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			Introduction

			I am the person who calms and reassures you before the surgery begins and the last person you see before I gently transport you into unconsciousness. I watch over your body while the surgeon slashes and cuts, ensuring that your heart is protected from the stress and that oxygen is delivered to your vital organs. I keep you warm and give you blood if needed. Afterwards, I’ll wake you up, making sure you don’t throw up. I’m also the person who relieves your pain with numbing needles and I administer epidurals to women in labor. Yes, I’m your friendly hospital anesthetist. 

			I entered into this specialty because I like to work with others, both inside and outside of the operating room, and I can help patients to feel better as they heal — even after their bodies have been cut apart and stitched back together. Anesthesiology is about reducing pain, inducing amnesia or unconsciousness and putting a patient into a protected state of suspended animation during the stress of surgery. 

			I’ve always been fascinated by the physiology of the body and this is a common reason anesthetists enter this field — we want to understand the inner workings of important body organs. We learn to obsessively measure, manipulate, control and tinker with the body’s function during an operation, using various devices and drugs. It sounds a bit nerdy — and it is. Only individuals with a certain personality would care about these things, and, as discussed in a later chapter about the characteristics of different specialists, anesthetists do share a particular personality and attention to detail.

			We consider ourselves to be your advocate before your surgery even begins. We give the final okay that allows the surgery to proceed. If we think you aren’t stabilized or won’t survive the operation, we’re not going to put you to sleep — it’s just not going to happen.

			Because we have this “permissive” role in the operating room, the relationship between surgeon and anesthetist is a curious one. Though there is a layer of professional courtesy and respect between the specialties, when either party scratches the surface, conflict can suddenly arise. Anesthetists are grateful that surgeons give us patients to anesthetise. But we curse when presented with patients who are missing important laboratory investigations or are ill prepared for the stresses of surgery. Surgeons, on the other hand, need us for the operation to happen in the first place, but they hate to be delayed or have the case canceled by us. However, like it or not, we both need each other. The frequent ribbing that occurs between us underscores the tension based upon this sometimes tense, yet symbiotic relationship.

			Some people mistakenly assume that anesthetists receive assignments to work with particular surgeons for a day. In fact, I choose the operating room that I want to work in the day before. Obviously, monetary incentive plays a role for an anesthetist; the riskier and more difficult a case, the greater the starting fee charged, and the longer a surgery takes, the better it pays. Then there are occasions when I just want to be involved with a certain type of operation, like vascular or orthopedic surgery. But other considerations are also important. Working with a dull, humorless and cranky surgeon makes for a very long, boring day — and that’s enough for me to switch rooms. On the other hand, working with a happy and engaged team makes the day fly by, and I finish work feeling good. Personal chemistry is so important; some people make me feel relaxed and at ease, while others rub me the wrong way. Let’s face it — no matter what job you have, your satisfaction is influenced by those with whom you interact. 

			While caring for the patient in the operating room, I have a unique perspective — not that of the surgeon, assistant or nurse, who are all focused on the surgical field under the hot lights — but that of an observer, standing by the patient’s sleeping face while his or her body is opened and dissected, noting the way others in the room react during the operation. I can observe the rhythms and routines of the operating room as the drama of surgery unfolds.

			I decided to write this book for a number of reasons. First, people are curious about the operating room and hospital as is evident in the proliferation of fictional and documentary television shows and films set there. I was also motivated to expose the misconceptions many people have. After working in the O.R. for years, I now take for granted the routines and experiences of the operating room; it has become all so familiar. Yet, I recall my wide-eyed surprise and amazement when my own misunderstandings were first corrected. Thus, I can empathize with people’s need for knowledge.

			Another inspiration to write this occurred after reading Anthony Bourdain’s wonderful book Kitchen Confidential: Adventures in the Culinary Underbelly. He revealed the behind-the-scenes, hidden world of cooking, chefs and restaurants — what really goes on behind the kitchen doors. The stories were a revelation to me. In the same way, I hope my book shines light on interesting aspects of hospital life for the uninitiated.

			I also wanted to give some practical advice to those who have to come into hospital. Hospitals can be chaotic places, with strange antiseptic smells and confusing, endless corridors. They can be frightening. If you must come, you will probably be tested or probed by mysterious devices, possibly into some of your most private regions; you may have something scraped, cut out, sewn or fastened together while under sedation or a general anesthetic. 

			You will want to know how much pain you’ll feel after the procedure. Are you going to feel nauseated? Are you going to be able to even pee without personal assistance or the use of a catheter? 

			You will also want to know something about the doctors looking after you, such as the specific skills they bring to their jobs and what to expect from them.

			I work all over the hospital — I’m in the labor and delivery room helping the obstetrician and easing labor pain. I’m in the diagnostic suites, where specialists like gastroenterologists and radiologists need sedation for patients undergoing procedures. I know which surgeon I’d want to operate on me — and which surgeon I would not allow to operate on my dog. I get to know the specialists and nurses who work outside of the operating room. Thus, I’m positioned at a hub in the hospital with a good finger on its pulse.

			Though there are many interesting stories written or dramatized from the perspective of medical students learning to become doctors, there are not many day-to-day descriptions of life in the operating room and hospital. I want to illuminate these realities and share some of my personal feelings and experiences as an anesthetist in a busy community hospital.

			The stories in the book are all based on real events and facts, derived from many different hospitals, and I guarantee you won’t see me retracting fabrications on Oprah. That being said, many names of patients and doctors have been changed — to protect the innocent and, occasionally, to hide the guilty.

		

	


	
		
		Chapter 1
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			A Day in the Operating Room

			The operating room is the heart of the hospital where dramatic events and major, life-altering decisions occur. I’m sure that most people have no idea about some of the strange, unusual and unexpected events that occur here. You can watch shows like ER, Grey’s Anatomy and House and think you know what’s going on — but in fact you really don’t.

			I’m going to describe what working in the operating room is truly like. Hopefully, I can help you experience the operating room from a different perspective.

			For many, a trip to the operating room is a frightening experience. You’re going “under the knife,” facing the unknown.

			But I want to reassure you that you’ll be cared for by an experienced team that is intimately acquainted with the routines and rhythms of the O.R. And though some team members may have unusual personalities and follow what may seem to be strange rituals, they have a lot of pride in their work and will care for you to the best of their abilities.

