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Post operative period




•Definition: (Imp.)
Extends from the time the patient leaves the OR until the follow up visit with the surgeon

•Nursing care focuses on
1. Reestablishing the patient’s physiologic equilibrium,
2. Alleviating pain,
3. Preventing complications, and 4. Teaching the patient self care.

PostAnesthesia Care Unit (PACU)




(recovery room or postanesthesia recovery room) Characters: (Imp.)
1. Kept clean 2. Quiet
3. Free of unnecessary equipment, 4. With indirect lighting
5. Well ventilated to help patients decrease anxiety 6. Promote comfort
7. Should be equipped with necessary facilities

Admitting the patient to the PACU
[image: ]•Transferring of the patient from the OR to the PACU is the responsibility of the anesthesiologist.

•During transport the anesthesiologist remains at the head part of the patient and a surgical team member remains at the opposite side.

•Transporting the patient involves the special consideration of the incision site, potential vascular changes and exposure.

Initial Nursing Assessment (Imp.)

1. Before receiving the patient, there should be proper functioning 1.	monitors
2.	suctioning devices,
3.	oxygen therapy equipment, 4.	other equipment.


The following initial assessment is made by the nurse in the PACU.
2. Verify the patient’s identity, the operative procedures, and the surgeon who performed the procedures.



3. Evaluate the following signs & verify their level of stability with the anesthesiologist.
1. Respiratory Status 2. Circulatory Status 3. Pulses
4. Temperature
5. Hemodynamics Values

3. Determine swallowing, gag reflexes and level of consciousness, including patient’s response to stimuli.


4. Evaluate any lines, tubes or drains, estimated blood loss, condition of the wounds (open, closed, packed), medications used, infusions, including transfusion and output.


5. Evaluate the patient’s level of comfort, safety by indications sucha sa pain and protective reflexes.


6. Perform safety checks to verify that side rails are in place and restraints properly applied, as needed for infusions, transfusions and so forth.


7. Evaluate actively status, movements of extremities.


8. Review health care providers order.

Possible Outcome Statements (Imp.)ssi l
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The major goals include:
1. Restoration of optimal respiratory function 2. Relief of pain
3. Optimal cardiovascular function 4. Increased activity tolerance
5. Unimpaired wound healing
6. Maintenance of body temperature 7. Maintenance of nutritional balance
8. Resumption of usual bowel and bladder elimination 9. Acquisition of sufficient knowledge to manage self-
care after discharge 10.Absence of complications

Initial Nursing Interventions


Maintaining a Patent Airway (Imp.)
1. Allow metal, rubber, or plastic airway to remain in place until the patient’s begin to waken and is trying to eject the airway.

2. Aspirate excessive secretion heard in the nasopharynx and oropharynx.

3. Place patient in the lateral position with neck extended (if not contraindicated) and the upper arm supported with a pillow.

a. This will promote chest expansion
b. Turn the patient every hour or two to facilitate breathing and ventilation
4. Encourage patient to take deep breaths to aerate lungs fully and prevent hypostatic pneumonia, use incentive spirometer to aid in this function.



5. Administer, humidified oxygen if required.
a. Heat and moisture are normally lost during exhalation
b. Dehydrated patients may require oxygen and humidity because of higher incidence of irritated respiratory passages in these patients.

c. Secretions can be kept moist to facilitate removal.
6. Use mechanical ventilation to maintain adequate pulmonary ventilation if required.

Maintaining Cardiovascular Stability








1.Take (BP, P and Respiration), as clinical condition indicators, until the patients is well stabilized. Then check every 4 hours there after or as ordered.



a. Know the patients preoperative blood pressure to make significant comparison. b. Report immediately a falling systolic pressure to an increasing heart rate.
c. Report variation in BP, cardiac arrythmias and respiration over 30.
d. Evaluate pulse pressure to determine status of perfusion. (a narrowing pulse pressure indicates impending shock).


2. Monitor intake and output closely

Promoting Wound healing



•Ongoing assessment of the surgical site involves (Imp.)
1.inspection for proximation of wound edges, 2.integrity of staples,
3.redness, 4.discoloration, 5.warmth, 6.swelling,
7.unusual tenderness 8.Unusual discharge.

