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	AORN Greater Houston #4407 Meeting Minutes
September 13, 2016 Houston Methodist Dunn Rio Grande Room 4:30-6:30



[bookmark: _y6ytei3qscbn]Attendees
[bookmark: _h47waae2dntc]Members: 44
Students: 9
Visitors: 16
Teleconference: 1
[bookmark: _s6vsk6oc39xf]Welcome – 2016-2017 Kick Off Meeting - 1630
[bookmark: _p1tpkjsdfufc]
· Nakeisha Acher -  president this year for local chapter!
· Maratha Stratton – president for national AORN
· THE POWER OF YOU!
[bookmark: _81sprmev7o3g]Who Wants to be a Millionaire? Back to Basics – Nikki Washington - 1638

· [bookmark: _s6uj1clrryri][bookmark: _ftzvqpbd5cl6]A / B team
· Team A: Is it okay to wear home laundered cloth caps in the OR?
· A) Yes, when contained with a disposable cap 
· AORN: A reusable cloth cap that is contained within a disposable cap may be home laundered, just as other personal clothing (e.g.,T-shirts) contained within the scrub attire are home laundered.
· Team A: If we have multiple procedures for the same patient, how should we count the items?
· B) All together
· AORN: For multiple procedures or sterile fields, all items should be counted together at the final count while sterile technique is maintained. Multiple procedures or sterile fields increase the risk of counted items moving between setups and creating confusion during counting, which may contribute to counting errors if items are missed. Counting items across all sterile fields, while maintaining sterile technique, accounts for all surgical items in the room and validates that the items have not been retained in the patient.
· Team A: When is best time to do initial count for a case?
· A) Before the patient enters the room
· The initial count should be conducted before the patient enters the OR or procedure room, when possible. Performing the initial count before the patient enters the room will allow the perioperative team members to have the optimal benefit or reduced interruption from patent care distractions. When conducting the initial count before the patient enters the room is not possible, a second RN circulator may assist the primary RN circulator.
· Team A: When should you perform hand hygiend in the perioperative setting? Your hands should be washed…
· D) Before/after patient contact, after contact w/ patient surroundings, before performing a clean/sterile task
· Your hands should be washed:
· Before and after patient contact (eg, transferring or positioning the patient)
· Before performing a clean or sterile task (eg, inserting an invasive device such as a vascular or urinary catheter)
· After risk for blood or body fluid exposure (eg, after removing PPE)
· After contact with patient surroundings (eg, patient bed and linens)
· When hands are visibly soiled
· Before and after eating
· After using the restroom
· When hands are visibly soiled
· Team A: What is the ideal fingernail length for periop staff?
· D) No longer than 2mm
· AORN: Fingernail tips should be no longer than 2mm (0.08 inch). Studies found that fingernails at a length shorter than 2mm were less likely to harbor bacteria when compared to nails longer than 2mm.
· Team B: What should un-scrubbed perioperative team members wear on their arms when prepping?
· C) Long sleeved hospital laundered scrub jackets 
· Perop team members should wear scrub attire that covers arms while performing preop skin prep. Wearing long sleeved attire helps contain skin squamues shed from bare arms. Jacket decreases SSi.
· AORN: Perioperative team members should wear scrub attire that covers the arms while performing preoperative patient skin antisepsis. Wearing long-sleeved attire helps contain skin squames shed from bare arms. Performing the preoperative skin antisepsis without wearing a long-sleeved jacket may allow skin squames from the perioperative team member’s bare arms to drop onto the area that is being prepped and may increase the patient’s risk for an SSI.
· Team B: When is an item considered retained?
· D) When they have to reopen the wound to get it and when the patient comes back to the hospital with infection and item is found
· AORN: Reporting requirements for retained surgical items vary among quality organizations and accreditation bodies. Events that necessitate reopening a wound to retrieve a RSI should be reported in compliance with your policy, as well as local, state and federal regulatory agencies.
· Team B: If the count is interrupted, the count for the type of item being counted during the interruption should be?
· B) Restarted
· AORN: If the count is interrupted, the count for the type of item being counted during the interruption (e.g., laparotomy sponge) should be restarted. The surgical count is a critical phase of the procedure during which distractions, noise, and unnecessary interruptions should be minimized. The collective evidence recommends that minimizing distractions, noise, and interruptions in the OR creates a safer environment for patients and perioperative team members. During the count, a no-interruption zone should be created that prohibits nonessential conversation and activities, including rushing the count.
· Team B: Does the first surgical hand scrub of the day have to be with an antimicrobial soap agent, water, and sponge before using an alcohol-based surgical hand product?
· A) No, not required, normal hand washing is enough
· AORN: A standardized surgical hand scrub with a soap (antimicrobial agent), nonabrasive sponge, and water does not have to be the first surgical hand scrub of the day before an alcohol-based surgical hand rub product is used, unless it is recommended in the manufacturer's instructions for use. The surgical hand scrub reduces the transient and resident flora of the hands, which also may reduce health care-associated infections. A standardized surgical hand scrub using an alcohol-based hand rub product will decrease transient and resident flora on the hands. Hand washing does however need to be performed before the first surgical hand scrub of the day.
· Team B: Can health care personnel wear gel or shellac nail polish in the periop setting?
· B) Not decided, needs further review
· AORN:
· A multidisciplinary team that includes perioperative RNs, physicians, and infection preventionists should determine whether ultraviolet (UV)-cured nail polish (eg, gel, Shellac®) may be worn in the perioperative setting.
· An evidence review in the AORN Guideline for Hand Hygiene found no research to support or refute wearing UV-cured nail polish. The Society for Healthcare Epidemiology of America (SHEA)/Infectious Diseases Society of America (IDSA) hand hygiene practice recommendations also cite a lack of evidence-based guidance on wearing UV-cured nails and nail enhancements in the patient care setting. A conservative approach recommended by SHEA/IDSA is for the health care organization to consider UV-cured nails as artificial and to not allow health care personnel to wear this type of polish in high-risk areas, such as the operating room (OR).
· Research is needed to determine whether UV-cured nail polish affects the performance of hand hygiene and the microflora on the hands of health care personnel. Whether UV-cured nail polish carries the same risk of harboring pathogens or transmission of infection to patients as artificial nails is unknown. The harms of wearing UV-cured nail polish may include damage to the natural fingernail and harboring of pathogens in the gaps created as the nail and cuticle grow.
- TEAM B WON!
[bookmark: _e8a660miqp3g]Business Meeting