			Every department in the hospital strives to attain the accepted “Standards of Care.” In the O.R., the goals are not just to attain, but to exceed those standards — not only because we are directly responsible for people’s lives, but also because it’s what most of us demand from ourselves in our work. It may seem trite, but it is true — the operating room is the beating heart of the hospital.

			Greens

			Each day starts with the act of going into the locker room to change into surgical greens. Like a hockey player who puts his jersey and equipment on before a game, we prepare for a day in surgery by donning greens, slipping on the surgical cap and tying the mask.

			O.R. greens are not designed for comfort or style. If you’re not of average height or build, they definitely won’t fit well. Their function is to keep you clean and relatively cool. There was a time, working as a resident at a downtown teaching hospital, when the greens weren’t separate tops and bottoms, but were composed of a single jumpsuit. Male residents loved these jumpsuits, because they titillated us with the deep V that exposed the cleavage of female residents, who struggled to cover up. We couldn’t fail to notice how tightly these suits hugged their bodies. Our eyes were very adept at outlining the braless attributes of certain classmates. 

			Instruments

			A buzz of activity starts each morning, as the nurses in each room prepare for the day’s surgeries. Pre-wrapped surgical instruments, specialized solutions and sheets of synthetic fibers that act as barriers to infection, called surgical drapes, are opened on sanitized stainless steel trays.

			Because of the complexity of modern surgery and the myriad instruments used during each procedure, one is almost assured that some instrument will be missing or mistakenly substituted. This inevitably causes a delay in the proceedings. Curse-filled and panic-stricken calls from each operating room to spd (Sterile Processing Department) ensure the proper instruments are sent up immediately.

			I always find it curious that many surgical instruments are named after dead surgeons. Instead of “blunt-ended suction,” it’s called a Yankauer. In place of the “three-fingered clawed retractor,” we use a Senn-Miller. I suppose it’s an honor to have a surgical instrument that has saved many lives named after you, like a Balfour Retractor or Allis Forceps. And it’s certainly easier to ask for the Balfour Retractor than the “adjustable self-retaining retractor with fenestrated side blades.”

			Despite the honor, there are certain instruments I’d rather not have my name associated with — I’m not sure how Dr. Pratt really felt about the Pratt Rectal Speculum.

			However, I shouldn’t make light of names. On a personal note, when I was beginning my anesthesia practice, I asked Dr. Robert Stubbs if I could work in his private cosmetic clinic. Dr. Stubbs is well known in the plastic surgery world as one of the first doctors who began penis enlargement surgery in North America.

			“Wow, your name is Dr. Whang. Did you know that I learned the technique of penis enlargement in China with . . . and I’m not kidding . . . with Drs. Long and Dong. So you can just see my advertisement: Penis enlargement surgery with Dr. Stubbs. Trained by Drs. Long and Dong. Anesthesia by Dr. Whang.”

			I didn’t get the job.

			Nurses

			Operating room nurses are obviously a vital part of the O.R. team. There is currently an extreme shortage of qualified nurses in all areas of the hospital because there are an insufficient number of nurses coming up through the ranks — and this is especially evident in the O.R. Many of the most experienced nurses will be retiring within the next five to ten years. Some hospitals are filling these positions with nurses from other countries. One hospital is hiring nurses from the Philippines, while another hospital is employing many Russian nurses, yet another hospital is hiring Indian nurses and so on. In fact, most of us in North America should be feeling some guilt because we’re depriving other countries of these caring and highly competent professionals. 

			I’ve observed two notable consequences of hiring foreign-trained healthcare workers at our hospitals. First, potluck lunch selections are now wonderful: succulent Ad Bong Baboy (chunks of pork cooked in soy sauce, vinegar, garlic, pepper and bay leaf) from the Philippines, wholesome Russian Lekeh (a honey pastry with raisins and walnuts) and tasty Indian Kalcha (bread made with flour, potatoes, onions, spices and butter).

			Second, there is a new operating room vernacular — specimen bottle becomes spacemen bootle, clamp becomes clemp, and room changeover is now room chenga over. It’s an adjustment for everyone.

			The addition of nurses from different ethnic backgrounds has significantly changed the O.R. from its days of meat and potatoes and Queen’s English. It has significantly spiced up both the lunchroom and the local vernacular.

			Many people in North America don’t consider a nursing career in the operating room appealing. First, some don’t believe they can stand the blood and guts of operations — though in truth, only a small percentage of people can’t tolerate it — and I have known a few who fainted observing their first operation and then went on to enjoy fulfilling operating room careers.

			Some think that nursing in general doesn’t pay well. The dearth of available nurses has emphasized their importance and recent contract agreements have significantly increased incomes. 

			The sway nurses have in the O.R. is changing every day. More nurses are training to become surgical assistants and fill manpower gaps in place of doctors. I’ve seen veteran nurses teach and advise doctors how to correctly set up and use new O.R. instruments since they often have more exposure and experience with the equipment than some surgeons. 

			The new rules instituting a safety checklist in the operating room, that must be followed before surgery can begin, reinforce the fundamental principle of teamwork, encourage us to look out for each other and stress the equal importance of every member in the team. In the past, I’ve seen warnings from experienced nurses prevent disaster. Unfortunately, advice ignored has resulted in some dangerously close calls. It’s folly not to listen to an experienced voice in the O.R. In the old days, perhaps 30 to 40 years ago, doctors’ treatment of nurses was sometimes abusive. At that time surgeons were considered to be the gods of the O.R. There were no policies to prevent and condemn bullying. There are legendary stories about doctors’ raging tantrums and verbal tirades when things didn’t go well. Doctors threw sponges and instruments, including scalpels, across the room . . . sometimes at others. 

			An older colleague recounted a good illustration of this behavior to me. A foul-mouthed bully of a surgeon was working with a veteran scrub nurse. During the surgery, he repeatedly demanded the wrong instruments from the nurse — for example, he’d ask for sutures when he wanted a scalpel. He blamed these errors on the nurse. “You should know what I need during the operation,” he yelled. “How many times have you seen this operation? Give me what I need, not what I ask for!” 