Mechanism of wound healing (Imp.)c	is
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First-intention healing
-incision is a clean, straight and all layers of the wound are well approximated by suturing.




- If the wounds remain free from infection, it will not separate, heal quickly with a minimum scarring

Second- intention healingc	- i t	ti
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•Occurs in infected wounds wounds in which the edges approximated.

(abscess) or in have not been





•When the post op wound is allowed to heal by secondary intention, it is usually packed with a saline moistened sterile dressing, and covered with a dry sterile dressing

Third- intention healing (secondary suture)ir - i t	ti
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•Used for deep wounds that either have not been sutured early or break down and are resutured later, thus bringing together two opposing granulation surfaces




•Results in deeper and wider scars

Drains- are tubes that exit the peri-incisional area, either into a portable suction devise(close) or into the dressing(open) (Imp.)r i s-



1. Change a damp or soiled dressing and carefully clean around the Penrose drain

2. Place absorbent pads distal to the drain to prevent skin irritation and wound contamination

3. Empty the reservoir of Jackson-Pratt and Hemovac and record the amount and color of drainage during every nursing shift or more often if prescribed.

4. After emptying and compressing the reservoir, secure the drain to the client’s gown to prevent pulling and stress on the surgical wound

Changing of dressingi
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•Post op dressing should be done by a member ofthe surgical team





Reasons for application of dressing: (Imp.)


1. To provide a proper environment for wound healing 2. To absorb drainage
3. To splint or immobilize the wound
4. To protect the wound and new epithelial tissue frommechanical injury


5. To protect the wound from bacterial contamination andfrom soiling from feces, vomitus, and urine


6. To promote hemostasis; as in pressure dressing
7. To provide mental and physical comfort for the patient

Assessing Thermoregulatory Status (Imp.)


1.Monitor temperature hourly to be alert from malignant hyperthermia or to detect hypothermia.



2. A temperature over 37.7 c (100F) or under 36.1 c (97F) is reportable.


3. Monitor for post anesthesia shivering (PAS) it is most significant in hypothermic patients 30 to 45 minutes after admission to the PACU. It represents a heat gain mechanism and relates to regaining thermal balance.



4. Provide a therapeutic environment with proper temperature and humidity, when cold, provide the patients with warm blanket.

Promoting Comfort





1. Assess pain by observing behavioral and physiologic manifestation




2. Administer analgesics (change in V/S maybe result in pain) and document efficacy.




3. Position the patient to maximize comfort.

Maintaining Safety (Imp.)



1. Keep side rails up until the patient is fully awake.
2. Protect the extremity to which IV fluids are running so the needle will not become accidentally dislodged.

3. Avoid nerve damage and muscles train by properly supporting and padding pressure areas.

4. Recognize that the patient may not be able to complain of injury such as the pricking of an open safety pin or clamp that is exerting pressure.

5. Check dressing for constriction.
6. Determine return of motor control following anesthesia indicated by how the patient responds to a pinprick or a request to move a part.

Managing Elimination

Complications:
a. Urinary retention- inability to urinate as a result of the recumbent position, effects of anesthesia and narcotics, inactivity, altered fluid balance, nervous tension or surgical manipulation of the pelvic area.  
b. Paralytic ileus:   
common problem in the postoperative period especially after abdominal surgery. 
Clinical presentation includes: generalized abdominal distension with no passage of flatus or stool. 
Improves spontaneously by early mobolity   and after improving the intestinal motility 
Relieving pain and anxietyli	i
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• Opioids are administered judiciously and often by IV in the PACU
• The nurse monitors the patient’s physiologic status, manages pain, and provides psychological support

• If the patient’s condition permits, a close member of the family is allowed inside the PACU

Controlling nausea and vomitingtr lli
s
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•N and V are common complaints in the PACU
•The should intervene on the first complaint of nausea to prevent the progress of vomiting

•Medicate for N and V such as metoclopramide(Plasil)

•At the slightest indication of nausea, the patient is turned completely to one side to promote mouth drainage and prevent aspiration of vomitus.

















End of discussion
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