Updat
P al?ouk skills

Minimal Access Surgery

Issues and Techniques for Nurses

This two day course will provide operating room
registered nurses and technicians with basic mini-
mal access surgery skills, including:

. e Patient care
e Safety
e An overview of current issues

Where:  St. Joseph's Hospital
Hamilton Ontario
When: Friday January 22 to

Saturday January 23, 1999
Call for future dates.

Cost: $275 (includes all course material

plus breakfast, lunch and coffee breaks on

the first day, plus a wine and cheese recep-
tion - brunch on the second day:

Upon successful completion of this course
you will be eligible to apply for 13.5 hours
with the Perioperative Continuing Education
Program of the CNA as well as 13 CU's with
AORN.

Day 1: A didactic portion including:
Review of MAS standards
Pre-operative assessment

Care and safety of the patient
Patient outcomes

Electro surgery

Intra operative complications
Medical Imaging

Anaesthetic considerations

Day 2: A hands on session in the OR
to include:

e  Operative Set-up

e  Equipment and trouble shooting

e  Care of instrumentation

Call 905-522-1155 ext. 5213 or 4068

Please inquire about reduced hotel rates when
registering for the course.

ORNAC Elections - June 1999

Preparations are under way for elections of ORNAC
Executive positions for President Elect, Treasurer,
and Secretary. Elections will take place at the June,
1999 Board meeting in Halifax.

At the ORNAC Board of Directors meeting, No-
vember 8, 1998 in Montreal, the Board and Executive
Eligibility Criteria and Eligibility List were con-
firmed. Timelines for nomination process are set.

Having served on the Board of Directors, the eli-
gible candidates have gained valuable experience and
understanding of the responsibilities in letting their
name stand for office. In the March/April 1997 Jour-
nal edition I wrote “we have been fortunate that so
many operating room nurses have been willing to be
actively involved. The success of ORNAC can be
attributed to their knowledge, ability and commit-
ment”. The Nominating Committee now looks for-
ward to many nurses to continue to take the challenge
to serve the Association and lead us into the new
century.

Look for the slate of nominees and biographical
information in the spring edition of the Canadian
Operating Room Nursing Journal.

For information regarding the eligibility criteria,
eligibility list, and/or election process contact your
Provincial ORNAC Board member or ORNAC Ex-
ecutive (listed on page 2 in the Journal), or myself at:
4421 Rainforest Drive, Gloucester, ON K1V 1L5.

Vija Hay
Past President, ORNAC
Chair, Nominating Committee

Purchase the NEW 1998 ORNAC
Recommended Standards
for Perioperative
Nursing Practice

* Professional e Clinical Stanards and
* Competencies of an Operating Room Nurse
as established by the Operating Room Nurses
Association of Canada
Cost-$40 whichincludes shipping & handling.
Cheques or money orders should be made
payable to The Operating Room Nurses Asso-
ciation of Canada
Direct your orders and payment fo:
Gloria Nemecek
Box 122 Picture Butfte, AB TOK 1VO
Phone/Fax: (403) 732 - 5076
French Language Standards
Mme, Monique Perazzelli
724 rue Alepin, Lasalle, Quebec H8P 2E2
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Laparoscopic |
Swenson Pull-Through Procedure
for Hirschsprung's Disease

By Leonore Arany, Kathleen Jennings, Katherine Radcliffe & Joanne Ross

In October of 1995, the Laparoscopic Swenson Pull-
through Procedure was introduced in our operating
room to surgically treat Hirschsprung’s Disease. As
with any new procedure a multidisciplinary team
approach is needed to prepare the Operating Room,
determine the instrumentation and equipment re-
quired and to educate the staff about the procedure.
This article describes Hirschsprung’s Disease, the
perioperative nursing care required and operative
technique of a Laparoscopic Swenson Pull-through
Procedure.

Pathophysiology

Congenital megacolon or Hirschsprung’s Disease
is caused by an absence of the parasympathetic
ganglion cells of the myenteric plexus of the colon.
The parasympathetic ganglion cells control the
movement of bowel contents by coordinating con-
traction and relaxation of the bowel wall. The ab-
sence of these cells prevents the normal peristaltic
movement of fecal matter through the bowel leading
to intestinal obstruction or severe constipation. The
bowel becomes distended proximal to the affected
portion of the bowel. The segment of bowel affected
by this disease is variable in length but usually in-
volves the rectum.