			Finally, after being handed another “incorrect” scalpel, in self-righteous disgust he tossed it at her. She shifted back and it flew past her. Without hesitation, she immediately grabbed another scalpel from the instrument tray, cocked her wrist and deftly threw it at him — it whizzed just past his right eye, jangling onto the floor behind him. The O.R. was silent as the doctor stared at the nurse, his eyes wide with shock and fear. After this brief pause, the surgery resumed.

			Little did he know that she was a competitive dart champion. 

			In the end, there were no complaints filed by either nurse or surgeon; back then, things just weren’t done that way. And neither uttered a word to each other about the incident.

			But the surgeon never threw a surgical instrument at anyone again.

			The Scrub

			Nurses, surgeons and surgical assistants begin the scrub at the sinks just outside the O.R. “Scrubbing” is a ritual application of sterilizing soap solutions lasting at least five minutes, during which the definition of “clean” nails and hands achieves a standard that even Mom would appreciate. After finishing your scrub, you’re not allowed to touch anything unsterile. Inevitably, the most exasperating itches seem to occur on the nose or eyes just after the hands are scrubbed, forcing people to beg others to scratch the offending area for them. If no one is available, you witness an odd sight — people desperately rubbing their faces against I.V. (intravenous) poles, tables or other sharp objects.

			Surgically Clean

			Of course, infection is the scourge of the O.R. Every attempt is made to prevent the introduction of bacteria, viruses and spores into or near surgical wounds. Sterility is an obsession.

			“Surgically clean” means that even the slightest sneeze directed at the instruments, or even the simple suspicion of an unwashed hand grazing the corner of a surgical tray demands a replacement of the entire set. The touch of an unsterilized finger could deposit hundreds of thousands, if not millions, of microbes on an instrument, leading to a potentially life-threatening infection if deposited within the body.

			And so, you can see there’s definitely no adherence to the “five-second rule” for instruments that accidently fall to the floor. 

			For the germ-phobic obsessive-compulsive and other neurotic types of people who work in the operating room, these standards are perfect. It’s as close to “Clean Nirvana” as it gets.

			Waiting for the Call 

			Patients sit in the preoperative holding area, worrying and waiting to be called for surgery. Medical histories have been reviewed, with identification and allergy bands fastened to wrists. They shiver nervously under their flimsy gowns.

			Many are surprised by how thin and revealing these gowns are. The old “Johnny gown” had the strings tied from behind leaving the back and buttock bare. Newer kimono-style gowns are better, but can still be revealing. Men who’ve never worn dresses are frequently guilty of exposing themselves. Large, hairy male patients sit oblivious, with legs spread wide apart, or ankle resting upon the opposite knee, groins uncovered, while seated opposite female patients who squirm uncomfortably, heads and bodies turned abruptly away to avoid seeing the genitalia on display. Believe me, it’s happened on more than a few occasions.

			People are given blankets to keep warm. Some wear them like shawls, loosely draped over shoulders. Others wrap them around their necks like scarves. There’s even a small group that cover their heads, as if wanting to disappear and hide under cloaks. But many just leave the folded blankets unused upon their laps. These blankets should be used by the patient to keep as warm as possible. It’s been shown that raising your temperature before surgery helps keep you warm during and after the operation. Even mild drops in temperature during and after an operation have been shown to significantly increase the risk of infection, blood loss or heart complications and prolong recovery room times.

			The surgeon visits the patient just before surgery to mark the correct side with an “X” and answer any outstanding questions. After having already spent long detailed sessions in the office explaining the reasons for surgery, techniques and possible complications, there is sometimes a pained and exasperated look upon the surgeon’s face when the patient asks: “Doc, tell me again — what are you going to do to me today?” 

			The Atmosphere

			What about the tense atmosphere of the operating room among the nurses, surgeon and anesthetist? Between the sterility issues and the technical demands on the staff, you can often cut the tension in the air with a scalpel, so we definitely try to keep things loose and relaxed whenever possible. It’s not always as serious as it’s dramatized on TV shows — “Scalpel, please nurse! This cut determines whether the patient lives or dies!” In reality, no one could tolerate that kind of intensity with every operation, every day. We’d all go mad. Instead, the aim is to have a relaxed atmosphere and a day without complications. The conversation during operations ranges from sports scores and events in the news, to the latest O.R. and hospital gossip. 

			Some subjects come up repeatedly. We discuss recent difficult or unusual cases (while maintaining patient confidentiality): “He was barely hanging on — recent heart attack, pneumonia, kidney failure, massively obese — and the family still wanted everything done. When I suggested it looked hopeless and maybe we shouldn’t do an operation, they threatened to kill me. I had to call security.”

			Foolish administrative decisions are regular joke fodder. These decisions usually concern manpower, equipment and how to save money, and we resent the fact that these decisions are made without consulting us, the ones directly affected by any changes. In a typical example, they once chose to switch to cheaper, inferior bandages — which ultimately resulted in increased costs, since we had to use twice as many bandages — but no one bothered to ask us our opinion. 

			Finally, we often discuss the recent behavior of quirky characters who work in the operating rooms — the ones we love, though they drive us nuts. Like the assistant who never stops releasing silent but deadly farts during surgery or another who endlessly complains about everything in the O.R; the orthopedic surgeon whose non-stop jabbering earned him the nickname Dr. BBC; the internist who appears only at night to see pre-op patients (that would be Dr. Vampire); the hyperactive, boyish, bouncy, obsessive-compulsive and talented ophthalmologist whom nurses want to strangle after hearing him say, “It went perfectly, perfectly fine” to every patient at the end of every operation, 15 times a day. 

			Music

			Music helps the team relax and is a vital part of the preoperative routine. Each person has his or her favorite work soundtrack. Whether it’s hard rock or classical music, it’s amusing to see how important music is to some people, particularly surgeons. Some surgeons will even refuse to start surgery unless their radio station or personal CD is playing. Some will refuse to start if there is rap music playing. Personally, I don’t like country music for the operating room — there’s already going to be a lot of hurtin’ going on. One surgeon I work with will not sew up the surgical wound unless a particular piece is playing. On many occasions, the operating room staff votes to select a certain style that everyone enjoys.

			Sometimes the choice of music can create some funny situations — like the time “Hurts So Good” was playing just before a hip replacement, or when “Stairway to Heaven” played before I put a patient to sleep.

