___________________________________________

PROCEDURE FOR POST-OPERATIVE PATIENT CARE
________________________________________________________________________
Postoperative care begins when the patient arrives in the postanesthesia care unit (PACU) and continues when the patient moves to the Ambulatory Surgery Unit, Medical Surgical Unit, or Critical Care area.  Postoperative care aims to minimize postoperative complications by early detection and prompt treatment.  After anesthesia the patient may experience pain, inadequate oxygenation, or adverse physiologic effects of sudden movement.

_____________

· Equipment

Vital Signs Equipment (blood pressure (BP) cuff, Thermometer, stethoscope, flashlight)

Watch/clock with second hand

Intravenous (IV) Pole

Volumetric Infusion Pump

Emesis Basin

Oxygen

Suction

Bedpan

Pulse oximeter

Incentive spirometer

Urinal 

Unit- specific flow sheet

Dressing material (gauze, ABD sponges, tape)
______________________

· Implementation

1. Admission status
· For inpatient, refer to the Senior Nurse Executive (SNE) Procedure Manual for Patient Admission.

· Assemble the necessary equipment at the patient’s bedside.

2.  Equipment preparation
· Vital signs equipment in room (BP cuff, temperature probe, pulse oximeter, flashlight, and stethoscope.
· Emesis basin, bedpan, urinal, facial tissue, and any other articles for general patient comfort.
· Necessary equipment appropriate to the type of surgery and patient status such as IV pole/pump, oxygen, suction ect).
3.   Patient Arrival on Unit

· The ward/unit nurse will receive report from the Post-Anesthesia Care Unit (PACU) nurse prior to patient’s arrival on the ward and will meet the PACU personnel at the appropriate room when the patient is transported to the ward.

· Ward personnel will assist PACU personnel with patient transfer to bed.
4.  Vital Signs

· All post-operative patients will have vital signs taken per the following schedule (unless otherwise specified by the MO).
· Patients received from PACU following regional or general anesthesia:
On arrival and every 1 hour x 4 hours (BP, pulse, respiration, temperature, and pain score). 
5. Physical Assessment
· The physical assessment is done on arrival, then every shift or more frequently, if necessary.  Document the following:

a. Temperature:  Assess the patient’s body temperature.  Body temperature should be at least 95 degrees Fahrenheit or 35 degrees Celsius.  If lower apply blankets to warm patient.

b. Respiratory status:  including airway patency, quality of lung sounds, rate, rhythm and depth of respiration, skin color, and temperature, pulse oximetry.

c. Cardiovascular status: including vital signs, pulse, heart sounds, capillary refill, and edema.

d. Neurological status: including level of consciousness (LOC), appropriate movement and sensation, (paying attention to effects of anesthesia), psychologic status (alert and oriented x 3, drowsy, difficult to arouse).

e. Bowel sounds: auscultate all 4 quadrants.

f. Intake and Output (I&O): as applicable (Voiding, emesis, oral intake, and intravenous intake).

g. Wound status:  Location, drainage (color, type, and odor).  Presence and condition of any drains, and dressings).

h. IV sites, dressings:  signs of infection or phlebitis.

i. Level of activity and mobility.

j. Level of self- care.

k. Level of pain control:  Assess patient’s pain level and document pain score on unit flow sheet.  Manage pain per Nursing Procedure and Hospital Instruction for pain management.  Note patient will be more likely to comply with necessary activities (i. e., ambulation, cough, deep breathing) if pain is controlled.

l. Skin condition:  color, collateral circulation.

6. Intake and Output (I&O)

· The I&O on the PACU flow sheet will be recorded on the unit I&O sheet.
· Record I&O as long as the patient has an IV, or drain as ordered by the physician.
· The patient should void within 6 to 8 hours post-operatively.  If the patient is unable to void, assess patient for distention, scan bladder per protocol, notify the physician and catheterize the patient if ordered.  A new due- to- void time is set for 8 hours after catheterization unless otherwise ordered by the physician.  
NOTE:  IN ADDITION TO BEING ABLE TO VOID, THE AMOUNT VOIDED MUST BE EQUIVALENT TO 30CC/HR.

7. Diet
· Post-operative patients should remain NPO until fully alert, nausea has subsided, and gag reflex is present.
· Bowel sounds should be present before diet is encouraged.
· Advance the diet as prescribed and tolerated.
8. Elimination

· All post-operative general surgery patients should be assessed for adequate passage of flatus, bowel sounds, and the absence of nausea, vomiting, or abdominal distention every shift and PRN.

9. Activity

· If unable to move freely on their own and not contraindicated by their surgery (see MO orders), all patients confined to bed will be turned every 2 hours.

· All surgical patients will cough, deep breathe, and use the incentive spirometer every hour while awake, unless ordered otherwise or contraindicated by the particular type of surgery.

· Activity will be advanced as ordered by the physician.

· Patients will be assisted as necessary when any extremities are incapacitated or mobility is impaired.

10. Dressing

· All dressing will be monitored for intactness, drainage, and placement every shift and PRN.

· Reinforce the dressing PRN or change as ordered.  

NOTE:  SURGEONS TYPICALLY PERFORM THE FIRST DRESSING CHANGE UNLESS ORTHERWISE ORDERED.

· Call the physician if excessive bleeding or drainage occurs.
· Note the presence and condition of any drains and tubes.  Note the color, type, odor, and amount of drainage.  Make sure all drains are properly connected and free of kinks and obstructions.
11. Documentation

· Document vital signs on the appropriate flowchart.  Record the condition of dressings, and drains, and characteristics of drainage.  Document all interventions taken to alleviate pain and anxiety and the patient’s responses to them.  Document any complications and interventions taken.

· Assure completeness of documentation including the Nursing Assessment, Advanced Directive, nursing progress notes, using Narrative charting.

· A complete new set of orders must be written and transcribed post-op.

___________________________________

· Special Considerations

· Fear, pain, anxiety, hypothermia, confusion, and immobility can upset the patient and jeopardize his safety and postoperative status.  Offer emotional support to the patient and his family.  
· As the patient recovers from general anesthesia, reflexes appear in reverse order to that in which they disappeared.  Hearing recovers first, so avoid holding inappropriate conversations.
____________
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