                Write-up Tips

GENERAL NOTES


REMEMBER, while   you  are  required to keep an accurate clinical  log of all  cases you are involved in,  you only have to write  up ONE case per week.  Although initially smaller cases are permissible, please realize that as the semester progresses, so too should the complexity of the case you decide to write  up.  This does not mean every write- up needs to be a HUGE case such as a total joint or CAB or free flap.  Just avoid writing up a skin lesion biopsy, a tooth pulling, etc.  At the semester’s  beginning a breast biopsy would be appropriate, but by its end it might be  bit remedial.   If these examples are too vague, if you have doubts you can always ask your clinical instructor what would be an acceptable case to write  up.   
Try to think of your write- up as being an official document, as much so as the operative report the circulating  nurse fills out during the case. That is to say, it should be factual, detailed, and accurate, using proper medical terminology.  There is only one area in which an opinion is permissible, and that is in the self-evaluation portion.
It may be helpful to remember that each numbered section of the write-up “tells its own story” about a particular part of the case, and as such should make sense independent from the other sections.
Lastly, remember that this is a description of ONE procedure which YOU witnessed.  Don’t write two similar cases into one.  All  examples below are of things that you MIGHT see.  Write down what actually happened, not an example of how you think it should have happened.  

SECTION  BY SECTION NOTES

SECTION ONE

Think of this section as the “what and why” section.  
WHATS:
Case scheduled is  pretty straightforward.  This is WHAT the originally-planned procedure was, exactly as it appeared posted on the board (therefore, abbreviations are acceptable here). 

Procedure(s)  are WHAT was actually done .   IF nothing changed, and the procedure did not deviate from the original  plan, then the case that is scheduled is the same as the procedure(s) blank .  However, while abbreviations are permissible on the “case scheduled” line, they are not allowed on the “procedure(s)” line.


Examples: 
1:  If the case was scheduled LAVH, and an LAVH was performed, then under “case scheduled”, you would write LAVH, and under “procedure(s)”, you would write laparoscopic  assisted vaginal  hysterectomy.
2:  If the case was scheduled as LAVH, but the surgeon changed the procedure to a TAH because the uterus was too large to deliver vaginally, under “case scheduled”, you would still write LAVH, but under “procedure(s)”, you would write total abdominal  hysterectomy.

Anesthesia is asking  you WHAT type of anesthesia the patient got. This may be general, TIVA, epidural, spinal, nerve block (if so please state the location/nerve), etc.

WHYS:
Pre-op diagnosis: this is asking you WHY the patient was scheduled for surgery, or the problem as their surgeon understands it prior to the case.  Every  patient has an official pre-op diagnosis, so take the time to ask exactly what it is.   

**NOTE:  The  circulating  nurse  must record the pre and post-op diagnoses, so if you are unable to ask your surgeon, you can always get this information from your circulator.**


Post-op diagnosis: this is asking you WHY the procedure that was done was actually done (“procedure” instead of “case scheduled”) .  Probably 99% of the time, the pre-op and post-op diagnoses are exactly the same.  The post-op diagnosis only differs from the pre-op diagnosis when something unexpected is encountered.

Examples: 
1:  The case scheduled is lap appy, with a pre-op diagnosis of appendicitis.  The laparoscope is inserted into the abdomen and the appendix is  found to be swollen.  The appendix is removed laparoscopically.  In this case, the pre- and post-op diagnoses are both appendicitis.

2: The case is scheduled as a lap appy with a pre-op diagnosis of appendicitis.  Upon laparoscopic visualization, the appendix appears normal.  However, the patient is found to have a Meckle’s diverticulum which is swollen.  This is removed laparoscopically.  The pre-op diagnosis is still appendicitis, but the post-op diagnosis is  Meckle’s diverticulitis.