			O.R. Voodoo

			Another strange preoperative ritual is “O.R. Voodoo.” Like athletes who have specific pre- or post-game rituals, such as always eating steak or tying their shoes the same way, many doctors have routines they religiously follow before or during the operation. One surgeon drives along the same route to the hospital every day, regardless of the weather or traffic conditions. Another surgeon, when closing a wound, will count every suture she makes — and if she ends on 13, she will either take one suture out or add an extra one to make it “right.” Some feel they must sterilize the skin in a certain manner before the operation can even begin.

			The majority of operations go smoothly and completely as planned. However, in the back of our minds, based on our collective experience, we all know this can change. The tone of the O.R. can quickly go from calm at one moment to disaster in an instant. All it takes is a sudden anaphylactic allergic reaction, a laceration of a major artery, an accidental cut to a major nerve or organ . . . the list goes on. O.R. Voodoo creates the magic spell warding off the bad luck lurking in the shadows. Hell, if it would help me avoid a bad outcome, I’d go to the O.R. nude.

			The Bad Karma of VIPs

			Even before surgery begins, you might wonder if there are factors that increase your risk of complications. Are there circumstances that create negative karmic energy during your operation, leading to a bad outcome? Most definitely, the answer is yes. This occurs especially when the patient is a doctor, lawyer, nurse, hospital volunteer or even just the spouse of one of these individuals. If any of the staff comments during the operation that “Everything is going so smoothly” or “We’ll be going home soon” — get ready for trouble.

			If one or any combination of these factors applies to you before surgery, be very, very afraid. Here are just a few examples of problems that have arisen in these situations: a transplanted knee ligament unexpectedly falls from the surgeon’s hand onto the cold and unsterile floor (doctor’s wife); partial paralysis occurs after an epidural insertion (nurse); the main blood vessel to the gut is accidentally cut, instead of the kidney vessel (lawyer’s mother); unexplained fluctuations in the blood pressure and pulse occur during a major hip operation requiring intensive care admission (hospital volunteer).

			I don’t know why there seems to be increased risk with patients who are or are associated with lawyers, nurses, hospital volunteers or doctors, but believe me, there definitely is. Maybe the extra pressure causes the operating room staff to change their normal routines and thus make mistakes. As Voltaire said, “The enemy of good is perfect.” Just knowing that you’re operating on a high-risk patient causes you to second-guess every move: how a surgeon would normally approach incisions and suturing might change or an anesthetist might decide to modify doses and add or subtract new drugs. Everyone must constantly fight the urge to make it “just a little bit better” for the VIP. I’ve noticed that my hands develop a small, disconcerting tremor under such circumstances. In fact, for me, the entire mood in the operating room changes. The music disappears, the surgeon doesn’t chatter, assistants refrain from commentary, nurses stop gossiping and time slows. 

			Inadvertently commenting that things are going smoothly during an operation curses everyone. This is self-explanatory — the O.R. Gods punish those who arrogantly believe that mere mortals control their own destiny. If, during an operation, any fool dares to make such a statement, they are immediately shouted down and rebuked by the rest of us.

			Assistants

			Most surgeons work with a surgical assistant, especially during larger operations. In my experience, the majority of assistants are very good. Good assistants anticipate the surgeon’s every move, retracting and suctioning blood to expose and clear the operative site. There is an old but true surgical axiom — the key to good surgery is “exposure, exposure, exposure.”

			On the other hand, a poor assistant can make a surgeon’s life hell. Many times I’ve heard the sickening thud and witnessed the subsequent minor contusion suffered by the surgeon, caused by an inadvertent head-butt by the assistant. I’ve seen the phenomenon of “assistant eclipse,” as the assistant’s head slowly blocks illumination from the overhead operating room lights, casting an ominous shadow over the operative site. Finally, there is the dreaded “cut wrong thing,” as in, cut the wrong suture, or cut the surgeon’s finger (when this happens we say the assistant is guilty of “surgeonocide”). 

			There are also assistants who — how can I put it? — are a bit odd. Some endlessly babble on about their personal struggles, holding the rest of us captive during an operation. Many use the operating room as a personal psychotherapy session. With one assistant, we have had to endure the story of his marital breakup, divorce, verbal battles with his ex-spouse and adventures with online dating. Another drones on about her shortcomings and weight gain, outlining what fat does to her hips. There seems to be no detail too embarrassing or intimate to discuss in the O.R. We all grimly work on in uncomfortable silence, hoping that our lack of interest will discourage them — it never does.

			Of course, the surgeon needs the assistant and thus forges on, teeth clenched painfully behind his or her mask. 

			Finally, we have the “old veteran” assistant. Like a player past his prime, it’s difficult to tell him it’s time to quit. One older assistant has angina and diabetes and has had a heart bypass and knee replacement surgery. He’s fainted during operations at least three times — fortunately not fainting into the patient. After each episode, the whole gamut of neurological and cardiac tests was performed with no definitive answers. It is obvious to us that he’s getting a bit old, and the job is too stressful for him. Many have thought that he should let go of the retractor and enjoy life. Though he’s been stable for the last few months, it’s disconcerting to have to watch over the assistant as well as the patient.

			The Cold Operating Rooms

			Once all the preparation is done, the patient enters the operating room. What’s surprising to most people is how bone-chillingly cold it is — it’s as if someone forgot to pay the gas bill. Of course, patients are forced to wear those utterly embarrassing, unappealing, thin operating room gowns — the “Johnny gowns” that tie and open in the back, displaying your ass for the world to see. (Newer gowns have recently been developed that better preserve one’s dignity, but they’re not commonly used yet.) It’s as if the hospital decided to find the least warm, most humiliating piece of clothing for patients to wear in one of the coldest rooms in the building. 

			Operating rooms are intentionally kept cool. Around the operating table, the staff is wearing thick waterproof surgical gowns, at least two layers of thick gloves and surgical caps. On top of that, they’re standing under intense, bright and very hot surgical lights. Unless you want a surgeon, nurse and assistant to collapse with heat exhaustion, just accept the fact it’s got to be cool.

			What Not to Say Just Before Your Surgery

			I must warn you that before the operation starts, there are two things you should never say to the operating room staff.