· [bookmark: _acqcuqli2nyu] The board and officers introduced
· President - Nakeisha Archer	
· President-Elect - Georgeanne Green
· Past President (NLDC & Board Advisor) - Chad Flora 
· Vice President  - Nancy Allen
· Secretary - Falynn Chapman	
· Treasurer - Patricia Rodriguez
· NLDC  - Deshon Barton-Essia (Chair), Daphny Grace Peneza, Holly Mishoe, Chad Flora
· Board of Directors – Lasandra Brown, Terri (Theresa) Rubin, Naomi Brown, Chad Flora (advisor), Darlene Murdock (advisor)
· MEMBERSHIP COMMITTEE
· Chair: Tammy Campbell
· Signing people in, keep up with membership, sign everyone into national roster, try to make sure we have what you need at the front table
· Going to work more this year and try to approve attendance at our meetings. If anyone would like to work with us and be more visible in hospitals and the community, etc. 
· AORN AMBASSADORS 
· People who will be representing their organization. 
· Willingness to serve forms for any committee at the meetings
· EDUCATION COMMITTEE
· Chair: Fred Perry
· Arrange for speaker and get food here every month
· Reach out to vendors / people in nursing community
· Challenge – those who do not have readily available educational plan, we have to work with them to develop a contact hour. They can present the hour through our chapter anytime we want. The work we put into it is worth it.
· The food has been a challenge since vendors can no longer offer food.
· WEBSITE AND NEWSLETTER COMMITTEE
· Chair: Falynn Chapman & Darlene Murdock
· There is a new website! Still in the works but is accessible now. Stay on the lookout for the emails etc. If anyone would be interested in helping w/ the website please contact Falynn (fkchapman@gmail.com)
· Darlene is willing to sponsor students for their AORN student membership – other people have been raising their hands to sponsor students as well 
· Darlene’s email address is on the newsletter 
· If there are any updates or news or exciting things anyone has to say just email her – will be put in newsletter
· Community outreach / service committee
· Chair: Darlene Murdock
· Help with finding and organizing volunteer opportunities
· Legislative Committee
· Chair: Joanne Oliver
· We participate in the NLAC for TX. We pay through our chapter to be a member of that. What this coalition does is review legislation that involves nursing. We have 20+ organizations sitting at table to talk about bills/is it good for their area/etc and we support each other in that way. We make a mightier force in the legislator. We attend meetings and bring it back to you. Also nurse day at capital. Get to go and talk to legislators. The government has extreme impact on nursing and this is how we get your voices heard. 
· FINANCIAL UPDATE – Patricia Rodriguez - 1714
· August: we bought a table at the federation gala – honoring Judy Swanson  $1,100
· Settled w/ president elect. We owed her from expo in amount of $110.13
· Light snack @ board meeting $150.71
· Reimbursed Chad Flora $92.01
· AORN deposited $531
· Business checking account: $10,995 
· We will look into ways to bring revenue into our chapter – if you want to speak at one of the conferences we will be having please contact us 
[bookmark: _b112gfljbpxo]Education Session – CE provided by Jim Stobinski, PHD, RN, CNOR, CSSM – CCI presents “There is no OR Nurse University” – 1720-1820

