery

Damage to internal iliac branches in sacrospinous ligament
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Damage to the ureter or bladder

Postoperative complications—overview

Circulatory and cardiac concerns
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Respiratory concerns

Gastrointestinal concerns

Shock in the gynecologic patient

TABLE 1 ILEUS VS OBSTRUCTION5

Postoperative ileus Sign/symptom Obstruction
Distension discomfort, but not cramping pain Abdominal pain Cramping becoming progressively severe 

48-72 hrs postoperative Relation prior to surgery Usually delayed: 5-6 days for remote onset

Present Nausea and vomiting Present

Present Distension Present

Absent or reduced Bowel sounds Borborygmi with peristolic rushes and high 
pitched tinkles

Only if there is an associated peritonitis Fever Rare; if present may suggest a gangrenous 
bowel

Gas in colon; distended loops of small and 
large bowel

Radiographs Single or multiple loops of distended bowel 

Conservative
Nasogastric suction; enemas; cholinergic 
stimulation

Treatment Conservative: nasogastric decompression
Surgical intervention

TABLE 2 BASIC CLASSIFICATION OF SHOCK STATES6

Type Definition
Hypovolemic An inadequate circulating blood volume results from hemorrhage or acute volume depletion 

Distributive
resulting in an intravascular volume depletion

Cardiogenic Intrinsic pump failure exists

Extracardiac obstructive The heart is intrinsically normal and total blood volume is adequate, but mechanical factors 
interfere with performance

Gynecologic Surgery: Problems and Complications
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Hypovolemic shock

Hemorrhagic shock

TABLE 4 CLASSIFICATION OF HYPOVOLEMIC SHOCK6

Sign Class 1 Class 2 Class 3 Class 4
750-1500 1500-2000 Greater than 2000

Blood volume (%) 15-30 30-40 Greater than 30

< 100 > 100 > 120 > 140

Blood pressure Normal or increased Normal Decreased (mean arterial 
<60 mmHg)

Decreased

Pulse pressure Normal Decreased Decreased Decreased

Normal May be delayed Usually delayed Always delayed

Respirations (per min) Normal Mildly increased Moderate to marked 
tachypnea

Marked tachypnea; 
respiratory collapse

> 30 20-30 5-15 Essentially anuric

Mental status Normal or anxious Anxious Confused

TABLE 3 SIGNS AND SYMPTOMS OF THE EARLY STAGE OF HYPOVOLEMIC SHOCK6
System Symptom/sign Cause
CNS Mental status changes Decreased cerebral profusion 

Cardiac circulatory Tachycardia

Rapid and thready pulse Adrenergic stimulation increases contractility, 
increasing both cardiac output and resistance 
in the vascular system

Systemic circulatory Normotensive or hypotensive; jugular vein 
distention decreased; narrow pulse pressure

Vascular system resistance decreased; venous 
return decreased secondary to volume loss; 
sympathetic nervous system increases vascular 
tone

Renal Oliguria Perfusion decreased secondary to decreased 
circulating blood volume

Respiratory Normal or tachypneic Sympathetic stimulation; acidosis

Skin Cold, clammy Vasoconstriction; sympathetic stimulation
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Septic shock

TABLE 5 CLINICAL DEFINITIONS OF INFECTION SYNDROMES6

Condition Definition
Infection

of normally sterile host tissue by these organisms.

Bacteremia Presence of a of viable bacteria in the blood.

response syndrome
Systemic response to infection manifested by two or more of the following conditions as a result of infection: 
temperature > 38 degrees Celsius or < 36 degrees Celsius; heart rate > 90 beats per minute; respiratory rate > 20 

Sepsis Systemic response to infection manifested by two or more of the following conditions as a result of infection: 
temperature > 38 degrees Celsius or < 36 degrees Celsius; heart rate > 90 beats per minute; respiratory rate > 20 

Severe sepsis Sepsis associated with organ dysfunction, hypoperfusion, or hypotension. Anomalies can include, but are not limited 
to do, lactic acidosis or acute alteration in mental status.

Septic shock
not limited to, acidosis or oliguria.