			First, please try to avoid saying, “If you guys don’t do a good job, I’m going to sue you all.” This tends to cause the tension in the room to rise and any feelings of goodwill that existed will rapidly dwindle. The operating team has a lot of pride in our jobs and we work to the best of our abilities. We do not need to be threatened or coerced into doing a better job — it’s an insult. None of us need to be preoccupied with the threat of a potential lawsuit. We’re trying to take care of you.

			Second, when you’re asked repeatedly about your medical history, drug allergies or to confirm the side of the operation, try not to joke or playfully mislead anyone. It may seem like the tenth time you’ve been asked the same thing, but safety and your wellbeing are our primary concern. That’s why making a crack about which side of your body is going under the knife is akin to joking about a bomb to airport security — no one’s going to laugh. We are all familiar with hospital horror stories about a patient having the wrong leg amputated. At one hospital where I worked, the surgeon removed the healthy lung of a smoker, tragically leaving the patient to die with his remaining cancer-filled lung.

			These mistakes happen for many reasons. It can be as simple as the surgeon not checking the x-ray notes to confirm the correct side. There can be a language barrier that goes undetected or a communication problem no one bothers to clarify. Even after the surgeon checks the side, the assistant and nurses in the operating room may clean and drape the wrong side before the surgery starts. The surgeon, entering the room, may assume that all the usual preoperative checks had been performed and begin the surgery.

			It amazes me how many patients are in an almost disassociated state before their operations. They don’t speak up when things are obviously incorrect. They answer yes to all questions, passively following instructions. We’ve been socialized into handing over our care and security to medical personnel and somehow give up our responsibility at the doors of the operating room.

			I have witnessed an eerie occurrence where two patients, roughly the same age, both named Smith, were mixed up — one was to have a cataract operation, while the other was to have a circumcision. The wrong Mr. Smith was called by the nurse to accompany him to the operating room. 

			Needless to say, there was great relief when the mistake was found just before Mr. Smith’s eye was draped, ready to be cut. We can only imagine the shock and surprise of the second Mr. Smith, had the other operation been carried out.

			So please don’t joke about which side or what part is to be operated upon. It amplifies the paranoia that we already have.

			Starting the Intravenous

			Now we’ve prepared for the operating room, the staff is ready and you enter the chilly room in your flimsy gown. After lying on the operating table, an anesthetist will start the intravenous. Many patients say this is “the scariest part of the procedure.”

			This is a pet peeve of mine. Let’s get real, people. The anesthetist is going to stick a small needle, slightly bigger than the size of a sewing needle, into your vein. Contrast this with what the surgeon is about to do. He is going to make a large cut through your skin and cause you to bleed. Then he’ll stretch, scrape, clamp and cut another part of your body. Yet my small intravenous is “the worst part of the operation.” Let’s give the anesthetist a break and tell your surgeon to be careful.

			Paradoxically, other than small children — whom everyone understandably sympathizes with — some of the most terrified patients are large, muscular men with numerous tattoos depicting evil, death and destruction covering their arms, chest and back. These are men who have already endured thousands of un-anesthetized needles! I still can’t get over the look of terror — panic-filled eyes, cold sweaty foreheads and trembling arms — as I approach them with my needle. 

			For some, the needle may conjure up some childhood experience that scarred them for life. And the patient might see the needle as a symbol for the surgery that is to follow. But to me, when all is said and done, it’s still just a little needle.

			Reactions Just Before Sleep

			Most patients justifiably feel some apprehension right before the anesthetic is given. I’ve noticed different kinds of reactions prior to unconsciousness.

			First are the Type A personalities, many of them businessmen. It’s the idea of losing control, more than the risk of complications, that terrifies them the most. They hide this fear with a blank mask while on the operating table. Responses to questions are monosyllabic grunts — yes or no. Blood pressures zoom sky-high and heart rates gallop into the mid-hundreds. It’s easy to quantify anxiety by measuring the vital signs. Calming words of reassurance tend not to help. It’s best to get these people to sleep pronto.

			The second group are those who indulge in recreational drugs. The narcotics given just before going to sleep are, for them, an enjoyable, familiar and free high. Like the dreadlocked Rastafarian, who, after being injected with morphine really did exclaim, “That good ganja, give me more that shit!” Or the patient whose nose was filled with cocaine-soaked cotton balls (to contract blood vessels and reduce bleeding, prior to starting nasal surgery), whose eyes popped wide open with excitement as he asked, “That’s cocaine, isn’t it? Tell me!”

			But the big problem with drug users is their incredible resistance to the anesthetic drugs. Their bodies develop a tremendous tolerance. Giving double doses of sleep medicines often only results in a confused stare and the question — “Hey man, when am I going to sleep?” You’ve got to bring out the really big syringes for these people.

			Propofol

			The most common drug used to put you to sleep is propofol. Because the drug is suspended in a milky white emulsification derived from soybean oil, some people call it “milk of amnesia.” The drug itself causes many to experience a painful burning sensation when it’s injected, so it’s often mixed with some local anesthetics. Introduced many years ago, it has tremendous advantages over the old standby, sodium thiopental. Propofol quickly puts patients to sleep after injection (it takes the drug 20 to 30 seconds to reach the brain after it’s injected), and it rapidly washes out of the brain when regaining consciousness. Once awake, most people become clear-headed very quickly, with significantly less nausea than with sodium thiopental. It can also be used as a continuous infusion to keep people unconscious for many hours.

			The dangers of propofol have recently been highlighted with the death of Michael Jackson. It can cause breathing to slow or even stop and drops the blood pressure. There is tremendous variability in response, depending on age, disease and concomitant drug use. For example, in some frail elderly patients, I’ll sometimes give one-sixth the dose I’d give to young adults, to avoid triggering a cardiac arrest. Experience with the drug and the ability to deliver oxygen into the lungs are absolute requirements before it can be used by an anesthetist. 

			Propofol has an interesting history. When it first came out, there were lots of rumors circulating about the erotic dreams that people recalled when they awoke. There were anecdotal stories about people waking up, saying that they had the most stimulating and wonderful dreams ever. In truth, most of this was the power of suggestion. Once people realized that it was just an expectation implanted in their minds, the stories decreased significantly. 