Abstract

The introduction of a new procedure into
the operating room is always a challenge that
requires careful planning and teamwork. This
article describes the pathophysiology of
Hirschsprung’s Disease, the perioperative
nursing care required and the operative tech-
nique of the Laparoscopic Swenson Pull-
Through Procedure.
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The incidence of Hirschsprung’s Disease is esti-
mated at 1 in 5,000 births. There is some evidence that
suggests males more than females are affected by this
disease.

Clinical Manifestations and Diagnosis

In neonates the classic symptom is delayed pas-
sage of meconium. Meconium is usually passed within
the first 24 to 48 hours after birth. Infants can present
with the signs and symptoms of a bowel obstruction,
i.e. abdominal distention, green vomitus and dehy-
dration. If untreated, perforation of the bowel and
septicemia can result. Infants and older children may
present with constipation or infrequent stools, ab-
dominal distention, poor appetite and little weight
gain. Enterocolitis is acomplication of Hirschsprung’s
Disease and may be the first clinical sign. The patient
presents with fever, abdominal distention and diar-
rhea, which can be explosive, malodorous and bloody.

The most reliable diagnostic test is a rectal biopsy.
A full thickness rectal biopsy, punch biopsy, or a
suction biopsy technique may be used. A full thick-
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The Gold Standard

Autoclavable HOPKINS® telescopes

For more than 30 years, HOPKINS®
telescopes from Karl Storz have had
an impeccable reputation for superior
optical quality, depth of field and
clarity. Not content to simply rest on
our laurels, Karl Storz has made
several improvements to the original
HOPKINS® design.

These improvements enhance both
diagnostic and surgical visualization
by providing greater brilliance, higher
resolution and a wider field of view.
Plus, many of our telescopes are
now completely autoclavable,

ensuring a sterile instrument for
every case.

And because these improvements
are backed by the Karl Storz name,
you can be assured no compromises
were made in the manufacturing
process, design and quality control.
It's our pledge to you... that the
HOPKINS® telescope will continue to
represent the gold standard of endo-
scopic imaging.

For more information or a demon-
stration, please call your sales
representative or contact Karl Storz
directly at (800) 268-4880.

Laparoscopic Instrumentation Promotion

January to March, 1999
Call for Details

STORZ

Karl Storz Endoscopy
www . karlstorz.com

KARL STORZ GmbH & Co.

MittelstraBe 8, D-78532 Tuttlingen, Germany
Postfach 230, D-78503 Tuttlingen, Germany
Telefon: (07461) 70 80

Telefax: (07461) 70 81 05

KARL STORZ Endoscopy-America, Inc.
600 Corporate Pointe
Culver City, CA 90230-7600
Telephone: (310) 338-8100
(800) 421-0837
Telefax: (310) 410-5530

KARL STORZ Endoscopy-Canada, Inc.
438 University Avenue, Suite 1800
Toronto, Ontario, Canada M5G 2K8
Telephone: (416) 596-9900
(800) 268-4880 (English)
(800) 361-7388 (Francais)
Telefax: (416) 596-9333

KARL STORZ Endoscopia Latino America
815 N.W. 57th Ave., Ste. No. 480

Miami, FL 33126-2042, USA

Telefono: (305) 262-8980

Telefax: (305) 262-8986

E-mail:  karlstorz-marketing @karlstorz.de
Internet: http://www.karlstorz.de
http://www.karlstorz.com

ness rectal biopsy must be performed under a general
anesthetic whereas the later two techniques may be
performed on an awake and cooperative patient. A
Barium enema is used to identify the transition zone
thatis apparentin patients with congenital megacolon
as well as to assist in ruling out other causes of the
bowel obstruction. The transition zone is the cone
shaped area seen extending from the proximal dilated
colon to the nondilated distal aganglionic colon on
the Xray film.