Hypotension A systolic blood pressure of less than 19 mmHg, or a reduction of > 40 mmHg from baseline in the absence of other 
causes of hypotension.

Multiple organ dysfunction 
syndrome

Presence of altered organ function in acutely ill patients. Homeostasis cannot be maintained without intervention.

TABLE 6 EARLY SIGNS AND SYMPTOMS OF SEPTIC SHOCK6

System Symptom/sign Cause
CNS Subtle mental status changes, septic 

encephalopathy 
Decreased cerebral profusion; cytokine-related 
endothelial cell damage creates a leaky blood 
brain barrier 

Cardiac circulatory Tachycardia; bounding pulse Myocardial ischemia; depressed cardiac 
function; decreased or increased cardiac 
output; decreased systemic vascular resistance

Systemic circulatory Normotensive or hypotensive; widened pulse 
pressure

Decreased systemic vascular resistance; 
decreased circulatory volume

Renal Oliguria Afferent arteriolar vasoconstriction

Respiratory Normal or tachypneic Pulmonary edema; acidosis; muscle fatigue

Skin Peripheral vasodilation; sympathetic 
stimulation; febrile response

Other Fever or hyperthermia Infection; endotoxins; cytokines

Gynecologic Surgery: Problems and Complications
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Signs and symptoms—late stage of shock

Management of shock

Postoperative infections

TABLE 7 SIGNS AND SYMPTOMS OF THE LATE STAGE OF HYPOVOLEMIC AND SEPTIC SHOCK6

System Symptom/sign Cause
CNS Disorientation; obtundation Hypoxia; increased cerebral edema

Cardiac circulatory Cardiac dysfunction; tachycardia; other 
dysrhythmia

Irreversible ischemia; decreased cardiac index; 
decreased ejection fraction

Systemic circulatory Right heart failure; extra vascular pooling

Renal Oliguria progressing to anuria Acute renal failure

Respiratory Tachypneic Adult respiratory distress syndrome

Skin Cold, clammy Vasoconstriction; sympathetic stimulation

Other
thrombocytopenia; depressed platelet function

Anaerobic metabolism; hepatic dysfunction; 
endothelial cell injury; platelet deposition; 
vascular thrombosis

TABLE 8 BACTERIA COMPOSING NORMAL VAGINAL FLORA7

Aerobes Anaerobes
Staphylococcus aureus
Staphylococcus epidermidis
Group B streptococcus
Streptococcus sp
Enterococcus faecalis
Lactobacilli
Corynebacterium sp
Escherichia coli
Klebsiella sp
Gardnerella vaginalis
Peptococcus sp

Peptostreptococcus sp
Bacteroides sp
Fusobacterium sp
Prevotella biviua
Prevotella disiens
Bacteroides fragilis group
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Gynecologic Surgery: Problems and Complications

Vaginal flora and infection types

Routine postoperative care

About the author
d
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Author’s Foreword

LEARNING OBJECTIVES:

Poverty Guidelines

Improving Access to Health Care  
for Children

Introduction

Access to Health/Dental Care Through the Use of Public 
Insurance Programs
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Improving Access to Health Care for Children

Causes Leading to Uninsured Children

The Bureaucracy of Government Run Insurance Programs and the 
Cost Savings of Private HMOs 

2007 U.S. DEPARTMENT OF HEALTH AND HUMAN 
SERVICES POVERTY GUIDELINES
Persons in 
Family or 
Household

48 Contiguous 
States and D.C.

Alaska Hawaii

1 $10,210 $12,770 $11,750

2 $13,690 $17,120 $15,750

3 $17,170 $21,470 $19,750

4 $20,650 $25,820 $23,750

5 $24,130 $30,170 $27,750

6 $27,610 $34,520 $31,750

7 $31,090 $38,870 $35,750

8 $34,570 $43,220 $39,750

For each 
additional 
person, add

$ 3,480 $ 4,350 $ 4,000
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What’s in your wallet?

Medicaid and how it relates to more protection against 
unforeseen effects

Access to Health Care versus Quality of Health Care
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Improving Access to Health Care for Children

Other Areas that Affect Access to Care

Analysis of the Invest in Children Program
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How do we increase the access to care?