			It was indeed an interesting process. If you looked like Brad Pitt when giving an anesthetic, women would experience wild dreams. The same holds true for female anesthetists who looked like Halle Berry — the male patient would report having had fantastic dreams. To my disappointment, the only dreams my patients seem to remember are of going to the office or doing housework. For some reason, I inspire a lot of dreams about vacuuming.

			Sensitivity to Anesthetic

			What about sensitivity to anesthetics? Are there large differences in reactions to the drugs depending on your race or lifestyle? Yes.

			If a patient is Asian, the dose of pain medicines and narcotics has to be generally reduced by 25 to 50 percent because of increased sensitivity. It’s not unusual to have Asian patients wake up very slowly and remain drowsy hours after the operation — the “Oriental coma,” as some recovery nurses call it. Asians also report a higher incidence of nausea and vomiting afterwards, especially women.

			On the other hand, for elderly East Indian patients, the clearance and metabolism of drugs is amazingly fast. Even tiny, wizened Indian grannies will pop their eyes open at the end of an operation and ask for more pain medicine.

			If you’re a Brit who smokes and drinks, we know what to expect. In general, the dose of pain medicines and anesthetics needed is substantially larger than normal and you will wake up from an anesthetic very quickly. (As my English medical professor would proudly say to me in the pub, as he puffed on his cigarette and took another sip of Guinness, “We Brits can really handle drugs. Just look at Keith Richards.”)

			Smoking has some benefits with respect to anesthetics. Smokers have a significantly reduced incidence of nausea after anesthetics. However, the effects of smoking on the lungs and the heart tend to outweigh this sole benefit.

			Surgery

			Once the anesthetic has taken effect, the surgery can now begin. The area to be operated on is slathered and cleaned with copious amounts of sterilizing solutions at least twice. Drapes are then applied around the area of the skin to be cut. It is the moment of truth. The initial cut by the surgeon always causes the heart rate and blood pressure to rise in the sleeping patient as the body reacts to the pain in a reflexive, unconscious way. If the patient is not adequately paralyzed, the arms or legs may even jerk in response.

			Occasionally, like a scene out of The Twilight Zone, the patient’s hands will break free of the restraints and instinctively reach and grab at the area being operated on. Sometimes, the patient’s right hand will inadvertently grab at the surgeon’s butt through the sterile drapes. I find this has a tendency to irritate the surgeon. 

			During “open” (not keyhole) abdominal surgery, where a large cut exposes the gut, if there is inadequate muscle paralysis, muscles will tighten and push the writhing, squirming coils of pink guts through the cut and over the body, like coiled toothpaste squeezed from a tube. It’s a very freaky but totally involuntary reflex.

			As the surgeon cuts and probes deeper, the sleeping body tries to protect itself from this unnatural invasion and reactions become more and more intense. The anesthetic now needs to be “deepened” to blunt these responses.

			The Quality of Your Tissue 

			Does the surgeon always judge the quality of the tissue operated upon, detecting differences in tissue strength and elasticity, as it is cut, drilled and sutured? Most definitely. During an operation, the surgeon will ascertain if the patient’s tissue is firm and strong or weak and flabby. Some people are born with tough and robust tissue. Even the simple feel of the knife as it cuts through tissue or a suture as it pierces an organ indicates tissue strength. In other people, as a result of genetics or disease, the surgeon questions the strength of his repair due to the tissues. Surgeons frequently refer to this as “poor protoplasm.”

			In the end, doctors can easily determine your inner physical qualities and strengths, as they gauge drug reactions and peer into your body as easily as other people judge your external appearance and personality.

			Electrocautery

			Many people think that most surgery is carried out with sharp scalpels and knife-like cutting instruments. In fact, a lot of surgery — especially keyhole surgery which uses long, pincer-and-grabber instruments introduced through the body wall and viewed on cameras — is done with electrocautery currents. One hand holds and pulls the tissues with a pincer-like instrument, and the other hand burns and cuts tissue with an electrocautery probe. Like a Star Wars lightsaber, the sparking cautery tip melts tissue, accompanied by distinctive buzzing sounds and puffs of smoke.

			The hazy, white smoke produced from burned tissue smells like a barbecue. Recently, serious concerns have been raised about secondhand smoke escaping into the operating room and the possible cancer risks. Also, disease-transmitting viruses may accompany the drifting smoke as infected tissue is burned. Because of these possible dangers, most electrocautery is combined with suction tubing. As the electrocautery occurs, smoke particles are sucked through nearby tubing and removed from the operating room. With the improved safety of the smoke evacuator, most of us don’t mind giving up the smell of summer grilling.

			We’ve come a long way since Dr. W. Bovie first used electrocautery in the operating room to cauterize bleeding vessels in 1906. Surgeons can work with metallic instruments flowing with electric currents, without feeling the jolts themselves. The surgical gloves offer protection by insulating them from the electric current. 

			Occasionally however, without warning, a microscopic hole can appear in the surgeon’s glove. With the next press of the cautery button, a surgeon will yell in terrible pain and throw the cautery tool down. A very painful burn will be seen on the finger, in the area of the small hole. It’s a hazard when working with electricity. It’s one reason many surgeons, nurses and assistants double glove.

			The risks of the electrocautery aren’t limited to burning the surgeon. It can ignite fires within the patient as well. 

			There are documented cases of patients blowing up with the flammable gases — methane, produced by bacteria in the gut, and hydrogen, made by the fermentation and metabolism of digested carbohydrates. Surgeons have observed a flash accompanied by a bang and suffered facial burns with singed eyelashes and eyebrows. Some places in the intestines contain up to 40 percent flammable gases. Gallbladder surgery and operations of the intestines and stomach have been associated with explosions. It’s not a common occurrence, but it’s definitely quite memorable when it happens.

			In our hospital, a patient having a colonoscopy to remove a polyp (small growth) had an explosion in his gut. There was a flash and a bang, and the patient’s body nearly lifted off the bed. An entire section of intestine was torn, and had to be removed during emergency surgery. Fortunately, he survived.

			The Untold Dangers of Sitting Down 

			We’ve discussed hazards, like explosive gases, intrinsically produced by the body. But the long list of items that people put into their bodies is another story.