The issues
· A group of nursing leaders assembled by CCI in 2007 called the current process of licensure and competency assessment a “license for life”
· When you take and pass NCLEX you’re assumed you’re competent for life
· It’s not a good assumption not for our profession
Top ten health technology hazards for 2016
· ECRI
· “Insufficient training of clinicians on OR technologies puts patient at increased risk of harm (#5)
Maintaining safe care conditions
· The joint commission – sentinel events (top 5 most frequent occurring sentinel event)
· wrong pt/wrong site/wrong procedure surgeries
· unintended retention of foreign objects
· delay in treatment
· suicide
· op/postop complications 
· 3 out of five pertain to OR! 
· There were 10,000 of these in one year (OR had 33% of these)
· Institute for healthcare improvement is great source
· Rate of SSI for all surgeries is 2-3% for clean cases (category 1)
· 60% of those are likely preventable
· SSI’s are under reported and often hidden
· Facts
· Nearly 722,000 will acquire healthcare associated infection each year in US hospi
· 200 patients a day will die as a result of these infections
· SSI – 22% of the total – 159,000
· 6 billion a year to treat these – estimated cost. Hospital does not get paid for these
· The real cost is to the patient’s and families
The first question
· How many OR nurses are in the US – 160,000?? Actually, we just don’t know!
DEMOGRAPHICS – CNOR
· Average age of people who took exam – 43
· Magnet facility – 64%
· AD/DIPLOMA – 36% // BS/BSN – 58% // MS/MSN or higher – 6%
EVIDENCE ON STAFFING
· Chiefly anecdotal evidence
· Use of travelers
· Difficulty recruiting to leadership positions
· Spotty shortages 
· Rural facilities, urban settings
· The underlying theme is a lack of consistent reliable data 
CURRENT SITUATIONS
· We now have or will soon have a need to bring large numbers of nurses into OR
· Incomplete picture of the nursing workforce as pointed out in the IOM report on the future of nursing
· We have gaps in our knowledge regarding training and education methods 
CHOICE ON HIRING PERIOP NURSES
· Option 2
· HIRE EXPERIENCED NURSES TRAINED BY OTHER
· NO GUARANTEE OF QUALITY
· 10 YEARS OF EXPERIENCE, neuro or ortho experience, someone in 30’s or 40’s
· You are subject to whoever trained them in first place
· OPTION 1 
· Train your own periop nurses
· Resource intensive
· May lack the resources (nurse educator etc)
· CANNOT SEND PEOPLE OFF TO SCHOOL! There is no OR nurse university to train them 
STATE OF THE PROFESSION
· Lack of standardized education path for entry into the profession
· Wide diversity of approached for education and training
· No mandate to consistency or quality
· No one entity has overall control
· Considerable leeway in meeting JC, CMS, OR AAAHC requirements
· When crediting organization come to facility they may ask to see competency paperwork – doesn’t have to be specific
DEFINITION – SUB SPECIALTY EDUCATION
· This is not the orientation process for the newly-hired experiences periop nurse
· No formal recognition of edu path
· Significant commitment of resources required
· Didactic plus preceptorship – can last weeks or months – unfortunately has been done in 4 to 6 weeks 
WE DON’T YET HAVE THIS CULTURE OF INVESTING IN PEOPLE THROUGH THEIR LIFE CYCLE
· Many employers are reluctant to put effort into OR nurses due to the return might not be so great
· Less loyalty both from nurse to hospital and from hospital to nurse 
WHAT DOES THIS MEAN?
· What are the implications for this lack of standardizations? Complex technology, intensive field, expanding body of knowledge, rapid pace of change 
· OR nurses have a very specific skills set. It is difficult to go from OR to med surg, etc. 
The foundation of periop nursing competency (individual level)
BSN  sub specialty  learning when you do cases / working in nursing work environment  additional edu and certification  competency level!
· Only 1/5 nurses that are eligible for become certified do it
· No current testing after sub specialty
· A lot of nurses don’t go back to get another degree because it is not required
COMPETENCY AND PERIOP NURSING
· What’s the big deal? You know when someone is competent
· The expert nurse is obvious in their practice AND you know when the inexperienced nurse is struggling but after that… 
· The old way – periop nursing edu  “you will struggle for months to years but then one day the light bulb will go off and it will all make sense”