About the Authors
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Improving Access to Health Care for Children
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Background

LEARNING OBJECTIVES:

palliative care

the different staff levels

to coordinate communication between a patient and family.

Palliative Care Education  
in the Acute-care Setting
REBECCA P IEK NIK ,  CST,  CSA ,  MS,  FAST

Methodology

Scope and limitations

Selection of the survey tool
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Development of the questionnaire

Selection of the sample 

Distribution of the questionnaire

Palliative Care Education in the Acute-care Setting

Palliative Care Questionnaire

What type of education is available at various staff levels 
regarding palliative care?

1. How many hours of education are given to address pain management for 
patients?

-
native therapies?

4. Is there an in-service or guidelines in place to assist staff in offering respite 
care? Does your staff know the difference in respite or palliative care? 

questions? Is your staff comfortable in writing orders for pain management?

and support in the hospital? Is your staff aware of spiritual counseling that 
is offered in the hospital?

7. How does the staff handle cultural sensitivity training when dealing with 
terminal and end-of-life patient issues?

-
ment support? Does your staff follow through with ways to offer bereave-
ment support?

facilitation of communication regarding treatment goals?

transfer to hospice or palliative care? Is your staff comfortable in facilitating 
the transfer to hospice or palliative care?

Palliative care concentrates on the quality of life for the 
patient and that of the family. It is planned treatment 
to relieve, rather than cure, symptoms caused by cancer 
or other terminal illnesses.

Palliative care is a comprehensive approach to treating 
serious illnesses that focuses on the physical, psycho-
logical, and spiritual needs of the patient. Its goal is to 
achieve the best quality of life available to the patient 
by relieving suffering, controlling pain and symptoms, 
and enabling the patient to achieve maximum function-

and values are an essential component. Palliative care 
is sometimes called comfort care or hospice-type care. 

and their families. Hospice care may take place in the 

psychological, and spiritual care also includes the fam-
ily, who continues to receive ongoing support even after 
the patient dies. 

meeting the special physical, emotional, social and 
spiritual needs of dying individuals, by providing pal-
liative and supportive services during the illness and 
bereavement to and on behalf of individuals who have 
no reasonable prospect of cure and, as estimated by a 
doctor, have a life expectancy of less than six months.
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Table 1: Palliative-care questionnaire data, summarized by department
 Questions MICU Nurses SICU Nurses

No formal education for staff regarding palliative care Two nurses stated there was 
none, only written info for hospice in-service

How many hours of education are given to address pain management?
30 minute in-service for pain management 0 nurses recalled any in-service Four nurses recalled a 30 

minute session
Ongoing in-service for pain management Four nurses agreed there was 

ongoing education education in pain control
Only three nurses knew of 
alternative therapy

Four nurses felt informed 
on alternative therapy

Healing touch therapy or massage therapy One nurse had knowledge of touch 
therapy

Is your staff comfortable in writing orders for pain management?

Comfortable consulting residents and attending physicians for pain management All surveyed were at ease 
in consults

Refer pain management to physicians Staff preferred to refer to 
physicians

psychosocial counseling?
Three nurses did not know of any 
training untrained

Patients were assessed upon admission to the unit on needs for psychological 
counseling

One nurse assessed patients 
upon admission

This unit did not assess 
patients

Are there guidelines in place to assist staff in offering respite care? Is it available?
Are not aware of any respite care or guidelines Only one nurse knew of respite 

guidelines
Four nurses were not 
aware of guidelines

support? Are you aware of counseling offered in the hospital?
Aware of pastoral care services and were comfortable referring patients to pastoral 
care.

Three nurses aware of services Only two nurses referred 
patients to pastoral care

Does staff follow through with bereavement support?
All four knew established 
guidelines guidelines

facilitation of communication regarding treatment goals?
goals

Nursing staff felt that communication was appropriate between all involved in a 

hospice or palliative care? Is your staff comfortable in facilitating the transfer to 
hospice or palliative care?
Hospital needs to offer more in house service and promoting the policies and 
procedures when it comes to hospice and palliative care. Staff is not comfortable.