Preparation of the O.R. Room

Three nurses are assigned for this procedure, two
of whom must be registered nurses. A scrub nurse is
required for the abdominal part of the procedure and
a second scrub nurse is required later for the perineal
part of the procedure. The second scrub nurse will
assist one of the Registered Nurses with the circulat-
ing nurse duties until needed. At the McMaster Site of
the Hamilton Health Sciences Corporation, an OR
room is designated for pediatric surgery. This roomis
one of the largest rooms in our OR suite and is
decorated in soft colors with cartoon and Sesame
Street characters on the walls. This assists in creating
a soothing and non-threatening environment for our
pediatric patients. A large room is required to accom-
modate the special anesthetic and surgical equipment
required for this procedure (Table #1 Pediatric Anes-
thetic Equipment and Supplies). The room tempera-
ture is increased to 24 - 26 degrees Celsius before the
patient is brought to the room. It will be lowered after
the child has been prepped and draped if his/her
temperature is within the acceptable range. All equip-
ment required for the procedure must be placed in the
appropriate location and checked to ensure proper
functioning prior to the child being brought to the
room. (See Diagram #1) The head and foot sections of
the OR table are lowered to provide access for the
anesthetist and surgical team. A warming device is
placed on the OR table and will continually provide
warm air flow as well as providing padding to the
vulnerable areas of the body. The child is laid directly
on top of the air-flow warming blanket. The warming
machine is placed on the base of the OR table.

The video and camera system is positioned on the
left side of the OR room close to the wall initially. It
will be moved within a few feet of the OR table after
the patient has been positioned. The suction apparatus
and electrocautery machine are positioned at the top
right corner of the OR table close to the anesthetic
machine and automatic blood pressure machine. The
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foot pedal of the electrocautery is placed by the
surgeon’s right foot once the patient has been prepped
and draped. The sterile instrument table is set up at the

Table #l
Standard Pediatric Anesthetic
Supplies and Equipment

2 Pediatric laryngoscope handles

° 2 ea 0,#1, #2, #3 MAC laryngo-
scope blades

e 2 Pediatric Mouth Suctions

e 2 ea 0, #1 Miller laryngoscope blades

e 2 Pediatric Infubating Stylets

° 2 Pediatric Magil forceps

e 2 ea #5 & #8 Suction Catheters

¢ 3ea 000, 00, Q, 7,8 Oral Airways

¢ Uncuffed Endotracheal Tubes, 2.5mm
up to 6.5 mm

e Anesthetic Masks, 2 easizes O, 1, 2, 3

e Angiocaths, Sizes #20, 22, 24, 26

e Assorted L.L. Syringes
lcc,3cc,5¢c,10cc,20ce

e Pediatric Anesthetic Bellows

e Pediatric size Breathing Circuit

* 1 litre rebreathing bags

* Small Eye Pads

e 2" Kling and IV armboards

» Pediatric Filters

* Pediatric Stethoscope

e Feeding Tubes #5 & #8 (2 eq.)

end of the room where there is space to prevent acciden-
tal contamination during positioning etc. This table is for
the abdominal laparoscopic portion of the procedure. A
second table for the second or perineal stage of the
procedure is set up to the right of the OR table. (Table #2
Instruments and Sterile Supplies). All positioning de-
vices are gathered, prepared and placed within easy
reach. (Table #3 Positioning Devices). The scrub and
circulating nurses complete a separate count of sponges,
instruments, needles and designated miscellaneousitems
contained on each table. The scrub nurse checks all
instruments to ensure that they are in proper working
order, especially the insulated laparoscopic forceps.
This is important, as a break in the insulation may cause
an electrical burn.



Preoperative Phase

During the time between diagnosis and the surgery
date, the parents are taught to keep the child’s bowel
decompressed with warm saline rectal irrigations. On
the day prior to surgery, Pedialyte is given ad lib and
mechanical preparation of the bowel is accomplished
with magnesium citrate (4 -5 ml/kg/dose) three times
daily.

The patient is brought to the patient receiving area
usually accompanied by their parents. An intrave-

Table #2
Instruments and Sterile Supplies

Abdominal Set Up

major linen pack & laparotomy basin set

opsite strips

laparotomy sheet

3 surgical gowns & appropriate glove sizes

minor pediatric instrument fray

fioroptic light cord

30 degree 5 mm pediatric laparoscope

allport 5 mm clip applier

Step SL 75 5mm Cannula and Dilator with
Radially Expandable Sleeve

Insufflation &Access Needle

antifogging solution

lcc syringe and 25g needle

drape for camera head and cable

suction fubing

Ratex Sponges 5/package

1/2" steri strips and 5-0 Monoctyil

small needle board

catheter tfray and catheter (#6 or #8 )

irrigation fubing

#15 scalpel blade

5 mm Pediatric Laparoscopic Instrument Tray

3.5 mm Pediatric Laparoscopic Instrument Tray

(for smaller patients)

