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FROM THE PRESIDENT

A horizontal position: 
at right angles to the vertical; 
parallel to level ground

both by traffic that creates turbulence and 
contaminates ultraclean air and by bacterial 
shedding………… showed a positive correlation 
between traffic flow rates and air bacterial 
counts in orthopaedic procedures………….. 
identified a direct correlation between the 
number of people present in the OR and 
bacterial counts. (p118)

Continuing the debate our consultant 
colleague expressed his concerns in a 
recent British Hip Society newsletter piece 
entitled: Bombs and bacteria! (Nolan 2016). 
Introduced with reminder of a chilling event: 
“We only have to be lucky once, you will 
have to be lucky always”. Words of the IRA 
to Margaret Thatcher and her colleagues 
following the Brighton bombing in October 
1984. Actually, the same could be said to be 
true for the relationship between bacteria and 
surgeon carrying out hip replacements!

He continues the theme of the consensus 
research seen above: “Theatre staff can 
become de-sensititised to the critical 
disciplines that represent acceptable 
orthopaedic theatre behaviour. They may 
adopt less careful approaches taken by their 
colleagues in other surgical specialities, within 
PFI hospital buildings that no longer distance 
the orthopaedic unit from general theatres”.

So those in charge are turning the spotlight 
onto the perioperative team. However we 
know from our own local infection control 
audits that our medical colleagues persist in 
breaching theatre environmental bio-security; 
by leaving anaesthetic doors open, bringing 
food and drink into theatres, wandering in 
for a social visit, “Just here for some PDP”, 
without masks on!  So is there a solution to 
this conflict?

What I have described above is a highly 
hierarchical vertical system of management, 
relating to a position or individual of similar 
status; a medical model. Can I suggest 
however that when we close the doors of 
theatres to cooperate, we each take our 

My response, as you would expect, 
was taken from our current edition of 
Standards and Recommendations for 

Safe Perioperative Practice that state:  
The drapes should be of a recommended 
material, large enough to cover the horizontal 
plane of the trolley to avoid contamination. 
The trolley should be considered sterile on 
the horizontal plane only. (AfPP 2016, p 224 
point 5.6.6)

He clearly felt that this was inappropriate, “But 
what about these vertical planes though?” 
pointing to the drapes drooping down over the 
edges of the trolleys.

His concerns I am sure were made as a 
concerned clinician responsible for the next 
patient on his surgical list as he sought 
assurance that his perioperative team would 
not compromise the surgery he was about 
to undertake. This sensitive relationship is a 
unique one which all of us participates in daily 
and often take for granted. One which requires 
insight, trust, competency and collaboration. 

To the younger members reading this, 
surgeons were often seen as an invited guest 
into our domain, often there under sufferance.  
Today, however, consultant surgeons could 
justifiably argue that they are now the only 
members of hospital staff that truly offers 
continuity and coordination of patient care 

as captain of their ship. He alone delegates 
duties, orders and responsibilities to his 
perioperative crew.

When you do not provide your patients’ care 
yourself, for example when you are off duty, 
or you delegate the care of a patient to a 
colleague,  you must be satisfied that the 
person providing care has the appropriate 
qualifications, skills and experience to 
provide safe care for the patient. (GMC 2013, 
point 45)

Are his concerns justified? Yes. An infected hip 
replacement can be seen as a very personal 
failure of his patient’s biological homeostasis, 
his surgical prowess or a breach in bio security 
caused by his entire extended surgical team: 
you and me.

In 2013 the worldwide orthopaedic community 
collaborated to try and answer this question 
with the publication of: Proceedings of the 
International Consensus on Periprosthetic 
Joint Infection (2013): 

“The information conveyed in this document 
is based on evidence, whenever present, or 
is the result of the cumulative wisdom of over 
400 of the world’s experts in musculoskeletal 
infection from 58 countries. We are certain 
that the “best practice guide” set forth by this 
initiative will serve many of our patients for 
years to come” (p3)

When delegates were asked to vote on the 
207 questions/consensus statements that 
were presented, there was only one which 
gained a unanimous consensus:   

Operative Environment Question 5: What 
strategies should be implemented regarding 
OR traffic?