SECTION TWO
 …Or the “who” section as you can see…

First, here are the  special  rules  regarding  physicians.  You may either state their full name, or first initial and last name, followed by MD.  OR, you may simply note “Dr. (insert first and last name, first initial and last name, or just last name here)”.  If an initial appears before the last name of the physician on the board, it is probably because this doctor shares his or her last name with another doctor, so try to note that (example E. Buccholz , MD is married to W. Buccholz, MD—both being anesthesiologists).  So here are all the correct ways to write down who your surgeon was, if  his name was Kurt Vonnegut:
1. Kurt Vonnegut, MD
2. K. Vonnegut, MD
3. Dr. Kurt Vonnegut
4. Dr. K. Vonnegut
5. Dr. Vonnegut


For all other members of the OR team who are not physicians, be sure you get their first and last names as well as their titles.   Remember particularly that many differently-trained  people first assist in surgery. They may be a PA, an RN or RNFA, a CSA or LSA, a CST, CST/CFA, or CST/LFA.  The point being, ask when you don’t know!  Everyone who works in the OR is used to this for documentation purposes.

SECTION THREE
Patient position  means the position of the patient when the case started.  If any changes occur intraoperatively, they  should  be noted during the procedural  description.
Examples: 
1. For a laparoscopic  cholecystectomy, you would write “supine” in the blank for patient position.  Once you got to your procedural description, you could note that the patient was placed in reverse trendelenburg once the endoscope was placed in the insufflated abdomen and all other trocars  had been introduced.
2. For an LD flap breast reconstruction, the patient is placed prone for a two-sided reconstruction,  lateral for a one-sided.  This position  (either right or left lateral, or prone) is noted on the patient position blank.  Once the flap is harvested and the donor site is closed, in the procedural description you would write that the drapes were removed, the patient was repositioned to supine, the new surgical site was prepped from chin to 3” below the xiphoid, bedside to bedside, and new drapes were placed.  (you would want to specify the type of drapes used in the new position as well as describe where they were placed).

Arm  placement  means BOTH arms.  If they are different, explain how, and if they are the same, just write “bilaterally” before describing the case.  Helpful hint: degree of abduction is usually somewhere between 45-90, if arms are away from body.
Examples:
1. For a carpal tunnel release performed on the right wrist, the  right  arm  should be described as abducted 90 degrees from the body and placed on a hand table.  The left arm would be described as tucked at the patient’s side.
2. For a bilateral   breast reduction, both arms are usually out on armboards.  They are secured to the armboards  so the patient can be brought up to a “semi-sitting” position intraoperatively  so the plastic surgeon can see the patient from a more realistic angle.    They are described as “bilaterally abducted 90 degrees from the patient’s  body and placed on armboards, secured with Kerlix  gauze”  (or Webril, or whatever they used).
Padding:  See “special positioning equipment” for a note about not confusing these categories!!   Remember the admonition : PAD ALL BONY PROMINENCES!  
This means that in nearly every position, at the very minimum, you  need to document padding for the head/occiput, elbows/olecranon, and ankles/calcaneous .    Most of the time if the patient is supine and the lower extremities are not  being operated on, a pillow is placed behind the knees/popliteally.  Don’t forget to note “bilaterally” if this is true.  Don’t forget that stirrups also always have gel or foam padding with them as well.   Note what type of padding went where, either foam or gel padding or pillow.  You may use either “head” or “occiput’, etc., but stick to one system or another: ie don’t pad the “head” and then the “olecranon”. 
Examples:
1. For a ventral  hernia  repair (the pt is supine with arms tucked at sides): “ Foam head rest occipitally, “eggcrate” foam pads under bilateral olecranon  and calcaneous, with pillow under  bilateral popliteal spaces”.
2. For a colostomy closure of the descending colon (the pt is in low lithotomy with arms tucked at sides): “ foam headreast  under occiput, “eggcrate” foam under bilateral  olecranon processes, gel padding at bilateral  lateral  malleolus  of fibula and bilaterally under calcaneous”.

Ground pad placement: Be specific.  Don’t say “thigh” when you could say “left anterior thigh”.  From your description we should know pretty precisely where it was.