Perineal Set-Up

*minor basin set

*major linen pack retractors

*hand control *Hagar dilators
cautery &needle tip *Sterile lubricant

eguard for cautery tip  *5 curved mosquitos

sjangenbach fine

*Scabbard *Ratex Sponges 5/pkg
*minor pediatric *# 15 scalpel blade
instrument tray *3-0 or 4-0 Vicryl sutures

*5 babcock forceps  (uses approximately 12)
*5 small towel clips  ¢large needle board)

nous solution of 0.9% Normal Saline or D5W/0.45%
Saline is started on the inpatient unit prior to the
patient coming to the OR and Gentamycin 5 mg/kg
and Metronidazole 10 mg/kg are given. The Regis-
tered Nurse assigned in the OR patient receiving area
introduces herself to the patient and parents. An
explanation of the sequence of events is given at this
time. The chart is reviewed for the usual preoperative
requirements (signed consent, history and physical,
etc.) As the patient is unable to verbalize answers to
questions, the RN asks the parents questions regard-
ing NPO status and known allergies and the surgical
procedure to be performed.

The anesthetist assesses the patient and answers
any questions the parents may have regarding the
anesthetic to be given. The surgeon visits the patient
and parents in the receiving area and answers any last
minute questions and tells the parents that he will
speak with them in the family waiting room after the
procedure.

Intraoperative Phase

After receiving a report from the patient receiving
nurse and reviewing the patient’s chart, the primary
circulating nurse introduces herself to the parents and
patient. Due to the patient’s age (usually less than 12
months), parents are not permitted to remain with the
child during induction of the anesthetic.

Once in the OR room the child is placed on the OR
table in the supine position and monitoring devices
are applied. The ECG pads (pediatric size) are posi-
tioned on the chest, the appropriate size of blood
pressure cuff is placed on the child’s right arm and
two pulse oximeter probes are applied, usually one on
each thumb. The probe opposite to the arm with the
blood pressure cuff is connected to the pulse oximeter
monitor. The second probe is applied to facilitate a
quick change if the anesthetist is concerned about the
patient’s oxygen saturation level during the surgical
procedure. For the induction phase of the anesthetic,
aprobe may be applied to the child’s foot but must be

Table #3
Positioning Devices

* 2 universal holders
* 2 anesthetic bars
1 padded with eggcrate foam)
» 3" Soft roll or Welbbril (2-4 rolls)
* 4'flannel bandage (2)
* 6 egg crate foam pads
* roll of lap padding

* micropore tape
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removed prior to positioning. The circulating nurse
assists the anesthetist with preoxygenation of the
patient and endotracheal intu- ;
bation.

Once the anesthetist has con-
firmed the position of the endot-
racheal tube and taped it into
position, a second IV line may
be established if required. The
anesthetist applies eye pads to
the patient’s eyes to prevent an
accidental injury. A #6 urethral
catheter is inserted into the blad-
der. Waterproof tape is used to
secure the catheter to the upper thigh to prevent
accidental removal of the catheter. Continuous drain-
age of the bladder is required to provide good visual-
ization of the pelvis and measurement of urine output
during the procedure. See Fig 1. )

Positioning

The patient is moved down to the bottom end of the
OR table and positioned transversely with the patient’s
right side to the end of the table. Care is taken to
ensure that the anesthetic tubings, monitoring and IV
lines are free before the patientis moved. The patient’s
head is placed on a gel filled donut and turned to the
left. A check is made by the circulating nurse to
ensure that the pinna of the left ear is not folded over

onitself. A foam padis placed over the child’s face for

added protecnon A padded anesthetic bar is attached
and positioned parallel to left
A the side of the OR table. The
patient’s buttocks are posi-
tioned at the edge of the mat-
tress. Anincontinence pad is
placed under the patient’s
buttocks to prevent soiling.
Using soft roll and flannel
bandages the patient’s feet
and lower legs are secured to
the padded bar. Care is taken
. not to occlude blood flow or
compress any of the nerve supply to the feet or lower
legs.

