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Many of the anomalies in the roles of the technician
and the nurse in relation to anaesthesia can be obviated
by acknowledging the desirability of a 'nurse technician'.
Such a person should have some background of nursing
experience but should also be freed from many of the
administrative restrictions of nursing in order to enable
her to pursue a specialized career. Some kind of certifi­
cate should be obtainable which entitles the nurse­
technician to claim the status of a trained person, or
there hould be an examination she can pass, and once
this level of competence has been attained remuneration
should be sufficient to make long-term employment an
attractive proposition. This type of specialized employ­
ment as a nurse-technician might well appeal· to many
male nurses, who often make excellent assistants for the
anaesthetist.

Although it is not necessary for a nurse to complete a
full general training before taking up work in anaesthetics,
at least one year of general nursing should be regarded
as essential. In this way the potential anaesthetics nurse­
technician would be subjected to the same processes of
selection as apply to nurses in general, and people with
an insufficient standard of education would be eliminated
at the outset. Also, a year of general nursing is an ex­
cellent means of acquiring a suitable background know­
ledge of the working and organization of a hospital while
at the same time becoming familiar with medical ter­
minology and practice.

If a nurse decides to take up work in anaesthesia her
training should become the responsibility of the hospital
de'partment of anaesthetics, and her training should be
organized and directed by the specialists with whom she
will be working. She should attend general lectures on the
theory and practice of anaesthetics; these should be in­
formal affairs with plenty of opportunity for asking
que;stions and clearing up elementary doubts. As far as
practical work is concerned, she should be taught how
to maintain and operate anaesthetic apparatus and how
to take care of equipment. She should learn how to
measure the blood pressure with a Tycos manometer,
how to maintain the airway and how to recognize and
correct respiratory obstruction. In this way she will be­
come competent in the management of the unconscious
patient; this will always be her first duty. She should
also practise inserting intravenous needles and setting up
transfusions, and the dangers related to the transfusion
of fluids under pressure should be explained to her. She
should be able to pass endotracheal tubes and carry out
intermittent positive-pressure controlled ventilation in a
safe and effective manner. Although it will not normally

be necessary for the nurse-technician to perform iotu­
bation or deal with transfusions in the operating theatre,
sinc..: a specialist will be available, it is invaluable to her
to have -knowledge of these techniques in case of
emergency.

As far as work in the operating theatres is concerned,
the objects of training nurse-technicians should be firstly,
to enable them to prepare apparatus and equipment and
ensure that it is in proper working order, and secondly,
to enable them to continue an anaesthetic if the
anaesthetist is unavoidably called away and to assist him
when there are several jobs to be done at once.

Hospital design is tending more and more to the in­
clusion of recovery rooms or 'intensive therapy units'
within the operating suite. Such units provide the obvious
place for the management of patients with severe shock,
respiratory insufficiency, and other complications related
to the practice of anaesthesia. All the necessary facilities
can be at hand and trained staff can be available. "Here
the nurse-technician could put her specialized training
to good use in the management of shocked and uncon­
scious patients, the supervision and aspiration of tracheos­
tomies and the specialized attention that is required
by frank or impending respiratory insufficiency. It is
interesting to note that in many hospitals where recovery
rooms have been established their advantages ha've be­
come so obvious that patients are kept in them for
incl easing periods of time. Instead of remaining in the
recovery room for only a few hours after surgery many
patients, especially after cardiac and thoracic operations,
are retained for several days. This means, of course, that
larger units are required with corresponding increases in
specially-trained staff. In the hospitals of the future
anaesthetics nurse-technicians will be invaluable in this
field of employment.

SUMMARY

In the interests of the patient there are many occasions
when it is important for the anaesthetist to have an
assistant. At the present time anaesthetists are less
favoured than many of their colleagues in this respect;
the quality of their assistance varies from the highly­
trained nurse-anaesthetists of some American centres to
virtually nothing at all in other parts of the world.

A plea is made for the organized training of 'nurse­
technicians' as anaesthetics assistants, with some sugges­
tions how this training should be carried out.
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THE RECOVERY ROOM
PETER HORRIGAN, M.B., CH.B., M.MED.(A AESTH.) (CAPE Tow), Department of Anaeslhesia, CrOOle Schuur

Hospiral, Cape Town

For some years it has been realized that every large
operating-theatre suite should be equipped with a post­
operative recovery room, in which patients can be kept
afte,' their operations until they are completely conscious
and fit to be returned to the ward. Such roorns increase
the safety of the patient and thus lower the morbidity

and mortality associated with surgery. This has been well
shown at the Queen Victoria Hospital, East Grinstead,
Sussex, where the operative mortality fell from 1 in 1,300
to I in 3,000, following the establishment of a recuvery
room.1

The executive committee of the South African Society
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of Anaesthetists (M.A.S.A.) recently pointed out that there
i a need for such recovery rooms in South African hos­
pitals.~ It seems, therefore, that efforts should be made
[0 investigate this need, and to meet it where possible. It
would appear to be neither necessary nor economical to
provide recovery rooms for every operating-theatre suite
in our hospitals. Where very few operations are per­
formed daily, the anaesthetist should, if possible, keep the
patient on the operating table until complete consciousness
h'lS been regained. If time does not permit this, specially­
trained nurses should be available, whose duty it is to
accompany patients back to the wards (usually a short
journey in a small hospital), and to stay with them during
[he immediate postoperative period.