Special positioning equipment: Remember that padding devices can be used as a positional aid.  When a piece of padding is used to help the surgeon gain exposure to the operative site, instead of to place the patient in a position that pads bony prominences and increases circulation, this is now a positional aid.
Example: a gel roll (axillary  or shoulder roll) may be placed between the ankles of a lateral patient.  This is a piece of padding.  This same gel roll may be placed under the shoulders of a patient who is scheduled for a tonsillectomy, to help position the neck so the surgeon can see the tonsils.  This is now a positional aid. All  bolsters are also  positional aids. 
Most commonly, however, positional aids are easy to recognize: things like the Andrews frame placed under a patient about to have a discectomy, the stirrups we  use for lithotomy (please specify type of stirrups if they are used), the Olympus positioner or “bean bag” used to hold lateral patients in that position, the hand table we use for hand or arm cases, the Mayfield  headrest used for craniotomy, etc. 

SECTION FOUR
Preoperative prep asks  you first if there was a shave, which you circle either yes or no.  If yes, please describe the area.
Example: for a left inguinal  hernia:  left inguinal area
Soap and second solution will usually be Betadine and Betadine. Occasionally a chlorhexidine soap will be used, with alcohol as a second solution, either as a doctor preference or due to an iodine allergy  in a particular patient.  If only one solution such as Duraprep  or Technicare is used, you may write “none” in the soap and second solution blanks,  and put it under other.
Area  prepped should include all the borders of the prep (usually there are four unless the area prepped is an extremity).  Use anatomical landmarks and be very specific.
Example1:  for an exploratory  laparotomy: xiphoid to pubis, bedside to bedside.  “Bedside” here means where the patient’s body comes into contact with the bed, so this describes the rectangular area of the prep by listing all the boarders of the prep.
Example 2:  for a left  knee arthroscopy:  left thigh from 6” superior to knee, circumferentially to tips  of toes.  Remember that word “circumferentially” when describing  the  prep of an extremity!
Urinary catheter first  asks  you to circle yes or no.   Please note that this section is for noting the preoperative status of the patient, and any catheters placed postoperatively can be noted on page 3. If your answer is yes, please be as specific as possible.  A red rubber (in-and-out) catheter just  needs to have french size noted, but a Foley should note the french size, the balloon size, and two or three-way.  If a Foley is placed, please remember to note that it is connected to a UDB, otherwise it sounds like urine is on the floor for the whole case!

SECTION FIVE
The draping section first asks you for the pack you used.  This of course contains the backtable cover, a mayo stand cover, and usually  the main drape specific to the type of surgery to be done.  Laparotomy packs contain laparotomy drapes, lower extremity packs contain an extremity drape, CV packs contain the universal  CV drape, etc. Sometimes the main drape is opened separately, in which case the pack is usually a basic pack, which contains only a table cover, mayo stand cover, and a three-quarter sheet.
Primary drape type would be the main drape, ie laparotomy, extremity, etc, and is almost always the last drape that is placed on the patient.
Draping sequence is just asking you the order of the placement of the drapes.
Example 1:  for a laparotomy incision: four towels, laparotomy drape
Example 2: for  a vaginal  hysterectomy:  under buttocks drape, leggings, two towels. lithotomy drape, three quarter sheet.
Tourniquet is also a yes/no option.  If one was used, please describe its placement at site, and record its setting in mmHg.  Usually the tourniquet is set about 100mmHg above the patient’s systolic  BP. 
Special equipment is the place for you to record the laser, microscope, video tower with monitor, light source and insufflation unit,  harmonic scalpel unit, debrider, etc. Try not to just write “microscope”, instead write its make and model, as well as the lens used for the case.  If describing a video cart, try to get at least the brand name (ie Circon, Stryker, Stortz).  Be as specific as possible.

Instrument sets Is where you list sets that were used (don’t guess if you don’t know; ask!  A preference card can really help with this).  You should also list any single or disposable instruments that were opened here.
 
