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More On Operating Room Layout

An earlier article described an optimal layout for controlling space and access around the
head of the patient. This item focuses on the tangle of cables, hoses and lines which may cause
inconvenience and even danger at the head of the table. The tangle may be on the floor, in the
air, or around the patient.

The pressure hoses and cables which supply the anesthesia machine can be a major
source of inconvenience. When these pipes trail across the floor, at times it may be impossible
to move the anesthesia machine at all. This is a severe enough problem to mean that one
manufacturer offers wheel enclosures to prevent pipes getting under the wheels.  An alternative
approach we have used for years and which has also been submitted by James A. Kendall, M.D.,
is to braid the cables together to make a single umbilical cord. An added refinement is to secure
this bundle high up at the back of the machine. When the cables are a suitable length and are
attached to the ceiling this simultaneously ensures a considerable range of movement for the
machine and a loop of cables which is neat and hangs high enough above the floor to avoid
getting under any wheels.

The area around the patient also all too easily becomes a tangle of cords and lines. For a
simple case this rarely causes inconvenience. When a procedure becomes more complicated,
however, and additional lines and monitoring devices are required - initial routine disciplined
arrangement of the space makes a significant contribution to safety. One strategy is to ensure
that none of the routine lines are in evidence. These lines include: ECG, Pulse-oximetry,
capnometry, breathing hoses, temperature cable, blood pressure hose. All of these lines can be
arranged to leave the area patient adjacent to the right shoulder. Lines that are going to cross to
the left arm can be passed under the neck of the patient. When this is routine, it leaves the pillow
area around the patient's head free for additional lines and monitoring when needed. Central
venous lines, PA catheter connections, and arterial line stop-cocks can be positioned or taped in
position there without having to "clear a space" first. An additional benefit is that all of these
lines are lead away clear of the anesthesiologist's feet and therefore present less opportunities for
accidental tripping, tugging, and disconnection.

The final line is the IV infusion. Many practitioners secure the stopcock to the head of
the table. An alternative technique is to shorten the line by making a neat coil secured with tape.
The stopcock hangs in mid air between the bag and the site of attachment to the patient. In
complex procedures, this avoids ambiguity about which stopcock belongs to which injection site
and minimizes the risk of inadvertent injection via an unintended route.
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Securing the Endotracheal tube for the Prone Patient

Unintentional extubation as a patient is manipulated from supine to prone is a real risk.
Increased importance is accordingly placed on the security and strength of the attachment of the
endotracheal tube to the patient. Circumferential attachment of the adhesive tape provides
additional strength with minimal inconvenience. A neat way to achieve this is to use the tape
from the roll; only minimal tape is actually unwrapped. The role of tape is used to start the
attachment to the endotracheal tube. The roll itself is then unrolled as the tape is being applied
to the skin. It is passed across the cheek, beside the ear, under the neck, and up across the other
cheek to the endotracheal tube.

This technique is well suited for turning patients into the prone or lateral position, or
when moving patients into any awkward position such as being lifted into an immersion
lithotripter.

Caution: After the critical move of the patient, the tape should be examined and usually
torn in the mid-line posteriorly to minimize the risk of a tourniquet effect.

Give succinyl choline initially - don't wait

In training we are commonly taught to confirm that it is possible to manually assist
ventilation before we administer the succinyl choline. In practice, however, administration of
succinyl choline is one of the maneuvers we commonly utilize to overcome just this problem.
When we are confronted by a problem, it means that instead of making the best use of the
valuable time afforded by pre-oxygenation, we effectively waste a couple of minutes to no
benefit.

In practice, the time offered by pre-oxygenation and the time offered by succinyl choline
are essentially similar - they wear off together. But, this is only true provided the succinyl
choline is administered on induction, - at the start of the period when the oxygen is being
consumed, i.e., it is probably actually safer to administer the succinyl choline immediately
following the induction drug instead of waiting.

Teach Intubation from the Right

Sooner of later most of us find ourselves trying to teach intubation. To accomplish this
without crowding the "student", the anesthesiologist can stand at the patient's right shoulder -
"outside" the anesthesia area but in a uniquely good position to assist, see, and even intubate
backhanded. The anesthesiologist's right hand is placed over the student's left hand to guide and
position the blade. When required, the anesthesiologist's left hand achieves the intubation.

This arrangement allows the student and instructor much better views together and
improves their ability to assist each other without interfering with each other's movements.
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Create "Sterile" work surface.

A valuable asset to any worker is a clear work area. Too often the work area on top of
the drug cart is the home of assorted syringes, tape containers, needle-boxes, syringe labels,
spare laryngoscope handles, etc. This not only impairs the ability to clean the area regularly, it
enhances the likelihood that material from one case will contaminate equipment required for the
next.

The top of the drug cart should be clear. Nothing should be stored there. Shelves and
drawers should be sufficient to store everything required by the anesthesia team. At the start of
each case it is then easy to spread a clean towel or paper to ensure a fresh, uncontaminated,
working area for the next patient.