How many of our hospitals, then, should be equipped
with recovery rooms? This question may be answered best
by considering the number of operations done per annum
in each hospital. Excluding the smaller mission and private
hospitals, and excluding all maternity institutions, there
are 298 hospitals in the Union of South Africa and South
West Africa. Of these, there are less than 50 where more
than 2,000 operations are performed annually, and in
only 16 hospitals does the annual number reach the 5,000
mark.3 A further important consideration is that approxi­
mately 71 % of the operations performed are minor sur­
gical procedures. (This figure was arrived at after analysis
of a total of 49,294 operations performed at 5 large Cape
Town hospitals during the years 1958 and 1959.) IOW,

for the most part, patients undergoing minor surgical
operations need no special care once they have recovered
onsciousness; in any event, many of them are given local.

not general, anaesthetics. Thus, in a hospital in which
2.000 operations are performed per annum, only 380
patients. i.e. less than 12 a week, will require special
altention after regaining consciousness.

A study of these figures suggests that it would not be
practical to establish recovery rooms in hospitals in which
less than 5,000 operations are performed per annum. As
has been stated, there are only 16 such ho pi tals in South
Atrica.

AIMS AND ADVANTAGES

The establishment of a recovery room, first and foremost,
obviates the dangers of transporting a recently-anaesthe­
tized patient, who is not completely conscious, from the
operating theatre to the ward. As a rule, respiratory
obstruction is fairly easily remedied when the attendant

experienced and the proper equipment is at hand.
During transport, however, in the lift or corridor, the
semi-conscious patient who vomits, or whose airway
becomes obstructed in some other way, is immediately
in grave danger. If, however, the patient is wheeled
from the operating theatre to an adjacent recovery room,
he can be kept under the closest supervision by speciaLly­
trained nursing staff, with both surgeon and anaesthetist
near by. In addition, any equipment which might possibly
be needed is close at hand, so ~hat valuable minutes need
not be lost in an emergency.

In many instances, where minor surgery has been per­
formed. only a few minute·s may be necessary before the
patient can be safely taken to the ward. For such cases
the corridor outside the operating theatre can well be

used as a recovery 'room'. although it certain:y does no
harm to allow the patient to spend tho e few minute
in the actual recovery room. Indeed, many con ider that
all po toperative patients hould go there for assessment.
whatever the circumstance .'

After major surgery and prolonged anaesthe ia the
patient is kept for much longer in the recovery room.
The actual time may vary from a few hour to a few
days. depending upon the patient's condition and the
nalure of the operation. During that time, however. any
complication that develops, whether it be respiratory
obstruction, anoxia due to other cau e, shock, haemor­
rhage. atelectasis. or even cardiac arrest, can be dealt
with at once by trained personnel. The advantages to all
concerned, especialy to the patient, are thus indisputable.

On the other hand, the duty of caring for unconsciou~

or surgically-shocked patients falls away in the surgicai
wards. This may not seem to be much of an advantage
where very few operations are performed, but in busy
wards, where each patient returning from the theatre
immobilizes a nurse for some time, the advantage is
obviou . The objection that the recovery room deprives
the student nurse of training in the care of postoperative
patients can, of course, be overcome by having each
nurse work in the reCQvery room itself for at least I or
2 weeks.

The patient should be more than atisfied with the
arrangement if it is explained to him that, for his own
safety, he will not return to the ward for a while after
his operation. Those awaiting operation are spared the
sometimes upsetting sight of a fellow patient just re­
turned from the operating theatre.~ and when an opera­
tion is performed at night the whole ward is no longer
awakened by the recovering patient and his altendants.

DESIG' AND EQ IPME T

Precise details concerning the design of recovery rooms
will not be discussed here. Mention will merely be made
of certain criteria which should be fulfilled as far a
possible.

The recovery room must be adjacent to the theatre
suite. In very large hospitals, where there are numerou
operating theatres, more than I recovery room may be
necessary, although it is often possible to have I recovery
room serving 2 or 3 theatre ·suites.

The size of the room and the number of beds both
depend upon the number of operations performed daily,
and upon the average time each patient occupies a bed..

·If the recovery room is used as an intensive therapy
room, where all major surgical cases are kept for 2 or
3 day, then there will obviously have to be more bed
than if every patient is transferred to the surgical ward
as soon as complete consciousness is regained.