IMPORTANT  CLARIFIER  BETWEEN INSTRUMENTS AND EQUIPMENT:
Remember that “equipment” is generally unsterile ( ie, the harmonic scalpel unit), while “instrumentation” is generally going to be sterile on your field (i.e. the harmonic scalpel handpiece)
    
Counts done IS NOT A YES OR NO QUESTION!  It is actually asking you for a number. 
Example 1: for a breast biopsy: sharps:2, sponges: 2, instruments: 0.
Example 2: for a laparotomy: sharps: 3,  sponges: 3, instruments:2.
Again, write what you actually witnessed; if there was lunch relief in mid-case, you may have seen an extra count done; unfortunately, you may also see someone not count when they should.
Medications and solutions on field:  Be as specific as possible, and remember this is just for medications on the field, not those given by anesthesia.  If local was given, note what kind, what strength, and if it was plain or had epinephrine in it. 
 
SECTION SIX
Incision(s) descrition:  There are three questions all good incision descriptions should answer. The first is, where was the incision, in relation to a specific anatomical landmark or landmarks?  Next, in what direction did the incision go?  Finally, how long was the incision?
Example 1:  for a lap chole: incision 1: curvilinear sub-umbilical, 1” long; incision2: transverse sub-xiphoid, 3/4” long; incisions 3&4: right oblique sub-costal, 1/2” long, one lateral and slightly superior to the other
Example 2: for a C-section: Pfannansteil incision (curved transverse incision, 6” long, approximately 1” superior to pubic symphysus)
Procedural description: Remember, make no reference to any member of the OR team, including the surgeon.  Limit your description to the actions taken, the anatomy on which the actions were taken, and the instrumentation and equipment used to perform the actions.  Remember that casual language is perfectly acceptable during a case, but it is  NOT acceptable in your write up.  You may hear the surgeon ask the first assistant “ Bovie that bleeder for me, would you?”,  or even “buzz  that”.  However, in your write up, this moment would translate as “hemostasis was achieved with electrocautery”.    Also, there is nothing wrong with referring to Alexander’s or any other reference source that is reliable to help you understand what you saw and how to write it down, but don’t forget that you are writing up a specific case, and references can only be a guideline.  Please use complete sentences, use medical and proper anatomical terminology, and be complete.  In your example, all the layers closed are listed in the procedural description.  Now that we have added these as fill-in-the-blank answers on the next page, you may simply write “the wound was closed in layers as  noted below”.   If you want to write out the closing information longhand, you can say “see last page” on the closing information section; no need to write it twice.
Lastly, remember that while research is encouraged, plagiarism is strictly forbidden.  If you need the help of a specific phrase or sentence from research material, that is acceptable.  Copying the entire procedural description from any publication, web-based information source, or school hand out will result in a failing grade.

SECTION SEVEN
Closing information was added to help you remember to note what type of suture was used on each layer.  You need to write size of suture, type of suture, and needle used.   This does not mean you are not responsible for noting a specific type of closure you did that is not listed. You may need to modify this area for the case you are writing up. 
Example: an Austin-Moore endoprosthesis ( a partial hip) , needless to say peritoneum will not be closed, but you could cross peritoneum out here and write “joint capsule” instead, then write in a blank for the joint capsule.

Joint capsule: 0 Ethibond on an OS-6 needle
Fascia: 2-0 Vicryl  on a CT-1 needle
Subcutaneous: 3-0 Vicryl  on a CT-2 needle
Skin: Staples  

SECTION EIGHT & NINE
I’m not going to insult your intelligence here.  As long as you are specific these should be easy to do well on.

SECTION TEN
The main thing to say about this section is don’t just blow it off—this section can really help you organize your thoughts for future improvement.  First  you are telling  us what role you filled for the above case.  Be honest in your self-evaluation (most people have a tendency to give themselves not enough credit or too much credit here—which are you?).  For both improvement needed and want to remember sections, try to think of something technical that will help you in future learning.  Give  yourself  SPECIFIC goals, for instance instead of “improve my speed”, think of one thing that could help you to do this, like “keep  one hand above my mayo with  my eyes on the incision  site in order to improve  speed”.  Want to remember should be similar, a specific detail from the case you just learned, like “once the gallbladder is free, the camera moves form the umbilical port to the xiphoid port”.  
     