A second anesthetic bar is attached to the OR table
and positioned at right angles to the padded anesthetic
bar. This provides the anesthetist with access to the IV
and monitoring lines and to the patient’s face. It also
prevents the drapes, cords and tubings from laying on
the patient’s face and upper body. Padding is placed
under each elbow. Once positioning is completed the
circulating nurse performs a head to toe check of the
patient to ensure that correct body alignment has
been maintained and that all bony prominences are
padded.

An appropriate size electrocautery pad is ap-
plied to the patient, usually to the lower back.

Diagram #1 Room Set Up for Laparoscopic Swenson Pull-Through Procedure

Cautery Anesthetic A”eSThr?ﬁC
Machine Machine Ca
8 g
)
Suction
Apparatus OR
Bed

I\ v . ;
Pole Pole o o
Prep Table \ / Perineal
‘g”h,[. ) Instrument
Kickbucket Pavices Table Setup
Prep Table Drape Steriie Abdominal @
Table Setup
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Prepping and Draping

The circulating nurse applies the Proviodine prep
solution to the patient’s abdomen from the nipple line
down to and including the perineum. A check is made
to ensure that pooling of the solution has not occurred
¢ under the patient to prevent a chemical burn.

Once the prep is complete, the surgeon and scrub
nurse begin the draping procedure. A draw sheet is
placed under the patient’s buttocks. Towels are placed
on each side of the abdomen and across the chest and
secured with towel clips. Towels are wrapped around
each leg and the left anesthetic bar and secured with
adhesive strips and towel clips. A laparotomy sheet is
placed in the usual manner, bringing the lower end to
the top of the anesthetic bar. Zimmer clips are applied
to fasten the laparotomy sheet to both anesthetic bars.

Operative Technique

The video camera system is moved into position at
the side of the OR table. The fiber-optic light cord and
C0, insufflating tubing are passed off the sterile field
to the circulating nurse for connection to the light
source and insufflator. The camera system is con-
nected to the telescope and a white balance check is
completed to ensure correct color setting. The elec-
trocautery cord and irrigating and suction tubings are
passed off to the top of the OR table and connected
appropriately by one of the circulating nurses.

A small incision is made in the right upper quad-
rant of the abdomen. Using a Radially Expandable
Sleeve and an Insufflation and Access Needle
(InnerDynelnc. Southmedic), the pneumoperitoneum
is created by insufflation of CO0, into the abdomen.
The patient pressure setting is set at 12 mmHg ini-
tially. The flow rate is set at 1 litre per minute until
confirmation of correct placement of the needle is
made. The flow rate is then increased to 6 litres per
minute. The insufflation needle is removed and a Step
SL75 5mm Cannula and Dilator (InnerDynelnc.
Southmedic) is inserted into the sleeve. A 30 degree
5 mm laparoscope can now be inserted through the
enlarged sleeve. Under direct visualization 5mm tro-
car and cannula are inserted into left upper and right
lateral abdominal incisions. In smaller patients, a 3.5
mm trocar and cannula can be used in the left upper
quadrant port site. A suction irrigating apparatus is
available for removal of any fluid that may be present
in the abdominal cavity.

Using a 5 mm Endoscopic Allport Rotating Mul-
tiple Clip Applier (Ethicon) and laparoscopic babcock
forcep and scissors, the mesenteric blood vessels are
ligated and divided. A laparoscopic hook cautery is

used for the smaller mesenteric and perirectal vessels.
Dissection is carried out to the pelvic floor, mobiliz-
ing the sigmoid colon and rectum.

The colon is prolapsed out of the anus by inserting
a sponge stick and applying downward traction. A
second surgeon performs this maneuver. At this time
a full thickness biopsy of the bowel is taken. The
specimen is sent directly to pathology for examina-
tion to determine the presence of ganglion nerve cells.
It is may be necessary to take more than one biopsy if
ganglion cells can not identified in the first specimen.
The circulating nurse indicates the location of the
biopsy on the specimen label and pathology requisi-
tion as stated by the surgeon. Biopsies are sent in
sterile jars without formalin. While waiting for the
pathology report the patient pressure for the CO,
insufflation is lowered to 6mmHg.