Equipping the recovery room is likely to be expen ive.
but it is undeniable that the expenditure i quite ju tifiable
if it increases the safety of the patient. Once established.
the maintenance costs of the recovery room are cer­
tainly not uneconomical.;

Beds must be capable of being tilted into the head-up
or head-down positions, and hould have ide-rail and
rubber castors. Individual oxygen- and uction-outlet
must be located at each bedside: if they are wall fixture.
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with plpmg from a central source, much floor space
will be saved.6 There must, however, be 1 portable
suction unit and an oxygen cylinder available, in case
of failure of the system. Suction catheters, a mouth gag
and a sphygmomanometer should also be available at
every bed.

Other equipment to be kept in the recovery room at
all times includes: box-wood wedges (for opening
clenched jaws); oropharyngeal airways; laryngoscopes of
all sizes; endotracheal tubes and connections; positive­
pressure respiration apparatus (e.g. the 'ambu' resusci­
tator, or the Oxford inflating bellows); one or more
oxygen tents; drugs, such as stimulants, sedatives, etc.;
sterile syringes and needles; intravenous infusion sets;
sterile tracheotomy drum or pack; and sterile cardiac­
massage drum or pack.

ADMINISTRATION AND PERSONNEL

The recovery room should be the responsibility of an
anaesthetist, in close cooperation with the surgeon and,
when necessary, with a physician. A member of the
medical staff must be on the spot at all times, but the
final assessment before returning the patient to the ward
shoulo be made by the anaesthetist. Resident surgical
staff should retain contact with their patients in the
recovery room, so that a most important part of their
training is not lost.2

The nursing staff should be headed by a trained
nurse, experienced in the care of unconscious patients
and of patients recovering from recent surgery. The
head nurse should be permanent if possible, but the
remainder of her staff, both trained and student, can
be rotated through the department if necessary. There
must, however, always be at least I trained nurse on
duty in the recovery room.

Record-keeping must be of the highest standard, for

it is in the early postoperative period that so much
information can be gleaned from properly-kept records.

PROCEDURE

On admission to the recovery room each patient is
examined fully, with particular reference to: the airway;
respiration; the skin (colour, sweating and capillary-refill
time); the pulse and blood pressure; the state of reactivity;
and dressings, drains, gastric tubes, etc. All patients who
are not completely conscious should be placed in the
lateral-recumbent or 'tonsil' position.

When the patient is to be discharged, the above­
mentioned points are all rechecked and a record made
of the condition on leaving the recovery room. With
careful attention to detail these methods are bound to
contribute much towards the safety of the patient. In­
deed, it can be said with certainty that, although a
recovery room costs money, it often saves nurses and
it sometimes saves lives.

SUMMARY

The aims and advantages of postoperative recovery
rooms are discussed. A brief description is given of the
principles to be followed in the establishment of a re­
covery room, and of the management thereof. It is
suggested that steps should be taken to meet the demand
for such units in the larger South African hospitals.

I wish to thank Dr. C. S. Jones, Head of the Department
of Anaesthesia, University of Cape Town, for his helpful
advice.
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ISOLATED NON-PARASITIC CYSTS OF THE LIVER IN NEWBORN INFANTS

REVIEW AND CASE REPORT

I. M. MARKS, M.B., CH.B. (CAPE TOWN), formerly Registrar, Department of Pathology, University of Cape Town *
Reports in the literature have suggested that isolated
non-parasitic cysts of the liver, polycystic disease of the
liver and kidney excluded, are uncommon. Detailed
reviews have been presented by Munroe1o and Geist,S who
collected 193 cases from the literature. Since then nume­
rous reports have appeared, including that of Desser and
Smith: who found 8 more cases in hospital records.
Warren and PoIk,u Morgenstern9 and others have also
added to the literature. The records of the Department
of Pathology, University of Cape Town, show at least 5
more examples in adults found incidentally on postmortem
examination. It would seem that the overall incidence of
these cysts is higher than would appear from the numbers
reported in earlier years.

These cysts have been reported less commonly in the
paediatric age-group. Desser and Srnith4 found 31 examples
in the literature in children under 13 years of age, and

• ow Senior House Officer, Maudsley Hospital, London, 8.F.5.

the 8 cysts they themselves reported were all in children.
Of these, 3 were in neonates. Of Geist's series5 only 2
were in neonates. One of these was that reported by Bagot
(1892).1 It was a large cyst of the liver in an infant with
a papular eruption of syphilitic character and it caused
dystocia. Muller, quoted by Bagot, noted in an infant
a 'lymphatic tumour of the liver' weighing 4 lb., which
also obstructed labour. MollS (quoted by Geist) described
a cyst of the right lobe of the liver containing 1IO ml.
of fluid in a neonate. Thus it can be seen that these cysts
have been reported very rarely in neonates, only 6 being
on record. The following additional case is therefore of
some interest, presenting with the unusual combination of
a liver cyst with anaplastic giant cells of the foetal adrenal
cortex.

CASE REPORT

History
The mother, a coloured patient (i.e. of mixed White and