· This statement is actually true and has a good theoretical basis 
BUT THINGS HAVE CHANGED 
· Novice to expert continuum
· Patricia Benner – won’t hear about her until grad school … novice expert continuum 
· Dryfus brothers, thought it up, she worked w/ them 
NOW – THE NOVICE TO EXPERT CONTINUUM
· Nurses develop skills and understanding of patient care over time through a sound edu base plus experience in care environment
· There are limits to what you can be learned in classroom
· The primary site of nurse learning is the clinical nursing work environment
· All nurses will pass through these stages – no one begins at competent 
· Some might become expert some might not but still good pt care
· A change in work role or environment may cause a nurse to regress on the continuum
· It takes 2-3 years of experience in the same work to function at competent level
· It is possible to learn the skill (knowing how) without learning the theory (learning why)
· Experience is a preq for expertise – you must have practical work experience to be an expert 
· It’s possible to learn the skill without the theory… But didn’t understand the rationale… 
· NOVICE – beginner w/ no experience, taught general rules to help perform tasks, rules are context free, independent of specific cases, and applied universally, rule-governed behavior is limited and inflexible, tell me what I need to do and I’ll do it (because they can’t prioritize what they need to do).
· May be new grad or experienced nurse w/ little or no OR experience
· About 2/3 facilities will hire grad nurse 
· Will need close supervision
· Very little OR experience in pre-licensure programs
· Require structure and formalized education program
· May freeze up when faced w/ new situation not covered in classroom or lab setting 
· Advanced beginner – demonstrated marginally acceptable performance, gained prior experience in actual situations can recognize recurring meaningful components, principles based on experiences
· Easy recognized, likely off of orientation, struggle until reaching competent level, must assess and ensure their competency level, vulnerable stage in their career, no longer have preceptor upon completion of orientation 
· Loose a lot of OR nurses shortly after orientation if we don’t support them
· COMPETENT (2-3 years) – can differentiate between current and future aspects of a situation – prioritize accordingly, gains perspective from planning own actions based on conscious abstract and analytical thinking, focused on time mgmt.,
APPROXIMATELY 3 YEARS TO REACH COMPETENT LEVEL
BENNER – THE THREE APPRENTICESHIPS  when you get all pieces together you get competent OR NURSE
· Intellectual training
· The academic knowledge base, to think in ways important to profession, learning of theory and scientific methods, periop 101 is most common example
· This is our weakness because OR edu is not standardized
· Skill based apprenticeship
· The skills needed in practice, critical thinking, preceptors, traditional methods, a strength of our
· Integrated practice / socialization
· Ethical standards, social roles, responsibilities of the profession formation of professional identity and agency, nursing leadership has a key role, critical long term success 
How does a nurse get started in the OR?
· THERE IS NOT SCHOOL FOR IT!
Current Reality
· Must have access to didactic/classroom content – the theoretical stuff, the “why” behind what we do
SUMMARY
· Competency assessment is seldom used
· Lack of rigor
· Longitudinal studies are lacking
· Evaluation of effectiveness varies widely
· Financial considerations are prominent in evaluation methods 
What can nursing leadership do?
· Evaluate your current methods / check against evidence that is out there
· Do not make assumptions about experienced periop nurses that you did not train
· Acknowledge the learning needs of nurses early in their career
What does the future look like?
· It is likely that we will be faced with an increasing need to add new periop nurses to our workforce
· Focus on competency levels by accreditation and licensing bodies
· Recognition that individual competency may have an effect on outcomes
· Opportunities for research
· The need for periop nurses is not going away 
CNOR recert will look like CSSM within 5 years – we will evaluate your competency
Cannot just take CE’s to recert CNOR