Consensus: We recommend that OR traffic 
should be kept to a minimum.

Delegate Vote: Agree: 100%, Disagree: 0%, 
Abstain: 0% (Unanimous consensus)

Justification: Personnel are the major 
source of air contamination in the OR, 

It all started with a full and frank discussion with my consultant surgeon, who I support in my 
role as a surgical care practitioner, about the boundaries of the surgical field established and 
maintained by a scrub practitioner and circulator, when preparing instruments required for a 
total hip replacement. What exactly were they? 
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place in an extended surgical team that has 
the opportunity to become a competent, 
autonomous, independent and accountable 
group of individual practitioners; a flat 
dynamic organisation?  

Ghiselli and Johnson (1972) and Griffin (2017) 
suggest that in a flat organisation (also known 
as a horizontal organisation or delayering):

• Well-trained workers will be more 
productive when they are more directly 
involved in the decision making process 
rather than closely supervised by many 
layers of management

• Flat structure facilitates a greater level 
of communication between employees 
and management. They tend to be more 
democratic and offer a greater level of 
innovation. 

• Communication is usually faster, more 
reliable and more effective than in tall 
structures.

• Direct staff input leads to more support 
for decisions and fewer behind-the-scenes 
power struggles and disagreements.

The World Health Organisation pre-surgical 
checklist is a good example of enabling a 
flat organisation model by promoting all 
level practitioner involvement, a shared 
decision making process, elevating the level 
of responsibility of all team members and 
enabling comments and feedback to all 

personnel involved in decisions more quickly. 
Whilst never events, although unfortunate, 
give a critical opportunity for team 
reflection, blameless liability and horizontal 
practice change.

So has your own surgical conscience been 
challenged this week? Have you suffered 
from a dose of ‘Amber Syndrome’ and 
taken risks in theatres? Jumping an amber 
traffic light increases your collision risk with 
another vehicle or pedestrian, just to save 2.9 
seconds of your life (RAC 2017). 

We deliver care to patients as members 
of amazing teams. Why risk your patient’s 
life and limb by breaching some of the 
most fundamental standards of safe 
perioperative practice.

AfPP BOARD OF TRUSTEES

PRESIDENT 
Adrian Jones, Orthopaedic Surgical Care 

Practitioner, Trauma & Orthopaedic 

Department, Norfolk & Norwich University 

NHS Trust (Trustee)

VICE PRESIDENT 
Tracey Williams, Senior Lecturer in 

Operating Department Practice and 

Nursing Studies, University of Central 

Lancashire (Trustee)

ELECTED TRUSTEES
Ruth Collins, Clinical Educator, Belfast 

Health & Social Care Trust and Lecturer 

in Health Sciences at South Eastern 

Regional College (Trustee)

Ann Conquest, Manager Tavistock Day 

Surgery Unit, Bedford Hospital NHS Trust

Julie Peirce-Jones, Senior Lecturer in 

Operating Department Practice, University 

of Central Lancashire

Sandra Pryme, Training and Development 

Coordinator Main Theatres, Lancashire 

Teaching Hospitals NHS Foundation Trust 

(Trustee)

CHIEF EXECUTIVE 

Dawn L Stott

PROFESSIONAL ADVISORY SERVICE

For members of AfPP needing advice on 

professional and clinical issues:

Email: advice@afpp.org.uk

Telephone: 01423 881300

If you are not a member please contact 

our membership helpline on  

01423 882944

JPP March 2017.indd   31 15/02/2017   10:41



 

 

 

 

 

 

Disclaimer The views expressed in articles published by the 

Association for Perioperative Practice are those of the writers and do not 
necessarily reflect the policy, opinions or beliefs of AfPP. 

 
Manuscripts submitted to the editor for consideration must be the 

original work of the author(s). 
 

© 2015 The Association for Perioperative Practice 
All legal and moral rights reserved. 

 
 
 

The Association for Perioperative Practice 
Daisy Ayris House 
42 Freemans Way 

Harrogate 
HG3 1DH 

United Kingdom 
 

Email: hq@afpp.org.uk 
Telephone: 01423 881300 

Fax: 01423 880997 
www.afpp.org.uk 