			Some humans feel the urge to insert objects into their rectum. This may be a regression to the anal retentive, sub-stage of psychosexual development, as hypothesized by Freud — on the other hand, they may just like the recreational fun and enjoyment of inserting things up their rectum. Unfortunately, a few of these objects will become lodged in the gut and have to be extracted under a general anesthetic. What many of these patients don’t realize is that, like the promise of many pest-control traps, what goes in doesn’t necessarily come out. 

			Because of the segmented, curved nature of the intestines, or the awkward edges of objects, things inserted into the long, winding intestines through the rectum can be very difficult to take out again.

			The list of items we’ve seen inserted into the rectum includes fruits and vegetables, like bananas, cucumbers, squash and zucchini; all manner of balls, from tennis to billiard; shampoo, detergent and perfume bottles; and, as a sign of the modern age we live in, more and more vibrators.

			Now, just a note: there are sex toys specifically made for anal use — just a reminder that serious complications can result unless form and function go hand in hand with appropriate use.

			A colleague described an interesting vibrator extraction to me. After the patient was asleep, the surgeon identified the vibrator with its accompanying wires, by using a proctoscope (a lighted, long viewing scope that’s inserted into the rectum). Numerous attempts to extract the vibrator were unsuccessful. Finally, with the use of long, pincer-like instruments, normally used for laparoscopic surgery, he was able to slowly pull it out. 

			It was the sudden, unexpected activation of the vibrator, while placed upon a metal tray, with its buzzing and rattling, that shocked and surprised everyone in the operating room. All were impressed by how the product obviously exceeded the minimum durability standards as read in the “excessive wear and tear” section of its warranty. 

			When asked how these objects came to be inserted into the rectum, most explanations are, of course, related to sexual activity. The other excuses — like “I just wanted to see what would happen when I did this” — cause many of us to scratch our heads in disbelief.

			Our usual tact, delicacy and understanding are sorely (and too often) tested when the excuse “I accidentally sat on it” is used, especially in circumstances similar to the case of a gentleman who had a potato the size of a large grapefruit impacted in his rectum. You’re probably not too surprised that many of us in the operating room had a difficult time imagining this to be an accident.

			Our response in circumstances like these is usually, “Yeah, really? Sure.”

			The objects inserted into the penis are obviously smaller (we hope) than those stuck up the rectum. These are usually chains, Q-tips and other long thin items. The most interesting case we’ve seen recently was a gentleman who had stereo wires tangled and caught into his penis. We assumed that he wanted to be wired for action and sound. These wires were successfully extracted after a cystoscopy (using a lighted scope inserted into the penis). We were all happy for the patient and for the fact that his stereo speakers could probably be used again.

			Awareness During an Operation

			What about “awareness” during an operation? We’ve all heard the horror stories of people claiming to be awake yet paralyzed while the surgeon is cutting and yanking at organs. The person wants to scream for help but can’t. No one is aware that they’re experiencing this nightmare. This definitely happens. 

			I know of a patient who complained that she was able to hear an entire conversation during gallbladder surgery. She recalled almost word for word the conversation between the anesthetist and the nurse about color preferences for a newly renovated kitchen. The patient tried to scream but couldn’t because she was paralyzed. She recalled feeling the cold burning sensation of the knife as it slit the skin of her abdomen. The next thing that she remembered was the voice of the anesthetist saying, “Gee, her blood pressure and heart rate are kind of high. I better give her some anesthetic.” Thankfully, the patient’s nightmare ended and she lapsed into unconsciousness.

			Awareness during surgery may occur as often as one to six out of a thousand cases. But I have to be honest — aside from unstable patients who can only tolerate minimal anesthetic or during Caesarean sections, where limited anesthetic is given to protect the baby — I believe that a lot of the awareness during routine operations is a result of anesthesia neglect: the failure to maintain adequate levels of drugs during the operation to keep the person asleep.

			I’ve walked into operations where the anesthetist didn’t notice that the vaporizer containing the anesthetic gases had run out. I’ve had to gently remind him — “Um … I think you’ve run out of gas.”

			What follows is the shock of realization, then a desperate fumbling with the canister to refill the vaporizer and deepen the anesthetic. Sometimes drugs are given to induce amnesia, just in case awareness is occurring. 

			When this fact was revealed to a former newspaper editor, his first response was “Yikes!” He thought this revelation about drugs to induce amnesia was a trick to avoid a lawsuit. In fact, he’s correct. With the injection of the amnesic drug, any memories of awareness would hopefully be wiped out and ongoing awareness stopped — and a potential lawsuit avoided.

			As I have written in my chapter, “The Good, the Bad and the Ugly” — which discusses doctor training and competency — doctors are not infallible and will make mistakes. This is the reality of medicine and life.

			The best doctors recognize when mistakes occur and know how to quickly and competently correct the error so that the patient is not harmed.

			When a patient experiences awareness, the anesthetist may have been preoccupied doing other tasks. (Tell your surgeon not to distract your anesthetist with a good joke at critical moments.) Some older anesthetic machines don’t have warning alarms to tell you you’re running low. Fortunately, no one has ever reported awareness during one of my anesthetics. But my colleagues and I have all experienced occasions where these potential problems have quickly been averted.

			Connect accidental neglect with the fact that certain people are more resistant to the awareness blocking effects of anesthetic drugs and you have the potential for intraoperative awareness.

			It may sound scary, but the anesthetist will aim to ensure that intraoperative awareness will not occur. There are brain monitors that can measure levels of awareness. In the end, though, it’s really only the vigilance of the anesthetist that guarantees that you won’t be listening to a surgical conversation or bad music during the operation.

			The Missing Sponge

			Before the patient can leave the operating room and before the operation is considered to be complete, the closing count of all instruments, sutures and sponges tallied at the beginning of surgery must equal the count at the end of surgery. Of course, leaving things in the body can be disastrous. For the patient it can mean chronic infections and can sometimes be life-threatening. For the physicians and nurses it can mean a potential lawsuit.