[bookmark: _hqq36rw6klg]Announcements & Events
[image: ] COMMUNICATION 
· PLEASE LIKE FACEBOOK PAGE

[image: ]AND view our website!








FEDERATION OF HOUSTON PROFESSIONAL WOMEN
HONORING JUDY SWANSON – 9/17/16 @ 5:30 pm
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CNOR PREP COURSE – MEMORIAL HERMANN
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AORN WEST HOUSTON – PRESENTING SAFETY SEMINAR
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MEDICAL BRIDGES VOLUNTEER DATES 
Sat 10/24
Sat 11/12
Sat 12/3
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AORN IS ON THE ROAD! How to implement the new guidelines
HOUSTON – NOVEMBER 5TH
  






Next meeting
[bookmark: _GoBack]October 11, 2016 @ Houston Methodist Dunn Rio Grande Room @ 4:30pm
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• https://
aornhouston.nursingnetwork.com/ 



New Website Ribbon Cutting 
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Federation of Houston Professional 
Women 
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Congratulations 
Judy Swanson!! 
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CNOR Prep 










CNOR Prep 
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The volunteer work primarily consists of sorting donated medical supplies in preparation for shipment 
to medical professionals helping those in needs in developing countries. 



Medical Bridges Volunteer Dates 
  
                   Saturday, October 24 
                 Saturday, November 12 
                  Saturday, December 3 
  
                       9a until noon 
                 2706 Magnet Street 
                 Houston, TX 77054 
  
Email darlenemurdock@hotmail.com for more information. 
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Our workshop cover the topics that you must know about: 



• Positioning 
• Perioperative Pressure Injury (formerly pressure ulcers) 
• Moderate Sedation 
• Tissue Sealants & Hemostatic Agents 
• Flexible Endoscope Processing 
• Retained Surgical Items 
• Environmental Cleaning 



Top benefits of attending a workshop: 



• 4 CHs 
• Free 12-month subscription to AORN’s Guidelines for Perioperative Practice eBook (a $175 value) 
• Your $45 registration fee can be applied to AORN membership 
• Opportunity to interact and learn directly from guideline authors 
• Safe and supportive learning environment 
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