One nurse felt there 
should be more education

Staff is comfortable in referring patients to hospice. The hospice representatives 
facilitate the transfer. 

All four nurses knew guidelines in 
the transfer of care guidelines for the transfer 

of care
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Palliative Care Education in the Acute-care Setting

ONC Nurses Director of Pulmonary Director of Patient Safety Director of Palliative Care
Not available for residents Not sure Not available for residents

Rounds once a year Informal verbal education None regularly
Five nurses recalled a 30 minute 
in-service
Two staff stated there was a pain 
control in-service
Three nurses felt informed on 
alternative therapy

No alternative therapies 
discussed

Informal discussion held on options No alternative therapies discussed

Four nurses knew of touch therapy

Comfortable using individual 
formulary

Residents use published algorithms Residents use individual formulary

Only two nurses felt at ease to 
consult 
Five nurses referred patients to 
physicians

Residents not familiar with any 
training

Staff used some guidelines None known

training
Four nurses used admission for 
assessing patient

Not aware of any Staff refers patient to hospice Residents call care counselor
Five nurses did not know of any 
respite care

Residents offer pastoral care

Six nurses referred patients to 
pastoral care
All seven nurses knew of 
guidelines

 

Residents follow through by 
contacting pastoral care

Staff follows through by contacting 
pastoral care

goals
 

There are no set standards for 
communication

House staff communicates better 
than attending physicians

Physicians do not discuss 
with patients. Usually a nurse 
handles the discussion

lack of continuity of care for patient
Staff is aware of guidelines and 
work with director to transfer 
patients

One nurse felt there should be 
more education
All seven nurses knew of 
guidelines for the transfer of care
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Palliative Care Education in the Acute-care Setting

Palliative care plan checklist 
Address short term medical progress and goals.

met (eg mental status or ventilator needs). Has there been 
improvement, stability, or worsening in the past 24 hours?

 Are there clinical changes (eg new gastrointestinal bleeding) 

goals?
 Review interventions that may be needed in the next 48 
hours and set overt criteria to measure progress (eg objec-
tive indicators of progress toward ventilator weaning).

 Use this information to review goals and determine whether 
changes in the prognosis can guide you, the patient, or the 
family in decision making.

Address patient symptoms and 
psychosocial needs.

 Review progress in managing the current symptoms and 
psychosocial needs (patient and family).

 Identify existing or new physical symptoms and psychosocial 
needs (eg patient depression, family stress) and discuss 
among team members.

next 24 hours.
 Identify both ICU and non-ICU resources (eg palliative care 
nurse, clinical psychologist, etc) to assist in the care plan 
and clarify roles for members of the interdisciplinary team.

Clarify understanding of prognosis and coordinate 
patient/family communication.

diagnosis, prognosis, possible outcomes, and details of the 
above items.

information or new perspectives that can help clarify the 

changed.
-

cal responses and goals.
 Determine what new information needs to be communicated 
within the next 24 hours.

 Agree on who and how the team will communicate with the 

with family at 3 pm; the resident will attend, then call out-
of-town relative after meeting).

Document care plan and coordinate the follow-up 
and the next day’s assessment.

 Document the clinical status, symptoms, and daily goals of 
care with the details of the decision-making process.

 Change orders as necessary (eg new do-not-resuscitate 
order).

 Schedule next meeting for interdisciplinary team that 
includes the patient (if able) and family to update the goals, 
medical evaluation, responses to current therapy, and future 
plans.

Recommendations
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Clinical assessments

Palliative care plan checklist
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Palliative Care Education in the Acute-care Setting

Patient centered and family centered care 

Conclusion
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Innervation

Vascularity

Tumor staging (TNM)

-

represents metastasis to distant tissues.