			If the final count is wrong, a good day can quickly change into a bad day. A muffled groan erupts from the entire operating room team and signifies the start of a desperate search. The surgical field and drapes around the operative site are closely inspected. The gowns, hands and bodies of anyone beside the O.R. table are carefully scrutinized. Shoes, especially the soles, are examined. The perimeter as far as five to ten feet away from the operative site is searched. It’s surprising how far small needles can fly or be carried on the soles of shoes to the other side of the room during an operation. Many of these are the size of nail clippings. Other times, things inadvertently become attached to the surgeon’s gloves, arms and, in one memorable moment, to the surgeon’s butt.

			If you were to enter the operating room at this time, you would witness a very odd sight, like a Kafkaesque piece of performance art. You would see a silent group of people staring intently at the floor, looking lost and bewildered — some wandering like zombies, unblinkingly scanning the floor while others are on all fours, crawling around the operating table with faces just inches from the ground. All the while, the flashing lights and beeps of the anesthetic machine watch over the unconscious patient.

			If by chance some eagle-eyed person finds the missing needle, there is a triumphant shout of “Found it!” followed by smiles, congratulations and high-fives. 

			I can personally say that on those rare occasions when I’ve found the missing object, I feel a goofy sense of pride. I feel as if I’ve won the door prize at a convention.

			What happens if the needle or lost object can’t be is found? A sense of gloom hangs over everyone. An x-ray must be taken of the entire body and is read by either the surgeon or a radiologist, in order to locate the missing object. This procedure can add another 20 or 30 minutes to the operating time. If the object is found in the body, it means re-exploration of the surgical site. 

			This can also be terribly frustrating. Think of trying to find objects like a tiny needle or a blood-soaked sponge the size of a small mothball in a body cavity filled with an overlapping, floppy mixture of organs and slippery tissue layers. It’s the ultimate needle in a blood-filled haystack. It’s a nightmare. Like I said, a good day becomes a very bad day.

			Operating Room Sex

			Because people work as a close-knit team under occasionally stressful conditions and in close proximity to each other, another question that is frequently asked concerns operating room romances and affairs. The answer is: it depends on the circumstances.

			In the teaching hospitals, the incidence of operating-room sex is probably higher than in most community hospitals. Medical residents want to know about everything that goes on in the hospital, even sex. I remember there was screwing around among residents and hospital staff. The heady mix of youth, high hormone levels and tension created many amorous opportunities. 

			Certain trainees wanted to achieve some sexual goals before finishing their residency, such as doing it on the operating table. This is not as awkward as one might think, since an O.R. table is a unique piece of apparatus that can be contorted into almost any sexually advantageous position that one would desire. At one hospital, the cleaning lady surprised the senior surgical resident testing the O.R. table in this way, as he pumped vigorously into an operating room nurse, whose legs were perfectly positioned in the stirrups of the operating table — the so-called lithotomy horny position. The cleaning lady fled screaming from the room. In another often-recounted episode, the chief of surgery was discovered enjoying a midday tryst on his office desk with an attractive surgical resident. Finally, a colleague told me she managed to sneak her boyfriend into the hospital on her last day of the rotation in order to fulfill her goal of doing it in the on-call room. 

			At other hospitals, a celibate monk would feel right at home. I believe the stress levels experienced by staff play a large part in determining the level of extra-curricular activity. However, it’s not easy to predict and one can’t always tell “who’s doing who.” To illustrate this point, let me tell the story of “Sukie” who was, until recently, on the staff of our hospital. She reminded me of a child’s doll: she had a pale, almost white, small face framed by long, dark hair. She was barely five feet tall and weighed about 90 pounds. She would look away from you when greeted with “Good morning” and barely squeak an audible “Hello” in reply. She seemed to have the personality of a mouse. 

			After about six months, she moved to a nearby trauma and teaching hospital. This hospital accepts the most serious accidents of the region and is known to have a very stressful and high-energy work environment. Subsequent information from the grapevine indicated that Sukie had turned into a sexual vixen; she had screwed at least two staff people and two residents, one of whom had proposed marriage.

			Teamwork

			I’ve just discussed an intimate form of teamwork. The other kind of teamwork is the most important factor in determining good versus bad operating rooms. Despite the stress and the long hours, a strong sense of camaraderie and teamwork is key in motivating people to do a good job. There are several perks to compensate for this; however there is one important one. In the hospital, there is an unwritten rule that states if you are part of a hospital and team, you get to go to the front of the line, when you need to, even if the waiting list is six months long. 

			If you are a member of the O.R. team and need to see a doctor, the question becomes: “Are you available for an appointment this afternoon?” Got a sore shoulder? Dr. Smith, the orthopedic surgeon on call, will see you between cases, although he has an office full of people. And, if he determines that an operation is needed, he will make room on his O.R. list to have you done in two days.

			Yes, this is queue jumping. And absolutely no one is going to stop us. As we say, there are few perks we receive during our job, but this is the one thing we can do to help each other out. Do tellers in their own bank wait in line to do their own transactions? Do vacationing pilots wait in a check-in line to fly their own airline? Obviously not. Queue jumping will occur whenever it will not endanger another life.

			This story further illustrates the concepts and benefits of teamwork: one of our nurses was sideswiped on the highway. It was quite a serious accident, but she came into our emergency room still conscious, badly bruised on her left side but still talking. Word of her accident quickly spread to the operating room. She was thought to be stable, and one of the anesthetists went down to see her. Suddenly, she complained about shortness of breath and felt weak. She started to turn blue and lost consciousness. He desperately inserted a breathing tube into her airway, started some large fluid intravenous lines and called the operating room STAT (immediately). In the operating room, they diagnosed her as having a collapsed lung and ruptured spleen. Essentially, she couldn’t breathe and had massive internal bleeding.

			After the initial shock of her sudden collapse, the O.R. team flew into action. It was a hive of activity: three surgeons and three anesthetists worked feverishly to stabilize her and repair the damage. Other doctors strode in and asked to help. Any free nurse brought necessary instruments and blood into the operating room. Fortunately, she recovered, but the normal daily activity of the operating room ground to a halt. During this time, many patients waiting in the presurgical area, dressed in gowns, asked what was going on. An elderly lady — who had probably been waiting for months to have her knee done — limped up to the O.R. clerk and asked if the rumors were true and that we were operating on one of our nurses. When she was told we were, she said, “That’s okay; tell them to take their time. All of us want her to be all right.” Everybody knows we all have to help each other out, at one time or another.
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