Once the pathologist determines that the biopsy
shows ganglionic bowel, the bowel is resected at that
level. Reanastomis is made using absorbable 3-0
Vicryl sutures (Ethicon). After the anastomsis is
completed, Hagar dilators lubricated with Muko are
inserted into the rectum to determine the size of the
lumen of the anastomosed bowel.

Using the laparoscope, the abdominal cavity is
visualized to determine the presence of tension and
the anatomical position of the bowel and for any
bleeding. If necessary, the abdominal cavity is irri-
gated using warmed 0.9% Normal Saline and then
suctioned clear. The pneumoperitoneum is evacuated
and all cannulas and instruments are removed. The
incisions are approximated with 1/2 inch steristrips or
5-0 Monocryil (Ethicon). The tubings, light cord and
camera are passed off to the circulating nurse and the
final sponge and needle counts are completed for both
of the sterile tables. The drapes are removed and the
soft roll and flannel are removed from the patient’s
feet and legs, returning the patient to the supine
position as quickly as possible. The child is turned
and moved carefully to the head of the OR table to
facilitate the safe removal of the endotracheal tube by
the anesthetist. All monitoring devices remain on the
patient until the anesthetist is ready to move the
patient from the OR table. The electrocautery pad is
removed and the site is assessed. The scrub nurse
cleans the prep solution from the patient’s abdomen,
legs and perineum. An appropriate size diaper is
applied. The circulating nurse remains at the head of
the OR table with the anesthetist to assist with extu-
bation and moving the patient to the crib.

The amount of blood loss and irrigation are noted
by the circulating nurse and reported to the anesthe-
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tist. The circulating nurse completes documentation
on the Operative Record.

Postoperative Phase

The anesthetist and surgical residents transport the
patient to the Postanesthetic Care Unit (PACU). The
anesthetist gives a report to the PACU registered
nurse. Once the child is conscious, one of the
parents is brought into the PACU to comfort the
child until he/she is ready to be transferred to the
pediatric ward. Once oral intake is resumed, usually
within 1 to 2 days, the intravenous line is discontin-
ued. The patient is discharged from the hospital in
three to four days. A follow-up appointment with the
surgeon is made for two weeks postoperatively.

Summary

The introduction of a new procedure into the
operating room is always a challenge that requires
careful planning and teamwork. Since we began per-
forming this procedure, we have revised the care plan
and reduced the amount of time required for prepara-
tion, patient positioning as well as the surgical time
needed. O
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Take An Inside Look At Cedars.

For O.R. Nursing opportunities worth crossing an inter-
national border, take an inside look at Cedars-Sinai
Medical Center. You’ll see a world-class tertiary, acute
care teaching medical center where every day is a learn-
ing experience that will enhance your nursing skills and
professionalism. Within our progressive environment
we’re already utilizing 21st century technology to treat
patients of all ages.

With O.R.s that directly serve, and are physically locat-
ed on, the medical or surgical floors of all specialties, we
perform 20,000 surgeries a year. This includes a wide
range of general, open heart, vascular-thoracic, trans-
plant, gastrointestinal, orthopedic, urologic, neuro-
surgery, plastic, gynecologic and trauma procedures. To
further enhance our capabilities; we recently opened a
state-of-the-art surgicenter and outpatient procedure
facility.

As a Cedars-Sinai O.R. nurse, you’ll work with physi-
cians from all over the world and have the opportunity
to help develop and introduce new surgical technolo-
gies and procedures. We also provide education and

— [ ] @
CEDARS-SINAI MEDICAL CENTER,

training that will enable you to take a leadership role in
any practice setting.

‘We have openings in the following areas:

STAFF NURSES

PACU ¢ O.R. * Surgicenter

The Medical Center will sponsor successful candidates
for admission to the U.S. under NAFTA. All positions
require current CA RN license, BCLS, 1 year of gener-
al O.R. experience and good communication skills.

Cedars-Sinai Medical Center is conveniently located in
a prestigious area near Beverly Hills, California.
Beaches, mountains and a variety of housing options
are easily accessible. We offer continuing education,
opportunities for professional development and newly
increased compensation rates. To learn more, send
resume to: Recruitment & Staffing, Attn:Nurse
Recruiter, Cedars-Sinai Medical Center, Dept.
COR/12-98, 8723 Alden Dr., SSB110, Los Angeles, CA
90048. FAX: (310) 967-8319. AA/EEO.
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