The “T” class is as follows:
T0  Unknown primary tumor

T1 0 cm to 2 cm

T2 2 cm to 4 cm

T3 4 cm to 6 cm

T4 Greater than 6 cm

Tx Primary tumor cannot be assessed

The “N” class is as follows:
N0 No lymph node metastasis

N1 Single lymph node, less than 3 cm 
on the same side as the tumor

N2a Single lymph node, 3-6 cm on the 
same side as the tumor

N2b Multiple nodes, none greater than 
6 cm, same side

N2c Bilateral or opposite nodes, none 
greater than 6 cm

N3 Metastasis in a node greater than 
6 cm

NX Nodes cannot be assessed (usu-
ally due to a node biopsy)

The “M” class is as follows:
M0  No distant metastasis (cancer 

has not spread to distant body 
structures)

M1 Distant metastasis (cancer has 
spread to distant body structures)

MX Distant metastasis cannot be 
assessed

crosses over the midline and how far onto the opposite cord.
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Surgery of the Head and Neck: Anatomy, Instrumentation and Dissection

Pharynx, larynx, esophagus, and trachea

Lymphatics

Instrumentation, supplies, and equipment

Instrumentation

Supplies



44 AST June 2008 Volume 2, No. 1 Copyright 2008 AST www.ast.org

CE CREDIT PKG 2: 18 CONTINUING EDUCATION CREDITS

Equipment

Dissection types

Radical
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Surgery of the Head and Neck: Anatomy, Instrumentation and Dissection

Modified radical

Selective
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Resection of the floor of the mouth

Mandibular resection
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Surgery of the Head and Neck: Oral Surgery and Fracture Management

Uvulopalatopharyngoplasty (UPPP or UP3)

Facial fracture management

LeFort fractures

it at different skulls at various speeds to see how the bones 
fractured. He described different facial fractures according to the 

fractures are taught to medical students and residents, but most 

are still used to describe certain cranio facial procedures for 
patients with craniofacial and upper jaw deformities.

sinuses where only the palate moves.

bones, and the nasoethmoidal complex. It is often called a 
pyramidal fracture.

and creates complete or partial craniofacial disjunction.
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Zygomatic fracture management

Maxillary fracture management

Arch bar application
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Total Knee Arthroplasty

Patellofemoral joint 

Anatomy 

Muscles of the knee

MIS surgical approach
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Standard total knee incision

Wright Advance Knee System

Femoral preparation

Femoral alignment

Femoral resection

Key Terms2,7,9

Pes anserinus is the combined insertion of sartorius, gracilis 
and semitendinosus.

Ligament of Wrisberg is a band that leaves the posterior 
-

taches to the medial condyle of the femur. 

Transverse ligament stretches across the anterior part of 
the knee and connects one meniscus to the other. 

Coronary ligaments are the deeper portions of the capsule 
that unites the menisci to the tibia and femur.

Ligamentum mucosum
entering the joint through a scope; it is a triangular fold of 
synovial membrane.

Genicular arteries: superior, middle, inferior = collateral 
circulation around the knee. The greatest risk in a lateral 

by interruption of the superior lateral geniculate artery. This 
artery is located at the musculotendinous junction of the 
vastus lateralis. 

Popliteus bursa lies between the popliteus tendon and the 
lateral condyle of the femur. It separates the popliteus tendon 
from the lateral menisci. 

“The unhappy triad of O’ Donoghue,” or called (terrible 
triad)
meniscus when torn.

Chondromalacia consists of softening, discoloration, fraying 
and degeneration of the articular surface of the kneecap. This 
is seen in women ages 14– 28 usually.

Osteochondritis dissecans; distal femur, portion of it loses 
blood supply, usually lateral surface medial condyle.

Baker’s cyst occurs at the back of the knee, (popliteal cyst) 
and can result from an enlargement of the semi-membranous 
bursa or bursa beneath the medial head of the gastrocne-
mius. It seems to be associated with a meniscal tear. 

Joint mice is any loose body in the knee joint. 
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Total Knee Arthroplasty

Femoral sizing

Anterior and posterior resections

Trochlear groove resection

Tibial preparation

Extramedullary tibial resection

Tibial sizing

Patellar preparation

Trial reduction

Implant insertion
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Ligament balancing 

Wound closure

Postoperative care, complications and prognosis
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